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Abstract 

The current thinking about the suicide attempt process in suicidology contains a 

long-held assumption that the change from thoughts to behaviours can occur either 

impulsively or non-impulsively and classification of suicide attempts into groups 

according to impulsivity is a tradition that has existed for more than a hundred years 

(e.g., Durkheim, 1897/2006). However, a systematic review of the literature on suicide 

attempt impulsivity, presented in the thesis, indicated that, despite differences between 

impulsive and non- impulsive suicide having been extensively studied, the results are 

difficult to integrate and to translate into recommendations for suicide risk assessment 

and prevention. The thesis sought to advance current understanding of suicide attempt 

impulsivity and examine whether there is a phenomenon that warrants description as an 

impulsive suicide attempt.  

The empirical research in this thesis includes two studies. The first is a small-scale 

qualitative study which used thematic analysis to explore the ways clinicians (n = 7) and 

suicide attempters (n = 8) themselves understand suicide attempt impulsivity. It was 

based in an outpatient mental health clinic specialising in the treatment of suicidal 

behaviour. Although the concept of attempt impulsivity originated from clinical work 

and continues to be used in that setting, there has been very little exploration of how the 

concept “impulsive attempt” is used. The small scale qualitative study thus provides an 

important exploration of alternative definitions of suicide attempt impulsivity. The 

study showed that three themes, “thinking out”, build-up, and unclear intentionality 

were used by clinicians and suicide attempters when considering attempt impulsivity. 

However, the study indicated limitations of the term in clinical practice, such as 

potential stigmatisation and limited contribution to suicide risk assessment. 
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The second, larger mixed-methods study explored the suicide attempt process in 

young adults (n = 49), presenting to hospital after a suicide attempt. Participants were 

recruited from two public hospitals in a metropolitan area (one tertiary and one 

community public hospital). Different criteria for assessing suicide attempt impulsivity 

were examined, and an in-depth description provided of the development of suicide risk 

in those suicide attempts considered most and least impulsive by the major ity of criteria 

used in previous studies. Overlap among the 20 previously used criteria of attempt 

impulsivity was examined and principal component analysis indicated two components 

in the dataset. The first of these, proximal planning, explained nearly ha lf of the 

variance in the dataset, while the second, absence of ongoing suicidality, loaded only 4 

of items and explained a smaller amount of variance (approximately 14%). Higher 

proximal planning related to higher suicidal intent, higher lethality, stronger emotions 

before the attempt signalling fearlessness, higher self-perceived acquired capability for 

suicide and higher emotional reactivity. The absence of ongoing suicidality was 

negatively related to escape intentions during the attempt and showed a positive 

relationship with lethality of attempt. Participants who reported higher ongoing 

suicidality reported more intense negative emotions before the attempt, a higher number 

of prior attempts, higher urgency, emotional reactivity and aggression. Absence of 

ongoing suicidality related to binge drinking and drug use in the week before the 

attempt. 

The qualitative findings gave rise to the description of the suicide attempt process 

as an interconnection between negative thinking, suicidal desire and implementation 

thoughts. These arise in a context, which is both external (stressful events, widening of 

the gap between me-other) and internal (salience of suicide as an option, distress, and 

insufficient coping). These themes are framed by narrative themes, which describe the 

way the story of the attempt is told. The findings indicated similar pathways to suicide 
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attempts marked by absence of proximal planning and absence of ongoing suicidality, 

but differences were observed between pathways towards attempts marked by high 

proximal planning and those marked by high ongoing suicidality. These pathways are 

described in detail in the thesis.  

On the basis of the findings of the present program of studies and their 

interpretation, it is proposed that the term ‘impulsive suicide attempt’ be discarded in 

favour of terms that reference specific facets previously incorporated under the label 

‘attempt impulsivity’. At least three of these have been outlined in this study: lack of 

proximal planning, different levels of ongoing suicidality and unclear intentionality. 

Each of these relates to different elements of the suicide attempt process 

(implementation thoughts, suicide schema and narrative themes respectively) and has 

unique correlates. 
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Chapter 1. Introduction 

The burden of suicide and suicide attempts  

Suicide is one of the leading causes of death worldwide (Lozano et al., 2012) and 

in Australia (De Leo, Sveticic, & Kumpula, 2013). In Western countries (Australasia, 

Europe, North-America) it is among the top five causes of years of life lost (Lozano et 

al., 2012). In Australia, the overall suicide rate has been relatively stable in recent years 

at 10.9 per 100,000 population in 2013 (Australian Bureau of Statistics, 2015). Suicidal 

behaviours that do not end in death have been recognised as an equally important issue 

(World Health Organization, 2014b). Each suicidal act carries a risk of death or a risk of 

serious, long-term health consequences as a result of harm inflicted. Furthermore, 

suicidal behaviour is a sign of future risk, for example, the risk of dying by suicide is 

hundreds of times higher for individuals who have made prior suicide attempts than it is 

in the general population (Owens, Horrocks, & House, 2002). Suicidal behaviours 

emerge when people are in a vulnerable position and the attempt itself can have a 

further emotional toll on the suicidal individuals, their families, and communities 

(Department of Health and Ageing, 2008). Thus suicide prevention strategies focus on 

decreasing all suicidal behaviours, not only those with lethal consequences (Department 

of Health and Ageing, 2008; World Health Organization, 2014a).  

Estimating the number of suicide attempts or non-fatal suicidal behaviour is more 

difficult than estimating suicides because of lack of standardised surveillance system for 

the former type of behaviours (World Health Organization, 2014b). An approximate 

indicator, however, can be drawn from the National Survey of Mental Health and 

Wellbeing (NSMHW; Australian Bureau of Statistics, 2008), conducted in 2007. In this 

survey, 0.54% of females and 0.28% of males between 16 to 85 years reported a suicide 

attempt in the previous 12 months. Calculated from these data, the suicide attempt rate 
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in Australia is 418 suicide attempts per 100,000 population, or around 40 suicide 

attempts for 1 death by suicide a year. A similar global suicide attempt rate is observed. 

Among adults (of age 18 and above) it is estimated to be around 4 per 1000 individuals 

per year (Borges et al., 2012), indicating the pertinence of research and prevention in 

this area. 

Suicidality in young adults is an important issue. Globally, suicide among 15-29 

year olds is the second leading cause of death in the world and in low- and middle- 

income countries the suicide rates are highest in this age group (World Health 

Organization, 2014a). The rate of suicide in young adults (15-34 years of age) in 

Australia has fallen substantially since 1998. Nevertheless, suicide is still the main 

cause of death in the age groups 15 to 44 (Australian Bureau of Statistics, 2015). 

Further, in Queensland there seems to be an increase in the rates among 15-24 year old 

females since 2007 (Kõlves & De Leo, 2015). Data from a large tertiary hospital in 

Australia indicated that for females more than a third of those presenting with non-fatal 

suicidal behaviour are between 15 to 24 years, while in males the highest proportion of 

presenters is between the ages 25 and 34 (Milner, Kõlves, Kõlves, Gladman, & De Leo, 

2013). A large proportion of these suicide attempts remain unnoticed by the health 

system, because in Australia only 42% of those who made a suicide attempt seek formal 

help (De Leo, Cerin, Spathonis, & Burgis, 2005). Thus data from hospital presentations 

cannot be viewed as representative of the age-related patterns of non-fatal suicidal 

behaviour in the Australian community. They do indicate, however, that emergency 

services are most likely to encounter suicide attempters in late adolescence and young 

adulthood and thus require expertise and knowledge on how to assist suicidal people in 

these age groups.  
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The definition of suicide attempts  

Defining the area of study is a necessary first step in a research program, but it is 

not a straightforward one in suicide attempt research. The definitions of both suicide 

and suicide attempts are areas of much debate in suicide research and there are multiple 

terms used to label similar behaviours (Silverman, Berman, Sanddal, O’Carroll, & 

Joiner, 2007a). Although there are guidelines about which deaths should be classified as 

suicide, the identification of self- inflicted harm as a suicide attempt is more problematic  

(De Leo, Burgis, Bertolote, Kerkhof, & Bille-Brahe, 2006). The main debate focuses on 

the distinction between suicide attempts with intent to die and self-harm without 

suicidal intent.  

One view is that the level of intent to die varies on a continuum in all behaviours 

where a person intentionally inflicts harm upon themselves and such behaviours should 

be classified in one group (De Leo et al., 2006). The definitions of suicidal behaviour 

that do not include intent to die are most common in Europe, in particular in the United 

Kingdom. The preferred term there is ‘self-harm’, which is defined as “self-poisoning or 

self- injury, irrespective of the apparent purpose of the act” (National Institute for Health 

and Clinical Excellence, 2004, p. 16). Another widely used definition which does not 

specify the necessity of the intent to die is that endorsed by the World Health 

Organisation, where the term ‘non-fatal suicidal behaviour’ is used to refer to “a 

nonhabitual act with nonfatal outcome that the individual, expecting to, or taking the 

risk to die or to inflict bodily harm, initiated and carried out with the purpose of 

bringing about wanted changes” (De Leo et al., 2006, p. 14). Recent research shows 

that, at least in clinical settings, the hypothesis about the continuous nature of intent 

holds true: self-harm behaviours fall on a continuum without a clear line dividing the 

groups with high and low (or zero) intent to die (Kapur, Cooper, O’Connor, & Hawton, 
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2013). However, such broad definitions have attracted criticism because of the large 

variety of behaviours subsumed under the term, which may limit its usefulness 

(Silverman et al., 2007a). 

The second view, which is most prominent in North America (World Health 

Organization, 2014b), is that suicide attempts and self-harm without intent to die [or so-

called non-suicidal self- injury (Nock & Favazza, 2009)] are better understood as two 

separate, albeit overlapping groups of behaviours (Silverman, Berman, Sanddal, 

O’Carroll, & Joiner, 2007b) and that suicide attempts should include some non-zero 

degree of intent to die (O’Carroll et al., 1996). Researchers acknowledge, however, that 

there are always a number of cases that are difficult to class ify precisely according to 

intent. For example, a study on coding real- life situations according to the nomenclature 

of Silverman et al. showed only moderate inter-rater reliability in the domain of suicidal 

behaviours (Kattimani, Bharadwaj, Sarkar, & Mukherjee, 2015). Therefore, the 

constructs of suicide attempt and self-harm may be largely overlapping (Linehan, 

Comtois, Brown, Heard, & Wagner, 2006). 

Even in the dichotomous categorisations of self- inflicted harm there is recognition 

that for some cases the intent of the behaviour remains unknown, and hence there is the 

need for the group of so called ‘undetermined intent to die’ (Silverman et al., 2007b). In 

some groups, such as people with first episode psychosis, up to a third of cases can have 

undetermined intent to die (Fedyszyn, Harris, Robinson, & Paxton, 2012). Freedenthal 

(2007) argued that impulsivity of the act, which is the focus on this thesis, may be one 

of the reasons for such uncertainty about the intent of the attempt. Thus a study of 

suicide attempt impulsivity would be limited if it omitted the ‘undetermined intent’ 

group and studied only those with a clear intent to die.  
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Given these complexities in determining intent in more impulsive cases, in the 

present thesis the same classification of suicidal behaviours was that used in the 

majority of research on suicide attempt impulsivity 1, specifically the Silverman et al. 

(2007b) classification, but the inclusion criteria were expanded to include cases of 

‘undetermined suicide-related behaviour’. The nomenclature of Silverman et al. (2007b, 

p. 273) defines a suicide attempt as “self- inflicted, potentially injurious behaviour with 

a nonfatal outcome for which there is evidence (either explicit or implicit) of intent to 

die”; undetermined suicide-related behaviour is defined as “self- inflicted potentially 

injurious behaviour where intent is unknown”. Thus, in this thesis, cases were excluded 

if absence of intent was certain and there were no doubts about the absence of intent 

either for the person inflicting self-harm or for the clinician making the assessment. 

Having such wider inclusion criteria for people with suicide attempts has advantages in 

understanding how impulsivity affects the assessment of intent to die, but the limitations 

arising from the lack of homogeneity in the study group is discussed when presenting 

the results.  

Suicide attempt impulsivity 

Suicidal process models propose a continuum from suicidal ideation to planning 

to attempts; some people develop suicidal ideation, a small proportion of these move on 

to make plans and a proportion of them then progress to suicide attempts (Baca-García 

et al., 2011). This hypothesis is supported in the general population, since the number of 

people reporting ideation is greater than the number reporting making plans, which in 

turn is greater than the number making attempts (Kessler, Borges, & Walters, 1999). 

However, the continuum observed for the population does not always apply for an 

individual and the process can oscillate between stages (Sveticic & De Leo, 2012). 

                                                 

1
 See chapter 2 for review of studies. 



28 

 
Almost all suicide attempters have an idea of suicide before the attempt. For 

example, in an Australian community study (De Leo et al., 2005) more than 99% of 

attempters reported having at least some suicidal ideation prior to the attempt. The 

number is not surprising, because for an instance of self- inflicted harm to be called a 

suicide attempt a person has to be seen as having at least some intent to die (Silverman 

et al., 2007b) and therefore suicidal ideation. A wish to die and thoughts about killing 

oneself are cognitive reflections of this intent (A. T. Beck, Kovacs, & Weissman, 1979; 

Posner et al., 2011). However, in the same study (De Leo et al., 2005) just slightly over 

half of people attempting suicide reported experiencing a ll levels of the suicidal process 

leading up to the attempt. This was less likely if a person described their suicide attempt 

as ‘impulsive’. These findings suggest that, for a group of people, the suicidal process 

does not follow the standard model and suggest there may be types of suicidal processes 

that could be called ‘impulsive’ and ‘non- impulsive’ (Baca-García, Diaz-Sastre, et al., 

2005).  

The term ‘impulsive suicide attempt’ appears in the literature as far back as 1897 

(Durkheim, 1897/2006), where it was considered a type of suicide related to ‘insanity’. 

In his book On Suicide, Durkheim drew on a classification of suicide from Jousset and 

Moreau de Tours, two French psychiatrists, who described the different types of suicide 

related to mental illness in the Dictionnaire de médecine et de chirurgie pratiques 

(1836, as cited in Durkheim, 1897/2006). The ‘impulsive or automatic’ suicide was 

described as one without a motive, that “has no cause either in reality or in the patient’s 

imagination”, and was a result of a “sudden, immediately irresistible impulse” 

(Durkheim, 1897/2006, p. 43). According to such a description impulsive attempts are 

quick, mindless acts. 
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Even though the term was mentioned in the clinical literature in the early years of 

the 20th century to identify a separate group of attempts (Connell, 1924; Sullivan, 1903; 

Woodbridge, 1905), detailed descriptions of impulsive suicide attempt cases appeared 

only in the 1950s (Finn, 1955; Kessel, 1965). However, the meaning of the term 

‘impulsive attempt’ was expanded. At that time a suicide attempt made by an impulsive 

person was considered impulsive, for example, if a person showed ‘impulsive acting-out 

behaviour’ throughout his or her life the attempt was deemed impulsive (Finn, 1955). 

This suggests researchers initially did not clearly separate the impulsivity of the attempt 

and the impulsivity of the attempter (or trait impulsivity). Later researchers began to 

restrict the impulsivity of the attempt to the features of the act, such as the degree of 

planning and premeditation, and not include traits of the attempter (C. L. Williams, 

Davidson, & Montgomery, 1980; C. L. Williams, Sale, & Wignall, 1977). Researchers 

were in agreement that there was a separate group of attempts, where the suicide risk 

developed quickly. Terms in addition to ‘impulsive suicide attempt’ (A. J. Smith, 1972) 

were introduced, such as ‘abreactive’ (Mayfield & Montgomery, 1972) or ‘tic’ suicide 

(Rotov, 1970). However, these terms were not widely accepted by the research 

community. 

An increase in interest in impulsive attempts began with the new millennium. 

Although partly related to an increase in suicide research, interest was likely sparked by 

two studies showing opposite results about lethality of the impulsive suicide attempts. 

Baca-Garcia et al. (2001), in a Spanish study of adult suicide attempters admitted to a 

general hospital, found that less planned and premeditated attempts tended to result in 

less morbidity. At the same time, Simon et al. (2001) in a study of young (13-34 years) 

people who were admitted to hospital in the United States after near- lethal suicide 

attempts found that attempts made shortly (5 minutes) after deciding to do so were the 

more lethal compared to more premeditated ones. The new wave of research initiated 
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work on the relationship between state impulsivity (impulsive characteristics of the act, 

such as low premeditation, no planning) and trait impulsivity (impulsive character 

features of the attempter) (Baca-García, Diaz-Sastre, et al., 2005; Witte et al., 2008). 

With this clearer separation of state and trait impulsivity some researchers preferred to 

use the term unplanned instead of impulsive (Conner, 2004) to describe such attempts. 

Because some studies have used both premeditation and planning to describe more 

impulsive attempts (e.g., Conner et al., 2012; Hjelmeland et al., 2000) whereas others 

have used only premeditation (e.g., Giegling et al., 2009), in this thesis the term 

impulsive is preferred to unplanned to separate the descriptive term for the category 

from possible criteria for its identification.  

Despite the term being present in the clinical literature for some time, at the time 

the research studies in this thesis began, knowledge about impulsive suicide attempts 

was limited. The only non-systematic review focused on this area of research by Conner 

(2004) indicated lack of clarity about both the profiles of those who attempt suicide 

more impulsively and the context in which such attempts occur. A more recent review 

on the relationship between impulsivity, aggression and suicidal behaviour by Gvion 

and Apter (2011) indicated lack of consensus in the definition of impulsive attempts. 

Furthermore, some researchers began questioning the overall usefulness of the term and 

suggesting it be discarded as inaccurate (A. R. Smith et al., 2008), calling the idea that 

suicide is impulsive a myth, albeit a potent one (Joiner, 2011).  

There is a further disparity in that the studies use either the term ‘impulsive 

attempt’ (e.g., Simon et al., 2001) or ‘attempt impulsivity’ (e.g., Chalker, Comtois, & 

Kerbrat, 2015), which reflect different assumptions about this construct. The first term 

implies that there are distinct types of suicide attempts. The second term presupposes 

that impulsivity is a feature of an attempt that can vary from low to high. Different 
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measurements are required in these two cases. In the first instance a categorical 

measurement is most appropriate, while in the second a measurement that assesses 

presence of the feature on a continuous scale is necessary. Both types of measurements 

are used in current research (e.g., Brodsky, Groves, Oquendo, Mann, & Stanley, 2006; 

Simon et al., 2001), but studies using categorical measurements frequently include a 

middle category which references a group of attempts which are neither impulsive nor 

non- impulsive (e.g., L. K. Brown, Overholser, Spirito, & Fritz, 1991). A need for such a 

middle category implies difficulties determining a clear boundary between the two 

groups of attempts, which would be consistent with the conceptualisation of ‘attempt 

impulsivity’ as a feature of attempt that varies from low to high. Thus the latter position 

was adopted in the present thesis. Therefore the term ‘impulsive attempt’ can be defined 

as referring to a subgroup of attempts where the feature called ‘attempt impulsivity’ is 

salient. However, the limitations related to the boundary of the ‘impulsive attempt’ 

group remain in such cases and the precise level of ‘attempt impulsivity’ at which an 

attempt can be labelled as impulsive is arbitrary. While acknowledging these 

limitations, in the present thesis the term ‘attempt impulsivity’ is used to refer to the 

feature of an attempt that can vary from low to high, while the term ‘impulsive attempt’ 

is used to signify a group of attempts where the feature of ‘attempt impulsivity’ is 

prominent. 

Assessment of attempt impulsivity is based on the assumption that this would 

benefit suicide risk assessment and prevention. Conner (2004) argued that impulsive 

attempts may be prompted by particular risk factors and eventually benefit from 

different intervention strategies than planned suicides. Such an assumption implies 

several conditions: (a) that attempt impulsivity is a clearly defined, observable and 

measurable entity; (b) that it relates to specific, observable risk factors that could be 

used to identify to whom and when such attempts would occur; and (c) the processes 
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underlying suicide risk development in cases called impulsive can be understood in 

order to develop mechanisms to intervene into the process and prevent an attempt from 

occurring. The first condition is clearly the most important one, as the other two hinge 

on the possibility of the first. The ongoing debate about the definitions of attempt 

impulsivity indicates it has not been fulfilled satisfactorily.  

Finding a satisfactory definition of a concept and its operationalisation relies on 

having extensive descriptions of the phenomena underlying it (Gerring, 1999). In 

research on impulsive suicide attempts, descriptions of the way suicide risk emerges in 

cases described as impulsive and non- impulsive, as well as a direct comparison of such 

descriptions, would be such a foundation on which a definition of attempt impulsivity 

could be based. Such a proposition implies that there are observable features that the 

label ‘attempt impulsivity’ refers to, and that these can be clarified and described. The 

latter assumption was adopted at the beginning of this research program, because the 

term had been used for more than a hundred years (Durkheim, 1897/2006), it had been 

found to be of some use to describe phenomena related to suicide by both researchers 

(e.g., Simon et al., 2001) and clinicians (e.g., Shea, 1999). It was likely that all or at 

least some of those who used this term had observed patterns or features across different 

suicide attempts that this label referred to. This hypothesis can be refuted if under 

systematic observation no consistency can be observed in the way the term has been 

used, no specific correlates of what has been labelled as attempt impulsivity can be 

identified and no specific pathways of how suicide risk develops in attempts labelled as 

more impulsive can be described. In such a case one would have to agree that 

‘impulsive suicide’ is merely a conjecture. 
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Overview of thesis 

The overall research question guiding this thesis was ‘Is there a phenomenon that 

warrants description as an impulsive suicide attempt?’ The first step in answering this 

question was to summarise the existing knowledge on suicide attempt impulsivity in the 

form of the systematic literature review. The review is presented in the subsequent 

chapter and was guided by three goals: (a) to explore the existing definitions of the 

suicide attempt impulsivity; (b) to examine features of the suicide attempts labelled 

impulsive; and (c) identify specific risk factors related to impulsive suicide attempts. 

Following the literature review an overview of the way current theories of suicidal 

behaviour conceptualise suicide attempt impulsivity is provided. The integration of the 

research and theoretical knowledge is presented in chapter 4, which provides the 

rationale for the studies presented in this thesis.  

The following chapters then outline the research program undertaken. The 

overarching methodological framework is introduced in chapter 5, with methods used 

across the studies in the present thesis. Two empirical studies are presented. The first is 

a small-scale qualitative study exploring the ways clinicians and suicide attempters 

themselves understand suicide attempt impulsivity. Although the concept of attempt 

impulsivity originated in clinical work (Durkheim, 1897/2006) and continues to be used 

in that setting (Redley, 2010), there has been very little exploration of how the concept 

‘impulsive attempt’ is used clinically. The small scale qualitative study thus provided an 

important exploration of alternative definitions of suicide attempt impulsivity. It is 

presented in chapter 6. The second, larger mixed-methods study is described in chapter 

7. It examined the overlap between different criteria assessing suicide attempt 

impulsivity and the correlates of what have been described as ‘impulsive suicide 

attempts’. The study included a qualitative exploration of the way young adults 
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experience increase in suicide risk prior to their suicide attempt, which was termed as 

the suicide attempt process. Using this description of the suicide attempt process 

developed in the overall sample, the study compared the pathways towards attempts 

described as impulsive and non- impulsive using the criteria employed in previous 

studies. The results of this second study are presented in chapters 8-10. The thesis 

concludes with discussion of the findings of the research program and their implications 

for further research and suicide prevention.  
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Chapter 2. Systematic literature review 

Introduction 

This chapter summarises the existing knowledge on suicide attempt impulsivity. 

As indicated in the introduction, to date there has been no systematic review of the 

literature on this topic, but there have been two non-systematic reviews that are relevant 

(Conner, 2004; Gvion & Apter, 2011). Conner (2004) was one of the first to call for 

more research into impulsive suicide attempts, noting that little is known to help prevent 

such acts. Summarizing findings about them he concluded that only “caricatures” (p. 

92) of individuals who make impulsive attempts are possible. Conner (2004) suggested 

that impulsive suicide attempts are characterized by lower lethality and occur in the 

context of lower levels of depression and hopelessness, but more frequently follow a 

negative life event, in particular one related to disrupted relationships. People who make 

planned attempts, on the other hand, were more likely to maintain follow-up treatment. 

The findings on age and gender differences were considered inconsistent. Based on 

indirect evidence, Conner suggested impulsive suicide attempts are possibly linked to 

reactive (impulsive) aggression. Several recommendations for further research were 

proposed, including the examination of the validity of assessments of planning, 

inclusion of non-suicidal control groups in study design and the separation of 

observations about the suicidal state and the personality of the attempter to avoid 

making assumptions about the person based exclusively on the suicidal act. 

Gvion and Apter (2011), in revisiting the broader theme of aggression and 

impulsivity in suicide, considered the difficulties in defining impulsive or, as they 

referred to it, ‘unplanned’ suicide. They noted the importance of distinguishing between 

impulsivity as a characteristic of the act (state impulsivity) and as a characteristic of the 

person involved (trait impulsivity). One of the main observations in their review was the 
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difference in definitions of attempt impulsivity. They suggested that attempt impulsivity 

can be defined in two ways, through degree of objective signs of planning and amount 

of time between the decision to act and the act itself. Inconsistencies in the time periods 

considered as signifying attempt impulsivity were noted. The review highlighted that 

those attempting suicide more impulsively do not necessarily show higher trait 

impulsivity. In fact, they found studies showing the opposite : that impulsive individuals 

were more likely to plan their attempts and pointed to the contradictory nature of such 

findings, arguing that the relationship between attempt impulsivity and trait impulsivity 

was more complex than initially supposed. 

Although these two reviews provide some guidance on the state of knowledge on 

the topic of attempt impulsivity, the reliability of the conclusions of a non-systematic 

review is inherently disputable (Petticrew & Roberts, 2006). A systematic approach is 

essential to summarize the existing evidence accurately and reliably, as it minimises 

bias throughout the review process and ensures replicability of the review findings 

(Moher, Liberati, Tetzlaff, Altman, & The PRISMA Group, 2009). There are several 

inherent components of a systematic review: a) explicit objectives of the review and 

clear methodology that is reproducible, b) systematic search to identify all studies that 

meet eligibility criteria, c) assessment of validity and quality of the findings in the 

studies and d) systematic presentation (Liberati et al., 2009). A systematic review based 

on these principles was undertaken prior to empirical work. 

The aim of the review was to explore currently existing definitions of attempt 

impulsivity, characteristics of attempts considered more impulsive and review risk 

factors associated with such attempts. Following systematic searches of databases, 

searches using cross-referencing, review of reference lists and conversations with 

colleagues relevant articles published before January 2014 were identified. Detailed 



37 

 
review of these provided a comprehensive account of both qualitative and quantitative 

research existing in the field and revealed existing methodological inconsistencies and 

gaps in research. Based on these findings the two studies presented in this thesis were 

designed. An update of the review to include the literature published after the empirical 

research was conducted is included at the end of the chapter. 

During the review process, the definitions of impulsive suicide attempts used 

across studies and the specific criteria employed to assess attempt impulsivity were 

reviewed first. Because of the large volume of relevant studies identified, a more 

structured approach than a simple narrative description (Liberati et al., 2009) was 

considered necessary in summarising the findings about correlates of attempt 

impulsivity. However, a meta-analytic approach was not possible given the variation in 

methodologies accross studies, both when determining impulsivity of an attempt and in 

assessing its correlates. A box-score method was therefore undertaken to provide 

structure for the systematic review, where the number of studies reaching similar 

conclusions was considered. Recurring ideas that were examined in the literature in 

relation to attempt impulsivity were used to formulate a set of hypotheses. The study 

findings were then summarised based on whether they support, contradict or show no 

statistically significant findings in regards to each of the hypotheses. Differences in 

definitions used were considered a potential source of confounding and thus the studies 

using different definitions of attempt impulsivity were considered separately. Statistical 

significance is a function of the size of the effect and the size of the sample employed 

and no correction for either of them has been employed in the analysis, which needs to 

be borne in mind in considering the results obtained with this method. Nevertheless, 

such an approach allows systematically summarising existing trends in the literature as 

well as identifying differences across studies employing different definitions of attempt 

impulsivity. 
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Method 

The most frequently used term in the literature is ‘impulsive suicide attempt’ (e.g., 

Bagge, Littlefield, & Lee, 2013; Wyder & De Leo, 2007). Some authors used the term 

‘unplanned suicidal behaviour’ (Conner, Duberstein, et al., 2007; Jeon et al., 2010; 

Kessler et al., 1999) and others ‘low-planned suicide’ (Conner et al., 2005) or ‘non-

planned suicide attempt’ (Suokas, Suominen, & Lönnqvist, 2005). These were used to 

formulate a set of search terms: impulsive suicide attempt, impulsive suicidal behaviour, 

impulsive suicide, non-planned suicide attempt, non-planned suicide, low-planned 

suicide attempt, low-planned suicide, unplanned suicidal behaviour, unplanned suicide 

attempt, unplanned suicide. A systematic search with these terms was conducted for 

English–language research papers in the following databases: Medline (through Ovid), 

Psychinfo (through Ovid), Scopus, Proquest and Web of Knowledge. The titles, 

abstracts and keywords of all the articles available in a database were searched up to 

January 2014. A total of 3,809 abstracts were identified, but 2,292 were duplicates and 

were excluded. ‘Self-harm’ and ‘parasuicide’ are other terms used in some studies to 

describe suicidal behaviours with and without intent to die (e.g. Hawton & Harriss, 

2007). Additional searches using these terms were conducted in the same databases to 

ensure no studies matching the inclusion (see below) criteria were omitted due to 

differences in the terms used. However no new relevant articles were retrieved this way.  

The previous non-systematic review by Conner (2004) recommended the 

objective circumstances subscale of the Suicide Intent Scale (A. T. Beck, Schuyler, & 

Herman, 1974) as the most valid means of assessing impulsiveness of a suicide attempt. 

It was decided, therefore, to include in this review all articles reporting findings with 

this subscale. To decrease the number of potentially relevant studies that might be 

missed, an additional cross-reference search was done to select all the articles that used 
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the Suicide Intent Scale (A. T. Beck et al., 1974). A cross-citation search of articles 

citing A. T. Beck et al. (1974) was conducted through Google Scholar. This database 

was chosen as it retrieves the most comprehensive list of citations using the ‘cited by’ 

function compared to other databases (Falagas, Pitsouni, Malietzis, & Pappas, 2008). A 

total of 843 articles were identified in this way, 772 of which were not found in the 

initial searches. 

The abstracts of the remaining articles from both searches were screened to 

identify potentially relevant studies. The criteria for selection were the following: 

1. The study examined characteristics and correlates or provided descriptions of suicide 

attempts or completed suicides that were considered by the authors as impulsive, not 

planned, low-planned, or not premeditated.  

2. The article was a primary source presenting findings of an empirical study.  

3. The article was peer-reviewed (as indicated in the Ulrichsweb database) 

The numbers of articles excluded for not meeting these selection criteria are listed 

in Figure 2.1, which outlines the search process.  

After applying the criteria for database and cross-reference searches, 361 articles 

were identified as potentially relevant and were retrieved. Their reference lists were 

inspected and a further 24 potentially relevant articles were identified in this way. Two 

additional articles were identified in conversations with colleagues. A total of 387 

articles were thus retrieved for full- text assessment. From those, 208 were excluded 

because on detailed reading they were judged not relevant to the aim of this review. The 

exclusion criteria are shown in more detail in Figure 2.1.  

  



40 

 

 

Figure 2.1. Selection flow chart.  
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In total, 179 relevant papers were identified: 145 articles from quantitative studies 

that examined the characteristics of impulsive suicide attempts (Appendix 1, Table 

A1.1), 16 articles from quantitative studies that only listed the frequency of impulsive 

suicide attempts (Appendix 1, Table A1.2), and 18 case studies, case descriptions or 

qualitative studies (Appendix 1, Table A1.3). Each quantitative study was given a 

quality rating from 0 to 10 based on method of sample recruitment and sample size, 

clarity of criteria used to assess impulsivity and proximity of data collection to the 

attempt.2 The quality ratings of the studies ranged from 1 to 9 with a median of 6 

(interquartile range 2). This assessment of article quality was considered in 

summarising the results of the studies.  

Results 

Description of included studies 

A breakdown of 179 included articles by year and country of the study is shown 

in Figure 2.2 and Table 2.1 respectively. The number of studies on suicide attempt 

impulsivity increased rapidly from 1980 onwards, the largest increase in the number of 

articles is seen from 2005. The majority of research effort is still concentrated in 

Western countries (USA, Western Europe). However, some representation of Asian, 

African and Latin American countries is visible.  

                                                 

2 Ratings for each study are presented in Appendix 1 and 2. Quality ratings of studies were employed based on the following 

criteria (maximum of 10 points):  

I Specification of the inclusion criteria into the “suicide attempts” group: 0 no definition; 1 clear definition that does not 
include intent to die (such as non-fatal suicidal behaviour or deliberate self-harm); 2 only self-injurious behaviour with at least some 

intent to die included as suicide attempts 

II Specification of criteria for impulsive/unplanned suicide attempts: 0 no clear definit ion; 1 clear definition that results in 
splitt ing of attempts into impulsive – non-impulsive; 2 clear criteria for assessing attempt impulsivity in a continuous way 

III Number of participants with a suicide attempt in the sample:  0 N≤50; 1 N≤200; 2 N>200 

IV Method of sample recruitment : 0 no clear specification of how sample was obtained; 1 clear specification, but the 
sample is not representative of general population; 2 sample representative of general population 

V T ime lapse between data collection and suicide attempt : 0 More than a year (includes studies that assessed only lifetime 
presence of suicide attempt); 1 Less than a year; 2 Data collected on the same day as the attempt or in the days immediately 

following it . 
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Figure 2.2. Number of articles by 5 year periods3 

 

Table 2.1. Number of articles by region 

Area 
n of articles 

(%) 

North America (USA and Canada) 68 (38%) 

Latin America (Brazil, Mexico) 4 (2%) 

UK 19 (11%) 

Scandinavia (Denmark, Finland, Norway, Sweden) 19 (11%) 

Other Western Europe (Austria, France, Germany, 

Greece, Italy, Netherlands, Spain, Switzerland) 
24 (13%) 

Eastern Europe (Bulgaria, Poland) 4 (2%) 

Australia 9 (5%) 

East Asia (China, Korea) 14 (8%) 

South Asia (India, Sri Lanka) 3 (2%) 

South East Asia (Taiwan, Vietnam) 2 (1%) 

Middle East (Israel, UAE, Iran) 6 (3%) 

Africa (Uganda and South Africa) 3 (2%) 

Multi-site international studies 4 (2%) 

                                                 

3 *Note: a shorter, 4 year period. 
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Definitions of impulsive suicide attempts  

The first question addressed was the definition of impulsive suicidal behaviour 

used in the studies. A number of criteria were adopted to identify an attempt as 

impulsive. It was possible, however, to identify three groups of criteria that were used to 

assess planning/abruptness of the suicide attempt: (a) time-related criteria; (b) absence 

of proximal planning/preparation; (c) plan made during the lifetime or the previous 

year. The first two groups of criteria assess proximal events, while the third assesses 

more distal events. Not all studies fitted this classification and a separate group (other) 

was necessary. Although most studies used just one of the criteria, 7 studies compared 

two or more criteria and the criteria used in each study are listed accordingly in 

Appendix 1. 

Time–related criteria. Criteria that define impulsive suicide attempts in terms of 

its suddenness were used in 26 studies described in 29 articles. Where there was only a 

brief interval of suicidal ideation/planning prior to the attempt, the act was described as 

impulsive. The time interval used to define the attempt as impulsive varied from 5 

minutes (Simon et al., 2001; C. L. Williams et al., 1980, 1977) to 3 hours (Cornelius, 

Salloum, Day, Thase, & Mann, 1996; Molock, Kimbrough, Lacy, McClure, & 

Williams, 1994), and even up to a day, if preparation time is included (Fedyszyn, 

Harris, Robinson, Edwards, & Paxton, 2011). There is currently no research basis for 

any of these cut-off points.  

How the interval was estimated also varied among studies, and there was lack of 

consistency in terms used to describe these intervals. In 9 studies described in 11 

articles, it was the duration of any thoughts about suicide  prior to the act (e.g., Hawton, 

Harriss, & Rodham, 2010). This interval can be referred to as ‘contemplation’ time 

(Bagge, Littlefield, & Lee, 2013). However, the term ‘contemplation’ (or premeditation) 
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time can also be used to describe the period of planning, that is, the time conceiving or 

programming the events required (e.g., Molock et al., 1994). Planning time altogether 

was used in 14 studies described in 16 articles. Decision time was used in 4 studies, 

which estimated the time from a conscious decision to attempt suicide to the act itself 

(e.g., Simon et al., 2001). Lastly, preparation time was distinguished less commonly, in 

only 2 studies, which concerned the practical provision of the means of the attempt 

(Fedyszyn et al., 2011). 

It is not clear to what extent the various time intervals overlap. Theoretically, 

these time periods can vary; for example, decision time can be shorter than suicidal 

ideation time because the decision is reached after some thinking. Research, even 

though limited, supports this conclusion. Deisenhammer et al. (2009) found that nearly 

three-quarters of attempters referred to a psychiatric department after self- injury 

reported that the decision period was shorter than 10 minutes, but only half claimed that 

suicidal ideation time was as short as this. Bagge, Littlefield & Lee (2013) observed 

only moderate (0.37-0.59) intercorrelations among suicidal ideation, decision and 

planning time in a sample of patients drawn from a hospital emergency department. 

There are thus large inconsistencies in the application of the time-related criteria.  

Absence of proximal planning/preparation. This was by far the most common 

criterion used in 84 studies described in 107 articles. These criteria defined attempt 

impulsivity in terms of a lack of thought in conceiving the act and/or by the lack of any 

actual steps taken to prepare for self- injury and/or death. The most frequent method of 

assessment used by studies in this group was the objective circumstances subscale of the 

SIS (A. T. Beck et al., 1974), used in 52 studies (described in 68 articles). Some studies 

also used several items from this subscale. However, other methods of assessing 

planning were also frequent, indicating some inconsistency in assessment among 
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studies. Some criteria also assessed time of planning as part of the assessment of 

planning (e.g., Hjelmeland et al., 2000), indicating some overlap with the criteria in the 

first group. However, in this group of criteria the main focus of assessment was on 

amount of planning rather than on the timing of suicidal thoughts prior to the attempt as 

in the first group of criteria. 

The most frequently used assessment method in this group – the objective 

circumstances subscale – was suggested by Conner (2004) as the most valid assessment 

of planning/impulsivity. However, newer research shows some complications with the 

validity of this assessment. A large cross-national study indicated lack of construct 

validity of the objective circumstances part of the SIS and concluded that the objective 

circumstances subscale is a collection of clinical observations rather than a scale 

assessing one unitary factor (Antretter et al., 2008). It is not surprising then that 

disparate factor structures of the SIS are reported by different research groups (A. T. 

Beck & Lester, 1976; Diaz et al., 2003; Mieczkowski et al., 1993). This has prompted 

researchers to use slightly different sets of items as the objective 

circumstances/planning subscale making comparisons difficult.  

There is as well an ongoing debate about whether this subscale assesses 

‘behavioural indicators of intent’ (e.g., Hasley et al., 2008, p. 588) or planning (e.g., 

Conner, 2004). Some of the items in the subscale do not directly relate to planning. 

Specifically, items assessing whether someone was present during the attempt (item 1), 

timing of the event in terms of possibility for intervention (item 2), precautions against 

discovery (item 3), acting to get help during/after the attempt (item 4), and purpose of 

the attempt (item 9) reflect the circumstances during and after, but not planning, 

preparation or pre-thought prior to the attempt in the way the other items do, 

specifically items 5 (final acts in anticipation of death), 6 (planning), 7 (writing a 
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suicide note) and 15 (premeditation time). Although some authors use the whole 

objective circumstances subscale, others use only separate items from it, most 

frequently items 6 and 15 (10 studies described in 12 articles), to specifically assess 

attempt impulsivity (e.g., Baca-García et al., 2001). Other selections of items for 

assessment of suicide attempt impulsivity appear in the literature as well, such as use of 

items 5 to 7 (final acts in anticipation of death, planning and presence of suicide note) 

(Weyrauch, Roy-Byrne, Katon, & Wilson, 2001). In 5 studies both assessments are used 

simultaneously for different purposes: the whole objective circumstances subscale is 

used to assess suicidal intent and only items 6 and/or 15 are used to assess planning 

(e.g., Nordentoft & Branner, 2008). Even though assessment of objective circumstance 

and planning-only were clustered together in this criteria group, a separate analysis was 

also undertaken to compare them. 

Apart from assessment using the SIS, other sources for assessment of planning 

have been used in studies, such as information about suicide attempt planning collected 

from medical charts (3 studies, e.g., Suokas et al., 2005) and yes-no questions about 

whether the person had a plan prior to the attempt (Wyder & De Leo, 2007). The 

assessment of proximal planning/preparations is thus not consistent in the literature and 

its validity requires further attention. However, use of the criteria from this group has 

shown some advantages over criteria in other groups. Importantly, amount of planning 

has been used to assess impulsivity in completed suicides (Hawton, Simkin, et al., 

2005), not only suicide attempts. This is not possible with other criteria that require self-

report, such as time-related criteria. In addition, assessment using the SIS objective 

circumstances subscale has allowed greater sensitivity of assessment because it allows 

for continuous (e.g., Overholser, Freiheit, & DiFilippo, 1997) rather than discrete (e.g., 

Suominen, Isometsä, Henriksson, Ostamo, & Lönnqvist, 1997) assessment. 
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Distal criteria. This group assesses absence of a suicide plan over the person’s 

lifetime or in the previous 12 months. It includes 17 articles from 9 studies that have 

used two questions to assess attempt impulsivity: ‘Have you ever made a plan for 

committing suicide?’ and ‘Have you ever attempted suicide?’ (e.g., Kessler et al., 1999). 

In 2 studies (3 articles) the questions have been asked specifically with reference to the 

previous 12 months (e.g., Simon & Crosby, 2000), and in others with reference to the 

person’s lifetime (e.g., Levinson, Haklai, Stein, Polakiewicz, & Levav, 2007). This 

group of criteria assesses events distal from the actual attempt and have been called 

‘historical assessment of premeditation’ (Bagge, Littlefield, & Lee, 2013), whereas the 

first two groups refer to events proximal to the attempt. Studies using distal criteria 

typically do not attempt to compare whether the actual suicide attempt matched the plan 

made previously. No studies were identified that evaluated the overlap between 

proximal and distal criteria. 

Other criteria. This group contains 15 studies using very disparate criteria to 

identify impulsive attempts that did not fit the previous categories. First included here 

are studies using descriptions of attempts or deaths by suicide that were considered 

impulsive, such as ‘impulsive gesture’ (A. J. Smith, 1972) and of ‘low predictability of 

suicide’ (Welte, Abel, & Wieczorek, 1988). One of the studies in this group considered 

attempts impulsive if the person did not have persistent suicidal ideation in the last year 

(thinking about suicide for more than 7 days in a row) (Conner et al., 2006). Also 

included here are studies using attempts self- identified as impulsive (Gore-Jones & 

O’Callaghan, 2012) and attempts grouped through cluster analysis (Rapeli & Botega, 

2005). In 6 studies the authors did not specify their criteria for listing attempts as 

impulsive (e.g., Raja & Azzoni, 2004) and they were grouped in this category. The 

‘other’ group of criteria includes a diverse set of 15 studies and their substantive overlap 

with studies in the other criterion groups is difficult to evaluate.  
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Correlates of impulsive suicide attempts 

A set of hypotheses, formulated on the basis of a reading of all the studies 

included in the systematic review, is listed in Table 2.2. A box-score method was used 

to summarise the findings for each hypothesis. Studies were identified as supportive, 

failing to support (‘no dif.’), or contradicting (‘against’) the hypothesis on the basis of 

the direction of the effect and its statistical significance. Table 2.2 lists the studies4 

(superscript numerals refer to study number in brackets at the end of the reference in the 

reference list and Appendix 1) and the frequency of studies falling into the three 

categories for each hypothesis. A study can be listed for more than one hypothesis. In 

examining the findings of the studies in the review, the type of criterion used to identify 

impulsiveness was considered a possible source of confounding. Accordingly, the 

studies were classified by the four groups of criteria described earlier. There were 11 

studies that assessed impulsivity of deaths by suicide. To eliminate the potential effect 

on results of differences in suicide attempters and deaths by suicide (Beautrais, 2001), 

studies assessing deaths by suicide were marked, but not included in the overall study 

count. 

  

                                                 

4
 Studies by Bhugra et al. (2002); Dorpat and Rip ley, (1960); Fedyszyn et al. (2011); Gore-Jones 

and O’Callaghan (2012); Hettiarachchi and Kodituwakku (1989); Hoberman and Garfinkel (1988, 1989); 

Kastanaki, et al. (2010); Kinyanda et al. (2005); Molock et al. (1994); Patton et al. (1997); Pearson et al., 

(2002); Peterson et al. (1985); Razin et al. (1991); Skopek and Perkins (1998); L. Sutton et al. (2005) 

were not included in Table 2.2, as they only assessed frequencies of impulsive suicide attempts . 
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Table 2.2. Summary of findings about impulsive suicide attempts  

The description of impulsive suicide 
attempts 

 
1 2 3* 4 Total 

Frequency  
17-92% 13-77.8% 15-63.6% 48.7-

97.4% 
15-
97.4% 

More likely to be carried out by non-
violent means. 

Support 3 
34,43,57

 2 
28,78,140

  1
 41

 6 

No dif. 2 35,138 1 136   3 

Against 1 109  1 65 1 29 3 

Means that had higher availability 
used for impulsive suicide attempt  

Support 4 34,71,109,132 2 24,28,143   6 

No dif.  1 134   1 

Against     0 

Impulsive suicide attempts are made 

with lower intent to die 

Support 3 75,102,117  #57 7 20,29,40,44,46,50,76   2 67,102 12 

No dif.  1 24   1 

Against     0 

Expected lethality lower for impulsive 
suicide attempts 

Support 3 73,110,117 4 2,7,136,134   7 

No dif. 1 7    1 
Against     0 

Actual lethality of the attempts is 

lower in cases of impulsive attempts 

Support 
1 71 11 2,21,38, 40, 76,82,84, 

85,90,104,126  
 2 29,89 14 

No dif. 2 
108,117

 8
24,26,49,69,79,95,115,134

 1 
108

 1 
101

 12 

Against     0 

Acute negative life events are more 
frequent before impulsive attempts. 

Support 2 7,88 2 6,25, 140  1 112 5 

No dif.  3 7,32,128 1 65  4 

Against     0 

Impulsive suicide attempts are more 
likely in younger individuals . 
Studies that included only adolescent 
samples were excluded from this  
comparison 

Support 

3 71,133,144 3 28, 33, 56, 112,140,144 #141 1 92 #75 1 42 8 

No dif. 

2 
35,128

 5 
87,105,134, 136,143,146

 None 
465,66,67,72, #16 
Both 0 

1 
29

 12 

Against   1 31  1 

Impulsive suicide attempts are more 

likely in females 

Support  428,51,95,105, 130,143  1 94 1 29 6 

No dif. 

4 35,95,43,127 

#128 
92,22,24,36,58,90,97,134,136,

140,145#141 
None 5 17,19, 

,65,66,67 #16,,75,108  

Both 3 31,72,135 

#92 

 21 

Against 1 108    1 

Intoxicated individuals are more likely 

to attempt impulsively 

Support 1 138 2 2,120   3 

No dif. 4 7,109,128,133 1 7,56  1 29 6 

Against 1 116   0 131 1 

Impulsive suicide attempts are more 
likely among individuals who have 
substance use or specifically alcohol 

use disorders  

Support 3 7,117,128 2 121,122 2 15,65 #16  7 

No dif. 

1 71 3 7, 97,110 None 2 17,72 

#19,72 

Both 1 93 

 7 

Against   2 94,107  2 

Impulsive suicide attempts are more 
likely among individuals who use drugs 
or have drug use disorders  

Support   1 
17

  1 

No dif. 
 1 53 None 2 18,72 

Both 0 
 3 

Against   2 94,108  2 

  



50 

 
Table 2.2 continued       

Impulsive suicide attempts are more 
likely among repeaters 

Support 2 
88,133

 2 
2,134,

   4 

No dif. 4 54,117,128,138 8 1,7,10,47,58,95,118,113 #11    12 

Against 2 7,96 2 107,119, 145 2 65,108 3 29,107,112 9 

Depression is  less likely/severe in 
individuals attempting suicide 
impulsively 

Support 
4 7,109,117,128 6 4,24,110,116,134  

136,143,145  

1 93 1 29 12 

No dif. 

2 34,43 7 7,23, 28,49,85, 

86,97,106
 

None 2 17,66 

#16,19,75,92
 

Both 3 65,72,94 

 14 

Against   131 
 1 

Hopelessness is lower in individuals 

who make impulsive suicide attempts 

Support 2 109,117 4 86,106,113,116,143    6 

No dif.  4 49,85,97,110, 145   4 

Against     0 

Anxiety disorders are more likely 

among individuals who make impulsive 
suicide attempts 

Support  1 
90

 1 
72

  2 

No dif. 

1 128  None 4 17,19,31, 

66 #16 

Both 0 #92 

 5 

Against   0 #75  0 

Impulsive suicide attempts are more 
likely among individuals with BPD 

Support 1 43 1 4   2 

No dif. 1 
117

 5 
7,12,23,90,123

   6 

Against 1 7    1 

Impulsive suicide attempts are more 

likely in ‘mentally well’ individuals with 
no/fewer mental disorders 

Support 2 71,128 2 128,140,143, 145 0 #75  4 

No dif. 

  None 3 17,66,93 

#16,19 
Both 2 65,94#92 

 5 

Against  0 25 1 72  1 

Defici ts in executive function are 

related to higher impulsivi ty of suicide 
attempt 

Support 1 138 3 4,30,38   4 

No dif.     0 

Against     0 

Higher impulsivity of attempt is related 
to higher trait impulsivity of individual 
or higher levels of impulse-control 
disorders 

Support 1 43 2 49,127,143   3 

No dif. 

2 35,109 2 90,136 None 3 19,18,94 

#17 
Both 0 #92 

 7 

Against  1 
40

 2 
66,135

  3 

Impulsive suicide attempts are more 

likely among individuals with more 
prominent aggression traits, higher 
levels of aggressive behaviour or 

aggression-related disorders.  

Support 1 109  5 31,66,72,93,108 1 29 7 

No dif. 
1 43 5 24,49,69,90,113 None 1 17 

Both 1 94 
 8 

Against  1
124 

0 
#16,19

  1 

Notes: BPD – borderline personality disorder. No dif. – no difference  
Numbers in subscript refer to the number of the article marked in the reference list  (at the end of the reference) and Appendix 1, 
Table A1.1. The studies after # mark report on the same or partially the same, but smaller dataset and were not included in the count. 

 [130] Studies in bold, italic and underlined refer to studies on completed suicide, not suicide attempts and are not included in th e 
study count 
22 Studies in bold mark studies that involved comparison of deaths by suicide and suicide attempts.  

* Studies which reported on odds ratio were included in this comparison the following way: if the study found the characteristic was 
a risk factor only for impulsive suicide attempt, it  was included in the ‘support’ row, if a study found the characteristic discussed 
was a risk factor for non-impulsive suicide attempts only, it  was included into the ‘against’ row. The study was included in the ‘No 
dif.’ row if it  found that the characteristic discussed was a risk fact or for both (line Both) , or was not a risk factor for either (line 

None) 
Type of criteria used: 1. Time related criteria, 2. Absence of planning, 3. Plan made in lifetime or last year, 4. Other.  
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From Table 2.2 inconsistencies in the results of studies that use different criteria 

are evident, as well as substantial variations in reported frequency of impulsive suicide 

across studies and across criteria, which is not surprising given that some criteria may 

be only weakly correlated (Bagge, Littlefield, & Lee, 2013). The results from the 

proximal criteria groups (1 and 2) differ most from those for the third group, which 

assesses more distal symptoms of suicidality (presence of a suicide plan in the lifetime 

or last year). In addition, the lack of studies assessing other characteristics of impulsive 

suicide attempts identified by the third criteria group (presence of lifetime/last year 

plan) is evident: there are no data on availability of means, intent and expected lethality 

available. The data from studies using criteria from other groups show mostly 

homogeneous findings about other characteristics of such attempts. However, the 

findings about the characteristics of the attempters show large inconsistencies.  

To assess how quality of the studies affected the findings, the findings were 

reanalysed eliminating the studies that did not receive at least half of the points in the 

quality rating (<5) (see Appendix 1), that is, only the better quality studies were 

averaged. This did not change the overall conclusions on any of the hypotheses in Table 

2.2. Only minor changes appeared for three hypotheses. The results on violence of 

means used and actual lethality became even more inconclusive. The results for 

substance disorder tipped in favour of it being more likely among people who attempt 

suicide impulsively, but the difference was slight (6 compared to 5 studies finding no 

difference) to draw reliable conclusions. Thus the quality of the studies does not appear 

a major source of variability in the conclusions, which is somewhat surprising. 

The majority of the studies (58%) found that impulsive suicide attempts constitute 

more than half of all attempts. The studies that received higher quality ratings (5 and 

above, see Method section and Appendixes 1 for details) on average yielded lower 
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frequencies of impulsive suicide attempts than those rated as of lower qua lity (the 

average frequencies of impulsive suicide attempts were 51% and 65% respectively). 

Two out of three studies that identified the highest prevalence of impulsive suicide 

attempts (over 95%) did not explicitly state the criteria on which attempt impulsivity or 

planning was determined (Jauregui, Martínez, Rubio, & Santo-Domingo, 1999; Razin et 

al., 1991). Hence the accuracy of very high estimates is questionable.  

Studies using distal criteria to assess attempt impulsivity tend to find lower 

frequencies and show less variability than those using proximal criteria. Studies that 

used absence of a suicide plan during the person’s lifetime or the previous year to 

identify impulsive attempts reported the proportions of impulsive suicide attempts in the 

range from 15 to 64%. In studies using proximal criteria, either abruptness of attempt or 

absence of proximal planning, the results on the proportion of impulsive suicide 

attempts range from 13 to 97%, but the majority of studies find frequencies above 50%. 

If the cut-off period of suicidal ideation, planning or decision time that is used to 

determine an attempt as impulsive is set at greater than 3 hours, most studies find that 

over 75% of attempts fit this description. Studies that assessed preparation or indicators 

of extensive planning mostly reported that these are absent in more than two-thirds of 

attempts. This indicates that most attempts occur relatively close to the time the 

decision is made, or when planning/ideation begins in that instance, with a small 

proportion of attempts showing signs of extensive preparations/planning.  

Given the problem of definition it is not surprising that, despite the large number 

of articles available, conclusions can be drawn with a reasonable degree of support for 

only half of the 20 hypotheses advanced in the literature (Table 2.2). These are that (a) 

impulsive suicide attempt is more likely to involve low intent to die, low degree of 

expected lethality, and readily available means; and (b) impulsive attempts are likely to  
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be associated with deficits in executive function, but possibly not with age, gender, 

anxiety, borderline personality disorder (BPD) or trait impulsivity of the individual. For 

the other hypotheses considered, the results are too mixed to allow a conclusion.  

Characteristics of the attempt  

Results with all criteria tend to show that impulsive attempts are more likely to be 

carried out with lower intent to die and lower expected lethality [the person’s 

expectations of death during the attempt are lower (Simon et al., 2001)] and that suicide 

attempts that are abrupt are more likely to be carried out by means at hand. Findings 

about the actual lethality [actual severity of lesions/toxicity of the attempt (Simon et al., 

2001)], and violence of the means used are less consistent. Actual lethality was not 

related with suicide attempt impulsivity in studies with adolescent/youth (below 21 

years of age) samples (3 of 4 studies), but impulsive attempts were more frequently 

found to be of lower lethality in adult-only samples (12 of 20 studies).  

Both quantitative and qualitative studies indicate that violent methods, such as 

jumping from a bridge or in front of a train, using a firearm, or hanging, can be used in 

some suicide attempts with little pre-thought and planning (Cheah, Schmitt, & 

Pridmore, 2008; Gore-Jones & O’Callaghan, 2012; Mayfield & Montgomery, 1972; 

O’Donnell, Farmer, & Catalán, 1996; Rosenberg & Rosse, 2003; Simon et al., 2001). 

Qualitative studies illustrate that such cases may have highly lethal consequences even 

when the person later reports no intent (Rosenberg & Rosse, 2003) or ambivalence 

about intent to die (Cheah et al., 2008; Mayfield & Montgomery, 1972). Only one study 

examined this in an adolescent population and found that more abrupt attempts related 

to non-violent means. However, the results on violence of the means used in impulsive 

suicide attempts as compared to non- impulsive in adult samples are conflicting: 4 

studies supported the hypothesis, while 3 failed to find any difference and 2 
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contradicted it. Despite impulsive attempts in adults being more likely to be of lower 

lethality, these findings support the hypothesis that there is a subgroup of highly lethal 

impulsive attempts, where violent methods are used, that is, impulsive-violent attempts. 

For this group there is a short window to intervene before the attempt and there is little 

opportunity to save the life of the attempter because violent methods have high lethality 

(Misson et al., 2010). The development of effective prevention strategies in this case 

appears particularly challenging.  

Circumstances of attempts  

Surprisingly, most studies found no support for the hypothesis that impulsive 

attempts are more likely during intoxication. Specifically, abruptness of the attempt was 

most researched and was not found to be related to intoxication, which is unexpected 

given that clinicians tend to identify an attempt as impulsive if the person was under the 

influence of alcohol (Redley, 2010).  

Few studies examined other circumstances of impulsive suicide attempts, 

specifically situational risk factors such as negative life events and negative emotions. 

The relationship between frequency of negative life events and attempt impulsivity has 

received mixed support, with most studies indicating a high frequency of negative 

interpersonal life events prior to both impulsive and non- impulsive suicide attempts 

(Conner et al., 2012; Jeon et al., 2010; Marzano, Fazel, Rivlin, & Hawton, 2011; Rivlin, 

Fazel, Marzano, & Hawton, 2013; Weyrauch et al., 2001). However, these negative life 

events seem specifically related to abruptness of the attempt [in particular, short 

decision time (Bagge, Littlefield, & Lee, 2013)]. 

Conner et al. (2005) found high levels of acute stress in attempts where the person 

had not thought about suicide for more than seven days in a row. Qualitative studies 

also indicate the relevance of intensive negative emotions [specifically anger, rage 
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(Aleksandrowicz, 1975; Konradsen, Hoek, & Peiris, 2006), shame and guilt (Cheah et 

al., 2008)] in impulsive suicide attempts, which may arise quickly in a crisis situation 

[especially interpersonal conflict (Lindqvist & Johansson, 2000)] and may lead to an 

attempt without planning or pre-thought (Gardner & Cowdry, 1985; Mayfield & 

Montgomery, 1972; Rotov, 1970; Samoilov & Goldfried, 2000). impulsive suicide 

attempts were frequently seen as tension reducing (C. L. Williams et al., 1980) or 

prompted by a motive to escape problems (Cornelius et al., 1996; Finn, 1955; Kost-

Grant, 1983). However, intense affect has been identified as a precursor to all suicide 

attempts and suicides, not necessarily those described as impulsive (Marzano et al., 

2011; Shapiro & Waltzer, 1980; Wasserman et al., 2008). Further research is needed to 

explore the relationship between intensity and type of emotion and attempt impulsivity, 

as well as to identify additional factors that lead to more rapid escalation of the suicidal 

crisis in acute stages. 

Some studies pointed to the relevance of interpersonal factors during the attempt: 

other people are more likely to be present during the attempt (C. L. Williams et al., 

1980), are contacted just after it (Kessel, 1965) or quickly find the person attempting (C. 

L. Williams et al., 1977). Qualitative studies indicated that interpersonal intentions are 

present in impulsive attempts, but these were mainly studies of adolescents and 

individuals with borderline personality disorder (Aleksandrowicz, 1975; Gardne r & 

Cowdry, 1985). More research is needed in this area. However, it may face difficulties 

because in more impulsive cases the person has limited capacity to reflect on their 

intentions for the act (Konradsen et al., 2006; Kost-Grant, 1983), which may impede 

accurate assessment of intent to die and other intentions in impulsive suicide attempts.  

Collectively, these findings suggest the relevance of acute stressors, intense 

emotions and possibly interpersonal factors in impulsive suicide attempts. However, 
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research in this area is limited, and accurate assessment of factors requiring self-

reflection, such as intentions, may be difficult in more impulsive cases.  

Characteristics of the attempter  

Only two demographic characteristics – gender and age – have been evaluated 

consistently for their relationship to suicide attempt impulsivity, and most studies failed 

to find a relationship for either characteristic. There is some indication, however, that 

younger age is related to greater abruptness of the attempt (Kessel, 1965; C. L. Williams 

et al., 1977; Zhao, Yang, & Phillips, 2010).  

For psychopathology, both absence of proximal planning and suddenness of 

attempt were related to absence of mental disorder or to the presence of fewer comorbid 

conditions. Lower levels of hopelessness and depression were found to relate only to 

suddenness of attempt. For the other criteria the results were inconsistent or were not 

statistically significant. On the other hand, suicide attempt repeaters were more likely to 

have a suicide plan in their lifetime or the last year and the same results emerged for the 

‘other’ criteria category.  

Findings on the relationship between alcohol or drug use and abuse are 

inconsistent, contrary to the direct relationship indicated by Conner (2004) in his earlier 

review. Most studies failed to find this relationship for adolescent/youth populations; 

for adult populations the results are inconclusive. However, substance use or 

specifically alcohol use disorders were found to be related to abruptness o f the attempt. 

The findings suggest substance use or abuse, but not intoxication per se, may be related 

to brief suicidal ideation or short decision time prior to the attempt. Further, most 

studies failed to find a relationship between suicide attempt impulsivity and anxiety 

disorders or borderline personality disorder.  
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Trait impulsivity of the attempter was not found to relate to attempt impulsivity in 

most studies (e.g., Wyder & De Leo, 2007) using a variety of criteria reflecting 

abruptness or planning of the attempt. However, generally, deficits in executive function 

emerged as a significant predictor of attempt impulsivity (e.g., Baca-García, Diaz-

Sastre, et al., 2005). In comparison, aggressive traits were found to be related to suicide 

attempts without a lifetime/previous year suicide plan (e.g., Kessler et al., 1999). For 

adolescent/youth populations most studies failed to find the relationship between 

suicide attempt impulsivity and aggression or trait impulsivity (e.g., Borges, Benjet, 

Medina-Mora, Orozco, & Nock, 2008), which indicates these results apply more to 

adult populations.  

Lastly, the number of investigations in the second group of criteria (proximal 

planning/premeditation) allowed comparison of studies that assessed only planning with 

those which also incorporated other behavioural indicators of intent. Specifically, 

studies that used criteria assessing just planning/premeditation prior to attempt (such as 

using only SIS item 6, planning and/or item 15, premeditation) were compared to those 

using a broader range of indicators of objective circumstances, such as presence of other 

people during the attempt, reaching out for help after the attempt, in add ition to 

planning. Surprisingly, studies that assessed just planning were more likely to find 

lower levels of depression associated with more impulsive attempts, but this was not the 

case for the studies using objective circumstances criteria. With regards to trait 

impulsivity, the results of studies using criteria representative of purely planning were 

inconclusive. However, studies tended to find an inverse relationship between trait 

impulsivity and attempt impulsivity if they assessed overall objective c ircumstances of 

an attempt as an indicator of attempt impulsivity. This suggests differences may be 

present between planning per se and other behavioural indicators of intent. Specifically, 

higher levels of depression may prompt individuals to plan suicide more extensively, 
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but they do not necessarily show more of the other indicators of intent, such as choosing 

a secluded location or taking precautions against discovery. More impulsive individuals, 

on the other hand, may be as likely to plan the attempts as those less impulsive, but the 

attempts may exhibit fewer indicators of intent. This would not be surprising, as other 

indicators of intent, such as timing of attempt or precautions against discovery, may 

require behavioural control, which impulsive individuals specifically lack, especially in 

emotionally challenging situations (Cyders & Smith, 2008). Of course, difference in 

assessment of suicide attempt impulsivity is only one potential confounding factor and 

other potentially relevant factors, such as differences in assessment of 

depression/impulsivity, as well as in study populations, may have confounding effects. 

However, current differences in findings between studies using assessment of planning-

only and overall objective circumstances raise questions about the equivalence of the 

two criteria. 

Discussion  

This systematic review identified 179 articles presenting both quantitative and 

qualitative data on impulsive suicide attempts and their risk factors. Such a large 

volume of research is not surprising, given the fact that the impulsive suicide attempt 

construct has been used for more than one hundred years (Durkheim, 1897/2006). 

However, substantial lack of agreement about the definition of impulsive suicide 

attempt hampers integration of the study findings.  

Studies differ in whether they use proximal or distal identifiers of suicide attempt 

impulsivity. Without an examination of their overlap it is questionable whether they 

assess the same aspect of the suicide process. The distal criteria, which also can be 

called ‘historical assessment of premeditation’ (Bagge, Littlefield, & Lee, 2013), assess 

whether the suicide attemper has ever made a suicide plan in their lifetime or the 
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previous year. There is no doubt that having had a suicide plan in one’s lifetime 

increases suicide risk, as the level of suicidal ideation at its worst point in person’s life 

predicts future suicide (Joiner et al., 2003). However, suicide planning is a fluid mental 

process and can fluctuate in severity (De Leo et al., 2005). It is thus possible that a 

person had a suicide plan, but that it was not made proximally to the attempt. With no 

assessment of whether the plan matched the attempt, we do not know if the person 

actually followed the plan. Accordingly, we cannot be sure to what extent the presence 

of a previous plan impacted the way the present attempt was carried out. Proximal 

criteria, on the other hand, assess suicidal ideation, planning and preparations as they 

occur just prior to the attempt. They clearly capture only the planning and ideation 

relevant to the index attempt. However, such assessment fails to capture previous plans 

made distally to the attempt. It thus can be hypothesised that in some cases the 

assessments of distal versus proximal criteria are complementary rather than 

overlapping and further research is needed to explore their relationship.  

Proximal criteria can further be divided into time-based criteria, which assess 

suddenness of the attempt, or event-based ones, which assess intensity of suicide 

planning and preparations prior to the attempt. There are data showing they are related, 

but the overlap is not complete (e.g., Bagge, Littlefield, & Lee, 2013). It is not clear 

whether they are better explained as parts of a unitary factor or two related factors. The 

validity of the separate proximal criteria is also problematic. Conner (2004) suggested 

that the objective circumstances subscale of the SIS (A. T. Beck et al., 1974) was the 

most reliable assessment of planning. However, this review found that results using 

assessment of suicide planning showed differences from those using assessment of 

overall objective indicators of intent (objective circumstances), at least in the areas of 

depression and trait impulsivity. Planning is only one of the indicators o f intent (A. T. 

Beck et al., 1974) and these constructs are not coterminous; intent is a broader construct 
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(Freedenthal, 2007, 2008). The debate about whether the objective circumstances part of 

this subscale reflects intent or planning is ongoing and systematic reviews of the Suicide 

Intent Scale (A. T. Beck et al., 1974) suggest the need for further research into the 

relationship between intent and planning before this debate can be resolved 

(Freedenthal, 2008). Until such data emerge, equating planning assessment with intent 

assessment is questionable. 

There is no empirical support for cut-off points for time intervals or amount of 

planning that differentiate impulsive from non- impulsive attempts. There is no evidence 

that there is a qualitative shift in the nature of the attempt after a certain amount or time 

of suicidal ideation or planning. The proportion of attempts that fit the criteria of 

‘impulsive attempt’ gradually rises when the cut-off points are increased for amount of 

planning or suicidal ideation time that is said to signify an attempt is non- impulsive. 

Such a steady increase indicates that proximal criteria are better understood as 

dimensions, rather than dichotomous variables. Thus validity of the assessment is likely 

to increase if a continuum is adopted rather than a category for assessment.  

Also confusion arises in research on suicide attempt impulsivity because older 

terms, such as ‘premeditation’, are still used in studies and their use is inconsistent. 

These terms were replaced by clearer ones in other areas of suicide research, for 

example death wish, active suicidal ideation, suicidal ideation with any method, suicidal 

ideation with a plan (Posner, Oquendo, Gould, Stanley, & Davies, 2007). Using the 

latter terms in impulsive suicide attempt research would facilitate integration of findings 

among research fields.  

This review indicated that most attempts do not show signs of extensive 

preparation and planning proximally to the attempt, nor are the attempts usually 

preceded by a long period of proximal suicidal ideation. Even though the proportion of 
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attempts that occur without the person having ever made a suicide plan is smaller than 

that identified with proximal criteria of attempt impulsivity, it still can comprise from 

15 to 64% of all attempts. Therefore absence of these warning signs cannot be treated as 

absence of acute suicide risk, even though suicidal ideation and planning assessment 

remain an important part of suicide risk assessment (Fowler, 2012). This indicates the 

importance of understanding which individuals are likely to attempt suicide without 

these warning signs. The results of this systematic review show that it is clinically 

meaningful to differentiate between proximal versus distal and proximal event-based 

versus time-based criteria, as different facets of attempt impulsivity have somewhat 

different correlates. Across all criteria, attempt impulsivity has been found to be related 

only to higher availability of means used, lower intent to die and lower expected 

lethality [the person’s expectations of death during the attemp t (Simon et al., 2001)]. 

More abrupt attempts, as well as ones where there is no proximal planning, were found 

to be more frequent among individuals with no diagnosed mental disorders or with 

fewer comorbid conditions. They also relate to deficits in executive functions. When 

individuals attempt without having had a suicide plan in their lifetime or the previous 

year, they are more likely to have no previous suicide attempts and exhibit higher 

aggressiveness. Only abruptness of the attempt relates to acute negative life events, 

lower levels of depression and lower hopelessness. Furthermore, individuals with lower 

levels of depression are more likely to attempt without proximally planning the attempt, 

but this does not extend to other objective circumstances of the attempt. Higher trait 

impulsivity is related to attempts with fewer objective indicators of intent, such as 

precautions against discovery or isolation during attempt. However, this does not extend 

to planning before the attempt.  

A number of studies have failed to show that attempt impulsivity relates to age, 

gender, intoxication, anxiety disorders, BPD or trait impulsivity. Despite this more 
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specific analysis using facets of suicide attempt impulsivity, findings still remain 

inconsistent about the relationship between the impulsive nature of the attempt and 

actual lethality of attempts [actual severity of lesions/toxicity of the attempt (Simon et 

al., 2001)], violence of means used, acute negative life events, repetition of attempts, 

alcohol or drug use and abuse. These somewhat different results emerging from the 

studies using different criteria show it is potentially more meaningful to speak about 

facets of suicide attempt impulsivity, such as proximal planning, abruptness, distal 

planning, than just attempt impulsivity in general.  

Additionally, it has to be remembered that criteria for suicide attempt impulsivity 

described here emerged through research, where precise operationalization of a 

construct is crucial for the validity of the study (Strauss & Smith, 2009). However, 

terminology in the suicidology field needs to be internationally standardised, in order to 

permit comparison of research findings and to improve communication between 

researchers and clinicians (De Leo, 2011). Clinical guidelines on suicide risk 

assessment tend to use more descriptive and less specific language to understand suicide 

attempt impulsivity. For example, impulsivity of attempt tends to be assessed according 

to the person’s cognitive style (the way the person thinks) rather than mere length of 

suicidal thoughts or amount of planning (Shea, 1999). The currently limited research on 

the use of the term ‘impulsive attempt’ in clinical settings, however, indicates that in 

some cases this term can be used inappropriately. For example, it can be overused to 

minimise risk factors and intentions that influenced the individuals choice to harm 

themselves (Redley, 2010). Also some suicidologists claim labelling an attempt 

impulsive can be interpreted as meaning that no prior suicidality symptoms or risk 

factors were present in such a case (A. R. Smith et al., 2008). That is a substantial 

departure from the definition used in research, which focuses on absence of either 

proximal or distal suicidality symptoms. Further research comparing the use of the term 
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in research and clinical settings would be helpful to identify common grounds (De Leo, 

2011) and reach a more robust set of definitions.  

The conclusions of the present review are in agreement with Conner (2004) on the 

need to increase the validity of assessment of suicide attempt impulsivity, but revealed 

even larger inconsistencies in determining attempt impulsivity than suggested by the 

previous non-systematic reviews (Conner, 2004; Gvion & Apter, 2011). Conner (2004) 

suggested presence of a direct relationship between attempt impulsivity and intent, 

which was confirmed in the present review. However, previously implied associations 

between impulsivity of attempt and lethality, depression, hopelessness, aggression or 

trait impulsivity were found to be more complex and to depend on the criteria used and 

population studied. Some of the factors previously considered to relate to attempt 

impulsivity, such as young age, male gender, substance use and abuse or intoxication 

(Conner, 2004), are not supported in the present review. Similarly, the review disputes 

the proposal by Gvion and Apter (2011) that more impulsive individuals plan their 

attempts. Rather, the present review indicates that studies predominantly do not find a 

direct relationship between the two, but there seems to be some evidence for the 

relationship between deficits in executive functions and attempt impulsivity.  

This systematic review has several limitations. First, only published articles were 

included and the results may therefore be affected by publication bias. In addition to 

this, due to the large inconsistencies in methodologies of the studies included in this 

review, a more thorough assessment of findings that would include comparison of effect 

sizes was not possible, but this is recommended when more knowledge on the overlap 

between different definitions of impulsive suicide attempts accumulates.  

Overall, the results of the present review show validity in the assessment of 

suicide attempt impulsivity remains one of the most prominent difficulties in 
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summarising research in this area. The present lack of consistent findings shows that 

further research into correlates of impulsive suicide attempts is likely to advance only 

when methodological issues of definition of impulsive suicide attempt are addressed.  

Update of findings based on the studies reported after empirical research 

commenced 

The systematic review served as a basis for planning the studies in the thesis. 

Given that only articles published before January 2014 were included, an update of 

searches was conducted. The same search strategy as outlined in the method section was 

used to search articles available in the databases from January 2014 until August 2015. 

In total 491 references emerged from the searches, and of these 250 were duplicates and 

20 had appeared in prior searches. A further 27 references were eliminated as not peer-

reviewed articles (book chapters, dissertations). Of the 194 articles remaining 168 were 

irrelevant to the topic of the review and 26 were retrieved for full-text evaluation. After 

detailed reading, 12 of these were judged as not relevant to the aim of the review 

because they did not separate impulsive/non- impulsive attempts in their analysis, 

leaving 16 relevant articles. A detailed examination of reference lists revealed one 

further relevant article. This section is a review of these 17 articles. Two articles 

reported identical data on attempt impulsivity from the same study (L. Sun, Li, Zhang, 

& Wu, 2015; L. Sun & Zhang, 2015), and thus they are considered as one study. Of the 

16 studies 4 were case-studies, 11 were quantitative and one was a systematic review. 

Two of these assessed impulsivity of deaths by suicide (Lyu & Zhang, 2014; L. Sun et 

al., 2015), and the remainder evaluated suicide attempts. All but one (Vanyukov et al., 

2015) of the quantitative studies were cross-sectional. The full details of the empirical 

studies included are summarised in Appendix 2. The large number of articles on 

impulsive suicide attempts and another systematic review (Anestis, Soberay, Gutierrez, 
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Hernández, & Joiner, 2014) in recent years indicate that the topic of attempt impulsivity 

is a rapidly expanding research area.  

The paper by Anestis, Soberay, et al. (2014) included a meta-analysis of the 

relationship between trait impulsivity and suicide and what was described as a critical 

review of studies examining attempt impulsivity. The latter review came to the 

conclusion that a substantial proportion of planning is overlooked when suicide attempt 

impulsivity is assessed focusing exclusively on the period immediately prior to the 

attempt. The authors suggested that strong, innate fear of death needs to be overcome in 

order to enact lethal self-harm, and therefore suicide without significant pre-thought and 

planning is extremely rare. This is not obvious from the current assessments of attempt 

impulsivity because of the above mentioned limitations in assessment. The review by 

Anestis, Soberay and colleagues (2014) focused on a substantially smaller number of 

papers (49) than the review presented in this chapter and considered only the proximal 

criteria of attempt impulsivity. However, the authors did not provide a clear description 

of the strategy used in the search or selection of papers that could explain the 

differences in scope between the two reviews. The review presented in this chapter 

included studies using distal criteria of attempt impulsivity (e.g., presence of a suicide 

plan in lifetime, Kessler et al., 1999), which capture planning outside the window 

immediately prior to the attempt. Therefore, the review presented in this chapter reached 

more conservative conclusions about impulsive attempts, implying that disparate 

constructs are likely assessed under the same label of ‘attempt impulsivity’. 

Nevertheless, the suggestion by Anestis, Soberay and colleagues (2014) that the 

currently used assessments of attempt impulsivity lack validity and require revision 

mirror the findings in the review presented in this chapter.  
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The inconsistent use of the term ‘impulsive attempt’ persists in more recent 

studies; for example, some case studies continue to describe attempts as impulsive, even 

though the person made the decision to attempt suicide in advance and was preparing 

for it by giving away his possessions (Ahuja, Biesaga, Sudak, Draper, & Womble, 

2014). However, a few of the more recent studies addressed methodological issues 

related to disparate definitions of attempt impulsivity. First, more comparisons between 

different criteria have emerged (Chalker et al., 2015)5. Second, an alternative measure 

of suicide attempt planning, the Measure of Episodic Planning of Suicide (MEPOS), has 

been proposed (Anestis, Pennings, & Williams, 2014).  

Chalker et al. (2015) used single items or combinations of items from the Suicide 

Attempt Self- Injury Interview (SASII, Linehan et al., 2006) to assess different facets of 

impulsivity in relation to suicidal behaviour. They assessed trait impulsivity, 

intoxication during the attempt, communication of intent, ability to be rescued, delay of 

the suicidal urge, planning for the attempt and presence of a suicide note in a sample (N 

= 105) of adults (18-60 years) presenting to an emergency department following a 

suicide attempt and estimated overlap between these criteria of suicide attempt 

impulsivity6. Only delay and planning showed a moderate positive correlation (0.57); 

correlations between all other possible pairs of the characteristics estimated were not 

statistically significant. Lower ability to be rescued was the only facet of attempt 

                                                 

5
 Another study (May & Klonsky, 2015) comparing different criteria of attempt impulsiv ity 

emerged close to submission of the thesis. The results of this study indicated a moderate correlation 

between suicide planning and suicide ideation times (r = 0.47, p < 0.001)  
6
 The communication of intent, ability to be rescued, planning for the attempt and suicide note 

were considered as proximal event-based criteria of attempt impulsivity in the review presented in this 

chapter, while delay was considered part of the proximal t ime-related criteria. Trait impulsivity was 

considered a separate construct from attempt impulsivity in th is thesis. Differently from the rev iew 

presented in this chapter, Chalker et al. (2015) suggested intoxication as a criterion previously used in 

assessing attempt impulsivity, based on their reading of Chesin et al. (2010) art icle. However, in the 

review described in the present chapter the latter article was considered as assessing intoxication and 

planning of the attempt as separate predictors of attempt lethality. Therefore, intoxication was not 

included as a criterion of attempt impulsiv ity in the studies described in this thesis. 
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impulsivity that predicted lethality of the attempt. Additionally, lower ability to be 

rescued and higher planning, but not the other facets of attempt impulsivity, predicted 

intent of the attempt at a statistically significant level. Participants were followed up 6 

months following initial presentation, with an 81% compliance rate. The odds of a 

reattempt were 87% lower when a person wrote a suicide note. None of the other facets 

of attempt impulsivity predicted repetition of an attempt at a statistically significant 

level, but there was a trend for reattempt to be more likely when trait impulsivity was 

higher. The results of this study further highlighted the limited overlap between 

different facets of attempt impulsivity and suggest they do not constitute a single 

construct. At the same time, it has to be acknowledged that planning and delay are the 

two most commonly used criteria in assessing attempt impulsivity and they did overlap, 

albeit moderately. Furthermore, some of the criteria identified in the systematic review, 

specifically the distal criteria, were not evaluated in the study by Chalker and colleagues 

(2015), and thus their overlap with other criteria requires further research. 

Anestis, Pennings et al. (2014) suggested a new measure of suicide attempt 

impulsivity based on the idea that planning for an attempt is episodic and occurs across 

multiple time points instead of concentrating in the period before the attempt. The 

instrument they suggested, MEPOS, evaluates one aspect of planning, choice of 

method, and inquires when the person first began thinking about the method used 

during the attempt. Given that research using this method is still in its early stages, the 

overlap between assessment of episodic planning and other criteria is still not clear. 

However, this method of assessment currently shows results that are promising in their 

clinical relevance. Those participants who had higher intent during their attempt 

indicated having had thoughts about using the method for longer (in 47% of cases for 

years before the attempt) compared to those with ambivalent or no intent to die.  
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The case studies proposed the role of biological factors, such as very low 

testosterone levels (Kiraly & Sher, 2015) or side-effects of antidepressant medication 

(Qureshi, Schofield, Maneta, & Coffey, 2014). Furthermore, one of the case studies 

indicated the role of passive suicidal ideation in predicting attempts that occur without 

planning (Giddens & Sheehan, 2014). However, these have not yet been examined in 

more extensive studies.  

From the 11 quantitative studies, 9 used criteria reported in the systematic review 

presented in this chapter. Three of the studies used time-related criteria (Bagge, Conner, 

Reed, Dawkins, & Murray, 2015; Kattimani, Sarkar, Rajkumar, & Menon, 2015; Reyes-

Tovilla et al., 2015), four studies used the absence of planning or lower level of 

planning as a criterion for attempt impulsivity (Lyu & Zhang, 2014; Rawlings, Shevlin, 

Corcoran, Morriss, & Taylor, 2015; L. Sun et al., 2015; Vanyukov et al., 2015) and one 

of the studies relied on absence of lifetime suicide plan as a criterion for attempt 

impulsivity (Delforterie et al., 2015). One study considered whether the attempts were 

planned, but did not specify how this was assessed (De Araujo, Mazzochi, Lara, & 

Ottoni, 2015). The findings of these studies did not alter any of the conclusions about 

the hypotheses listed in Table 2.2 (p. 49).  

There is some development, however, in studies on the relationship between 

attempt impulsivity and substance use. Recent studies in this area have begun to 

examine the intentions of alcohol use (Bagge et al., 2015) and severity of the substance 

use disorders (Delforterie et al., 2015), whereas previous studies relied almost 

exclusively on assessment of presence or absence of substance use or disorder, which 

yielded mixed findings. The findings of the more recent studies indicate that abuse of 

alcohol for intentions other than to facilitate the attempt is related to shorter 

premeditation, planning and decision times (Bagge et al., 2015). Additionally, 
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Delforterie et al. (2015) observed a higher number of substance use disorder symptoms 

when participants reported attempting suicide without a lifetime suicide plan. These two 

studies suggest that the relationship between attempt impulsivity and substance use is 

more complex than previous studies indicated.  

Overall, the more recent studies move in the direction of refining the assessment 

of suicide attempt impulsivity and use a more detailed approach in assessing risk factors 

related to it. Progress has been made in understanding how different facets of attempt 

impulsivity relate and in developing potential alternatives for assessments of attempt 

impulsivity that currently lack validity. Despite this, the issues with mixed definitions of 

attempt impulsivity still remain pertinent, with understanding of the so called impulsive 

suicide attempt being limited.  
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Chapter 3. Theoretical contributions to understanding suicide 

attempt impulsivity 

Lack of theoretical understanding of impulsive suicide attempts 

Most of the factors that were assessed in studies for their links with impulsive 

suicide attempts, such as impulsivity, aggression, a lcohol abuse, and mental disorder 

(see chapter 2), have been shown to increase the overall risk for suicidal behaviour and 

theoretical models have been suggested for how multiple factors interact to predispose 

individuals to suicide. However, the systematic review did not yield any articles that 

attempted to explain the differences in impulsivity of the suicide attempt in the light of 

these theories. This lack a of theoretical framework has been noted in most areas of 

suicide research and is seen as hampering the advancement of research (Knizek & 

Hjelmeland, 2007). Only the most recent research has commenced to incorporate theory 

into attempt impulsivity research. Specifically, Anestis, Pennings and colleagues (2014) 

suggested a new assessment of suicide attempt impulsivity based on the Interpersonal 

Psychological Theory of Suicide (IPTS; Joiner, 2005), but such research is only in its 

early stages.  

The present chapter provides an overview of the ways suicide attempt impulsivity 

has been conceptualised in different theories of suicidal behaviour. Most theories do not 

include a specific hypothesis about attempt impulsivity and those that do (e.g., Wenzel 

& Beck, 2008), do not define the construct. Given the lack of consensus on the 

definition of what attempt impulsivity refers to, multiple constructs can be subsumed 

under the term. Thus this overview provides an account of the potential ways processes 

involved in attempt impulsivity could be conceptualised. Although the terms ‘attempt 
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impulsivity’ and ‘impulsive attempts’ are used throughout this does not necessarily 

mean that attempt impulsivity is a unitary construct. The latter is yet to be determined.  

Theories of suicidal behaviour 

There are several theoretical contributions to understanding suicidal behaviour 

(see e.g., Barzilay & Apter, 2014 for a review), but few directly address attempt 

impulsivity. One of the earlier theories, namely, the suicide as an escape from self 

model (Baumeister, 1990) have attempted to explain the role state impulsivity has in 

suicidal behaviour. There are three more recent theories in the literature that have 

directly attempted to explain why some attempts arise more abruptly than others. These 

are the Fluid-Vulnerability Theory (FVT; Rudd, 2006), the cognitive model of suicidal 

behaviour (Wenzel & Beck, 2008) and the Schematic Appraisal Model of Suicide 

(SAMS; J. Johnson, Gooding, & Tarrier, 2008). The more recent theories of suicidal 

behaviour examine suicide risk through the ‘ideation to action framework’, that is they 

propose the emergence of suicidal ideation has different risk factors to those for the 

change from thoughts to suicidal acts (Klonsky & May, 2014). The way the shift from 

suicidal thoughts to actions occurs is specially pertinent to suicide attempt impulsivity, 

because the majority of criteria used to define attempts as impulsive assess the way this 

shift occurs: either through planning or without it (Wyder & De Leo, 2007), abruptly or 

over a longer period of thinking about suicide (e.g., Bagge, Littlefield, & Lee, 2013). 

Currently, there are three main theories that try to explain this shift: the Interpersonal-

Psychological Theory of Suicide (IPTS; Joiner, 2005), the Integrated Motivational-

Volitional (IMV) Model of Suicidal Behaviour (O’Connor, 2011) and The Three-Step 

Theory (3ST; Klonsky & May, 2015). These seven theories are discussed in this 

chapter. 
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Suicidality in the state of impulsivity – the escape from self theory 

According to Baumeister (1990), the main motivation behind suicide is to escape 

aversive self-awareness. The suicidal process commences when the person experiences 

intense disappointment with reality, occurring because of unrealistic expectations and/or 

serious setbacks. The person blames himself or herself for the disappointment, which 

leads to experiencing self as below standards. Attempts are then made to escape such 

painful self-awareness through numbing thoughts and feelings, what in the theory is 

called cognitive deconstruction. However, the process is never fully successful, 

requiring more intense efforts at numbing. The theory suggests that one of the 

consequences of such intense cognitive deconstruction is behavioural disinhibition, 

which is seen as necessary for a person to be able to act on the suicidal wishes. 

According to Baumeister (1990), because of this state of disinhibition people who are 

suicidal may not necessarily have high trait impulsivity, but “they often appear to 

behave impulsively with regards to suicide” (p.102). Some researchers have interpreted 

the disinhibition proposition as suggesting that “while disinhibited, individuals are less 

able to resist suicidal impulses and thus may end up attempting suicide impulsively” (A. 

R. Smith et al., 2008, p. 781). The state of disinhibition, as described by Baumeister 

(1990) is thus of potential relevance to understanding more impulsive suicide attempts.  

The state of disinhibition is described as a period of “removal of inner restraints” 

(Baumeister, 1990, p. 102). According to this theory, acting on the suicidal desire 

requires overcoming multiple barriers, such as desire for self-preservation, social norms, 

and perceived obligations to others, which relate to long-term welfare. In the 

disinhibited state people can circumvent such barriers and engage in self-destructive 

risk taking. The theory provides little guidance on how such state-dependent 
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disinhibition could be assessed, but two potential precursors of it, intense affect and 

substance use, are suggested.  

Similarly to Baumeister (1990), Tice and colleagues (2001) suggested that all 

intense emotions impede the person’s ability for self-control as short term affect 

regulation becomes more important than long-term goals. The result of such loss of self-

control is impulsive behaviour. If such a proposition is correct, the intensity of affect 

during the suicidal act should relate to the impulsivity of the attempt. There is some 

support for the link between acute and intense negative affect and attempt impulsivity 

(see chapter 2) , but this comes mainly from qualitative studies and quantitative research 

about the nature of this link is very limited.  

Alcohol use in the escape model is viewed as a form of escape from self-

awareness, and at the same time the factor removing inhibitions against suicide 

(Baumeister, 1990), and thus it is potentially relevant to attempt impulsivity. The 

disinhibitory role of substance use has been highlighted in both suicidal (Sher, 2006) 

and aggressive behaviours (Graham et al., 1998). There are multiple effects of 

intoxication that could increase the risk for impulsive  suicide attempt, such as decrease 

in executive functions (Dougherty, Marsh-Richard, Hatzis, Nouvion, & Mathias, 2008) 

and capacity to consider future consequences (Bushman, Giancola, Parrott, & Roth, 

2011). Despite these indirect links, current studies show mixed findings about the direct 

relationship between intoxication and impulsivity of attempt (see chapter 2). 

Cognitive model of suicidal behaviour 

Wenzel and Beck (2008) suggested the cognitive model of suicidal behaviour. 

They posit that dispositional vulnerability factors, coupled with cognitive processes 

associated with psychiatric disturbance, as well as cognitive processes specific to 

suicidal acts lead to suicidal behaviour. The dispositional factors are traits that are 
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increase risk for psychiatric symptoms and, as such, increase the likelihood that a life 

stressor will lead to a suicidal crisis. The vulnerability factors include impulsivity, 

problem solving deficits, overgeneral memory style, maladaptive cognitive style and 

certain personality features. These vulnerabilities can generate life stressors, exacerbate 

the psychiatric disturbance when faced with stressors and reduce coping abilities during 

a suicidal crisis. One of these trait vulnerabilities, impulsivity, is proposed to “affect the 

speed at which a person decides to attempt suicide” (p.193 ; Wenzel & Beck, 2008), and 

thus it should relate to time-based criteria of attempt impulsivity. But this hypothesis 

has not been confirmed in research studies: trait impulsivity does not appear to be 

related to any of the criteria for impulsive attempts (see chapter 2). On the other hand, 

deficits of executive function, which are assessed via laboratory measures of impulsive 

responses (e.g., Dougherty, Mathias, Marsh, & Jagar, 2005), were identified as a 

specific factor for low planned attempts. One potential explanation for such disparate 

results is that the construct of impulsivity is not unitary. It subsumes markedly d ifferent 

processes and, at the same time similar measures can be labelled differently (Sharma, 

Kohl, Morgan, & Clark, 2013; Sharma, Markon, & Clark, 2014). This situation, dubbed 

the ‘jingle and jangle fallacy’ (Block, 1995, p. 209), makes comparison and integration 

of research data challenging. As a result some researchers propose discarding 

‘impulsivity’ as a unitary construct and argue that more precise and clearly defined 

constructs be utilized in research (G. T. Smith et al., 2007). Thus a more thorough and 

multi- facet assessment of impulsivity could be helpful in clarifying links between 

impulsivity of a suicide attempt and an individual’s trait impulsivity.  

The second potential contributor to attempt impulsivity, according to the cognitive 

model of suicidal behaviour (Wenzel & Beck, 2008), is cognitions of unbearability. 

This model assumes that distorted cognitions are at the heart of negative emotional 

experiences. The model posits that two different suicide schemas underlie the pathway 
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towards impulsive and premeditated attempts. The authors suggest that premeditated 

attempts involve a high intent to die and relate to hopelessness. The impulsive attempts 

are those that occur with an accumulation of life stressors to “a point where the person 

perceives that they are unbearable and cannot tolerate the associated distress” (Wenzel 

& Beck, 2008, p. 194). These two types of schemas are based on an earlier model by 

Fawcett et al. (1997), who hypothesised that anxiety/agitation and 

hopelessness/anhedonia are two related, but separate pathways to suicide.  

No studies evaluating specific cognitions emerged in the systematic literature 

review, but the proposition of the role of unbearability in attempt impulsivity is 

consistent with Baumeister’s (1990) model, which identifies the role of intense affect 

and the wish to escape it in more impulsive attempts. It is possible that specific 

vulnerabilities, such as emotional reactivity, predispose some individuals to experience 

emotional states that are considered unbearable and intolerable together with the wish to 

escape them. Emotional reactivity describes the intensity, frequency and persistence of 

emotional reactions (Nock, Wedig, Holmberg, & Hooley, 2008). Higher emotional 

reactivity has been found in individuals who are prone to experiential avoidance, or the 

tendency to escape negative emotions when they are found intolerable (Sloan, 2004). 

No research exploring the role of emotional reactivity in impulsivity of suicide attempts 

was found during the systematic review process (see chapter 2). 

Third, interpersonal intentions, such as a wish to attract attention or communicate 

something, rather than intent to die, have been suggested as more relevant to explaining 

suicidal behaviour in more impulsive suicide attempts (Wenzel & Beck, 2008). Support 

for such a hypothesis is present in some qualitative studies, although these are limited to 

specific populations, such as children (Aleksandrowicz, 1975) and people suffering 

from borderline personality disorder (Gardner & Cowdry, 1985), and therefore more 
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research is required. Alternative, albeit indirect support for the hypothesis on the role of 

interpersonal intentions in attempt impulsivity would come from studies indicating that 

more impulsive attempts occur in response to negative interpersonal life events. 

However, only some studies find a higher frequency of interpersonal negative life 

events prior to more impulsive attempts (Bagge, Glenn, & Lee, 2012); a majority 

suggest that both impulsive and non- impulsive suicide attempts frequently are preceded 

by interpersonal stressors (see chapter 2). Lastly, how and why people resort to extreme 

forms of behaviour, such as the suicide attempt, to communicate requires further study. 

Qualitative approaches that allow an understanding of the context of the behaviour are 

recommended for such purposes (Knizek & Hjelmeland, 2007). A possible hypothesis is 

that such suicide attempts may reflect ongoing vulnerabilities that increase the 

frequency of maladaptive, impulsive-aggressive reactions to interpersonal stressors, 

such as rejection sensitivity (Ayduk, Downey, Testa, Yen, & Shoda, 1999). Although 

the role of rejection sensitivity has not been evaluated in suicidal behaviour, it has been 

shown to increase the likelihood of impulsive, inadequate aggressive responses in 

situations of rejection (Ayduk, Gyurak, & Luerssen, 2008). Direct expression of 

aggression in interpersonal relationships has been related to expression of 

overwhelming distress, helplessness, despair and anger (Ben-David, 1993), feelings that 

mirror those reported immediately prior to some suicide attempts (Hendin, Maltsberger, 

& Szanto, 2007; Yaseen, Gilmer, Modi, Cohen, & Galynker, 2012). Therefore, it can be 

hypothesised that attempts described as impulsive are triggered by interpersonal 

stressors, are made with intent to exert interpersonal influence, and occur a person has 

high rejection sensitivity. 
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Schematic Appraisal Model of Suicide (SAMS) and Fluid Vulnerability 

Theory (FVT) 

The Schematic Appraisal Model of Suicide (SAMS, J. Johnson et al., 2008) was 

designed to explain suicide risk in people with schizophrenia, but parts of the theory 

have been tested with other groups of suicidal individuals, for example, people suffering 

from PTSD (Panagioti, Gooding, Dunn, & Tarrier, 2011) or bipolar disorder (Owen, 

Gooding, Dempsey, & Jones, 2015), which suggests the model may be appropriate in 

explaining suicidal behaviours more broadly. Similarly to Baumeister’s (1990) theory, 

SAMS views suicidal behaviour as escape behaviour, which occurs in response to a 

state which is experienced as intolerable. SAMS suggests that such a state arises from 

the interrelationship among information processing biases (e.g. catastrophizing, 

selective attention), the faulty appraisal system (appraisals of current situation, historical 

factors and the future), and in particular negative self-appraisal (e.g. self-esteem, 

personal agency). Such a state activates a suicide schema, which leads to suicidal 

ideation and then suicide attempts. Schema is understood as a network of interconnected 

information about stimuli, responses and emotions. Suicide schema can be understood 

as a plan of action, which can be activated as an escape strategy when any point of the 

network associated with it is triggered. A strong and elaborate suicide schema is the 

main component used to explain suicidal behaviour that occurs suddenly and without 

warning.  

SAMS (J. Johnson et al., 2008) implies that, if a person has an elaborate suicide 

schema, it can be activated quickly, with seemingly trivial triggers. This occurs because 

a number of events have been incorporated into the cognitive network, and some of 

these events are far removed from the triggers that are overtly distressing. In addition, a 

strong suicide schema can inhibit other, alternative schemas, and therefore alternative 
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responses associated with escape, and as a result the potential for suicidal behaviour 

increases.  

The idea of a suicide schema, postulated in SAMS (J. Johnson et al., 2008), is 

incorporated into other cognitive theories, but with different labels. The ‘suicidal mode’ 

in Rudd’s (2006) Fluid-Vulnerability Theory (FVT) is an example. This theory 

proposes that suicide risk can be chronic and ongoing, stemming from multiple distal 

factors, but before the attempt the risk becomes acute as the suicidal mode is activated. 

The suicidal mode is a combination of suicidal beliefs and the activation of affective, 

physiological and behavioural systems. The core cognitive themes during the suicidal 

mode are those of unlovability, helplessness, poor distress tolerance and perceived 

burdensomeness. Further, the person experiences acute dysphoria, related physiological 

arousal and so-called death-related behaviours, which involve planning, preparations for 

suicide and suicidal acts. Recently, Joiner and colleagues proposed that a state described 

by these characteristics should be labelled as Acute Affective Suicidal Disturbance 

(ASAD, Joiner et al, under review) and could be included as a diagnosis. Although the 

need for a new suicide-related mental illness diagnosis is questionable (De Leo, 2011), 

the proposition of a state of acute suicide risk has implications for the understanding of 

suicide attempt impulsivity. The FVT (Rudd, 2006) proposes that the baseline level of 

chronic risk determines at what level aggravating factors can raise risk to an acute level 

and how abruptly this can happen. As with SAMS (J. Johnson et al., 2008), the FVT 

suggests that the more pervasive the suicidal belief system, the more rapidly it will be 

activated with all the other elements of the suicidal mode,  and in this way contributes to 

attempt impulsivity. 
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Interpersonal-Psychological Theory of Suicide (IPTS) 

The Interpersonal-Psychological Theory of Suicide (IPTS; Joiner, 2005) proposes 

that interaction among three constructs, specifically, thwarted belongingness, perceived 

burdensomeness, and acquired capability for suicide, predicts proximal risk of death by 

suicide. Thwarted belongingness encompasses factors that relate to a rupture of social 

connectedness or frustration of the need to belong. Perceived burdensomeness involves 

the sense that one is useless or a liability to others. High levels of thwarted 

belongingness and perceived burdensomeness are postulated to give rise to a desire to 

engage in suicide, but not all those who have such a desire will necessarily take their 

own lives. According to IPTS (see Van Orden et al., 2010), for this to happen a further 

predisposing factor is required, namely, the acquired capability for suicide (ACS).  

According to P. N. Smith and Cukrowicz (2010), ACS involves two components. 

The first is a fearlessness of death, which is described as a decrease in a natural fear 

barrier towards engaging in suicidal acts. It involves a sense of competence that the 

suicidal act can be carried out, which arises as a consequence of direct and indirect 

exposure to events provoking fear. This component of ACS is implied in the transition 

from suicidal ideation to suicide intent. The second component is an increased tolerance 

to physical pain and reduced perceived pain intensity. Suicide is often an act that 

requires an individual to undergo levels of pain normally perceived uncomfortable or  

unbearable. This becomes possible, according to IPTS, when an individual has 

habituated to pain as a result of previous exposure. This second component of ACS 

relates to lethality of the suicidal act.  

Some of the propositions arising from this model are that an attempt can never be 

strictly impulsive or occur without warning, because to suicide the person needs to 

overcome the innate fear of death, which is a gradual process (A. R. Smith et al., 2008). 
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Anestis, Soberay and colleagues (2014) have used this premise of IPTS to suggest that 

the current assessment of suicide planning is incomplete because it does not assess the 

non- linear, episodic planning for suicide during which people become accustomed to 

the idea of suicide and become capable of carrying out the act. This theoretical 

perspective led to development of the Measure of Episodic Planning of Suicide 

(MEPOS, Anestis, Pennings, et al., 2014). Based on the data of a pilot study, the authors 

concluded that their results “challenge the notion that suic idal behaviour constitutes an 

impulsive act” (Anestis, Pennings, et al., 2014, p. 190). Nevertheless, in the latter study 

27% of those who reported a clear intent to die during the study reported thinking about 

the method for suicide only on the same day of the attempt and the percentage was 

higher (38%) among those who reported an ambivalent intent to die. The findings thus 

indicate that some attempts happen after a brief consideration of suicide, but the authors 

did not provide an explanation on how the shift from thinking about suicide to acting on 

the thoughts occurred in these instances. One potential hypothesis stemming from IPTS 

is that there is a subgroup of individuals who develop ACS through other means and 

when suicidal desire arises, such individuals no longer need to overcome the fear of 

death through planning and the period between emergence of the suicidal desire and the 

act is brief. Indeed, there are multiple sources for ACS, including genetic differences 

and frequent exposure to fear inducing and physically painful events, such as accidents, 

abuse, or violence (P. N. Smith & Cukrowicz, 2010). If this hypothesis is correct, those 

who make attempts considered more impulsive should have a higher acquired capability 

for suicide. However, in no studies in the systematic literature review (chapter 2) was 

the relationship between the acquired capability for suicide and attempt impulsivity 

evaluated. 
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Three-Step Theory (3ST) 

The Three-Step Theory (3ST; Klonsky & May, 2015) proposes that different 

factors relate to initiation of thoughts about suicide, intensity of suicidal ideation and 

progression from suicidal thoughts to behaviours. In the first step, pain and 

hopelessness, when co-occurring, are proposed to lead to emergence of suicidal 

ideation. Klonsky and May (2015) suggest psychological and emotional pain is the most 

frequent precursor to suicidal ideation, but any pain, irrespective of its source, can play 

a role in development of suicidal ideation. The second step towards suicide attempts 

involves a shift from moderate to strong suicidal ideation, which depends on the level of 

connectedness the person has. Connectedness here is understood more broadly than 

social connectedness alone; it involves anything that keeps the person interested in 

living. The third step involves a shift from suicidal ideation to behaviour, which 

depends on the person’s capability for suicide. All the other suicide risk factors in this 

theory are suggested to contribute to suicidality through these four key factors.  

Although there are no hypotheses about attempt impulsivity in the original 3ST 

model (Klonsky & May, 2015), the theory extends the understanding of acquired 

capability for suicide present in IPTS (Joiner, 2005) and thus can provide an alternative 

explanation of how attempts occur in the absence of planning. Capability in this theory 

is understood more broadly than in IPTS (Joiner, 2005), in that it involves three facets: 

(a) dispositional, such as pain-sensitivity; (b) acquired, mainly through habituation to 

pain and the thought of death; and (c) practical, such as access to means. In addition to 

sources of capability for suicide posited in IPTS (Joiner, 2005), such as genetically 

influenced pain threshold and acquisition of fearlessness of death through experience, 

the 3ST posits that practical capability for suicide is important and the access to means 

is one of its components. The systematic literature review offered compelling evidence 
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that access to means is a likely contributor to attempt impulsivity (chapter 2) and the 

3ST theory suggests that other forms of capability for suicide (including that reached 

though planning) may be necessary when the practical capability is high because of high 

accessibility of means. 

Integrated Motivational-Volitional (IMV) Model of Suicidal Behaviour 

The Integrated Motivational-Volitional (IMV) Model of Suicidal Behaviour 

(O’Connor, 2011) is helpful in exploring the risk factors related to impulsivity of 

suicide attempts, because it directly integrates the risk factors within the current 

understanding of the suicidal process. The IMV model specifies that separate risk 

factors can be identified in relation to different stages of suicidality. O’Connor (2011) 

argued that different groups of moderators facilitate the progression through stages of 

the suicide process. Four stages are identified: (a) feelings of defeat and humiliation, (b) 

entrapment, (c) suicidal ideation and intent and lastly (d) suicidal behaviour. Threat to 

self moderators, such as social problem solving, coping, rumination, facilitate the shift 

from defeat to entrapment. Motivational moderators, for example, future thoughts, 

subjective norms, are necessary for the change from entrapment to ideation to occur. 

Finally, the shift from thoughts to suicidal behaviours occurs if volitional moderators 

are present, such as access to means and imitation. This model integrates previous major 

theories of suicidal behaviour, such as the Psychache Theory (Shneidman, 1993), 

Escape Theory (Baumeister, 1990), ‘Cry of pain’ model (M. Williams, 2001), Stress-

Diathesis Model, otherwise called the Clinical Model (Mann, Waternaux, Haas, & 

Malone, 1999) and the already mentioned IPTS (Joiner, 2005). Thus it is an overarching 

explanation of the relationships between risk factors appearing in different theories.  

The theory has not yet been applied to understanding attempt impulsivity. Several 

options are possible. First, in cases of so-called impulsive attempts the shifts between 



83 

 
stages could occur rapidly, from emergence of defeat to suicidal behaviour, which 

would indicate all stages are passed rapidly. Alternatively, it is possible to view 

attempts as impulsive where the stage of suicidal ideation is short and the shift from 

thoughts to behaviours is rapid. Given that the majority of criteria describe impulsive 

suicide attempts as occurring with little suicide-related thoughts (either after a brief 

period of suicidal ideation or planning or without any thoughts related to planning), the 

second option is more likely. Thus the specific risk factors related to impulsive suicide 

attempts are likely to correspond to what are called in the theory the ‘volitional 

moderators’ (O’Connor, 2011) that facilitate the transition from suicidal ideation and 

intent to suicidal behaviour. These moderators increase the likelihood of the person 

acting on his or her intentions and determine whether and when such action is probable. 

At least five potential volitional moderators are suggested in the original IMV model: 

capability, impulsivity, intentions (planning), accesses to means and imitation, and 

therefore could be hypothesised as factors relevant to attempt impulsivity. Capability, 

impulsivity, and access to means have already been discussed as potential factors in 

relation to other theories in the preceding paragraphs, and therefore are not repeated 

here. However, implementation intentions and imitation are noteworthy as potential 

factors related to attempt impulsivity 

Instead of referring to planning as a process occurring prior to an act, as in most 

of the literature on suicide attempt impulsivity (e.g., Bagge, Littlefield, & Lee, 2013), 

the IMV model describes planning in terms of implementation intentions, which can be 

established at an earlier time and subsequently activated when relevant environmental 

cues are present. Implementation intentions are defined as any thoughts about when, 

where and how the suicidal behaviour could be enacted. Compared to definitions of 

planning currently researched in relation to attempt impulsivity, which either focus on 

the period proximal to the attempt, or use one question to determine presence/absence of 
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a plan in a person’s lifetime (chapter 2), planning in the IMV model is understood more 

broadly and captures a wider range of thoughts. Such a description of planning is, 

indeed, more akin to the notion of episodic planning (MEPOS, Anestis, Pennings, et al., 

2014). However, a further extension from the latter is that planning in the IMV model 

incorporates the when and where of suicide, not only the method, as in MEPOS. It is 

therefore plausible that current assessment tools do not capture a proportion of planning, 

which, when present, facilitates the shift from intent to action. In the absence of tools 

that can systematically assess implementation intentions related to suicide in the broader 

sense, as defined in the IMV model, a qualitative investigation further exploring how 

suicide planning develops prior to the attempt is most appropriate to extend existing 

knowledge.  

Imitation in the IMV model (O’Connor, 2011) refers to the impact knowledge 

about the suicidal behaviour of others has on the person’s suicidality. In suicidology 

two separate lines of research explore this issue, both finding significant effects of this 

factor on suicidal behaviour, but with limited research about impulsivity of attempts. 

First, research on media effects on suicidal behaviour indicates the possibility of a 

‘copycat’ effect after reports of suicide (Stack, 2005). However, no research about 

impulsivity of such attempts has been identified (see chapter 2). Second, there is 

evidence that exposure to suicide in interpersonal relationships increases risk of further 

ideation, planning and attempt (e.g., Crosby & Sacks, 2002). The findings about the 

impact of exposure on impulsivity of attempts have been scarce and mixed, focusing 

only on parental suicide. Kattimani, Sarkar, et al. (2015) found no difference in family 

history of suicide when comparing those who had only a brief period of suicidal 

ideation (<30 min) prior to their attempts and those who thought about the act for 

longer. In contrast, two other studies found that those who had a parent die by suicide or 

attempt suicide were at a higher risk for suicide attempts with a prior suicide plan in 
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their lifetime (Gureje et al., 2011), and their attempts were more likely planned for more 

than 30 min before the act (Wojnar et al., 2009). This is contrary to what would be 

expected if imitation as a volitional moderator increases the impulsivity of suicide 

attempts. Overall exposure to parental suicidal behaviour seems to have the largest 

effects compared to other forms of exposure (e.g., Mercy et al., 2001). However, it has 

to be recognised that in the latter case a complex interaction of genetic, environmental, 

social and psychological mechanisms are likely that extend beyond imitation (Cerel, 

Jordan, & Duberstein, 2008). Therefore, the exploration of the link between imitation 

and attempt impulsivity has to extend beyond the family context and an alternative 

hypothesis is that any exposure to suicide contributes to elaboration of the suicide 

schema (J. Johnson et al., 2008), making the option of suicide a more available escape 

path for the person and therefore heightening the possibility of a more abrupt decision 

to suicide. However, given the current limitations in assessing suicide schema (see 

overview of SAMS), some exploration of this topic could be possible only in a 

qualitative exploration of contributors to attempt impulsivity.  

Overview of theoretical contribution 

The theoretical models of suicidal behaviour reviewed offer several constructs 

that are potentially relevant to suicide attempt impulsivity, but have not yet been 

evaluated in research. These are emotional reactivity, interpersonal intentions, rejection 

sensitivity, acquired capability for suicide, presence of a suicide schema and exposure to 

suicide. The access to means and negative emotions are factors emerging as relevant to 

suicide attempt impulsivity in both theoretical models and research. Trait impulsivity, 

on the other hand, is suggested as a relevant factor for attempt impulsivity in theories of 

suicidal behaviour, but the hypothesis regarding a direct relationship has not been 

confirmed in previous research. It is possible, however, that the relationship did not 
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emerge in previous studies because trait impulsivity was assessed as a unitary construct 

and not as a multi- faceted group of traits as current theories suggest. Finally the IMV 

model suggests a possibility that the current assessment of p lanning, even once the 

newest assessment of episodic planning is taken into account (MEPOS, Anestis, 

Pennings, et al., 2014), is insufficiently broad and this construct requires a more in-

depth qualitative examination. 

At the same time, none of the current models of suicidal behaviour provide a 

comprehensive account of the differences in the way suicide risk develops in cases 

described as more impulsive. The majority of the theories do not incorporate an 

understanding of attempt impulsivity and those that do, do not define it. A theoretical 

understanding of how the different criteria of attempt impulsivity used in research relate 

to each other and to other characteristics of the suicide attempt is still lacking. In the 

absence of a consistent definition of attempt impulsivity and the current use of different 

criteria of attempt impulsivity which assess only narrow aspects of the attempt process, 

a more in-depth description of the suicide attempt process seems necessary before the 

theoretical understanding can be built.  
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Chapter 4. Rationale for the thesis 

The previous chapters have examined the conclusions possible on the basis of 

previous research and the theoretical accounts relevant to impulsive suicide attempts. 

These reviews have indicated important gaps both empirically and theoretically. It was a 

consideration of these that motivated the investigations reported in the present thesis. At 

the empirical level there was a lack of consensus about how to define an impulsive 

suicide attempt among researchers and lack of clarity about the overlap between use of 

the term in research and clinical practice. Not surprisingly, therefore, it was difficult to 

identify characteristics that differentiated impulsive from non- impulsive suicide 

attempts. This may be because there are no real differences or because different 

researchers were studying somewhat different phenomena, which created lack of 

consistency in the findings. At a theoretical level there was little systematic treatment of 

impulsive suicide and suicide attempts in the models and theories of suicidal behaviour 

proposed to date. There were nascent hypotheses, but little that could form the basis for 

a robust research investigation. A program of work was therefore developed that was 

directed to a better understanding of the concept of impulsive suicide attempt that has 

appeared in the literature for more than 100 years (Durkheim, 1897/2006). 

The present chapter outlines the rationale for the studies undertaken. Four 

research questions are posed as a way of explicating the rationale. The justification for 

each is described in what follows. They can be understood at the most general level as 

questions that arise out of the question: Is there a phenomenon that warrants 

description as an impulsive suicide attempt? That is, are there multiple sets of 

observations that support the distinction between suicide a ttempts that are impulsive and 

those that are not. It is, of course, unlikely that with the complexity of factors involved 

in suicidal behaviour there are sharp boundaries between types of suicidal events and 



88 

 
that a model based on a dimension (or several d imensions) of attempt impulsivity 

provides a better starting point. Based on such a model, a suicide attempt would be seen 

as more or less impulsive rather than as impulsive or not. If it is meaningful to talk 

about suicide attempts in this way, there should be differences in the way that observers 

see them, that those involved experience them and in their correlates in terms of their 

characteristics, the situations that precede them or the characteristics of those involved. 

The following sections take up the research questions in turn.  

Definitions of impulsive suicide attempts in clinical context  

The idea of an ‘impulsive suicide attempt’ originated with clinical observations 

(Durkheim, 1897/2006) and continues to be used there (Miret et al., 2010). However, it 

is not clear to what extent the term as used in clinical practice matches the way it is used 

in research. Some clinical guidelines apply the term more broadly and descriptively than 

in research, for example, by alluding to the cognitive style of the person (Shea, 1999). 

Research on the way clinicians use the term has been limited and only one study by 

Redley (2010) emerged in the systematic review (chapter 2) that explored this topic. 

The results indicated that in emergency departments, some clinicians use the term in a 

dismissive way to avoid emotional engagement with the patient. More research into the 

clinical may use of the term impulsive suicide attempts is required to identify common 

ground with research definitions of ‘impulsive suicide attempts’ and arrive at a robust 

definition for this construct.  

As for patients, little is known about how they view the term ‘impulsive attempt.’ 

In the only study that explored attempts self-defined as impulsive, more than a quarter 

of a community sample who had attempted suicide provided contradictory answers to 

questions about whether their attempt was impulsive and whether they had made a plan 

(Wyder & De Leo, 2007). Collaborative suicide risk assessment, emerging as an 
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effective and therapeutic approach to this difficult clinical task, emphasises allowing 

patients to tell their story and develop a shared understanding of the situation (Jobes, 

2012). Such an approach calls for using a shared language in formulating suicide risk 

assessment and requires incorporating the patients’ perspective to build more clinically 

relevant definitions of suicide attempt impulsivity. Determining the meaning of the term 

‘impulsive attempt’ in clinical settings thus calls for exploration of the view of both 

clinicians and individuals who attempted suicide. Consequently, the first question set 

for examination in the thesis was: 

Research question 1: 

How do clinicians and suicide attempters understand the concept ‘impulsive 

suicide attempt’? 

 

Overlap between different definitions of attempt impulsivity 

A central issue indicated in the systematic review (chapter 2) is that the 

definitions of an impulsive attempt and criteria used to identify attempts as impulsive 

show substantial variations across research studies. Two main types of criteria emerged 

from the systematic review: (a) proximal criteria that evaluate events close in time to the 

suicide attempt and (b) distal criteria that evaluate the presence or extent of suicide 

planning across the lifespan. There are further variations within these two groups. 

Associations among these various criteria are only now being explored and results to 

date show limited overlap (e.g., Bagge, Littlefield, & Lee, 2013). Additionally, no 

studies were identified in the systematic review that estimated the overlap among 

proximal and distal criteria of attempt impulsivity. It is therefore not clear whether the 

research studies assess one construct by using different measures, and the differences in 
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measures cause disparities in result, or if, in fact, there are multiple constructs subsumed 

under one label ‘impulsive attempt’.  

Such methodological inconsistencies in assessment of attempt impulsivity limit 

understanding, as it becomes impossible to integrate the findings of the studies when 

they use different criteria for attempt impulsivity. Understanding the degree of overlap 

of criteria provides a platform for the further exploration of risk factors and pathways to 

attempts. Therefore, the second research question was:  

Research question 2: 

Do the different criteria used to identify attempts as impulsive overlap and is 

there a unitary factor of attempt impulsivity underlying all or most of the criteria? 

 

Correlates of impulsive suicide attempts: risk factors and characteristics of 

attempt 

Previous studies have examined risk factors and characteristics of the attempts as 

correlates of attempt impulsivity. Given the diversity of criteria used to assess suicide 

attempt impulsivity, it is not surprising that studies have failed to identify a 

characteristic profile of people who would be at risk of attempting suicide more 

impulsively. The systematic literature review (chapter 2) showed that only two 

characteristics of the attempter – lower hopelessness and deficits in executive functions 

– have been consistently identified as related to impulsivity of suicide attempts in 

different studies using different criteria to assess attempt impulsivity. Other risk factors 

are not supported or received mixed support and some other factors that are possibly 

linked to attempt impulsivity are suggested by different theories of suicidal behaviour. 

Currently, it is unclear whether the diversity of criteria skews results by increasing the 
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variance, rendering the combined result insignificant, or whether impulsive suicide 

attempts, in fact, do not have specific risk factors, which would raise questions about 

the clinical utility of the concept ‘impulsive suicide attempt’. Furthermore, quantitative 

studies have scarcely examined whether some risk factors for ‘impulsive suicide 

attempts’ can be situational, even though a few qualitative studies provide compelling 

evidence for them. 

In the systematic review (chapter 2), the findings about the characteristics of 

attempts described as impulsive were more consistent across studies than the findings 

on the risk factors. However, some of the evidence is still mixed with regards to 

lethality of such attempts and methods used in them. Differently from research on risk 

factors, the studies examining characteristics of attempts almost exclusively relied on 

proximal criteria to define attempts as impulsive. Consequently, the research on how 

distal criteria relate to other characteristics of attempt is scarce.   

It is necessary therefore to re-examine the hypothesis about correlates of 

impulsive suicide attempts that received mixed evidence in previous studies by using a 

comprehensive assessment of attempt impulsivity that combines the previously used 

criteria. Several characteristics of the attempt, situational factors and vulnerabilities of 

the person were specified as potential correlates in the present research program based 

on the findings of the systematic review (chapter 2) or review of theoretical models of 

suicidal behaviour (chapter 3).  

Characteristics of the attempt 

The systematic review of the literature (chapter 2) indicated that some of the 

specific characteristics of the attempt, such as its lethality and the method used may be 

related to impulsivity of the attempt, but the data are not consistent across studies. 

Although, the results for expected lethality were mostly consistent, some differences 
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emerged with regard to actual lethality of attempts. In the systematic review the number 

of studies finding lower lethality in impulsive attempts was similar to that of studies 

finding no difference between the attempts. It has to be recognised, however, that in 

adult-only samples more studies tend to indicate lower lethality of attempts described as 

impulsive (chapter 2). Only one study of those using distal criteria for attempt 

impulsivity assessed lethality and found no relationship between attempt impulsivity 

and lethality (Simon & Crosby, 2000). It is therefore not clear whether the findings 

regarding the lethality of attempts are similar when different criteria are used to identify 

attempts as impulsive. 

Overall more studies indicate that use of non-violent means is more frequent in 

attempts described as impulsive. However, the results are inconsistent across studies 

that assess adult-only samples and both qualitative and quantitative studies of those who 

attempted suicide using violent methods suggest a high proportion occur without pre-

thought or planning. Only one study using distal criteria of attempt impulsivity 

examined this issue and found more violent methods were used when attempts were 

made without a person having had a suicide plan in his or her lifetime (Jeon et al., 

2010). Therefore, a re-examination of the link between attempt impulsivity and lethality 

of the attempt as well as violence of the method used is warranted us ing a more 

extensive set of criteria for attempt impulsivity.  

The cognitive model of suicidal behaviour (Wenzel & Beck, 2008), suggest that 

different intentions may be relevant to attempts described as impulsive and non-

impulsive. Intentions related to wish to communicate something to others and 

perceptions of the situation as unbearable may be more relevant to attempts described as 

impulsive, whereas intent to die pertains more to the non-impulsive attempts. However, 

the systematic review (chapter 2) indicated that current studies assessing intentions 
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other than intent to die mainly come from qualitative studies into specific populations, 

such as people with borderline personality disorder (Gardner & Cowdry, 1985), 

indicating the necessity of further research.  

Situational risk factors 

Situational factors are described as those that become active only at a particular 

point in time and set off the suicidal state (Rudd, 2006). Both the review of earlier 

literature (chapter 2) and theoretical understanding of suicidal behaviour (chapter 3) 

suggest the relevance of situational factors to attempts which are described as 

impulsive. These factors are availability of means, intense emotions and negative life 

events. Intoxication is a potential risk factor that has been suggested by theoretical 

models (see chapter 3), but one that did not emerge as a predictor in the systematic 

review (chapter 2). 

Availability of means. Easy access to lethal means for suicide has been identified 

as an important risk factor for all suicides, irrespective of their impulsivity (Gunnell et 

al., 1997; Kapusta, Etzersdorfer, Krall, & Sonneck, 2007; Miller, Azrael, & Hemenway, 

2002). Strategies that restrict access to lethal means, for example, by implementing 

more government regulation of firearms (Kapusta et al., 2007), or lessen the lethal 

properties of possible suicide methods, for example, by decreasing the medication dose 

in a package (Gunnell et al., 1997; Hawton, 2002), are effective in decreasing the 

population suicide rate (Yip et al., 2012). However, for impulsive suicide attempts 

availability of means may be even more important because it offers a form of capability 

for suicide (Klonsky & May, 2015) or can be seen as a volitional moderator bridging 

the gap between ideation and action (O’Connor, 2011). However, availability of means 

has not been examined in relation to distal criteria of attempt impulsivity (chapter 2). 
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Therefore the consistency of the findings across attempts identified as impulsive using 

different criteria requires further research. 

Intense emotions. The escape theory (Baumeister, 1990) and the cognitive model 

of suicidal behaviour (Wenzel & Beck, 2008) predict that a more impulsive suicide 

attempt is more likely in situations where the emotional state seems unendurable for the 

individual. The qualitative studies in the systematic review indicated that intense 

emotions that arise quickly may be relevant to the abrupt and/or less planned attempts 

(Aleksandrowicz, 1975; Cheah et al., 2008; Konradsen et al., 2006). However, whether 

powerful feelings specifically relate to impulsive suicide attempts is unclear. Suicide 

attempt planning is linked with extreme feelings of hopelessness (Suominen et al., 

1997), and acute risk for all suicide attempts can be evaluated reliably by the intensity 

of the emotional state (Hendin, Al Jurdi, Houck, Hughes, & Turner, 2010). It could be 

that the impulsivity of the attempt is related to specific qualities of the emotion felt, 

such as intensity or type, but data are currently too limited to allow a more specific 

hypothesis. On the other hand, it may be that trait characteristics that determine the 

preferred response in emotionally-charged situations, such as Urgency (Cyders & 

Smith, 2008), are a more important risk factor than the presence of intense negative 

emotions per se. The impact of intensity and type of affect experienced on attempt 

impulsivity requires further examination. 

Intoxication. Based on Baumeister’s (1990) model of suicidal behaviour 

intoxication decreases the disinhibition and therefore may increase the likelihood of 

impulsive suicide attempts. However, studies in the systematic review (chapter 2) did 

not show clear links between intoxication during the attempt and attempt impulsivity. It 

is possible, however, that intoxication interacts with other vulnerabilities, such as 

aggression, in increasing the risk for impulsive suicide attempts. For example, Conner, 
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Hesselbrock et al. (2007) found that impulsive suicide attempts were more likely in 

individuals who previously acted aggressively while intoxicated. Therefore, intoxication 

was included as a potential factor in prediction of suicide attempt impulsivity.  

Negative life events. The review of studies on impulsive attempts identified acute 

negative life events as a possible risk factor for more impulsive attempts, but the mixed 

findings on this hypothesis indicate that the relationship is not straightforward. Acute 

negative life events may be related to a short time for premeditation before the attempt, 

but not to other criteria for impulsive attempt, but again the data about this risk factor 

are limited. In addition, although the cognitive model for suicidal behaviour (Wenzel & 

Beck, 2008) indicated the possibility that negative interpersonal life events may be more 

specific to impulsive attempts, there was limited support for such a hypothesis in the 

systematic review (chapter 2). The studies continue to be almost exclusively 

quantitative and the results are difficult to compare in terms of the difference in the 

number of negative life events prior to an attempt and their type. Multiple contextual 

factors influence how individuals cope with stressors, including the meaning they attach 

to the stressful circumstances (Park, 2010), some of which are difficult to capture with 

scales. For example, a study in India showed that love-related issues and issues with 

spouse and others are differently related to the length of suicidal ideation prior to the 

attempt (Kattimani, Sarkar, et al., 2015), a finding which is difficult to interpret without 

knowledge of the context in which such events occurred. Given the complexity and 

interrelationships between different negative life events and the relevance of context 

within which they occur in the development of suicide risk (e.g., Bonnewyn et al., 

2014), a more in-depth understanding of the way negative life events contribute to 

attempt impulsivity that is contextualised within the life circumstances of each 

individual is warranted and may be achieved using qualitative methods rather than a 

purely quantitative examination. Therefore, such an exploration in the present thesis 
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was undertaken as part of the examination of the pathways that lead to attempts 

described as impulsive and non- impulsive (research question 5), rather than within the 

quantitative examination of the situational factors.  

Vulnerabilities 

Vulnerabilities can be defined as the characteristics of the individual that increase 

the risk for what are described as impulsive suicide attempts. There is a wide range of 

vulnerabilities that have been assessed for potential relationships with attempt 

impulsivity (chapter 2), such as trait impulsivity, aggression, substance use, but with 

inconclusive results or results different from those hypothesised based on the theoretical 

models of suicidal behaviour. Further characteristics have been suggested by theoretical 

models and hypotheses arising from them (chapter 3), such as acquired capability for 

suicide, availability of suicide schema, emotional reactivity, and rejection sensitivity. 

The potential contribution and previous findings on each of the vulnerabilities are 

summarised in the paragraphs below. 

Acquired capability for suicide. The hypothesis on the contribution of acquired 

capability for suicide (ACS) to attempt impulsivity emerges from theoretical 

understandings of suicidal behaviour. Capability for suicide is suggested as a factor 

bridging the gap between thoughts about suicide and suicidal acts in all three current 

major theories of suicidal behaviour, the IPTS (Joiner, 2005), the IMV Model of 

Suicidal Behaviour (O’Connor, 2011) and the 3ST Theory (3ST; Klonsky & May, 

2015). According to these theories, it is possible that for those high in ACS the shift 

from ideation to behaviour occurs more rapidly. At the same time, IPTS suggest that 

some level of ACS is needed for the person to be able to plan the attempt (P. N. Smith 

& Cukrowicz, 2010) and planning further increases the ACS (Anestis, Soberay, et al., 

2014). Therefore, data are needed to clarify these competing hypotheses.  
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Rejection sensitivity. Rejection sensitivity reflects heightened vigilance for 

rejection-related cues in interpersonal relationships and maladaptive responses to 

situations that are perceived as rejection (Ayduk et al., 2008; Downey, Feldman, & 

Ayduk, 2000; Downey, Freitas, Michaelis, & Khouri, 1998; Mor & Inbar, 2009). It was 

suggested as a potential factor influencing attempt impulsivity based on the propositions 

of the cognitive model of suicidal behaviour (Wenzel & Beck, 2008). Rejection 

sensitivity may explain why impulsive attempts related to intentions to communicate or 

otherwise affect interpersonal relationships arise when a person is faced with 

interpersonal stressors. Although the relation between rejection sensitivity and 

suicidality has not been examined, relations have been reported for other maladaptive 

responses, such as hostility (Ayduk et al., 1999), impulsive aggression (Ayduk et al., 

2008), and disruption of attention and bias in information processing, which increases 

the likelihood of future difficulties in relationships (Mor & Inbar, 2009). A hypothesis 

arising from this earlier research is that if rejection sensitivity increases the likelihood of 

impulsive, inadequate aggressive responses in situations of rejection, it may be related 

to impulsive suicide attempts following an interpersonal crisis interpreted as rejection.  

Trait impulsivity. Multiple theoretical models of suicidal behaviour raise a 

hypothesis that suicide attempt impulsivity is related to trait impulsivity (see chapter 3), 

but the data from research studies do not confirm it. It is possible, however, that the 

contributions of different facets of trait impulsivity have not been delineated 

sufficiently. Current research shows support for a four-factor structure for impulsivity: 

urgency, lack of premeditation, lack of perseverance and sensation seeking (UPPS) 

(Sharma et al., 2014; Whiteside & Lynam, 2001), but this structure has yet to be used in 
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research on impulsive suicide attempts7. These four factors assess different and mostly 

independent facets of trait impulsivity. Urgency is described as a tendency to engage in 

impulsive behaviours when experiencing negative emotions, probably with the goal of 

alleviating them, despite the potentially harmful longer-term consequences (Cyders & 

Smith, 2008). Sensation seeking is described as experience seeking, or the willingness 

to take risks for the sake of excitement or novel experiences (Zuckerman, 2005). 

Perseverance represents ability to stay on the task irrespective of boredom and relates to 

vulnerability to proactive interference (Gay, Rochat, Billieux, d’Acremont, & Van der 

Linden, 2008). Premeditation represents ability to delay action and consider 

consequences first, and thus lack of it hampers the decision-making process (Bechara & 

Van Der Linden, 2005).  

Urgency may be a more important factor in suicide attempts than other types of 

impulsivity. For example, urgency, but not the other subtypes of impulsivity, was found 

to mediate the relationship between child maltreatment and deliberate self-harm (Arens, 

Gaher, & Simons, 2012). However, the findings are not consistent, as Klonsky and May 

(2010) found that urgency predicts suicidal ideation but does not discriminate ideators 

from attempters. It is possible, however, that urgency is specific to a proportion of 

attempts that are more impulsive, a hypothesis that has yet to be evaluated. Urgency is 

the only self- report trait that has been found to correlate with measures of executive 

functions in suicide attempters (Bagge, Littlefield, Rosellini, & Coffey, 2013), and 

deficits in executive function have been found to relate to attempt impulsivity (Baca-

García, Diaz-Sastre, et al., 2005; Wojnar et al., 2009). 

                                                 

7
 A study by Klonsly and May (2015), which used the UPPS structure of trait impulsivity to 

examine its relationship with attempt impulsivity, emerged close to submission of the thesis. It indicated a 

small negative relationship between suicidal ideation time and urgency in the subsample of pa rticipants 

with a recent suicide attempt (with in the last 14 days). 
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Emotional reactivity. The hypothesis about the potential relevance of emotional 

reactivity to impulsive suicidal acts emerged from the propositions of the cognitive 

model of suicidal behaviour (Wenzel & Beck, 2008). Emotional reactivity refers to a 

three-dimensional construct, encompassing emotional sensitivity (the width of array of 

stimuli which provoke emotional response), intensity of arousal (how strongly the 

emotions are felt), and emotion persistence (the time needed to return to a normal state 

once emotion is activated) (Nock, Wedig et al., 2008) If more impulsive attempts are 

preceded by cognitions of unbearability of the emotions, the intensity, frequency and 

persistence of emotional reactions could act as a vulnerability for such states. Emotional 

reactivity and urgency may be related as they both address the state of intense emotions. 

Urgency and emotional reactivity are underlied by similar neurophysiological 

mechanisms based in ventromedial prefrontal cortex and amygdale (Cyders & Smith, 

2008). However, high emotional reactivity relates to the frequency and intensity of 

emotional states (Nock, Wedig, et al., 2008), while urgency is linked to behaviours and 

actions of the individual (G. T. Smith et al., 2007). Thus they both can be separate risk 

factors for impulsive suicidal behaviour.  

Aggression. A direct relation between attempt impulsivity and traits related to 

aggression has received mixed support in studies included in the systematic literature 

review and a link with distal, but not proximal, criteria emerged, indicating the relation 

needs to be re-examined when a more comprehensive assessment of attempt impulsivity 

is established, which is the aim of the present thesis. The strong link between aggression 

and suicide is well documented in multiple studies using various methods and study 

designs (see Gvion & Apter, 2011; Nock & Marzuk, 2008). However, in none of the 

theoretical models did aggression emerge as a factor specific to more impulsive 

attempts (see chapter 3). A potential explanation is that the influences of impulsivity 

and aggression on suicidal behaviour overlap (Bridge, Goldstein, & Brent, 2006; Gvion 
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& Apter, 2011; Mann et al., 1999; Orbach, 1997; Turecki, 2005): aggression relates to 

suicide attempt impulsivity only to the extent that trait impulsivity relates to attempt 

impulsivity, although it must be admitted this is not consistent with the findings (see 

chapter 2). It is not clear to what extent this failure to show the predicted relations can 

be attributed to methodological inconsistencies in assessing attempt impulsivity and 

thus explanation is possible only when this confounding source of variance is accounted 

for. Thus, aggression was included as a potential factor increasing attempt impulsivity 

based on the data from previous studies, but no explanation about the mechanism of any 

such effect is available.  

Availability of suicide schema. Availability of suicide schema emerged as a 

construct potentially related to attempt impulsivity based on the theoretical models of 

suicidal behaviour, specifically based on the propositions of the FVT (Rudd, 2006) and 

SAMS (J. Johnson et al., 2008). It is likely that exposure to suicide, indicated as a 

potential factor for attempt impulsivity by the IMV model (O’Connor, 2011), 

contributes to attempt impulsivity by making suicide schema more available, but such a 

proposition requires further research.  

Although the suicide schema and pervasiveness of the suicidal belief system are 

potentially relevant aspects of suicide attempt impulsivity, none of the articles identified 

in the systematic review of attempt impulsivity integrated such assessments (see chapter 

2). One problem here is that although the idea of the suicide schema is not new, there 

have been few suggestions about how to test it. The best method to date is the 

laboratory implicit association test, which evaluates the level at which the person 

automatically sees self and suicide/death as related (Nock et al., 2010). However, these 

require laboratory-based testing, which is difficult to implement. Repetition of suicide 

attempts can be argued to be another approximation of the availability of the suicide 
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schema that is easier to measure (J. Johnson et al., 2008). However, the evidence on the 

relationship between number of previous attempts and criteria for assessing suicide 

attempt impulsivity is inconclusive (see chapter 2). It is important to explore whether 

the mixed results arise due to differences in criteria used across studies. Nevertheless, it 

has to be recognised that repetition of suicide attempts is a crude measure of availability 

of suicide schema. In the absence of more precise quantitative measure, the qualitative 

data on the way suicide risk arises in cases described as impulsive and non- impulsive 

may provide further indications about the way availability of suicide schema affects 

attempt impulsivity. 

Substance abuse/disorders. Substance use was included as a potential factor that 

may affect impulsivity of an attempt. None of the theoretical models directly imply the 

role of substance abuse/disorders in suicide attempt impulsivity and the data from the 

systematic review on this factor were mixed (chapter 2). However, the most recent 

studies indicate that the severity of substance abuse disorder may be a more important 

factor in attempt impulsivity than the presence/absence of it per se (Delforterie et al., 

2015). In addition, the relation between alcohol intoxication and the impulsivity of 

attempt was most prominent in samples with binge-drinking and alcohol addiction 

(Wojnar et al., 2009). Therefore the two risk factors: intoxication and substance abuse 

may be linked. There is a considerable body of research indicating the links between 

substance use/abuse and suicidality (see Conner & Ilgen, 2011). However, the potential 

mechanism explaining the relationship between attempts described as impulsive and 

substance abuse/disorders is not clear at this stage, potentially because of lack of the 

theoretical basis explaining how impulsive suicide attempts arise.  

Based on these gaps in assessing correlates of what are described as impulsive 

suicide attempts the third research question specified was: 
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Research question 3: 

Is suicide attempt impulsivity, described in terms of the criteria proposed to date, 

related to particular: 

a) characteristics of the attempt (in particular, lethality, violence of method used, 

intentions),  

b) situational factors (in particular, intense emotions, intoxication, availability of 

means) and  

c) vulnerabilities of the person (in particular, acquired capability for suicide, 

impulsivity, aggression, emotional reactivity, rejection sensitivity, substance abuse and 

availability of suicide schema)? 

 

If there is a unitary factor that can be described as attempt impulsivity (see 

research question 2), several hypotheses about its links with correlates can be suggested 

and were described in preceding paragraphs. These are summarised in Table 4.1.  
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Table 4.1. Proposed correlates of what has been described as attempt impulsivity 

and hypothesised directionality of the relationship. 

Correlate Hypotheses 

 
Characteristics of attempt 

 

Lethality Higher impulsivity of a suicide attempt is associated with 
lower lethality of an attempt. 

Violence of method used Violent suicide methods are less likely to be used in more 
impulsive suicide attempts compared to less impulsive 
attempts. 

Intentions related to 
unbearability and 
communication to others 

Intentions related to unbearability and communication are 
more relevant to more impulsive suicide attempts compared to 
less impulsive attempts. 

 
Situational factors 

 

Intense emotions Emotions are experienced as more intense before more 
impulsive suicide attempts compared to less impulsive 
attempts. 

Intoxication Intoxication is more frequent before more impulsive suicide 
attempts compared to less impulsive attempts. 

Availability of means Available means are used more frequently in more impulsive 
suicide attempts compared to less impulsive attempts. 

 
Vulnerabilities 

 

Acquired capability for 
suicide 

Competing hypotheses that indicate both higher and lower 
ACS as related to suicide attempt impulsivity can be posed 
based on current literature. See section on ACS in text.

 

Impulsivity Greater urgency is related to more impulsive suicide attempts. 

Aggression Greater aggression is related to more impulsive suicide 
attempts. 

Emotional reactivity Greater emotional reactivity is related to more impulsive 
suicide attempts. 

Rejection sensitivity Greater rejection sensitivity is related to more impulsive 
suicide attempts. 

Substance use Greater intensity of substance abuse is related to more 
impulsive suicide attempts. 

Availability of suicide 
schema 

Greater availability of suicide schema is related to more 
impulsive suicide attempts. 

Different pathways towards attempts described as impulsive and non-impulsive 

It is currently not clear whether the cases labelled as impulsive follow a different 

pathway of suicide risk development or whether the process is merely compressed to a 
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shorter timeframe. A pathway in here refers to the way suicide risk increases and the 

process people go through from being not suicidal and not at risk of suicide to a point 

where they are highly suicidal and attempt suicide.  

Previous research has identified a suicidal process, defined as the fluctuation of 

suicide risk over time from low to high (Kerkhof & Arensman, 2001) or as a 

progression from mild to severe forms of suicidality (Neeleman, de Graaf, & 

Vollebergh, 2004; B. S. Runeson, Beskow, & Waern, 1996). The origin of this process 

is difficult to determine. If the suicidal process is understood as a progression of suicidal 

behaviour, the first emerging suicidal thought can be taken as the starting point (B. S. 

Runeson et al., 1996). However, if it is understood as development of suicide 

vulnerability, it is difficult to capture the po int of ‘zero suicide risk’ and the length of 

the suicidal process is then potentially a lifetime (Kerkhof & Arensman, 2001). In the 

latter case it can be referred to as the ‘suicidal career’ (Maris & Lazerwitz, 1981). The 

end point of the suicidal process is equally problematic. Death by suicide is the only 

clear end point (Neeleman et al., 2004); otherwise the process remains open-ended. The 

suicidal process in these terms is a life- long trajectory for a person.  

Only one of the subgroups of criteria assessing attempt impulsivity refer to 

lifetime suicide planning; the others refer to the period shortly prior to the attempt and 

evaluate either (a) when on the day of the attempt the suicidal ideation, planning and 

decision to suicide begins; or (b) the amount of planning that occurred proximally to the 

attempt (chapter 2). Thus the period described in the suicide process models and the 

period mostly referenced in research as suicide attempt impulsivity do not match.  

The period immediately prior to the suicide attempt has been termed ‘suicidal 

crisis’ (Joiner & Rudd, 2000), ‘suicidal breakdown’ or ‘self-breakup’ (Maltsberger, 

2004), ‘suicidal mode’ or ‘suicidal episode’ (Rudd, 2006). Recently, a new diagnostic 
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label has been proposed for it, namely, the Acute Affective Suicidal Disturbance 

(ASAD, Joiner et al., under review). Such labels classify the period before the suicide 

attempt as time- limited, but one that poses an extreme suicide risk (Rudd, 2006; Tucker, 

Michaels, Rogers, Wingate, & Joiner, 2016). The suicidal state is proposed to be 

marked by a rapid increase in suicidal intent (Joiner et al., under review) in addition to 

emotional, behavioural and physiological changes (Rudd, 2006), such as overarousal, 

hopelessness and social- or self-alienation (Tucker et al., 2016).  

The criteria used to define attempts as impulsive and non- impulsive imply that 

change occurs during the period prior to an attempt, for example, researchers identify 

when suicidal ideation, planning and decision to suicide emerge (e.g., Bagge, Littlefield, 

& Lee, 2013). If there is change, then conceptualising it as a state, which implies that it 

is relatively stable, is incorrect, and it is better seen as a process.  

There have been few attempts to use the term ‘suicidal process’ to describe the 

period immediately prior to a suicide attempt (e.g., Deisenhammer et al., 2009), 

possibly because this creates confusion with the more accepted use of the term to refer 

to the lifetime process mentioned earlier. If there are differences between suicide 

attempts that are described as impulsive and non- impulsive, is reasonable to consider 

there may be differences in the suicidal process not only from the long term perspective, 

but in the shorter term. This shorter term can be considered as the ‘suicide attempt 

process’, the change in suicide risk in the days and hours leading up to the suicide 

attempt.  

It has to be recognised that the suicide attempt process does not have clear 

demarcation lines in some or most cases. It is not possible to accurately define a ‘zero-

level’ of suicidality for a person, since there can always be more distal factors and 

vulnerabilities related to suicide risk. Even in cases where there seems to be a specific 
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trigger to an attempt, an underlying process that made the person more vulnerable to 

react to the trigger in a more intense way is also likely to be present (Sandin, Chorot, 

Santed, Valiente, & Joiner, 1998). Therefore the suicide attempt process has to be 

understood as part of the overall lifelong suicidal process (Kerkhof & Arensman, 2001). 

The suicide attempt process, which arises within the lifelong suicidal process, can be 

understood as the pathway how suicide risk develops. If there are differences in the way 

suicide risk develops in cases described as impulsive and non- impulsive, differences 

should be observed between within these pathways. The research question asked was: 

Research question 4: 

What are the pathways to suicide attempts that can be described as impulsive and 

non-impulsive and how do they compare? 

 

Because the period prior to suicide attempt is poorly understood, answering 

research question 4 first required describing what was termed here ‘the suicide attempt 

process’ to provide a framework that could serve as a basis for further comparison of 

the attempts. The decision was made to base this framework on the description of the 

suicide attempt process as is seen from the perspective of people experiencing it. There 

are several reasons for such decision. First, as mentioned in relation to research question 

1, the perspectives of the suicide attempters, although important, are rarely included in 

research on attempt impulsivity. Second, an inquiry that remains close to the 

perspective of the individuals can examine the different circumstances and the different 

meanings individuals attach to what are apparently similar circumstances intertwined in 

the process of becoming suicidal (Hjelmeland & Knizek, 2011). Therefore it was 

considered necessary to look at the individual’s account of what led to the attempt and 

only when this was understood to compare the way suicide risk develops in attempts 
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described as impulsive and non- impulsive. Consequently, an answer to a sub-question 

was necessary before research question 4 could be undertaken: 

Research question 4.1. 

How do individuals experience the suicide attempt process? 

 

Participants with psychotic symptoms 

A further research question crystallised after the research program commenced, 

but is outlined here. The question arose because a number of participants reported 

psychotic symptoms [delusional or hallucinatory experiences (Verdoux & van Os, 

2002)] in the second of the two studies in the research program, and it was necessary to 

consider how these may have impacted the suicide attempt process. 

Psychotic spectrum disorders, such as schizophrenia, are associated with a higher 

risk of suicide (S. Brown, 1997), but the understanding of the reasons for this is limited.  

Known risk factors, such as hopelessness and depression, are less pertinent to suicide 

attempts during early psychosis (Lopez-Morinigo et al., 2014). At the same time the 

psychotic symptoms (referred to as the positive symptoms of schizophrenia in the 

literature as well), such as delusions and hallucinations, contribute little to risk (Hawton, 

Sutton, Haw, Sinclair, & Deeks, 2005). In addition, even in the case where suicidal 

behaviour seems to be driven by specifically psychotic experiences, such as comma nd 

hallucinations, researchers have argued that the relationship is not straightforward and 

mediated by psychological processes (Braham, Trower, & Birchwood, 2004). The 

limitation of prior studies is that they do not examine the mechanisms that account for  

the association between psychotic symptoms and suicide risk (Bolton, Gooding, Kapur, 

Barrowclough, & Tarrier, 2007). This literature pointed to potential differences in the 
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suicide attempt process between people who do and who do not have psychotic 

symptoms, but indicated little specificity on what these differences were. Thus a 

secondary aim, related to research question 4.1, was to explore the differences in the 

suicide attempt process between people with and without lifetime psychotic symptoms 

and examine the extent to which the same or a similar suicide attempt process could be 

applied to both groups.  

Although there is some investigation of the development of suicide risk in 

schizophrenia (Hawton, Sutton, et al., 2005), it is recognised that the risk for suicide is 

highest in the early phases of the disease (Nordentoft, Madsen, & Fedyszyn, 2015), 

especially when the psychosis is untreated (Nielssen & Large, 2009), but this period is 

relatively unexamined (Pompili, Serafini, et al., 2011). Young adulthood is the period 

where psychotic symptoms first develop; a review of international data by Kessler and 

colleagues (2007) indicated that the majority of presentations for the first episode of 

psychosis occur between 19 and 27 years of age. Diagnostic instability in the early 

stages of psychosis is common (Haahr et al., 2008), making it difficult to identify such 

candidates for research using criteria based on mental illness diagnosis. In addition, 

psychotic experiences exist on a continuum in the general population. On average, 

studies find that the prevalence of psychotic experiences in the general population is 7 

to 8%, but for 75-90% these experiences are transient and become persistent only in a 

minority of cases (Linscott & van Os, 2013; van Os, Linscott, Myin-Germeys, 

Delespaul, & Krabbendam, 2009). During the emergence of symptoms it may be 

difficult to distinguish people for whom the symptoms will persist from those for whom 

this will be a transient experience, not inducing clinical- level disturbance. Thus in the 

present study exploration of the relationship between suicidality and psychotic 

symptoms was extended beyond those diagnosed with schizophrenia to all those 

experiencing psychotic symptoms.  
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In light of the above listed considerations, a sub-question was posed in relation to 

research question 4: 

Research question 4.2. 

How do the experiences of the suicide attempt process compare among 

individuals with and without lifetime psychotic symptoms? 
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Chapter 5. Methodological Framework 

The previous chapters outlined the previous research on attempt impulsivity, 

described the current gaps in knowledge on this topic and introduced the research 

questions of this thesis. This chapter outlines the methodological framework used in the 

thesis to answer the designated research questions. The choice of mixed-method design 

is explained first in the chapter, followed by the philosophical underpinnings of such an 

approach. The introduction of the structure of the research program follows. The 

proposed method to answer the research questions listed in the previous chapter consists 

of two components: a small qualitative study and a larger study with integrated 

quantitative and qualitative analysis elements. Data collection and data analysis 

methods used in both studies are introduced in this chapter. The chapter ends with 

ethical considerations of the research program.  

The need for a mixed-methods approach in suicide attempt impulsivity research 

The need for studies using mixed-methods in suicidology research has been 

argued by Kral, Links, & Bergmans (2012) and Rogers & Apel (2010). Mixed-methods 

research refers to studies, which combine both qualitative and quantitative data 

collection and analysis methods within the same study (R. B. Johnson & Onwuegbuzie, 

2004; Tashakkori, Teddie, & Sines, 2012). Hjelmeland and Knizek (2010) observed the 

dominance of quantitative approaches in suicide research with almost complete neglect 

of qualitative methods. They suggested that the field is strongly focused on explaining 

suicidal behaviour in terms of causal links between risk factors and outcomes, with a 

reductionist tendency to oversimplify these explanations, as opposed to understanding 

suicidality as a complex phenomenon and describing the processes underlying it within 

the context it occurs. Both types of research are needed for a comprehensive knowledge 

base of how, why and when suicidality occurs. Mixed-methods designs, which can 
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combine the aims of explaining and understanding, are most promising for such 

questions compared to qualitative or quantitative studies alone (Kral et al., 2012).  

The substantial inconsistencies in defining attempt impulsivity and lack of a 

knowledge base about the phenomenon (or phenomena) underlying it, as outlined in the 

introductory chapters, suggest the need for a research design incorporating qualitative 

components of analysis, focused on in-depth description and understanding. At the same 

time questions about the precise overlap among different definitions of attempt 

impulsivity as well as relationships between different criteria of attempt impulsivity and 

suicidal process elements, such as vulnerabilities and situational factors, suggest the 

need for quantitative components, explaining the link between risk factors and 

outcomes. Therefore a mixed-methods approach that would examine attempt 

impulsivity from multiple perspectives appears most suited for addressing the current 

research gaps.  

Philosophical underpinnings of the methodological framework  

Combining qualitative and quantitative methodologies requires a reconciliation of 

their different ontological and epistemological underpinnings (R. B. Johnson & 

Onwuegbuzie, 2004). A positivist stance underlies most quantitative studies (e.g., Nock 

et al., 2009): the aim in such research is to collect data that accurately represent reality, 

so the investigator and ‘object’ of investigation are assumed to be independent; the 

investigator is an objective observer (Guba & Lincoln, 1994). Qualitative studies are 

usually grounded in the constructivist position, which argues that data collected will 

represent a version of reality, which is inevitably co-constructed by interviewer and 

interviewee (e.g., Nelson, 2010). Thus the research aim in such studies is to understand 

how this process of construction occurs, but no claims about the correspondence 
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between the data collected and reality (or the ‘truth’) can be made, as multiple, equally 

valid realities can co-exist (Guba & Lincoln, 1994). 

Mixed-methods researchers have frequently dealt with the differences in the 

philosophical underpinnings of the methods combined by adopting an ‘anti-

philosophical’ position (R. B. Johnson & Onwuegbuzie, 2004, p. 18) and employing a 

pragmatic (Kral et al., 2012) or ‘humanistic framework’ (Tashakkori & Teddlie, 2010, 

p. 273). Thus the researchers assumed an eclectic and pluralistic view about the 

ontological and epistemological questions as long as it met the needs of a particular 

research project (R. B. Johnson & Onwuegbuzie, 2004). Such an eclectic position, 

however, can be taken as a sign that none of the previous paradigms have met the needs 

of mixed-methods researchers. The advancement of philosophical thought on 

knowledge has led to development of critical realism, which combines onto logical 

realism with methodological constructivism (e.g., Maxwell, 2011), which is suggested 

as the paradigm best- fitting the integration of research methods (McEvoy & Richards, 

2006).  

The understanding of knowledge and research data in the present thesis was 

informed by the critical realism tradition as described by Maxwell (2011). Such a 

philosophical stance proposes the existence of one reality to which all concepts refer. 

However, because of the complexity of reality, all accounts, as well as knowledge, have 

to be viewed as constructions and therefore limited. All research in the present thesis 

was retrospective and the ‘reality’ in the present study represents what Lieblich and co-

authors term ‘historical truth’ (1998, p. 8), the actual historical events.  

The critical realism stance allows viewing quantitative and qualitative data as 

complementary, each representing a picture of the “historical truth” from a particular 

view point. However, it has to be acknowledged that the final narrative collected in 
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interviews has undergone a series of modifications during the processes of perception 

and remembering and could be fragmented or even confabulated (Neisser, 1994). 

Therefore the timeline method, as any other interview method, cannot present a full 

account of “historical truth”. It inevitably captures the “narrative truth” of the individual 

(Lieblich et al., 1998, p. 8). From the critical realism perspective, however, the quality 

of knowledge is based not on the absolute correspondence to reality,  or, in this case, 

‘historical truth’, but on the level of its comprehensiveness and completeness (Maxwell, 

2011). The research program aimed at capturing a more complete body of knowledge  in 

two ways: triangulation of sources and use of the visual timeline method during 

interviews. 

The completion criterion of research quality is judged by the depth of explanation 

and understanding, and thus requires use of multiple sources and inquiry methods in 

reaching such a goal (McEvoy & Richards, 2006). The present research program 

combined multiple sources of information and different data collection methods, 

including interviews with suicide attempters, interviews and focus groups with 

clinicians, self- report questionnaires and reviews of medical records. The data 

integration was based on the principles of a mixed-methods framework, where the 

accumulation of information from different sources is treated not as a simple summary 

of the data, but as an amalgamation of it into a gestalt, where the whole is more than the 

sum of its parts and differences in the data yielded by different methods/sources need to 

be accounted for (Tashakkori et al., 2012).   

The differences in data sources arise because the retrospective information, 

particularly interview data, represent the ‘narrative truth’ (Lieblich, Tuval-Mashiach, & 

Zilber, 1998, p. 8), which contains information on actual historical events, but also 

information about the construction of the narrative. The narrative told is only one of 
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those available in the multi- layered self-narrative (Raggatt, 2006) and is inevitably 

influenced by the circumstances of the inquiry, inquirer and inquired (Iannacci, 2007), 

leaving the possibility that some accounts are misguided (McEvoy & Richards, 2006). 

However, the use of multiple sources in the study was not used to testify to the truth or 

falsity of the accounts of the participants, because each presents a perspective on the 

phenomenon (Hjelmeland & Knizek, 2010). Rather, when discrepancies in data sources 

arose, the processes that could explain these differences were examined (McEvoy & 

Richards, 2006). Once potential implication of the narrative construction are included, 

comprehensive case-by-case, contextualised explanations of how a particular process 

develops are considered valid ways to determine causality (Maxwell, 2011) and allow 

causal inferences to be made about the factors influencing suicidal behaviour.  

The use of the timeline method was used to obtain a more comprehensive account 

of the suicide attempt when interviewing the participants. Triangulation of data sources, 

such as using medical records in addition to interview, provides a more comprehensive 

account of the historical facts related to the inquiry period (van der Vaart & Glasner, 

2007), but not of the thoughts and experiences related to the suicide attempt process. 

The comprehensiveness of the understanding of it thus relies on the participant’s 

willingness to openly share the relevant information as well as his or her abilities to do 

so. The visual timeline can facilitate building rapport (Adriansen, 2012) and with it 

participant’s willingness to disclose information. Additionally, participants recall a 

larger body of information when presented with a visual timeline (van der Vaart & 

Glasner, 2007). The timeline method thus captures the person’s account of “historical 

truth” more comprehensively, leading to greater validity of the findings (Maxwell, 

2011). 
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To summarise, in the present thesis the mixed methods framework within the 

critical realism paradigm was adopted in order to provide a contextualised and detailed 

understanding of the study phenomenon (suicide attempt impulsivity) from multiple 

vantage points with the assumption that providing a more comprehensive picture of the 

phenomenon would lead to a more complete understanding of it. 

Selection of young adults as a research group 

The systematic review (chapter 2) indicated that studies mostly find no 

relationship between attempt impulsivity and age, although it has to be recognised that 

the results were somewhat inconclusive for the proximal time-related criteria, such as 

suicidal ideation time (e.g., Zhao et al., 2010). However, age is a factor that impacts 

how and in what situations suicide risk is likely to develop (Nisbet, Maris, Berman, & 

Silverman, 2000), because of the unique challenges inherent in different life stages 

(Doyle, 2015). Both suicide and suicide attempts at different periods of lifetime seem to 

differ on a number of characteristics, such as demographic profile, presence of mental 

illness, methods used for suicidal behaviour (Hunt et al., 2006), and life events that 

precede the attempt (Foster, 2011). Suicidal behaviour in young adulthood may share 

more similarities with adolescent suicidal behaviour than with that in middle life 

because the developmental challenges of teenage years extend into early adulthood 

(Nisbet et al., 2000). Young adulthood has unique challenges, such as the necessity to 

obtain first employment, financial and housing independence, and transitioning into 

parenting, resolution of which impact suicidal behaviour (Kosidou et al., 2012). In 

young adulthood unemployment and legal difficulties are more frequent stressors before 

the attempt than in older age groups, but they are less likely to experience physical 

illness (Foster, 2011). Interpersonal stressors are more frequently identified by young 

people as the main reason for attempting suicide, but becomes far less frequent in older 
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adults; in the latter group, however, mental health problems are a more frequent reason 

for attempting suicide than in the other groups (Burón et al., 2016). A selection of a 

more homogeneous sample in age was based on the premise that this would allow in-

depth examination of other contributors to the suicide attempt process separately from 

the age factor. 

Selection of young adults was based on the pertinence of the issue of suicide 

attempts in this group, particularly in Australia. As was indicated in the Introduction 

(chapter 1), young adults constitute the largest proportion of presentations to hospital 

for non-fatal suicidal behaviour (Milner et al., 2013). There are further concerns related 

to suicide attempts in this age group. Those who attempt suicide in young adulthood 

seem to embark on a trajectory of disadvantage. For example, a study by Goldman-

Mellor and colleagues (2014) found that those who attempted suicide first before 

turning 24 were more likely to report persistent mental health problems, physical health 

problems, engage in more violence and require more social support; they were lonelier 

and less satisfied with their life, and these trends remained significant after controlling 

for psychiatric disorders and social class. Thus earlier prevention of suicide attempts as 

well as intervention following a suicide attempt to prevent further disadvantages is 

important in this age group.  

Overview of the structure of research in the thesis 

Four research questions and two sub-questions were outlined in the research 

rationale (chapter 4).  

1. How do clinicians and suicide attempters understand the concept ‘impulsive 

suicide attempt’? 
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2. Do the different criteria used to identify attempts as impulsive overlap and is 

there a unitary factor of attempt impulsivity underlying all or most of the 

criteria? 

3. Is suicide attempt impulsivity, described in terms of the criteria proposed to 

date, related to particular characteristics of the attempt, situational factors and 

vulnerabilities of the person? 

4. What are the pathways to suicide attempts that can be described as impulsive 

and non-impulsive and how do they compare? 

4.1. How do individuals experience the suicide attempt process? 

4.2. How do the experiences of the suicide attempt process compare 

among individuals with and without lifetime psychotic symptoms? 

The research program in the thesis consisted of two studies designed to provide 

answers to these four research questions. The schematic outline of the research program 

is presented in Figure 5.1. The first component (Study 1) was a small-scale qualitative 

study of suicide attempters and clinicians which addressed the first research question of 

the thesis. This component explored the way suicide attempters and clinicians 

understood attempt impulsivity. The study used the timeline interview method, 

described further in this chapter, to collect data on the period before the attempt. Then 

the suicide attempters and clinicians were engaged in a process of reflection about the 

impulsivity of the attempts. The data analysis was based on the principles of thematic 

analysis (Braun & Clarke, 2006). A detailed description of the data collection and 

analytic approach is included in chapter 6 together with the results of this study.  

The second component (Study 2) of the thesis was a mixed-methods study. Study 

2 included 49 young adults (18-35) presenting to hospital following a suicide attempt 

and corresponded with research questions two to four in the research program. The 
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second research question of the thesis focused on examining the overlap between 

different operational definitions of attempt impulsivity used in previous research in 

order to obtain a more comprehensive instrument to assess this construct. It was then 

used for the third research question to re-examine the correlates of attempt impulsivity 

and correlation analysis was undertaken. The fourth research question, the differences in 

the pathways towards least and most impulsive attempts identified by the different 

criteria of attempt impulsivity, required the two additional sub-questions specified to be 

answered, and these were specified as research question 4.1 and 4.2. The first o f these, 

the exploration of the suicide attempt process, was undertaken as a qualitative analysis 

independently of the quantitative analysis described above. The data collected in the 

semi-structured interviews using the timeline method and data from medical records 

were analysed using thematic analysis principles. The analysis focused on the way 

young adults experience the suicide attempt process and resulted in a thematic map of 

its key elements. The second of the sub-questions compared the suicide attempt process 

among those with and without psychotic symptoms. Research relevant to the fourth 

research question was then grounded in the findings of these two sub questions and the 

findings relevant to research question 2. The cases where the suicide attempts could be 

considered most and least impulsive were selected based on findings in the latter 

research question. The timelines of the way suicide risk developed in these cases were 

analysed in the context of the suicide attempt process as described in the two sub-

questions. 
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Figure 5.1. Outline of the research program in the present thesis 



 

 

Overview of data collection methods used in the thesis 

Three main data sources were used in the thesis: (a) semi-structured interviews 

using the timeline method, (b) collateral information from medical records and (c) self-

report questionnaires. Only the first of the methods used, the timeline interview method, 

was applied in both Studies 1 and 2 and is presented in detail in this chapter. In Study 1 

in the semi-structured interviews with suicide attempters, the timeline method was 

supplemented with additional questions focused on participant’s reflections on attempt 

impulsivity. In addition, interviews and focus groups were used to collect data from 

clinicians and these are presented in more detail in chapter 6, together with the results of 

the study. The second and the third of the data sources were applied only in Study 2 and 

thus are introduced in chapter 7 and described in more detail in chapters 8-10 together 

with results of the studies.  

Timeline interview method  

Both studies 1 and 2 used visual timelines as a qualitative interview method. In 

Study 1 this interview method was used in interviews with suicide attempters to elicit 

information on the events surrounding two of their suicide attempts. The data were then 

used as a basis for discussing the differences in impulsivity of the attempts, both in the 

second part of the interview with the person making the attempt and in interviews with 

the clinicians. In Study 2 the timeline method was used as a flexible tool in interviews 

with suicide attempters to collect information on their suicide attempt process.  

Prior application of timelines in interviews 

Timelines have been used in both qualitative and quantitative traditions, under 

several different names. In the quantitative tradition its applications include the life 

history calendar (Freedman, Thornton, Camburn, Alwin, & Young-DeMarco, 1988), 
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life-chart methodology (Sharpe, 1992), use of timelines to aid recall (van der Vaart, 

2004) and the timeline follow-back (TLFB) method (Sobell & Sobell, 1992). In the 

qualitative tradition, detailed accounts about how to use timelines in life history 

research have emerged only recently (Adriansen, 2012), but some researchers have 

adapted the quantitative methods to collect and analyse qualitative data (Fortune, 

Stewart, Yadav, & Hawton, 2007; Nelson, 2010). At the heart of all these methods is 

the aim to capture patterns of events across time, and thus they provide useful reference 

points in attempting to understand the development of suicidality as a process. Although 

a detailed overview and comparison of all these methods is outside the scope of this 

thesis, some key features of both traditions informed use of timelines in the interviews 

with suicide attempters.  

In the quantitative paradigm timelines and calendars have been used in two ways: 

(a) as the main data collection instrument, where relevant information is collected by 

recording it on a calendar and discussing it with the participant (Freedman et al., 1988), 

and (b) as an adjunct to standardised questionnaires to aid recall, when the interviewee 

fills in the timeline for his or her convenience to assist in answering other questions 

(van der Vaart, 2004). The main advantage of timelines are seen to be in the increased 

accuracy and larger amount of information recalled compared to questions from a 

standardised questionnaire, an effect that is especially pronounced when the recall task 

is complex (van der Vaart & Glasner, 2007). Belli (1998) has argued that visual 

timelines or calendars allow the interviewee to see the events as interrelated in a 

network, mirroring how the events are encoded in autobiographical memory. Events and 

context noted on the timeline become memory cues to aid recall of more detailed 

information, while relating specific events to larger landmarks assists recalling their 

timing more precisely. The reliability of information collected using the timeline 

method extends to inquiries into sensitive issues, such as alcohol consumption (Sobell 
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and Sobell, 1992), sexual behaviours (Weinhardt et al., 1998) and gambling (Alessi & 

Petry, 2003).  

Bagge, Littlefield, and Lee (2013) adapted the original TLFB method to collect 

quantitative data on the precursors of suicide attempts. This timeline follow-back 

method for suicide attempts (TLFB-SA) uses a visual timeline, graded by the hour, to 

record timing of negative life events and suicidal ideation leading up to the suicide 

attempt. Specific start and stop events and alcohol use prior to the suicide attempt are 

assessed in the 48 hours leading up to the suicide attempt (e.g., Bagge et al., 2012). In 

addition, the participants are asked to identify exact timing of the first suicidal thought, 

making of a suicide plan and decision to attempt (Bagge, Littlefield, & Lee, 2013). The 

TLFB-SA is driven by the aim to collect quantitative data, which makes it highly 

structured. Contextual information, such as where and with whom the person was, what 

he or she was doing, is asked only to aid recall, but not for the purpose of analysis 

(Bagge et al., 2012).. In the studies included in this thesis the method was modified to 

collect in-depth qualitative data, such as feelings and thoughts experienced during the 

suicidal process, interpretation and reaction to the life events occurring as well as more 

thorough contextual data about life events and the suicide attempt.  

The essential feature of a qualitative timeline method is the drawing of a timeline 

on a blank sheet of paper presented to the interviewee, around which they are invited to 

construct their life history (Nelson, 2010). Adriansen (2012) noted that the start and end 

points of the timeline depend on what the interviewer and the interviewee find relevant 

and thus the length of the timeline can be adapted to particular aims of the project. The 

interview usually begins by inquiring about the most important events in the 

participant’s life, which are then put on the timeline. The interviewee is encouraged to 

tell their story (how these events unfolded, related to each other) and provide more 
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details on each event. All events discussed are marked parallel to the timeline and the 

interviewee and the interviewer collaborate in this process. The interviewee is invited to 

write and draw on the emerging timeline. In some cases, the life charts are used after the 

actual interview to make sense of the data and reconstruct the story provided by the 

participant (Fortune et al., 2007). However, when the timeline is used in the interview 

the researcher can check the initial interpretations with the participant and thus the 

analytical power becomes shared, rather than belonging to the researcher only 

(Adriansen, 2012), which adds to credibility of the findings (Krefting, 1991). Overall 

this tool provides a “visual representation of main events” while “engaging the 

interviewee in constructing the story” (Adriansen, 2012, p. 43), making it a flexible tool 

for qualitative data collection. Essentially, the method used in the thesis combined these 

qualitative and quantitative applications of the timeline interview method.  

Application of timelines in present thesis 

The timeline approach in Studies 1 and 2 was used to understand the suicide 

attempt process – the events, thoughts and emotional reactions leading up to the suicide 

attempt8. All interviews in the studies included in the thesis were conducted by the PhD 

candidate. The aim of the interviews was to collect information on how the person 

perceived the suicide attempt process and therefore the start point of the time line was 

not specified in advance. A blank timeline drawn horizontally on an A4 page was used 

to collect information during the interview and the interviews were audio-recorded 

where the interviewee permitted this to be done. In the beginning the interviewer 

explained that the aim of the interview was to understand the participant’s story and 

what happened before the suicide attempt. Then the researcher introduced the timeline 

                                                 

8
 A part of a timeline is presented in Appendix 11 as Figure A11.1. An example of a fu ll t imeline 

was not included to maintain confidentiality of participants. 
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explaining that with the participant they would reconstruct the process before the 

attempt, as much as the participant could remember and would want to share with the 

interviewer. The interviewer first asked the person about the most significant events that 

led to their suicide attempt and marked them on the timeline, indicating the specific 

time they occurred or their start and end points. The interviewer sought to facilitate the 

participant telling their story of the suicidal process through additional questions 

exploring details of each event, the person’s response to the events and how other 

people were involved in this process. The other interview topics were used as a flexible 

guide to inquire about specific areas in the suicidal process, such as the development of 

suicidal ideation, planning, decision to die and any preparation for the attempt in the 

period surrounding these events and their timing was marked on the timeline. 

Additional questions were used to reveal the meaning each event had to the participant 

as well as his or her reaction (behavioural and emotional) to it.  

The length of timelines varied from several years to a few days depending on 

interviewees’ perceptions of the suicidal process. However, in each case the interviewer 

inquired in detail about the events on the day of the attempt to explore why the attempt 

occurred at that particular point in time. In addition, questions were asked about lifetime 

occurrences of suicide attempts, ideation and planning to better understand the context 

of the suicide attempt. If needed, an additional timeline was used for the day of the 

attempt or for lifetime occurrences of suicidality, if it was not physically possible to put 

this information on the first timeline. This second timeline was then placed beside the 

initial one and both were visible throughout the interview. Frequent negotiation ensured 

that the timelines reflected the participant’s perception of the sequence of the events as 

accurately as possible. Where required, breaks were taken during the interview when the 

participant needed to complete any medical procedures at that time so as to not interrupt 
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their care in hospital, but most of the participants were able to complete the interview in 

one sitting.  

The interview output was twofold. The co-constructed timeline presented the 

timing of the main events, suicidal ideation, planning, preparations, decision to die and 

changes in emotional state that were mentioned as important by the interviewee. The 

narrative captured during the construction of the timeline provided rich information 

about the meaning these events had to the participant and how she or he understood the 

suicidal process. Both these forms of data are qualitative in nature, as the timeline was 

not standardised and cannot be directly analysed using quantitative methods. However, 

the data collected on the timeline can be quantified, in that the events, their type and 

their exact timing can be quickly extracted, which was done in Study 2. It is arguable 

that such data have similar accuracy to that collected using standardised timeline 

approaches (e.g., van der Vaart, 2004), as long as the interviewer asked for and 

documented the timing of events as specifically as possible.  

Overview of data analysis methods used  

Thematic analysis was used for analysis of the qualitative data in both studies and 

is explained in detail below. Principal component analysis was used as the main 

analysis method in Study 2 and the selection of this method is explained further in this 

chapter. Several other quantitative analysis techniques were adopted in Study 2, but 

they are well-known and are not described in detail here.  

Thematic analysis 

Thematic analysis was chosen as the analysis method in the present study because 

of its better match compared with other qualitative methods to the philosophical 

position adopted in the thesis and because of its flexibility. A critical realism stance was 

chosen at the outset, reasons for which were described earlier in the chapter, and 
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thematic analysis is one of the few methods that can be used within such a framework 

(Maxwell, 2011). Other methods, such as interpretative-phenomenological analysis, are 

based in different ontological and epistemological positions (Creswell, 2012) that are 

not readily compatible with critical realism. As for flexibility, thematic analysis allows 

analysing large sets of data compiled from multiple information sources (Braun & 

Clarke, 2006). This was necessary to study the phenomenon from multiple viewpoints, a 

pre-requisite of more valid knowledge from the critical realism position (McEvoy & 

Richards, 2006). In addition, thematic analysis has the flexibility to be more 

interpretative and in-depth compared to other atheoretical methods of qualitative 

analysis, such as content analysis (Joffe, 2012). Compared with content analysis, 

thematic analysis goes beyond the prevalence of themes and allows theorising about the 

significance of themes as well as their broader meanings and implications (Braun & 

Clarke, 2006). Given that the object of this study, suicide attempts, includes a subjective 

experience component, such interpretative power was considered necessary.  

The qualitative analysis in the present thesis was based on thematic analysis 

principles, as described by Braun and Clarke (2006). Thematic analysis consists of 6 

stages, which are not linear but recursive, with each step being repeated when necessary 

(Braun & Clarke, 2006): 

1. Familiarity with data stage involves transcribing the recording of the interview, 

reading and re-reading it, and then noting down initial ideas. In the present studies all 

interviews, where the participant allowed audio recording, were transcribed verbatim. 

All interview and focus group recordings in Study 1 (13 hours) and the initial 20 hours 

of interviews in Study 2 were transcribed by the author. Such deep immersion in the 

data was used to evaluate and improve interviewing approach and skills. Due to the time 

taken in the transcribing task (up to 7 hours of transcribing for each hour of interview), 
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the final 31 hours of interviews from Study 2 were transcribed by a professional 

transcriber and only checked for accuracy by the author.  

2. Generating initial codes involves the first coding of the whole dataset and 

generating as many possible relevant codes as available. Because of the smaller dataset 

in Study 1, all data were coded line-by- line in Nvivo 10 (2012) after initial familiarity 

with the dataset. However, in Study 2 the dataset was substantially larger and instead of 

an immediate focus on line-by-line coding, thematic maps were built for each case 

separately, as suggested by the Qualitative Analysis Guide of Leuven (QUAGOL; 

Dierckx de Casterlé, Gastmans, Bryon, & Denier, 2012) so as to maintain the integrity 

of each participant’s story during the data analysis and incorporate their perspective into 

the analysis. After these thematic maps were built an initial set of codes was extracted 

from them, which was then used for line-by- line coding in Nvivo software, amending 

the set during the analysis to further fit with the data. Use of software in the present 

project was based on practical considerations, because of its assistance in managing 

large amounts of interview data and because it allowed more rapid retrieval of the 

coding structure than manual coding (Joffe, 2012). In both studies the constant 

comparative method (Fram, 2013) was used to ensure consistency in coding. During 

coding each new reference added to the code was compared to the references already 

coded as well as with the other codes.  

3. Searching for themes involves scanning the initial coded list for possible 

combinations of codes that could develop into themes (Braun & Clarke, 2006). The 

codes were merged into themes based on their meaning and the result of this stage was 

an initial set of potential themes. 

4. Reviewing the themes involves checking how different themes may relate, 

reviewing the codes included in the themes to ensure internal homogeneity, where 
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references coded in the theme reflect a similar phenomenon, and external heterogeneity, 

which indicates clear distinctions between the themes (see Braun & Clarke, 2006, p. 

91). An essential element of the review process is establishing the themes that capture 

the key aspects of the data and that are most relevant to answer the research question 

(Thomas, 2006).  

5. Defining and naming themes involves describing themes in a concise and clear 

way to capture the essence of the theme. This process required reviewing the specific 

references coded under each theme in search for a label that would encompass them 

(Braun & Clarke, 2006). Links between the themes were explored within this step and 

the result of such a process was a thematic map, which is a hierarchical organisation of 

the themes and codes.  

6. The final step, producing the report, involves formulating the story the data 

tells in response to the research question. This process involves describing the themes, 

selecting quotations that best reflect the essence of each theme and explaining the links 

between the separate themes. In addition, this process included re-engagement with the 

research literature to compare the themes present in the dataset with those established 

within the literature (Fram, 2013). This process was not that of fitting research data into 

existing theories, but rather that of a dialogue, where existing knowledge on suicidal 

behaviour was used to explore the novelty of the findings. 

Ensuring quality in qualitative analysis 

Ensuring trustworthiness in qualitative research follows different principles 

compared to quantitative analysis (Krefting, 1991). The four principles of evaluating 

qualitative studies established by Lincoln and Guba (1985), namely, credibility, 

transferability, dependability and confirmability, have been used to the present day and 
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are incorporated in current guidelines for reporting qualitative studies (e.g., Malterud, 

2001; Tong, Sainsbury, & Craig, 2007).  

Credibility refers to the congruence between research findings reported and the 

experiences of informants (Lincoln & Guba, 1985), and is akin to interpretative validity 

described by Maxwell (2011). Reflexivity, or the ongoing monitoring of the ways the 

researcher is shaping the collected data, data analysis, findings and conclusions, is the 

primary criterion in establishing credibility (Krefting, 1991; Mays & Pope, 2000). 

Ongoing reflexivity in the present study was maintained via use of a field journal, which 

outlined ongoing experiences in the field, questions and hypotheses arising, in order to 

maintain awareness of ongoing assumptions (Krefting, 1991). Such awareness was 

further fostered by use of supervisory sessions with a clinically experienced supervisor 

(Ms. Jacinta Hawgood). The supervision served the purpose of monitoring and 

containing the ongoing reactions of the researcher towards the research process and 

individual interviews (Dickson-Swift, James, Kippen, & Liamputtong, 2007), and was 

part of ensuring ethical conduct of the study. Use of member checking and peer 

examination was adopted to further increase credibility of the findings (Krefting, 1991; 

Maxwell, 2011). In Study 1, another researcher was presented with several versions of 

the developing thematic structure with extensive examples of the coded references and 

these were discussed several times during the course of the analysis to ensure 

congruency between the interviewee narratives and the final theme structure. In Study 2, 

given the extensive nature of the data, this strategy was expanded and three independent 

reviewers (a person with lived experience of suicide attempts, a clinical psychologist 

with experience in qualitative research and a researcher with experience in qualitative 

suicide research) examined the emerging theme structure together with detailed 

examples of the coded references. The reviewers were asked for their views about the 

congruency between references coded and the description of themes, as well as for their 
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reflections about the correspondence between their experience and the presented theme 

structure. The comments of the reviewers were used to further shape the theme structure 

and to describe the themes more accurately.  

Transferability of the data refers to the extent to which generalisation of the 

findings is possible to other situations, contexts and populations (Lincoln & Guba, 

1985). In qualitative studies, because of the contextualised nature of the findings, the 

reader, rather than the researcher, has to make decisions about whether the findings 

generalise to another specific context (Krefting, 1991). Because of this, transferability 

requires a detailed description of study design, sampling strategies and participants 

(Tong et al., 2007). All these are provided for both Study 1 and 2 in this method chapter 

and the individual chapters describing the findings.  

Lincoln and Guba (1985) describe dependability as mirroring reliability in 

quantitative research. According to these authors, replicability of findings is neither 

achievable nor expected in qualitative research. Rather, consistency of findings needs to 

be demonstrated through the clarity and acceptability of procedures used to achieve the 

designated results (Krefting, 1991). It is similar to the descriptive validity described by 

Maxwell (2011), where the factual accuracy of the account is considered a basic 

premise of validity. Detailed descriptions of the data collection and data analytic 

strategy are main components of dependability and were presented in studies included 

in the thesis according to current reporting guidelines in qualitative research (Malterud, 

2001; Tong et al., 2007). Furthermore, excerpts of verbatim transcripts of the 

interviewees are presented in the studies when illustrating the findings to achieve 

greater descriptive validity (Maxwell, 2011). 

Lastly, confirmability closely relates to dependability and refers to the 

transparency in the procedure of data collection and analysis, so that the logic of the 
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way the conclusions were reached in the study can be observed (Krefting, 1991; Lincoln 

& Guba, 1985). Use of software in coding and managing the data assisted in keeping the 

analysis trail transparent (Tong et al., 2007), and the use of a research journal further 

assisted throughout this process (Krefting, 1991). 

Principal component analysis 

The second research question sought to examine the overlap between the different 

criteria used to identify attempts as impulsive and explore whether there is a unitary 

factor of attempt impulsivity underlying these criteria. Prior approaches to examining 

the overlap between different criteria of attempt impulsivity relied on examining their 

intercorrelations (e.g., Bagge, Littlefield, & Lee, 2013). However, four large groups of 

criteria were identified in the systematic review (chapter 2) with further substantial 

variations within these groups. This extended the number of criteria to be included in 

the examination beyond the 6 previously examined (e.g., Chesin, Jeglic, & Stanley, 

2010). Therefore a more sophisticated technique than correlation was required in 

response to the second research question.  

The principal component analysis (PCA) approach was chosen, which provides a 

summary of the intercorrelations and allows examining whether variables form one 

coherent set or separate, relatively independent subsets (Tabachnick & Fidell, 2013). 

PCA aims to reduce a large number of variables by step-wise extracting components 

which explain maximum variance in the dataset (Rencher & Christensen, 2012). If more 

than one component were to be identified, particularly if a number of components were 

reliably emerging, then a claim about a single dimension of suicide attempt impulsivity 

could not be sustained. If only one component emerged in dataset, the 

unidimensionality of attempt impulsivity would become a more reasonable hypothesis.  
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It has to be acknowledged, however, that PCA is a technique providing an 

empirical summary of the dataset, but it does not allow exploring the latent variables 

underlying the data (Tabachnick & Fidell, 2013). Examination of the underlying 

constructs (latent variables) that give rise to the pattern of intercorrelations would be a 

more sophisticated technique that could provide a more reliable answer to the question 

about unidimensionality of the attempt impulsivity assessments, because it is not 

contaminated by variability of unique variables and error values (Tabachnick & Fidell, 

2013). Such techniques include exploratory factor analysis (EFA) or confirmatory factor 

analysis (CFA) (Hair, Black, Babin, & Anderson, 2010). However, both of these require 

large sample sizes and rules of thumb in general suggest an N > 300 for EFA 

(Tabachnick & Fidell, 2013) and an N between 100 and 400 for CFA (Hair et al., 2010). 

Such sample sizes were much larger than the practicalities of recruitment made possible 

(N = 49).  

Given the sample limitations there were few alternatives for analysis in response 

to such a research question. Cluster analysis was considered, since it is a technique that 

allows summarising the data as well. However, cluster analysis is an exploratory 

analysis technique based on grouping of participants, rather than variables. Cluster 

analysis aims to identify subsets (clusters) of participants in the sample based on their 

scores on a pre-identified set of variables, so that the variance within the cluster is 

minimised, while between-cluster variance is maximised (Cross, 2014). Two issues 

emerge with use of such a method. First, it is an exploratory technique, which is used 

when no hypotheses about the underlying structure of the data exist, which was not true 

in the present case. Second, it identifies clusters without examining the possibility that 

the scores within the variables vary on a continuum from low to high, which is the 

hypothesis underlying the current conceptualisations of a unitary dimension of attempt 
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impulsivity (chapter 1 and 2). Therefore, the PCA was deemed the best-suited option for 

the present research question. 

PCA without a rotation was chosen for the present study, because rotation 

involves further manipulation of the data. As Tabachnick and Fidell (2013) report, 

ortogonal rotations maximise high intercorrelations and minimise low ones, but they do 

it with the assumption that the underlying processes are independent. In contrast, 

oblique rotations adjust the intercorrelations by making the assumption that the 

underlying processes are related (correlated). Therefore, rotation goes beyond a 

summary of the data and requires further assumptions about the underlying factors. 

With the sample size employed (N = 49) it was unreasonable to believe that the 

underlying factors can be captured and a simpler statistical procedure that is a simple 

summary of the data was employed to decrease the error rate. It has to be acknowledged 

that with a small sample stability of intercorrelations is a problem and therefore caution 

was exercised in interpreting the data.  

Ethical considerations  

Potential harm to participants is the most pertinent concern of research ethics 

committee members when evaluating research on suicidality because of the fear that 

suicidality may be reinforced by the study questions (Lakeman & Fitzgerald, 2009b). 

However, no studies have shown that asking about suicidal behaviours or ideation 

increases their frequency or intensity (Dazzi, Gribble, Wessely, & Fear, 2014). In fact, 

most studies demonstrate a decrease in suicidal ideation (Dazzi et al., 2014) and the 

urge to self-harm (Muehlenkamp, Swenson, Batejan, & Jarvi, 2014) after responding to 

detailed questions about suicidal thoughts and behaviours. Participants are more likely 

to describe benefits rather than problems from participation in qualitative interviews on 

suicidality, such as opportunity to talk with a caring other, cathartic release of feelings 
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and gaining a new perspective (Biddle et al., 2013). Similar benefits to participants are 

mentioned in most qualitative studies into sensitive topics (e.g., Colbourne & Sque, 

2005; Hewitt, 2007), and some of these benefits can be considered therapeutic 

(Dickson-Swift, James, Kippen, & Liamputtong, 2006).  

At the same time it has to be acknowledged that a small proportion of suicide 

attempters participating in research interviews do report negative experiences (Rivlin, 

Marzano, Hawton, & Fazel, 2012). As with all research in vulnerable populations, 

suicide attempters participating in a research study are likely to have a positive 

experience only when research methods are sensitive and well adapted to that particular 

population (Liamputtong, 2007) and vigilance to ethical issues is maintained throughout 

the study (L. B. Sutton, Erlen, Glad, & Siminoff, 2003). 

The timeline interview method, used in both Study 1 and Study 2, was developed 

with the task of optimising the interviewee experiences of research participation. To 

obtain a comprehensive understanding of sensitive phenomena, quality of contact is 

essential when interviewing vulnerable populations (Liamputtong, 2007). Although 

interviewer skill to convey sensitivity and create an alliance are inevitably the essential 

elements to build good rapport with suicide attempters (Konrad Michel, Dey, Stadler, & 

Valach, 2004), a collaborative process of creating the timeline further facilitates the 

development of trust (Adriansen, 2012). Additionally, when using visual timelines the 

possibility for both the interviewee and interviewer to quickly communicate which time 

point each person is talking about allows capturing narratives in a less linear way than 

the conventional interview (Adriansen, 2012). This feature becomes especially 

convenient in capturing the suicide attempt narrative, which can initially be rather 

chaotic and disorganised (Konrad Michel & Valach, 2011). 
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There are several potential mechanisms which can explain the positive impact of 

the use of a timeline during interview. The timeline can be viewed as an additional 

medium to words to express, communicate and organize the suicidal experiences, and 

thus can be seen as akin to a ‘safe bridge’ provided by metaphors (Shinebourne & 

Smith, 2010) or as transitional space (Winnicott, 1971). In addition, presence of the 

timeline as a collaborative task lessens the power differential in the interviewer-

interviewee dyad (Adriansen, 2012), which is important when interviewing participants 

who feel vulnerable or stigmatized (Liamputtong, 2007), such as people who have 

attempted suicide (Rimkeviciene, Hawgood, O’Gorman, & De Leo, 2015b). 

There are potential benefits for the participant in using the timeline during the 

interviews. Suicide attempters initially have difficulties comprehending the many 

different elements that led to their suicide attempts. As with the narrative interview 

recommended in suicide risk assessment after suicide attempts (Konrad Michel & 

Valach, 2011), the timeline interview can facilitate the person’s understanding of how 

and why the attempt happened. The timeline can provide the person with insight about 

the relationships between events, behaviours and their emotional state, because they 

become more apparent when visually depicted. Insight into the chain of events, 

emotions and behaviours leading to suicidal behaviour are usual parts of therapy 

following a suicide attempt (Ghahramanlou-Holloway, Cox, & Greene, 2012) and, 

although interviews cannot be equated to therapy, therapeutic benefits to the participants 

arising from these interviews are possible (e.g., Colbourne & Sque, 2005). However, 

interviews cannot be equated to therapy (Dickson-Swift et al., 2006) and all 

interviewees in the study were informed that the interviews were not part of their 

treatment and differed the clinical sessions. Additionally, the interviewer was always 

explicitly introduced as a researcher. 
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Despite the overall benefits of the visual timelines in interviews with suicide 

attempters, talking about experiences related to suicidality can be emotionally difficult 

(Rivlin, Marzano, et al., 2012). There were several built- in measures to minimise any 

potential negative effects. The interviews in the second study were arranged as close to 

the attempt as possible, to ensure accuracy of recall and to limit so called ‘social 

contagion’ (Hirst & Echterhoff, 2012, p. 63), when the participants integrate the 

information about the attempt told by their family members and clinicians into their 

own narrative. However, ensuring safety and providing treatment took priority over the 

research goals following a suicide attempt. The interviews took place when the 

interviewee indicated he or she was ready to share the experience. In three cases, during 

initial contact, participants specifically asked to arrange a later interview date because 

they did not feel ready to talk about it, postponing it for a period from several days to 

two weeks. 

The interviews are likely to be experienced as too emotionally distressing if the 

interviewee perceives the questions as too intrusive or wishes to avoid recalling some 

information (Rivlin, Marzano, et al., 2012). One of the advantages of the visual timeline 

in the interview is that it allows collaboration in the co-creation of the timeline 

(Adriansen, 2012), and thus the participant has more control over the direction of the 

interview and can direct it away from topics he or she finds too distressing. However, 

seeing the events depicted on the timeline in detail can in itself be experienced as 

stressful and during the interview care was taken to follow the participants non-verbal 

emotional cues on how she or he wanted to engage with the creation of timeline.  

The importance of ensuring that any emotional distress had decreased at the end 

of research interviews on sensitive topics has been stressed (Thompson & Russo, 2012). 

The interviews were designed in such a way that the final part was least emotional 
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(completing standardised questionnaires unrelated to suicidality) to create a distraction 

from the more sensitive topics. At the end of each interview the interviewer enco uraged 

the participants to reflect on and process their experience as a form of debriefing (e.g., 

Scerri, Abela, & Vetere, 2012). 

Good contact with the services referring the participants was important for 

adequate participant follow-up, which is one of the standard procedures in ethical 

suicidal research (Lakeman & Fitzgerald, 2009a). For example, in Study 1 the 

interviews were scheduled immediately before an appointment with their clinician, 

which two participants later commented on as very useful because they experienced 

intense emotions during the study. In Study 2 the interviewer had the possibility to alert 

the treating staff (with the consent of the interviewee), if the person was feeling 

overwhelmed or required any additional assistance. Such arrangements were discussed 

in advance and both staff and participants welcomed them. None of the interviewees 

required assistance in regards to interview experiences, but during one of the interviews 

the participant revealed he was still feeling suicidal and did not experience the care 

arrangements he was receiving as adequate. With participant’s permission, the acute 

care team, who were overseeing the person’s care, was contacted and further assistance 

was arranged through the team to ensure safety of the partic ipant. The interview safety 

measures were therefore helpful with regards to suicidality that was uncovered as a 

result of interview, but no adverse effects of the interview on suicidality were observed.  

One week after the interview, participants who had an interview at the university 

were contacted by the researcher to inquire about their current state. These telephone 

follow-up calls served as a way of monitoring any potential negative impact the 

interviews may have had on the emotional state of the partic ipant. Of 11 participants 

who were scheduled for follow-up, 4 were not able to be contacted. None of the 
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participants who were followed-up reported any difficulties following the interview that 

required intervention. Four of them had neutral feedback and three had positive 

responses to the interview.  

The telephone follow-up was used as a safety precaution and thus was deemed 

unnecessary for participants who were already receiving treatment in mental health 

units. However, alternative approaches were used in the latter cases, such as informing 

all treating staff that the person participated in research interview on a particular day, to 

ensure the treatment team could intervene if the person needed more assistance. No 

feedback about any negative impacts of the study was received from the participants or 

the treating team during the course of the study.  

Interviewing participants closely following a suicide attempt required the 

interviewer to rely heavily on what are generally considered clinical skills, such as  

monitoring suicide risk, empathic attunement and containing affect, as well as a high 

level of reflexivity about one’s explicit and felt responses during the interview situation 

(Boden, Gibson, Owen, & Benson, 2015; McWilliams, 1999; Shea, 1999). Regular 

supervisory sessions with one of the supervisors, Jacinta Hawgood, an experienced 

clinical supervisor who had extensive prior experience in working with suicidal 

individuals, were used to monitor the interview process, negotiate situations where 

clinical interventions were necessary, and identify and manage any difficulties arising in 

the interviews. Apart from the necessary enhancement of clinical skills, such 

supervisions served two other purposes. The flexibility of the timeline method allowed 

adapting the specific questions and the sequence of topics discussed to each interview 

situation, creating a more convenient and tailored interview experience for the 

participant. However, with such flexibility in method comes the unavoidable need for 

the interviewer to adopt the dual role of clinician and researcher, because the 



139 

 
interviewer is required to constantly negotiate and balance the needs of the interviewee 

on one hand and the research goals on the other (Hart & Crawford-Wright, 1999). 

Supervision is seen as the key component in effectively negotiating such role confusion 

(Yanos & Ziedonis, 2006). In the present studies supervision allowed discussion of the 

role and the responsibilities of the researcher in the ethically challenging situations 

encountered during the interviews. For example, the interviewee at times asked 

questions about their diagnosis, treatment, or prognosis or became intensely emotional 

during an interview. Because no prepared responses are possible in such situations, 

supervision was used to foster ‘ethical preparedness’ (Boden et al., 2015) to respond to 

such situations while being attuned to the competing roles the interviewer is in and their 

demands, as well as multiple meanings each response can take.  

In addition, the timeline format of the interview requires the interviewer to be 

willing to authentically and empathically engage with the person’s wish to die and their 

difficult emotional experience (Orbach, 2001). The emotional toll of interviewing 

participants who are suicidal in this way has to be recognised (Hawgood & De Leo, 

2015) and constant researcher self-care is advocated in all areas of qualitative research, 

because of the need to maintain the ability to conduct the interviews in a safe and ethical 

manner (Boden et al., 2015; Dickson-Swift, James, Kippen, & Liamputtong, 2009; 

Emerald & Carpenter, 2015). Supervision is an effective debriefing mechanism for the 

interviewer to reflect and maintain emotional stability (Dickson-Swift, James, Kippen, 

& Liamputtong, 2008). Because of the multilayered, intense and difficult feelings 

researchers interviewing people dealing with suicidality can face (Boden et al., 2015), 

the supervisory sessions focused on the experiences of the researcher, and a trusting and 

non-judgemental supervisory relationship was essential for this.  
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Chapter 6. Study 1: How do clinicians and suicide attempters 

understand suicide attempt impulsivity? 

Overview 

The study reported in this chapter was conducted in the light of ambiguities in the 

assessment of suicide attempt impulsivity and the limited data on how the term suicide 

attempt impulsivity is used by clinicians and suicide attempters. It was a qualitative 

study undertaken to identify clinically relevant aspects of the suicide attempt 

impulsivity that could be incorporated into a more robust and comprehensive definition 

to be used in research. The research was designed to answer the first research question 

specified in the program, specifically, how do clinicians and suicide attempters 

understand the concept ‘impulsive suicide attempt’? 

In the present study suicide attempters, each having made at least two suicide 

attempts, were interviewed to create timelines of the process before two of their suicide 

attempts and were asked to compare the attempts in terms of their impulsivity. 

Experienced clinicians reviewed the timelines and offered their understanding of the 

impulsivity of the suicide process depicted in them. The analysis first focused on the 

criteria clinicians and suicide attempters used to categorise attempts into impulsive and 

non- impulsive. The second step of the analysis explored the links between the way 

clinicians understand suicide attempt impulsivity and how the suicide attempters 

themselves use this term.  

Method  

Sample  

Criterion sampling (Liamputtong & Ezzy, 2005) was used to ensure the 

participants could provide rich and detailed information on the criteria they use to 
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distinguish impulsive and non- impulsive attempts. Clinicians and patients from an 

outpatient mental health clinic were interviewed. The clinic specialises in long-term 

treatment of suicidal individuals and all clinicians in it were experienced in treatment of 

suicidality. Patients selected had made a recent suicide attempt (previous 12 months) 

and at least one other previous attempt. Recruiting interviewees with two or more 

suicide attempts allowed exploration of their reasoning on attempt impulsivity through 

direct comparison of two suicidal processes. Distortions of memory for events tend to 

occur with time (Sudman & Bradburn, 1973), and only those with recent suicide 

attempts were considered for the study. The study received ethical clearance from the 

Griffith University Ethics Committee. 

Suicide attempters. The researcher explained inclusion criteria in clinic meetings 

and asked clinicians to suggest possible participants. Only those with high acute suicide 

risk were excluded to not interfere with treatment. The final sample included 8 suicide 

attempters, 6 women and 2 men (mean age 39, range 20-50). At the time of the 

interview the participants had, on average, been in treatment in the clinic for 3.9 years 

(range 0.5-9.5 years) and had from 2 to more than 10 lifetime suicide attempts. The 

most common method for the most recent suicide attempt was overdose (4); other 

methods included self-cutting, self-strangulation, self-poisoning and jumping from 

heights. One person was inadvertently included where the span between the suicide 

attempt and the interview was longer than 12 months, because only at the end of the 

interview did the participant realise that this interval was greater (24 months) than she 

initially estimated. The themes from this interview were used only if they were 

confirmed in other interviews. For others the time span between the suicide attempt and 

the interview varied from 3 weeks to 12 months.  
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Recruitment took 6 months and identified 27 potential participants. The clinic sees 

around 60 patients each week, but most patients attend the clinic regularly (weekly or 

bi-weekly) for open-ended treatments extending beyond a one-year period and many did 

not report suicide attempts in the previous year. The response rate was 29.6%; 9 refused 

to participate and 10 were not contactable. Because of the research-oriented nature of 

the clinic all patients entering treatment are asked if they consent to their medical chart 

data being used in research. All patients invited to participate gave written consent for 

chart review, and based on visual but not statistical review of the chart data, patients 

more likely to participate had longer contact with the clinic, were functioning better and 

were currently unemployed.  

Clinicians. The second stage involved 7 of the 10 full- time clinicians (4 women, 

3 men) working in the clinic; 3 holding only part-time appointments were excluded due 

to limited availability. These included were three psychologists, two psychiatrists, one 

psychiatric registrar, and one mental health nurse. Their experience in treating suicidal 

behaviour ranged from 1 to 12 years.  

Data collection 

Data collection included focus groups and individual interviews. Where agreed, 

interviews and focus groups were audio-recorded and detailed notes were taken during 

and after each session. All participants signed a form attesting their consent to 

participate (see Appendix 6).  

Interviews with suicide attempters. The researcher asked patients, first, to create 

timelines for events leading up to the two suicide attempts and, then, to compare them 

(see Appendix 7 for an interview schedule). If the person had made more than two 

suicide attempts, the most recent one and the attempt considered by the participant as 
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most different in impulsivity were chosen. Interview duration was on average 78 

minutes (range 58-101 minutes). 

The first part of the interview focused on the nature and timing of events, 

emotions and thoughts leading up to the two suicide attempts and was based on the 

timeline method (see chapter 5). The end product of the interview was two visual 

timelines of the suicidal process that outlined the main events, suicidal ideation, 

planning, preparations, decision to die and changes in emotional state that the 

interviewee considered were important. Also, the researcher collected and marked on a 

similar timeline lifetime occurrences of suicide attempts, ideation and planning, which 

served as a context in understanding the two other timelines.  

In a second stage, participants engaged in a reflection process about whether their 

attempts could be considered impulsive or non- impulsive and why. The researcher put 

timelines of both attempts side by side and asked each participant to discuss the events 

that indicated the differences in impulsivity. Two participants were unable to recollect 

sufficient detail to construct a timeline of the second attempt because of the time that 

had passed since those attempts, and so the comparison of the two suicide attempts 

relied on their general impression about differences in the suicidal process.  

Case reviews with clinicians. The researcher reviewed with clinicians 14 

timelines, representing two suicide attempts for each suicide attempter (except for the 

two mentioned), to discuss suicide process impulsivity. Focus groups were chosen 

initially as a way to collect richer data because of their effectiveness in stimulating 

discussion and clarifying differences between the participants’ opinions (Lambert & 

Loiselle, 2008). However, a combination of focus groups and interviews had to be used 

to accommodate the availability of the clinicians. Two focus groups, each lasting about 

an hour, comprised 3 and 4 clinicians respectively (one clinician participating in both 
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groups) and discussed the suicide attempts of three different suicide attempters (6 and 5 

suicide attempts respectively). Also, two individual interviews (lasting 50 and 41 min) 

covered the three remaining suicide attempt timelines. One interview included a 

clinician who was not able to participate in any of the focus groups; the second included 

a clinician who participated in one of the focus groups and was the main treating 

clinician for both of the cases discussed.  

During both focus groups and individual interviews, the researcher asked 

clinicians to reflect on the impulsivity of the suicide attempts, as depicted in the 

timelines. The researcher presented excerpts of transcripts to illustrate each incident 

mentioned on the timeline, but gave no information about whether the participant 

considered the attempt impulsive or not. The researcher asked whether and why the 

clinicians considered each attempt impulsive and what suicide process elements showed 

differences in impulsivity. Where possible, the researcher asked clinicians to provide 

other de- identified examples to clarify the criteria. Focus groups and individual 

interviews yield slightly different data. Because of group interactions, different aspects 

of the phenomenon are revealed more quickly and thus focus groups allow discovering 

the underlying structure of the phenomenon faster, whereas individual interviews can 

provide more details on its specific aspects (Lambert & Loiselle, 2008). Therefore, the 

focus group data was analysed first and individual interviews were used to verify and 

specify the criteria for assessing suicide attempt impulsivity mentioned in the two focus 

groups. 

Because of the small size of the clinic and the multidisciplinary teamwork 

approach to care the clinicians were able to recognise each patient from the descriptions 

of suicide attempts provided. All suicide attempters were informed that their cases 

would be discussed with the treatment team and that their identification details would be 
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disclosed; all patients consented to this. We asked clinicians whether their perceptions 

of the patient matched the information on the timelines, and whether any other 

information impacted their decision on attempt impulsivity. The clinicians added no 

new information about the events on the timelines, but interpreted the intentions of two 

suicide attempts differently from the suicide attempters.  

Data analysis 

Because of the different data sources and data collection methods, the analysis 

method that allowed looking for patterns across the whole dataset was chosen, namely, 

the thematic analysis (Braun & Clarke, 2006). Data analysis was conducted in two 

steps, both using thematic analysis as described in Chapter 5. Before analysis, all 

interview and focus group recordings were transcribed verbatim. The transcripts and 

notes were read multiple times to ensure sufficient immersion in the data. Data analysis 

in the first step focused on how clinicians and suicide attempters understand attempt 

impulsivity. The researcher coded line by line all data from the case reviews with 

clinicians and excerpts from interviews with suicide attempters, where they compared 

impulsivity of the attempts. The initial codes were merged into larger themes based on 

their meaning. The constant comparative method (Fram, 2013) was used to ensure 

codes and emerging themes captured the essence of what was being said. This analysis 

resulted in two thematic structures that reflected clinicians’ and suicide attempters’ 

understanding of suicide attempt impulsivity.  

The secondary analysis explored links between the two theme structures by 

attempting to apply the themes from the first stage of analysis to the descriptions of the 

suicidal acts. Data were coded using the subthemes from the clinicians’ and suicide 

attempters’ understanding of impulsivity. Each excerpt from the interviews could be 

coded under more than one subtheme or under none at all. Then each theme, subtheme 
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and their inter-relationships were re-examined. This resulted in the final theme structure 

that reflects aspects of suicide attempt impulsivity clinically and subjectively relevant to 

clinicians and suicide attempters. The researcher coded the interviews and presented 

detailed descriptions of the emerging theme structure with examples from the interviews 

for discussion to research supervisor several times during the course of analysis to 

increase confirmability (Krefting, 1991).  

Results 

Overall suicide attempers and clinicians used three main themes when speaking 

about suicide attempt impulsivity: ‘thinking out’, build-up, and unclear intentionality. 

However, there were variations between the two groups and within the groups when 

prioritising which specific criterion or combination of them is necessary for an attempt 

to be considered impulsive. Suicide attempters and all clinicians agreed about attempt 

impulsivity in only 4 cases. In 8 of 14 suicide attempts, the clinicians disagreed with 

each other on the impulsivity of the attempt. Detailed theme structures with examples of 

codes are presented in Appendix 8.  

Suicide attempters seemed confused by the questions on attempt impulsivity, 

hesitated in answering them or got upset. One attempter was unable to compare the 

impulsivity of the attempts even after several different questions on this topic. Some 

also confused attempt impulsivity with attempt lethality or with trait impulsivity.  

[I: Would you call any of your attempts impulsive?] Oh look, I’m horrendously impulsive and that 

comes to purchasing things, doing things. I am very reactive. 

The suicide attempters used more general descriptions of criteria than clinicians. 

For attempts considered impulsive attempters had difficulty describing the mental 

process, as if the attempts ‘just’ happened (e.g., “I just hurt myself); they did not note 

the process of struggling and becoming exhausted before the attempt: “no lead-up time, 

I just had enough”. The non- impulsive attempts, by comparison, were considered 
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“thought out”, calculated, with clearly identified intent to die: “I was always thinking 

about suicide, die, die die”.  

You know, like I thought about it. Like I thought my sons are OK. They are on their own, they are 

managing, they have a good future ahead. I don't have my father. My mother is a bitch. She can 

suffer. And looks like I'm losing my third marriage. so.. That probably wasn't impulsive. 

The clinicians pointed out that they use the term ‘impulsive attempt’ less 

frequently than they had previously, because characterising attempts as impulsive and 

non- impulsive had shortcomings. First, some clinicians were concerned that patients 

could perceive the label as dismissive or as implying that the clinician did not consider 

the act to be serious.  

I think calling impulsive is a dismissive kind of way: “It’s just impulsive, nothing to worry about”. 

Second, labelling an attempt impulsive may lead to underestimating risk, and 

drawing attention away from the necessity of assessing long-term suicidality.  

If you are not careful and don't look into history and take all the details, that would be dangerous. 

That's why these days we are more careful when we talk about impulsive. Only when you have all 

the information you can be confident about impulsiveness. Even if she is fed up, she does not like 

the staff in the hospital, would say after an event like this "Ah, I changed my mind, it was all 

impulsive". And you don't take the time to go back to find this, that she is chronically suicidal, she 

can trick you and you can discharge her without follow-up. 

However, they acknowledged that the term was still used in clinical practice. 

Generally clinicians described impulsive attempts as “misadventures” happening 

without clear intent or “without thinking” in reaction to a trigger when a person is “not 

in control of mental capacities”. Clinicians considered that in cases of non- impulsive 

attempts people “actively achieve suicide” and have a conscious decision to die, usually 

because of a slow build-up process, such as deterioration and gradual loss of 

functioning. 

This for me has a sense of exhaustion about it. You know if you think about best premeditated or 

planned suicide is euthanasia. Or something like that. If you had chronic pain condition or like 

that. It's in a way being planned and has that pain, exhaustion, loss of functioning. <...> And it 

does not happen over two hours, it's weeks and months.  

However, differences in interpretations of criteria emerged. Some clinicians 

described impulsive acts as being preceded by a “quick decision to activate a plan”, 
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whereas others disagreed that the presence of a plan was already a sign the attempt was 

thought out. With regards to the term ‘planned’ some clinicians considered a selection 

of method was sufficient, whereas others suggested that more was needed, such as 

setting a date or time for suicide. Suicidal ideation that persisted for years and was 

termed “chronic” attracted most disagreement. While some clinicians argued that 

chronic ideas make suicide an on-going option and thus suicide attempts following them 

cannot be termed impulsive, others described the ideas as “dreaming” about suicide and 

as a way to cope, rather than planning suicide and thus considered chronic ideas too low 

a threshold to consider an attempt non- impulsive.  

Planning would involve more than that [ideation], would be at least a date or a specific time in 

mind, making sure that no one is around or something like that. It needs a few more steps to call it 

a plan, otherwise it’s just ideation and everyone with a chronic borderline... they have the ideation 

for years. 

The first of the three main themes, thinking out, included chronic and proximal 

suicidal ideation, planning and preparations. Chronic and proximal planning, despite 

being named as two different criteria by clinicians, overlapped to a great extent in the 

descriptions of suicide attempts. In addition, even though some clinicians suggested 

planning after a decision to die as one potential criterion to define non- impulsive 

attempts, all attempters described planning as occurring beforehand and only mentioned 

making specific preparations, such as getting the suicide method ready, after the final 

decision.  

Thinking out had varying levels of seriousness. First, all suicide attempters 

mentioned at least some prior suicidal ideation, and most described it as persistent, with 

thoughts of suicide “always at the back of the mind”, “coming and going”. Second, 

sometimes suicidal thoughts contained more elaborate consideration of method, such as 

estimating which method would be more lethal, less painful or more accessible. Some 

attempters researched the internet or drew on their own experience of their previous 
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attempts or other people’s suicides to determine their suicide method. However, such 

consideration of method did not concentrate in the period prior to the suicide attempt.  

For example, one attempter chose a near- lethal suicide method (a large quantity of moth 

balls) based on her research over 10 years, without conducting any research in the year 

prior to the attempt.  

I always researched all sorts of poisons, so I would look into Kerosene, rat poison, I looked into 

ant poison, and moth balls, and you know what I mean, all these kinds of things. <...> Throughout 

this period I was trying to find these things that might be easier than OD. <...> So in my mind it 

would have been: “How is this way, what is the most comfortable way?” Jumping of the building, 

you know, all sorts of methods that I could use. What would be the best one, the most comfortable 

one, that’s not uncomfortable and not disgusting, and I don’t want to die slowly, I want to go: 

“Bam, dead, that’s it.” 

Third, suicide attempters frequently described finding ways to obtain the suicide 

method, such as pills. Two suicide attempters prepared the ir suicide method after 

deciding to die; other attempters collected pills in the months leading up to suicide, 

without a clear determination to use them. Clinicians referred to this process as having 

“a suicide kit”, if the situation became unbearable. Similarly, suicide attempters 

described after–death preparations, such as writing a will or clearing debts, as partly as 

intent to die by suicide, and partly as preparation if “something happened”, but with no 

clear decision to die by suicide. However, in a s ituation where suicide seemed a 

compelling option, the person considered “everything right, in place” for suicide. The 

‘thinking-out’ theme thus subsumed all consideration of suicide, varying from the idea 

of it to detailed research and preparations.  

This time I went and cancelled my medical insurance. Probably in this week (two weeks prior 

suicide attempt). I took some money from my superannuation to pay some bills. And so it was 

clean and tidy. <...> I suppose once I've taken care of these things at that  time I'm thinking to 

myself: “I need to make sure that if anything goes wrong with me that people aren't left with a 

burden.” So that's what I'm thinking about here. I'm not saying: “Two weeks from now, or three 

weeks from now I'm going to commit suicide”. It's more a thought of what happens if I get run 

over by a bus or something. I need to make sure things are in motion. So I don't do it consciously. 

The second theme, build-up, had two subthemes. The first, slow deterioration, 

occurred before non- impulsive suicide attempts. This build-up included intensifying 

low mood, thinking that life is a constant struggle, feeling a burden to other people, 
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feeling physical pain, feeling exhaustion, and having ongoing financial or workplace 

stressors. Suicide attempters described this deterioration as a “continuous fall” over 

weeks and months.  

Then slowly I would start to deteriorate. <...> I felt that I was struggling so much, that I was 

fighting this depression. And it was very painful. I did not feel that I was a good Christian. I did 

not have any friends. I don’t have any family members. And I felt a lot of grief and loss.  

The second subtheme, increasing agitation occurred before more impulsive 

suicide attempts. Clinicians described this build-up as a precursor to the person “not 

being in control of mental capacities”. Suicide attempters described this shorter build-

up as increasing “turmoil”, being “constantly busy in the head”, with increasing levels 

of distress, agitation and overwhelming levels of anxiety, which built up over hours, 

several days and, on one occasion, several weeks.  

It‘s a turmoil a big turmoil. I get very distressed, I break things and smash things. <...> You know, 

I nearly broke my arm a few years ago, I took a hammer to my arm and just you know... And I 

break things, and through things around, and ye... 

This build up interfered with sleeping and eating and related to using alcohol, 

drugs and self-harm. Participants reported that they self-harmed in the days leading up 

to the attempt, or they had the urge to self-harm, but tried to resist it. Several 

participants mentioned overlooking this build-up of agitation until it was so severe they 

were “losing it”, because they were focused on solving multiple problems and were 

“pushing aside” negative events. Most attempters exhibited only one of these two 

subthemes of build-up processes, but one person described deterioration in the months 

leading up to the attempt and build-up of agitation on the day of the attempt.  

The third theme, unclear intentionality, was mostly visible in what suicide 

attempters’ described as impulsive attempts that “just happen”. Similarly, clinicians 

noted that such attempts lacked clear intent. However, the clinicians equated lack of 

clear intent with low intent to die, whereas attempters described intent to die and 



152 

 
unclear intentionality as separate. In attempts they called impulsive, attempters 

struggled to describe their thoughts during the act or saw them as somewhat foreign. 

Something else took over me. All of a sudden there was a thought in my head. 

However the participants still acknowledged wanting to die (“I actually wanted to 

do that”), which was different from other instances of self-harm with no death intent (“I 

wasn’t trying to kill myself then, I remember, even though I was thinking about it”). 

Thus unclear intentionality indicated the person was not able to think through or clearly 

identify reasons for the act.  

Where the intentionality was clear, attempters said that they wanted to escape an 

overwhelming feeling (“too much”); wanted to give up in face of hopelessness (there 

was “no point in keeping going”); did not deserve to live because they were a bad 

person (“burden”, “failure”); or wanted to communicate to others via the act, for 

example, with the hope that other people would be more considerate after the suicide 

attempt. Despite some participants expressing confusion about their intentions, all 

except one were able to talk about their reasons for wanting to die, with varying degrees 

of certainty. Participants who struggled to talk about their intentions recalled feeling too 

overwhelmed to cope during the act.  

Discussion 

The present results indicate that the label impulsive suicide attempt has 

considerable limitations. There was little overlap between the clinicians’ and suicide 

attempters’ categorisation of attempts, and the clinicians were also unable to agree 

among themselves. Clinicians indicated that they are moving away from using the term 

‘impulsive attempt’ because it may stigmatise the person and can actually hamper rather 

than assist suicide risk assessment. Suicide attempters had difficulties understanding the 

concept of attempt impulsivity and answering direct questions about it. Although these 
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results indicate the term ‘impulsive attempt’ may be problematic and is better avoided, 

clinicians and attempters described some attempts as happening abruptly, unlike other 

research (A. R. Smith et al., 2008). Three dimensions were identified that can be used to 

understand differences in the suicidal process previously subsumed under the label 

‘impulsive’: “thinking out”, build-up and unclear intentionality.  

The “thinking out” dimension refers to differences in the amount of time and the 

depth with which the person considered suicide. Researchers struggle to agree on the 

relative importance of distal versus proximal indicators in assessing suicide impulsivity 

(see chapter 2), and the present study indicates a similar lack of agreement among 

clinicians. What clinicians termed chronic suicidality would fit under the distal criteria 

of attempt impulsivity. However, there was no agreement among clinicians about 

whether presence of chronic ideation alone would be sufficient to consider attempts as 

non- impulsive. Additionally, it was difficult to clearly distinguish the chronic 

suicidality from consideration of suicide and planning occurring in the period prior to 

the attempt. Rather, suicidal ideation and planning were distributed over long periods of 

time and were not necessarily concentrated in the interval prior to the suicide attempt. 

These findings indicate overlap between proximal and chronic planning, supporting the 

more recent idea by Anestis, Pennings and colleagues (2014) that planning is episodic, 

occurs in a non- linear way and across multiple time points. However, their proposed 

assessment by determining when the person first considers use of a specific suicide 

method may not be sufficiently inclusive. The present study showed that consideration 

of a suicide method is one of many elements. “Thinking out” of the suicidal act includes 

multiple levels of severity ranging from persistent suicidal ideation and death thoughts 

to the making of plans for after death and obtaining the suicide method. Thus, present 

results confirm the idea that suicide planning occurs episodically and its assessment 

should therefore extend beyond the narrow window prior to the suicide attempt 
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(Anestis, Soberay, et al., 2014). Further, the results imply the need for this assessment 

to extend beyond consideration of method alone.  

Assessment of suicide attempt impulsivity in research has focused almost 

exclusively on suicidality-related constructs, such as ideation and planning (see chapter 

2). Clinicians and suicide attempters in the present study used a broader perspective that 

also included symptoms of distress and their build-up before the suicide attempt. The 

results showed a longer period of deterioration (such as lowering mood, exhaustion) 

precedes attempts that were considered less impulsive, whereas a shorter build-up of 

agitation, lasting for several hours or days, occurs prior to attempts called more 

impulsive. Thomas Joiner’s team has made analogous observations that some suicide 

attempts are preceded by overarousal and rapid increase in intent (Joiner et al., under 

review; Tucker et al., 2016). Similar concepts, such as hopelessness (e.g., A. T. Beck, 

1986) and high levels of anxiety (e.g., Hendin et al., 2010) and agitation (e.g., Ribeiro et 

al., 2015) are well-known indicators of proximal suicide risk. However, systematic data 

on changes in deterioration and agitation symptoms prior to the suicide attempt are still 

lacking and some studies indicate further factors, such as acquired capability for suicide, 

can moderate the link between agitation and suicide (Ribeiro et al., 2015). Nevertheless, 

present findings suggest that suicide planning, which was previously used as an 

indicator of short-term suicide risk (Fowler, 2012), does not concentrate in the period 

prior to a suicide attempt, whereas build-up symptoms change in the narrow window 

prior to the attempt. Thus, assessing changes in agitation and deterioration could be a 

viable addition to short-term suicide risk assessment. 

The third dimension that emerged from the results was unclear intentionality, 

which represents the degree of certainty a person has about the intentions behind their 

act. Importantly, the results showed lack of clarity about intent was not equivalent to 
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low intent to die; these two themes were different and cannot be equated in clinical 

assessments. In attempts considered more impulsive, people were puzzled about the 

intentions behind their act, which is similar to descriptions of attempts where people 

feel a loss of control of their behaviour (Bancroft et al., 1979). Research, although 

limited, shows confusion about intentions may be transient for some patients (Verwey et 

al., 2010). Nevertheless, understanding how attempts with uncertain intentions arise is 

of importance because, at least for women, uncertainty about intentions was a better 

predictor of future death by suicide than any other motive for suicide or intention to die 

during the act (Hjelmeland et al., 1998). In the present study, attempts with less clear 

intentions were preceded by the build-up of agitation, which implies that the build-up 

and intentionality dimensions may be related. However, in the absence of other studies 

exploring this issue, generalisation of the results must be done cautiously. 

The main limitation of this study was the specificity of the sample. The 

recruitment took place in an outpatient mental health clinic where professionals share a 

common set of definitions, techniques and mindsets. Most patients have continued, 

long-term contact with the clinic, and thus the participating suicide attempters are likely 

to have absorbed the professionals’ conceptual framework. Consequently, the extent to 

which the results of this study generalise to wider populations needs to be examined in 

further, larger scale studies, involving other settings, for example, inpatient mental 

health care and emergency departments. A further limitation is that due to the small size 

of the clinic the clinicians could recognise the patients from their timelines, which may 

have influenced their judgement. Clinicians did not note when asked any additional 

information that altered the timelines, but there was no way to assess whether the 

knowledge of identification details actually modified clinicians’ judgement.  
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Further limitations arise from the method of data collection and analysis. The 

choice of thematic analysis method allowed combining multiple perspectives on the 

same phenomenon of attempt impulsivity and identifying common themes of what is 

described as an impulsive suicide attempt. However, lower interpretative power of this 

analysis method compared other analysis methods, such as interpretative-

phenomenological analysis, has to be recognised (Braun & Clarke, 2013). The present 

analysis thus did not allow making inferences about the group dynamics in the focus 

groups of the clinicians or the construction of the suicide attempters’ narratives based 

on their emotions and identity. Therefore, the results of the present study give gene ral 

descriptions of how attempt impulsivity is described in clinical settings. Further studies 

are necessary to understand how peer-pressure in clinical setting shapes the clinicians’ 

understanding of attempt impulsivity as well as the factors that influence the 

construction of the narrative of one’s attempt impulsivity.  

The method of data collection required suicide attempters to compare two of their 

suicide attempts. There is the potential with such an approach for distortions of memory 

due to time lapse between the previous attempt and the interview that could have 

affected the accuracy of the participant’s memory. Even though the scheduling of 

interviews ensured a shorter time span between the most recent attempt and the 

interview, this was not possible for the comparison attempt. Additionally, this approach 

meant that suicide attempt repeaters were recruited, some of whom had multiple 

attempts. The sample thus may not represent the overall suicide attempter population 

because research shows differences between one-time attempters and suicide attempt 

repeaters (e.g., Pompili, Innamorati, et al., 2011). Moreover, suicide attempters in this 

study described having persistent, long-term suicidal ideation. Having such participants 

in the sample allowed clarifying differences in clinicians’ opinions on the relative 

importance of chronic suicidality in defining impulsivity, but additional criteria could 
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be used in attempts without the chronic background that were not captured by this 

study. Lastly, studies show considerable differences between suicide attempters and 

those who die by suicide (Beautrais, 2001), and specifically trait impulsivity seems to 

be associated with only suicide attempts, but not deaths by suicide (Anestis, Soberay, et 

al., 2014). Thus, as with all studies involving suicide attempters, the findings on attempt 

impulsivity from this study cannot be directly generalised to deaths by suicide.  

With these limitations noted, it is suggested that the three dimensions described 

here -- ”thinking out”, build up, and unclear intentionality -- may serve in clinical 

practice and research as a better way to characterise the suicidal process currently 

subsumed under the label impulsive. The ‘thinking out’ dimension captures both 

proximal and distal criteria of attempt impulsivity currently used in research (see 

chapter 2) and the results indicated some overlap between proximal and distal planning. 

This supports the hypothesis that what is termed ‘attempt impulsivity’ in research is a 

unitary construct. The other two dimensions have not yet been used in research on 

attempt impulsivity, but describe important differences in the way suicide risk develops 

prior to a suicide attempt. Given the limitations of the study sample, their 

generalizability and overlap with the currently used assessments of attempt impulsivity 

was undertaken as part of Study 2.   
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Chapter 7. Study 2: Method 

The present chapter outlines the method of Study 2, focusing on the recruitment 

procedures and characteristics of the sample. Study 2 was designed in response to 

research questions 2 to 4 of the research program in the thesis and focused on 

examining impulsivity of the suicide attempts in young adults and how it relates to the 

characteristics of the attempt and those of the attempter. The details regarding the study 

sample and data collection methods are presented in this chapter and the data analysis 

used in response to each of the research questions and the respective results are outlined 

in chapters 8, 9 and 10. 

Recruitment procedure 

The study participants were young adults (18-35) who presented to hospital 

following a suicide attempt and consented to participate in the study. Patients with 

cognitive impairment for any reason that limited their capability to consent or where 

English language skills were insufficient to understand the informed consent process 

and/or study questions were excluded from the study. The recruitment took place in two 

public hospitals in a major Australian city. The hospitals (one tertiary, one large 

community public hospital) were selected from areas that differed in their 

socioeconomic status to ensure diversity in the socioeconomic background of 

participants. The SEIFA 2011 Index of Relative Socio-economic Advantage and 

Disadvantage (Australian Bureau of Statistics, 2013) shows the economic and social 

conditions of the postal districts in which these two hospitals are located are at the 18 th 

and 64th percentile for Australia as a whole.  

Mental health teams in the hospitals assisted in recruitment of participants. This 

included in total ten different teams, five in each hospital: mental health assessment 

team in emergency department, acute care team, consultation-liaison team and clinicians 
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of two mental health inpatient units. The mental health teams identified potential 

participants that fitted the study inclusion criteria (age 18-35, presented after suicide 

attempt and had capacity to provide informed consent) and asked if the person would 

agree to be contacted by the researcher. Those who consented were approached by the 

researcher during their treatment in hospital or by telephone and further information 

about the study was presented. Those who provided informed consent were either 

interviewed in mental health units, where this was possible, or at the university once 

they were discharged. 

Overall the recruitment took place for 10 months (2014 July-2015 April). The 

study received 135 referrals for potential participants during that time, of which 37% 

(n=50) consented to participate. This participation rate falls at the lower end of 

participation rates observed in similar previous studies in other countries, which varied 

from 86% in Spain (Baca-García et al., 2007) to 26% in Finland (Suominen et al., 

1997). The breakdown of how many referrals were made from each department and 

subsequent attrition is outlined in Table 7.1. Overall, the response rate was highest in 

mental health units, while the lowest response rate was observed in emergency 

departments and participants referred by acute care teams. Compared to the tertiary 

hospital, the rates were much lower in all departments in the community hospital as 

well.  

It has to be noted here that the researcher was not allowed to conduct interview 

within the emergency departments, which was done in some prior studies (e.g., Baca-

García et al., 2007). The ethical review board considered the research interviews prior 

mental health assessment in emergency department unsafe for the person, while the 

interviews directly following such an assessment were deemed inappropriate. Based on 

the National Emergency Access Target, emergency departments aim for a person to be 
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discharged within 4 hours of entering it and this is followed in a majority of cases (see 

Queensland Audit Office, 2014). Therefore, discharge or transfer to another department 

is arranged immediately following the mental health assessment. Once discharged or 

transferred, the person is no longer considered a patient in the emergency department. 

Interviewing such individuals in the latter setting was seen as problematic by the ethical 

review board and therefore the hospital staff was reluctant in providing space for such 

interviews. Consequently, all potential participants who received treatment only in the 

emergency department, but were not transferred for treatment in inpatient units, were 

invited to participate at a later time by arriving to the university. This was an additional 

commitment for them. Despite the compensations for travel costs offered ($20 

vouchers), the participation rate in the latter group was only 26%. 

The recruitment required constant effort from the researcher to establish a flow of 

referrals. The researcher visited each department at least once a week to inquire about 

presence of potential participants and ensure all clinicians were aware of the study. The 

emergency departments, where both the patient and clinician turnover was highest, 

received the highest number of visits (on average 2.4 a week) to ensure stability in 

recruitment. The researcher made 473 visits to all departments during the course of the 

study. It was estimated that on average 3.5 visits to departments were required to obtain 

1 referral and 9.5 visits per one participant. As shown in Table 7.1, most participant 

attrition occurred because participants were either not contactable (were discharged 

from the mental health units soon after the referral was made, did not answer phone 

calls or return e-mails), or declined participation. This attrition was already from those 

who initially agreed to be contacted by the researcher and whose details were referred to 

the researcher by the clinicians. Overall the number of participants declining or not 

invited to participate in the study can only be estimated through secondary data, as it 

was not possible to systematically record all missed or declining potential participants.  
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Table 7.1. Flow of recruitment in tertiary and community hospitals  

 
Tertiary hospital  Community hospital  

All 

 
ED ACT MH CL Total ED ACT MH CL Total 

Total referrals 33 10 55 1 (5)* 99 6 2 20 8 (1)* 36 135 

Unable to 

contact 
10 2 7 0 (1)* 19 2 1 0 5 8 27 

Declined 

participation 
2 2 11 1 (1)* 16 1 0 12 3 (1)* 16 32 

Dropped out 

after in itial 

contact 

6 2 4 0 12 1 1 1 0 3 15 

Did not attend 

interview 
3 1 1 0 5 1 0 1 0 2 7 

Cancelled 

interview 
2 1 0 0 3 1 0 0 0 1 4 

            
Participated 10 2 32 0 (3)* 44 0 0 6 0 6 50 

Response rate 0.3 0.2 0.58 0 0.45 0 0 0.3 0 0.21 0.37 
Notes: * - the participants in brackets were referred to the study twice, first  by the CL team, then by the clinicians in mental health 
units, where they were then seen. ED – emergency department, ACT – acute care team, CL – consultation liaison team. 

There are several potential sources for the differences in the referral rates and the 

response rates in the two hospitals. The tertiary hospital sees around twice the number 

of patients after suicide attempts compared to the community hospital. In addition, the 

patients in the community hospital are of poorer economic background and frequently 

have received a lower education level. The clinicians in the latter hospital more 

frequently mentioned that the patients did not understand the value of research and were 

suspicious of it. This may have produced the lower participation rate. In addition, 

participants from the community hospital when interviewed voiced more 

disappointment in staff and treatment. Because staff were the first recruitment point, 

more participants were likely to decline participation when invited by staff with whom 

they did not have a good relationship.  

Despite the number of referrals in the tertiary hospital being higher, the overall 

number of referrals received from the consultation- liaison team was lower in this 

hospital. This may be explained by the different operation of the consultation- liaison 
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and emergency department mental health teams in the two hospitals. In the tertiary 

hospital there is a large short stay unit where patients are referred for a several day 

admission, for example, following an overdose. This is an adjunct to the emergency 

department and is overseen by the emergency department mental health team. The 

community hospital does not have as well equipped short-stay unit as the tertiary 

hospital and more patients requiring medical attention outside the standard 6-hour 

window available in the emergency department are referred to medical units, where they 

are followed up by the consultation liaison team. An example of this d ifference in 

patient streams would be that a paracetamol overdose is more likely to be followed up 

by the consultation liaison team in the community hospital (inpatient units) and by the 

emergency department mental health assessment team in the tertiary hospital (short stay 

unit). Thus the consultation liaison team in the tertiary hospital encountered an overall 

lower number of potentially suitable participants for the study.  

Participants  

Initially 50 suicide attempters (28 males, 20 females, 2 transgender) with mean 

age of 25.0 years (standard deviation 5.0) consented to participate. One of the female 

participants only filled in the self-report questionnaires and gave access to her medical 

chart information, but could not find a suitable time for an interview. Because of this, 

data in her case were too limited to conduct an in-depth analysis of the suicide attempt 

process and she had to be excluded from the analysis. The final sample used in the 

thesis included 49 participants (28 males, 19 females, 2 transgender). Interviews took 

place on average 12 days (range 2-64 days) after the suicide attempt.  

The study included 11 participants who had psychotic symptoms (hallucinations 

and/or delusions) prior to their suicide attempt. Seven of the participants were still 

experiencing mild psychotic symptoms at the time of the interview, but all of them were 
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at a stage where they had insight into their symptoms and were able to reflect on them. 

The study inclusion criteria specified that potential participants were approached 

regarding the study only if the clinicians assessed that the active psychotic symptoms 

had subsided and any remaining thought disorder was not severe enough to limit the 

person’s capacity to provide informed consent and understand the study questions. This 

means that people with severe and chronic psychotic disorders were excluded during the 

participant screening by clinicians and they were not referred to the study.  

The final sample of participants was compared with all presentations for non-fatal 

suicidal behaviour to the two hospitals. It should be noted that, although multiple 

departments were used as referral points in the present study, all presentations to 

hospital following suicide attempts go via the emergency department and are referred to 

further departments from there. Therefore data from emergency department 

presentations can be used to compare the sample with the overall population.  

The comparison was based on data collected through the WHO-START study (De 

Leo & Milner, 2010). One component of this study uses data from the Emergency 

Department Information System (EDIS). Case retrieval and classification procedures 

adopted in this component of WHO-START study are explained in detail by Milner and 

colleagues (2013). The EDIS database contains brief information about each case 

presenting to the emergency department. The records contain basic demographic 

information (age, gender), time of presentation and discharge, brief description of 

presentation, as well as location of discharge. The brief nature of the records in EDIS 

does not allow determination of intent. Therefore the identification of suicide-related 

behaviours is based on the definition of non-fatal suicidal behaviour (NFSB) that does 

not distinguish between behaviours with different levels of intent to die (De Leo et al., 

2006). The definition used in the WHO-START study is thus broader than that 
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employed in the present thesis, as the latter excluded those with clear intent not to die 

(see chapter 1). Nevertheless, data from EDIS can offer some indication on how the 

sample in the present study compares to overall presentations to emergency departments  

in the two hospitals. Only presentations in the relevant age group (18-35) were 

considered in the following comparisons.  

During the recruitment period in the community hospital 340 presentations were 

made by 259 persons for NFSB. Of these 37 people made two or more presentations for 

NFSB during the study period. From these data the referral rate estimate is 13.9% (n = 

36), with 2.3% or people presenting taking part in the study (n = 6). The tertiary hospital 

had 608 presentations by 468 persons during the period. Of these 73 made two or more 

presentations for NFSB during the study period. This indicates that the level of referra ls 

reached 21.2% (n = 99) in this hospital, with 9.2% of all people presenting to hospital 

participating in the study (n = 43). The comparison of the study population and sample 

in both hospitals is presented in Table 7.2. 

The sample and population are similar in terms of age distribution (18-24 versus 

25-35 year olds). However, the thesis sample had a larger proportion of males and those 

born in Australia compared to all presentations. A larger proportion of referrals came 

from inpatient mental health units compared to the proportion of the population treated 

there. Given that the participation rate from the number of referrals was greatest in this 

department (see Table 7.1), the sample in this study is most representative of those 

receiving inpatient treatment. 

Comparison of methods employed in the attempts indicates that participants with 

self-cutting and self-burning were less represented in the thesis sample compared to 

other groups. In addition, the sample overrepresented those with hanging as a suicide  

method compared to other methods. This suggests the sample in the present study is 
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more representative of people engaging in suicidal behaviours with more lethal means 

rather than the overall population of NFSB and may relate to the differences in 

definitions of suicidal behaviour employed in the present study (excluding those with 

clear intent not to die) and the WHO-START study (inclusive of all suicidal behaviours 

irrespective of intent), from which the comparison data stems.  
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Table 7.2. Comparison between overall presentations to two hospitals participating in the study and the final sample/referrals.  

 
Tertiary hospital Community hospital Total 

Parameter Population Sample z (p-value) Population Sample z (p-value) Population Sample  z (p-value) 

Persons/participants 467 43 - 259 6 - 726 49 - 

Presentations/referrals 608 99 - 340 36 - 948 135 - 

Treatment and referrals for t reatment (number of presentations compared to number of referrals)  

Not assessed 
1 

27 (4.4%) - - 40 (11.8%) - - 67 (7.1%) - - 

ED treatment 
2 

324 (53.3%) 43 (43.4%) -1.823 (0.034) 232 (68.2%) 8 (22.2%) -5.639 (0.000) 556 (58.6%) 51 (37.8%) -4.607 (<0.001) 

Inpatient mental health units 230 (37.8%) 50 (50.5%) 2.412 (0.008) 29 (8.5%) 19 (52.8%) 9.038 (<0.001) 259 (27.3%) 69 (51.1%) 5.804 (0.000) 

Medical units 
3 

27 (4.4%) 6 (6.1%) 0.726 (0.234) 39 (11.5%) 9 (25.0%) 2.422 (0.008) 66 (7.0%) 15 (11.1%) 1.772 (0.038) 

Age (sample by number of persons) 

18-24 237 (50.7%) 25 (58.1%) 0.928 (0.177) 147 (56.8%) 4 (66.7%) 0.484 (0.314) 384 (52.9%) 29 (59.2%) 0.854 (0.197) 

25-35 230 (49.3%) 18 (41.9%) -0.928 (0.177) 112 (43.2%) 2 (33.3%) -0.484 (0.314) 342 (47.1%) 20 (40.8%) -0.854 (0.197) 

Gender (sample by number of persons) 

Male 204 (43.7%) 22 (51.2%) 0.946 (0.172) 117 (45.2%) 6 (100.0%) 2.668 (0.004) 321 (44.2%) 28 (57.1%) 1.764 (0.039) 

Female 263 (56.3%) 19 (44.2%) -1.535 (0.062) 142 (54.8%) 0 
 

405 (55.8%) 19 (38.8%) -2.320 (0.010) 

Transgender - 2 (4.7%) 
 

- 0 
 

- 2 (4.1%) 
 

Country of birth  

Australia  372 (79.7%) 40 (93.0%) 2.083 (0.019) 216 (83.4%) 5 (83.3%) -0.004 (0.498) 588 (81.0%) 45 (91.8%) 1.873 (0.031) 

Other 95 (20.3%) 3 (7.0%) -2.083 (0.019) 43 (16.6%) 2 (33.3%) 1.089 (0.138) 138 (19.0%) 4 (8.2%) -1.873 (0.031) 
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Table 7.2 continued 

 
Tertiary hospital Community hospital Total 

Parameter Population Sample z (p-value) Population Sample z (p-value) Population Sample  z (p-value) 

Methods used for suicide attempt (sample by number o f presentations) 

poisoning 11 (1.8%) 3 (7.0%) 2.457 (0.007) 3 (0.9%) 0 - 14 (1.5%) 3 (6.1%) 2.629 (0.004) 

overdose/ 236 (38.8%) 20 (46.5%) 1.001 (0.158) 148 (43.5%) 3 (50.0%) 0.317 (0.376) 384 (40.5%) 23 (46.9%) 0.894 (0.186) 

overdose with superficial self-cutting 27 (4.4%) 0 
 

19 (5.6%) 0 - 46 (4.9%) 0 - 

gas poisoning 3 (0.5%) 1 (2.3%) 1.657 (0.049) 4 (1.2%) 0 - 7 (0.7%) 1 (2.0%) 1.038 (0.150) 

cutting 239 (39.3%) 4 (9.3%) -3.893 (<0.001) 115 (33.8%) 0 - 354 (37.3%) 3 (6.1%) -4.405 (<0.001) 

superficial self-burning  2 (0.3%) 0 - 1 (0.3%) 0 - 3 (0.3%) 0 - 

self-immolation 2 (0.3%) 0 - 0 0 - 2 (0.2%) 0 - 

drowning 0 0 - 2 (0.6%) 0 - 2 (0.2%) 0 - 

hanging 21 (3.5%) 9 (20.9%) 6.065 (<0.001) 18 (5.3%) 2 (33.3%) 3.041 (0.001) 39 (4.1%) 11 (22.4%) 6.301 (<0.001) 

jumping 9 (1.5%) 2 (4.7%) 1.664 (0.048) 2 (0.6%) 0 - 11 (1.2%) 2 (4.1%) 1.862 (0.031) 

jumping in front of traffic  25 (4.1%) 2 (4.7%) 0.172 (0.432) 8 (2.4%) 0 - 33 (3.5%) 2 (4.1%) 0.224 (0.412) 

multip le methods 3 (0.5%) 1 (2.3%) 1.657 (0.049) 0 1 (16.7%) - 3 (0.3%) 2 (4.1%) 4.576 (<0.001) 

crashing a motor vehicle 3 (0.5%) 1 (2.3%) 1.657 (0.049) 3 (0.9%) 0 - 6 (0.6%) 1 (2.0%) 1.212 (0.113) 

other/unspecified  27 (4.4%) 0 - 17 (5.0%) 0 - 44 (4.6%) 0 - 

Notes: 1 Did not wait/left  against medical advice/referred to other hospital (no possibility for contact); 2 Discharged from ED or treatment in ED short stay unit (followed up by ED MH staff); 3 Patients in medical 
units followed by CL team; ED – emergency department, CL – consultation-liaison team, MH – mental health. Comparisons where p<0.05 are marked in bold. 



 

 

Participants with lifetime psychotic symptoms  

In total 21 participants in the sample had lifetime psychotic symptoms and further 

comparisons between the groups of participants with and without (n = 28) psychotic 

symptoms were made in the study. Psychotic symptom assessment included evaluation 

for presence of hallucinations and/or delusions. Their presence/absence was assessed 

based on interview data and medical records; participants who mentioned psychotic 

symptoms in the interview data or had a record of their presence in the hospital records 

were considered as having experienced lifetime psychotic symptoms.  

Three participants did not reveal having experienced psychotic symptoms during 

the interview; these were detailed in the medical records only. For five participants who 

reported only transient psychotic symptoms these were not listed in medical records, 

and their evaluation was based only on interview data. The others acknowledged the 

psychotic symptoms during the interviews, either when telling the narrative of the 

attempt or when directly asked about them as well as had the presence of 

delusions/hallucinations recorded in medical records. The psychotic symptoms were 

further categorised based on (a) time in relation to the suicide attempt, and were divided 

into prior versus in the period before the suicide attempt; as well as (b) the severity of 

psychotic symptoms. They were divided into pseudohallucinations (Wearne & Genetti, 

2015), where experiences only included vivid internal voices and participant maintained 

insight that these were not real, versus actual hallucinations, where psychotic 

experiences were judged as real by the person. In the event where interview data 

indicated a lower level of psychotic symptoms than the medical records (n = 7), the 

judgement from medical records was given priority because in these cases the 

assessment described in medical records was based on more sources than the interview, 
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such as observation in inpatient units, information from significant others and prior 

medical records as well as data from multiple interviews.  

From the 21 participants who had lifetime psychotic symptoms five reported only 

prior, transient psychotic symptoms, related either to extreme stress or intense drug use. 

A further five participants reported pseudohallucinations in the period before the 

attempt. Eleven participants experienced actual hallucinations and delusions before the 

attempt, for seven of them these were related to drug use.  

Data sources 

Three sources of data were used in the study: a face-to-face interview (n=49), a 

paper-and-pen questionnaire (n=47) and hospital records as collateral information 

source (n=49). Full data from all three of these sources were available for 46 

participants. Interview data and collateral information was employed in both qualitative 

and quantitative analysis, while data from self- report questionnaires were used only in 

the quantitative analysis in response to research questions 2 and 3.  

Interview 

The interviews used the timeline method (chapter 5) and were focused on the 

nature and timing of events and emotions and thoughts leading up to the suicide 

attempt. The interviewee and interviewer collaborated during the interview to recreate 

on paper a timeline of events, behaviours, feelings and thoughts  before the suicide 

attempt. The interviews were audio-recorded, where interviewee allowed doing so and 

detailed notes were made after the interview. The output of the interview included a 

detailed visual timeline of the most recent suicide attempt as well as a timeline of 

overall experiences of suicidality in the person’s lifetime that served as a context to 

understand the first timeline. Interviews occurred on average 12 days (range 2-64 days) 
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after the suicide attempt. The average length of the interview was 66 minutes (range 30-

131 minutes). See appendix 11 for an interview schedule. 

The timeline interview method was supplemented with questions directly 

evaluating attempt impulsivity as well as questions about drug and alcohol use, Alcohol 

Use Disorders Identification Test Consumption questions (AUDIT-C) (Bush, Kivlahan, 

McDonell, Fihn, & Bradley, 1998), Suicide Intent Scale (SIS; A. T. Beck et al., 1974) 

and Risk-Rescue Rating Scale (RRRS; Weisman & Worden, 1972).  

Collateral information 

Data from medical records were used as a supplementary source of information 

about each case. These relied on electronic hospital mental health records available in 

CIMHA [Consumer Integrated Mental Health Application (CIMHA)]. CIMHA is a 

state-wide electronic database, which contains information about each contact the 

person has with a mental health professional (e.g., psychiatrist, psychologist, mental 

health nurse, occupational therapist) in the public healthcare system. Clinician’s notes 

are available for each entry in the database. Summary information on any 

hospitalizations in inpatient mental health units the person had is recorded in the 

database as well.  

For the purpose of the present study the entries retrieved for each person were: (a) 

the mental health assessment in the emergency department made after the person’s 

attempt, and (b) where available,  the discharge summary from the inpatient mental 

health units when the participant received treatment following the attempt. These entries 

contained information on the clinical assessment, treatment, and follow-up 

arrangements as well as a summary of any prior mental health history and treatment.  

Detailed case notes were made when extracting information from these records. Data 

were extracted on the mental health diagnosis given, other possible diagnoses 
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considered, any justifications for the diagnosis, and clinicians’ notes on the suicide 

attempt process before the most recent attempt. 

Use of collateral information allowed for triangulation of data sources, which 

increases trustworthiness of the findings (Krefting, 1991). However, collateral 

information was extracted only after the interview, but not prior to it, to ensure 

bracketing, or suspension of presumptions (Ahern, 1999). Such process minimised the 

potential preconceptions the interviewer could have about the participant prior to the 

interview. If present, such preconceptions could otherwise have impacted the 

interviewing process and biased the data obtained (Malterud, 2001). 

Self-report questionnaires 

A self- report questionnaire (Appendix 12) included demographic questions, 

Motives for Parasuicide Questionnaire (MPQ) (Bancroft et al., 1979),  Positive And 

Negative Affect Schedule – Revised (PANAS-X) (Watson & Clark, 1999), The 

Acquired Capability for Suicide Scale (ACCS, Joiner et al., 2009), the adult version of 

the Rejection Sensitivity Questionnaire (A-RSQ) (Berenson et al., 2009), UPPS 

(Urgency, (lack of) Perseverance, (lack of ) Premeditation, Sensation seeking) scale 

(Whiteside & Lynam, 2001), Emotion Reactivity Scale (ERS) (Nock, Wedig, et al., 

2008) and the Aggression Questionnaire (Buss-Perry Questionnaire) (Buss & Perry, 

1992).  

Measures 

A more comprehensive review of the psychometric properties of each scale 

included in the study is presented in Appendix 9. 

The impulsivity of the attempt was evaluated using multiple questions established 

in the previous studies. The present study assessed all discrete criteria of attempt 
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impulsivity that alone or in combination were used to evaluated attempt imp ulsivity in 

previous studies identified in the systematic review (chapter 2). All the criteria are 

outlined in Table 7.3, with references to studies where these criteria were used. The 

ratings for all the criteria were collected from the semi-structured interview data. All the 

items were graded for lower scores to indicate higher impulsivity and for higher scores 

to indicate absence of attempt impulsivity.  



173 

 
Table 7.3. Criteria for attempt impulsivity used in present study 

Attempt impulsivity 
criteria  Rating 

Examples of study 
where previously 
used 

SIS 1 Isolation 0. Somebody present  
1. Somebody nearby, or in visual or vocal 

contact  
2. No one nearby or in visual or vocal 

contact 

(e.g., 
Sheikholeslami, 
Kani, Kani, & 
Ghafelebashi, 2009)  

SIS 2 Timing 0. Intervention is probable  
1. Intervention is not likely  
2. Intervention is highly unlikely 

(e.g., Zhao et al., 
2010) 

SIS 3 Precautions 
against 
discovery/intervention 

0. No precautions  
1. Passive precautions (as avoiding other but 

doing nothing to prevent their 
intervention; alone in room with 
unlocked door)  

2. Active precautions (as locked door)  

(e.g., Gvion et al., 
2013) 

SIS 4 Acting to get help 
during/after attempt 

0 Notified potential helper regarding attempt  
1. Contacted but did not specifically notify 

potential helper regarding attempt  
2. Did not contact or notify potential helper 

(e.g., Hawton, 
Simkin, et al., 2005)  

SIS 5 Final acts in 
anticipation of death 
(will, gifts, insurance) 

0. None 
1. Thought about or made some 

arrangements 
2. Made definite plans or completed 

arrangements  

(e.g., Horesh, 
Zalsman, & Apter, 
2004) 

SIS 6 Active 
preparation for attempt 

0. None 
1. Minimal to moderate 
2. Extensive  

(e.g., Berk, Jeglic, 
Brown, Henriques, & 
Beck, 2007) 

SIS 7 Suicide Note 0. Absence of note 
1. Note written, but torn up; note thought 

about  
2. Presence of note 

(e.g., Hjelmeland et 
al., 1998) 

SIS 8 Overt 
communication of 
intent before the attempt 

0. None 
1. Equivocal communication 
2. Unequivocal communication 

(e.g., Nordentoft & 
Branner, 2008) 

SIS 9 Alleged purpose 
of attempt 

0. To manipulate environment, get attention, 
get revenge 

1. Components of above and below  
2. To escape, surcease, solve problems 

(e.g., Brent et al., 
1988) 

SIS 15 Degree of 
premeditation 

0. None; impulsive 
1. Suicide contemplated for three hours of 

less prior to attempt 
2. Suicide contemplated for more than three 

hours prior to attempt 

(e.g., Tsai et al., 
2011) 

   

http://everything2.com/title/vocal
http://everything2.com/title/Don%2527t+Stop+Me+Now
http://everything2.com/title/friend
http://everything2.com/title/plans
http://everything2.com/title/None
http://everything2.com/title/None
http://everything2.com/title/My+Escape+Plan+from+a+Dying+Universe
http://everything2.com/title/surcease
http://everything2.com/title/suicide+is+a+permanent+solution+to+a+permanent+problem
http://everything2.com/title/impulsive
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Table 7.3 continued   

Proximal ideation time 1. Less than 5 min  
2. From 5 min to 1 hour  
3. More than 1 hour, but less than 2 hours  
4. More than 2 hours, but less than 3 hours 
5. More than 3 hours 

(e.g., Deisenhammer 
et al., 2009) 

Proximal decision time 1. Less than 5 min  
2. From 5 min to 1 hour  
3. More than 1 hour, but less than 2 hours  
4. More than 2 hours, but less than 3 hours 
5. More than 3 hours 

(e.g., Simon et al., 
2001) 

Presence of plan for 
attempt 

0. No 
1. Yes 

(e.g., Wyder & De 
Leo, 2007) 

Proximal planning time  1. Less than 5 min  
2. From 5 min to 1 hour  
3. More than 1 hour, but less than 2 hours  
4. More than 2 hours, but less than 3 hours 
5. More than 3 hours 

(e.g., Wojnar et al., 
2008) 

Self-reported amount of 
planning 

(How much did you 
plan the suicide 
attempt?) 

Likert scale from 0 (no planning at all) to 4 
(a clear plan for the attempt) 

(Conner et al., 2012)  

Proximal preparation 
time 

1. Less than 5 min  
2. From 5 min to 1 hour  
3. More than 1 hour, but less than 2 hours  
4. More than 2 hours, but less than 3 hours 
5. More than 3 hours 

(e.g., Fedyszyn et al., 
2011) 

Suicide plan in lifetime 0. No 
1. Yes 

(e.g., Kessler et al., 
1999) 

Suicide plan in previous 
12 months  

0. No 
1. Yes 

(e.g., Witte et al., 
2008) 

Length of episodic 
consideration of suicide 
method (MEPOS) 

1. Never (saw it and decided to use it) 
2. On the same day only 
3. Days before the attempt 
4. Weeks before the attempt 
5. Months before the attempt 
6. Years before the attempt 

(MEPOS, Anestis, 
Pennings, et al., 
2014) 

Persistent suicidal 
ideation in previous 12 
months 

(Did thoughts about 
suicide persist for at 
least 7 days in a row in 
the last year) 

0. No 
1. Yes 

(Conner et al., 2006)  

Notes: SIS1-15 refers to items in Suicidal Intent Scale (A. T . Beck et al., 1974). 
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A large proportion of the studies relied on different sets of items from the Suicidal 

Intent Scale (SIS; A. T. Beck et al., 1974) for assessment of planning versus attempt 

impulsivity. The scale was originally created to assess suicidal intent and comprises two 

subscales – objective circumstances (questions 1-9) and subjective intent (10-15). The 

last 5 questions are additional and are not scored. The overall score varies between 0 

and 30. The scale is completed by an interviewer during a semi-structured interview. 

Different subsets from items 1 to 9 and 15 were used in different combinations in 

previous studies to identify attempt impulsivity (Fazaa & Page, 2009; Hjelmeland et al., 

2000; Nakagawa et al., 2009; Saiz et al., 2008) and were used for the same purpose in 

the present study. 

Other studies used time-based assessments of suicide attempt impulsivity using 

questions designed by the study authors. There is a wide variety of time intervals that 

were used in previous studies to define attempts as impulsive varying from 5 minutes 

(Simon et al., 2001; C. L. Williams et al., 1980, 1977) to 3 hours (Cornelius et al., 1996; 

Molock et al., 1994). In the present study a consistent rating of attempt impulsivity was 

used for all time-related criteria (ideation, planning, preparation and decision time) 

based on the most frequently used cut-off points for attempt impulsivity, which are 5 

minutes (e.g., Simon et al., 2001), 1 hour (e.g., Hawton et al., 2010), 2 hours (e.g., Wei 

et al., 2013) and 3 hours (e.g., Bagge, Littlefield, & Lee, 2013). Some of the previously 

used cut-off points [10 min (Deisenhammer et al., 2009), 15 min (Hawton, Kingsbury, 

Steinhardt, James, & Fagg, 1999) and 30 min (Wojnar et al., 2008, 2009)] were 

excluded from this rating because they overlapped to a great extent with the other cut-

off points and the time differences were too small to be graded precisely.  

RRRS. The interview used the Risk-Rescue Rating Scale (RRRS; Weisman & 

Worden, 1972) for assessment of lethality of the suicide attempt. In the scale, lethality is 
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defined as the probability that the damage inflicted is irreversible. It was chosen for the 

present study because it gives a more thorough assessment of attempt outcomes 

compared to other scales by including the assessment of the likelihood of rescue in 

addition to the damage the method caused. It comprises five risk and five rescue items. 

Recent findings show the Risk-Rescue Rating Scale is a reliable tool (Potter et al., 

1998) helpful in assessing lethality (Miret et al., 2011) and identifying subgroups of 

attempters according to the violence of the method used (Misson et al., 2010).  

The interview used Alcohol Use Disorders Identification Test Consumption 

questions (AUDIT-C, Bush et al., 1998) as a short and reliable measure to assess 

problem drinking (Selin, 2003). This shorter version of AUDIT (updated version Babor, 

Higgins-Biddle, Saunders, & Monteiro, 2001; first version Saunders, Aasland, Babor, & 

Grant, 1993) has been shown to be of similar accuracy in detecting heavy drink ing 

and/or active abuse or dependence (Bush et al., 1998). It is a scale of three items each of 

which is ranked from 0 to 4. The outcome score varies from 0 to 12. Clinically 

significant thresholds that show alcohol use problems have been identified for men (≥4) 

and women (≥3) (Bradley et al., 2007).  

Substance use (alcohol intoxication, binge-drinking in the week prior to the 

attempt, drug use prior to the attempt and in the week leading up to the attempt) was 

assessed during the interview and a rating of presence/absence was made by the 

interviewer based on all interview data and medical chart information. Chart and 

interview data were conflicting in three cases, where the participant denied drug use in 

the interview, but medical records contained information about positive drug testing 

results during the current presentation to hospital. For these cases drug use in the week 

prior was recorded as present, but drug use prior to attempt as absent as medical records 

did not note signs of intoxication. 
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At the end of the interview the participant was asked to rate ability to recall the 

attempt and events surrounding it on a scale from 0 to 10. Several constructs were 

coded following the interview from all the interview data available. First, the precise 

method the person used for the suicide attempt was noted and then further classified 

according to violence of method. There are several classifications for violence of 

method (Alvarez et al., 1999; Bradvik, 2007; Ilgen, Conner, Valenstein, Austin, & 

Blow, 2010; Jollant et al., 2005; Traskman, Asberg, Bertilsson, & Sjustrand, 1981; van 

Aalst et al., 1992), with some inconsistencies with regards to classification of cutting 

and drowning. No participants used drowning as a suicide method, but deep cutting and 

superficial cutting were separated into violent and non-violent as was done in previous 

studies of suicide attempters (Jollant et al., 2005; Traskman et al., 1981; van Aalst et al., 

1992). In the present study, overdose, superficial cutting, gas poisoning and any other 

poisoning were coded as non-violent, whereas hanging, gunshot, jumping from 

height/bridge, jumping in front of a train/car, deep cutting, motor-vehicle accident were 

classified as violent. The availability of means was coded as ‘the method was readily  

available’ and ‘the method was not readily available’. In the latter case the person was 

judged as not in close proximity to the means of suicide before the attempt and had to 

find them specifically. Repetition of suicide attempts was assessed from interview data 

and used a rating ranging from 0 (no prior suicide attempts) to 5 (more than 10 prior 

suicide attempts). It was used as a proxy measure for the availability of suicide schema. 

The Motives for Parasuicide Questionnaire  (Bancroft et al., 1979) is a measure to 

assess the intentions the person had when engaging in suicidal behaviour. It has been 

shown to be a more thorough assessment of intentions that has higher predictive power 

over assessment of intent to die alone (Hjelmeland et al., 1998). Previous factor analysis 

of the scale indicates four factors underlying the scale items (Hjelmeland et al., 1998). 

The first factor (items 10-12) relates to revenge or manipulation of others. The second 
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factor consists of two items (5 and 14) and is related to the wish to escape. The third 

factor is termed seeking attention and underlies items representative of wish to exert 

interpersonal influence, such as to test love (2, 6, 9 and 13). The fourth factor represents 

intentions related to ending one’s life and wish to die (items 1, 4 and 7). Three items (3, 

8 and 13) are assessed separately as not representative of separate factors. One of these, 

the third item in the scale (“I lost control over myself and do not know why I did it”), 

was used as a proxy for unclear intentionality, which is one of the attempt impulsivity 

criteria used in clinical practice (chapter 6). 

The PANAS-X (Positive And Negative Affect Schedule – Revised) (Watson & 

Clark, 1999) was used to assess emotional intensity before the attempt. This 60- item 

measure is easy and quick to administer. It assesses the intensity of different emotions 

felt on a scale from 1 to 5. The PANAS-X scale was designed for broader use, not 

specifically for people engaging in suicidal behaviour, but it has showed consistent 

validity and reliability across various populations, and for this reason was chosen in the 

present study (Watson & Clark, 1999). Two subscales were further used as proxy 

measures for build-up, an impulsivity criterion used by suicide attempters and clinicians 

(chapter 6). The fatigue subscale was used as an indicator for build-up characterised by 

exhaustion, while the anxiety subscale was used as an indicator for anxiety-agitation 

build-up. 

The UPPS (Urgency, (lack of) Perseverance, (lack of ) Premeditation, Sensation 

seeking) scale (Whiteside & Lynam, 2001) is used for the assessment of different facets 

of impulsivity. It consists of 45 questions, each rated on a Likert-type scale from 1 to 4. 

The inventory consists of 4 subscales, evaluating different traits related to impulsive 

behaviour: urgency, lack of perseverance, lack of premeditation and sensation seeking. 
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The UPPS scale has demonstrated good reliability and validity across populations 

(Magid & Colder, 2007; Whiteside, Lynam, Miller, & Reynolds, 2005). 

The Acquired Capability for Suicide Scale  (ACCS, Joiner et al., 2009) assesses 

“fearlessness about self- injury and death” (Joiner et al., 2009, p. 60) and the full 20- item 

version was used in the present study. Participants responded to each item on a 5-point 

Likert-type scale from 1 (‘not at all like me’) to 5 (‘very much like me’). This is the 

format used by Van Orden et al. (2008). For Item 16 of the scale “The best parts of 

hockey games are the fights” the word ‘hockey’ was changed to ‘football’ to adapt the 

item to mainstream Australian culture, as was done in previous studies assessing scale 

validity in Australian context (Rimkeviciene, Hawgood, O’Gorman, & De Leo, 2015a). 

The IPTS suggests two components of acquired capability for suicide, 

fearlessness of death and insensitivity to pain (P. N. Smith & Cukrowicz, 2010), and a 

new version of the ACSS, the Acquired Capability for Suicide Scale – Fearlessness 

About Death (ACSS-FAD), was suggested by Ribeiro and colleagues (2014) to assess 

specifically the first two components. The scale includes items 7, 8, 10, 11, 13, 14, 19 

from the full scale. However, a recent study on the validity of the scale in Australian 

context indicated 5 separate factors underlying the scale items: Fearlessness about 

Death (items 7, 10, 11, 13, 14 and 19), Fearlessness about Dying (items 8, 10, 12 and 

13), Insensitivity to Sight of Blood (items 2 and 6), Enjoyment of Observed Violence 

(item 15, 16 and 17), and General Fearlessness (items 1, 4 and 5) (Rimkeviciene, 

Hawgood, O’Gorman, & De Leo, under review). In addition, the item assessing self-

perceived acquired capability for suicide (item 20) has been shown to have the greatest 

power to postdict suicide-related outcomes (Rimkeviciene et al., 2015a). The scores for 

the five factors as well as the rating of the self-perceived acquired capability were used 

in addition to the full scale score and the score for the ACSS-FAD. 
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The Aggression Questionnaire (Buss-Perry Questionnaire) (Buss & Perry, 1992) 

is a modification of the oldest and most widely used aggression measure – the Buss–

Durkee Hostility Inventory (Buss & Durkee, 1957). It consists of 4 subscales - Physical 

aggression, Verbal aggression, Anger, Hostility. It has demonstrated adequate 

psychometric characteristics across different populations (Archer & Webb, 2006; Vigil-

Colet, Lorenzo-Seva, Codorniu-Raga, & Morales, 2005). 

The Emotion Reactivity Scale (ERS) (Nock, Wedig, et al., 2008) was used to 

evaluate emotional reactivity. It is a scale of 21 questions, each rated from 0 to 4. The 3 

subscales that comprise the scale are: Sensitivity Subscale; Arousal/Intensity Subscale; 

Persistence Subscale. The scale has shown adequate psychometric characteristics and 

was validated to use with individuals engaging in self- injurious behaviour (Nock, 

Wedig, et al., 2008). 

The adult version of the Rejection Sensitivity Questionnaire (A-RSQ) (Berenson 

et al., 2009) was used to assess the level of anxiety provoked by different situations 

related to rejection. The A-RSQ describes 9 situations common in interpersonal 

relationships and asks the respondent to assess the likelihood of rejection in that 

situation and the level of anxiety the individual thinks he/she would feel in that 

situation. The questionnaire is relatively new, but has shown adequate psychometric 

properties (Berenson et al., 2009). 

Procedure 

Participants completed the interviews and questionnaires either in mental health 

inpatient treatment units (n = 38) or at the university (n = 11). In one case a person’s 

medical condition prohibited her from leaving home (n = 1) and the interview was 

completed by phone. Three of the participants who participated in interviews were 

unable to complete the self-report questionnaires. One participant said she was tired 
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following the interview, asked for a break and then refused to complete the 

questionnaires on a different occasion. Two of the participants had difficulties 

understanding the questionnaires due to language or intellectual disability, despite initial 

screening by clinicians regarding this. Both of them had sufficient capacity to 

participate in the interview and tell their story of the suicide attempt.  

Informed consent was obtained before the data collection and all participants 

signed a form attesting to this (Appendix 10). Data collection began with a semi-

structured interview using the timeline method, described in more detail further in this 

chapter. The interview was semi-structured and focused on collaboratively 

reconstructing the suicide attempt process on paper. The interview guide was used 

flexibly, with the questions focusing on evaluating suicidal ideation and planning before 

the attempt, any preparations for it, the decision to suicide, any negative life events 

related to the suicidal process and emotional reactions of the person. These were all 

recorded on a visual timeline together with the precise timing for each.  In addition, all 

interviews included questions based on the criteria for evaluating attempt impulsivity, 

as well as questions about drug and alcohol use. The Alcohol Use Disorders 

Identification Test Consumption Questions (AUDIT-C; Bush, Kivlahan, McDonell, 

Fihn, & Bradley, 1998) were completed at the end of the interview and the Suicide 

Intent Scale (SIS; A. T. Beck et al., 1974) and Risk-Rescue Rating Scale (RRRS; 

Weisman & Worden, 1972) were rated by the interviewer immediately following the 

interview based on all the data available.  

Immediately following interview participants completed the questionnaires, which 

took between 15 to 30 minutes. The researcher was present in the same room during 

completion of the questionnaires and was able to answer any of the questions the 

participants had. Although most participants were able to fill in the paper and pen 
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version of the questionnaires, 6 participants had limited reading capacity due to dyslexia 

or illiteracy and the questionnaires were read by the researcher.  

After completion of the questionnaires, the participant was asked about their 

present emotional state, and any emotions induced by the assessment situation were 

discussed. Possibilities of getting help and support following the interview were 

discussed with each participant and, where required, the participant was given 

information for specific referrals.  

All except two participants completed the assessment in one day. Where required, 

breaks were made during the interview when the participant needed to complete any 

medical procedures at that time so as to not interrupt their care in hospital. A third of the 

participants took a break between the interview and questionnaire assessment. 

Following the interviews, medical records of the participants were reviewed to 

supplement the data. 
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Chapter 8. Examination of criteria that were previously used to 

assess suicide attempt impulsivity 

Overview 

The systematic review (chapter 2) identified that studies use narrow, disparate 

criteria to examine suicide attempt impulsivity. Examination of the relationships among 

the criteria is only beginning to emerge, and to date without encouraging results. 

Differences in the definitions of attempt impulsivity limit the integration on findings on 

risk factors specific to more impulsive suicide attempts, undermining the utility of the 

results. The analysis presented in this chapter was focused on research questions 2 and 

3, specified in the research program in light of the research gaps. First, it sought to 

examine whether the different criteria used to identify attempts as impulsive overlap 

and if there is a unitary factor of attempt impulsivity underlying all or most of the 

criteria. Second, it explored whether suicide attempt impulsivity, described in terms of 

the criteria proposed to date, related to particular characteristics of the attempt, 

situational factors and vulnerabilities of the person.  

Two main groups of criteria used to assess attempt impulsivity were identified in 

the systematic review (chapter 2): distal ones that assess presence of a suicide plan in 

the person’s lifetime or last year, and proximal ones, which focus on the period 

immediately before the attempt. Proximal criteria can further be (a) time-based, which 

assess how abrupt the attempt was, or (b) event-based, which assess amount of planning 

and preparations for the attempt. Some studies use further criteria that fall outside this 

grouping, for example, presence of persistent suicidal ideation. Anestis, Soberay and 

colleagues (2014) suggested an alternative assessment, termed the Measure of Episodic 

Planning of Suicide (MEPOS), which assesses planning occurring across multiple time 

points. The present study condensed all these previously used disparate assessments of 
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attempt impulsivity (see chapter 7, Table 7.3 for a list) and used them in one sample to 

determine common feature or features identified by these disparate criteria. In response 

to research question 2, principal component analysis was employed to summarise the 

intercorerlations between the separate assessments and identify the component or 

components underlying these individual assessments.  

The study of clinicians and suicide attempters (chapter 6) proposed two additional 

dimensions in describing attempt impulsivity that have not been used in prior research. 

The first was amount and length of build-up, which is the process of deterioration or of 

intensifying symptoms of agitation prior to the suicide attempt. The second is 

intentionality, which is the level of confusion versus clarity the person has about his or 

her intentions during the suicidal act. The present study explored the overlap between 

these two dimensions and what in research is currently described as ‘attempt 

impulsivity’.  

There are currently no measures specifically evaluating the build-up before an 

attempt or clarity of intentions during it. In the present study, two existing measures that 

assess similar constructs were used as potential proxy-measures for these constructs. 

The description of unclear intentionality is similar in content to the third item in the 

Motives for Parasuicide Questionnaire (MPQ, Bancroft et al., 1979). This item, “it 

seemed that I lost control of myself and I do not know why I did it”, assesses a construct 

separate from the other items in the MPQ, because it did not load on any of the factors 

in a previous study exploring the factor structure of the scale (Hjelmeland et al., 1998). 

In the present study it was employed as a proxy for unclear intentionality.  

The dimension of build-up is suggested to vary from a brief period of increasing 

anxiety and agitation before the attempt (the end of the continuum suggested as related 

to attempt impulsivity) to an extended period of gradual decline in functioning marked 
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by deterioration in mood and exhaustion (the end of the continuum suggested as related 

to non-impulsive attempts) (chapter 6). If this dimension overlaps with attempt 

impulsivity as assessed in research, the experienced emotions before the attempt should 

vary on a continuum from anxiety to fatigue when the estimate of attempt impulsivity 

decreases from high to low. The intensity of the two emotions before the attempt are 

assessed in PANAS-X (Watson & Clark, 1999), a well-established instrument for 

assessment of different emotions. Ratings on two of the factors, namely, fear and 

fatigue, in the present study were used as a proxy-measure to evaluate the relationship 

between the build-up dimension and other assessments of attempt impulsivity.  

Limited knowledge is available on the characteristic profile of people who are at 

risk of attempting suicide more impulsively. It was necessary, therefore, to re-examine 

the hypotheses about correlates of impulsive suicide attempts that received mixed 

evidence in previous studies, but this time using a comprehensive assessment of attempt 

impulsivity that combines the previously used criteria. The present study used the 

components identified as underlying the individual assessments of attempt impulsivity 

in research question two to examine the third research question. The potentially relevant 

characteristics of attempt (lethality, violence of method used), situational factors 

(intensive emotions, intoxication and availability of means) and vulnerabilities 

(acquired capability for suicide, impulsivity, aggression, emotional reactivity, rejection 

sensitivity, substance use and availability of suicide schema) were identified based on 

the systematic review and theoretical models of suicidal behaviour (see chapter 4 for 

overview). Given the role of psychotic symptoms in the suicide attempt process (see 

sub-question 4.2), the components were used to examine the relationship between 

psychotic symptoms and what has been described as ‘impulsive attempts’ as well. 
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Data analysis 

This analysis was based on the total sample of Study 2, which included 49 persons 

who had attempted suicide. All the three data sources (semi-structured interviews, 

questionnaires, and data from medical records) available in the study were used for the 

present analysis. 

Principal component analysis without rotation was used to examine the overlap 

between different criteria assessing attempt impulsivity. Number of interpretable 

components was selected following parallel analysis, as recommended by Zwick and 

Velicer (1986). This method identifies the number of components that have statistically 

significantly (α = 0.05 was used in the present study) higher eigenvalues than would be 

observed in a random dataset.  

Multiple rules of thumb exist with regards to the loadings required for an item to 

be considered for inclusion in a component. In general, loadings higher than 0.5 are 

considered acceptable (Kaiser, 1974) and as practically significant (Hair et al., 2010), 

because then the components have a significant effect on the variables (at least 25% of 

variance explained). Therefore, items with loadings ≥|0.5| on retained components were 

considered for inclusion. Items that did not reach the minimal loading requirement were 

deleted and the component analysis was rerun to confirm the items form interpretable 

components. When the components were identified, component scores were obtained 

using the regression method, which is the default in SPSS. The regression method is a 

multivariate procedure which takes into account the correlation between the component 

and the observed variables (via component loadings). Using component scores obtained 

with this method ensures maximized validity of the estimates (DiStefano, Zhu, & 

Mindrila, 2009).  
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The component scores were then used to examine the relationship between facets 

of so-called attempt impulsivity and other characteristics of attempt and attempter. 

Pearson correlations were computated to examine the relations among attempt 

impulsivity, other features of the attempt (intent to die during it, attempt lethality, the 

availability and violence of method used), situational factors (emotions before the 

attempt, intoxication) and vulnerabilities (alcohol use, repetition of attempts, acquired 

capability for suicide, rejection sensitivity, impulsivity, emotional reactivity, 

aggression). For relation between attempt impulsivity and individual items assessing 

intentions behind the attempt, Spearman rank-order correlations were used to 

accommodate the ranking scale (0-2) used to determine the intensity of each intention. 

The chi-square test was used for comparing demographic characteristics of the groups 

with and without psychotic symptoms.  

Given the small sample size the overall effect size was considered, rather than the 

alpha level (S. Sun, Pan, & Wang, 2010). All correlations that reached a level of at least 

moderate strength (r > |0.25|) (Rubin, 2012) were considered, although some reached 

the alpha level of 0.1, but not the standard of 0.05. In addition, with multiple analyses 

conducted, the actual error rate could, in fact, have been higher than the intended alpha. 

Any correction for multiple tests would make testing infeasible, but the results must be 

considered cautiously. 

Results 

The characteristics of the participants, separately for groups with and without 

lifetime psychotic symptoms and for the full sample combined are presented in Table 

8.1. The gender distribution in the two groups is different, with more male participants 

among those with lifetime psychotic symptoms (χ2 = 6.03, df = 1, p < 0.05). The data in 

the table indicate a tendency towards lower functioning levels among the participants 
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with lifetime psychotic symptoms since more of them were single, homeless, have lower 

education levels and are unemployed. However, only for living arrangements the 

significance of chi-square test was below 0.1 (χ2 = 11.91, df = 6, p = 0.06). The 

predominant diagnosis was that of major depression (39.3%) in the group without any 

lifetime psychotic symptoms and substance use disorders (47.6%) among participants 

who had lifetime psychotic symptoms.  
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Table 8.1. Characteristics of the sample.  

Characteristic 

Participants without 

lifetime psychotic 

symptoms 

(n = 28) 

Participants with 

lifetime psychotic 

symptoms 

(n = 21) 

Full 

sample  

(N = 49) 

 

Sociodemographics    

Age (Mean (SD)) 26.2 (5.3) 23.2 (4) 24.9 (5) 

Gender    

Male 12 (43%) 16 (76%) 28 (57%) 

Female 15 (54%) 4 (19%) 19 (39%) 

Transgender 1 (4%) 1 (5%) 1 (2%) 

Race/Ethnicity    

Caucasian 25 (89%) 19 (90%) 44 (90%) 

Aboriginal 1 (4%) 2 (10%) 3 (6%) 

Other 2 (7%) 0 2 (4%) 

Place of birth     

Australia  25 (89%) 20 (95%) 45 (92%) 

Other 3 (11%) 1 (5%) 4 (8%) 

Marital Status    

Single  14 (50%) 16 (76%) 30 (61%) 

Married/De facto 9 (32%) 2 (10%) 11 (22%) 

In a relationship 3 (11%) 2 (10%) 5 (10%) 

Divorced/separated 2 (7%) 1 (5%) 3 (6%) 

Have child ren 10 (36%) 7 (33%) 17 (35%) 

Living arrangements    

With partner and/or children 8 (29%) 3 (14%) 11 (22%) 

With friend/s 9 (32%) 1 (5%) 10 (20%) 

With parents 4 (14%) 8 (38%) 12 (24%) 

Alone 1 (4%) 1 (5%) 2 (4%) 

Other shared  2 (7%) 1 (5%) 3 (6%) 

Facility  2 (7%) 1 (5%) 3 (6%) 

Homeless 2 (7%) 6 (29%) 8 (16%) 

Education Level    

Less than grade 10 0 3 (14%) 3 (6%) 

Grade 10 6 (21%) 5 (24%) 11 (22%) 

Grade 12 9 (32%) 8 (38%) 17 (35%) 

TAFE/trade  4 (14%) 4 (19%) 8 (16%) 

Undergraduate degree 5 (18%) 1 (5%) 6 (12%) 

Postgraduate degree 2 (7%) 0 2 (4%) 

Did not disclose 2 (7%) 0 2 (4%) 

Employment    

Full time employment  5 (18%) 3 (14%) 8 (16%) 

Part time/Casual 

employment  3 (11%) 1 (5%) 4 (8%) 

Pension/Benefit 6 (21%) 3 (14%) 9 (18%) 

Student 5 (18%) 2 (10%) 7 (14%) 

Unemployed 9 (32%) 12 (57%) 21 (43%) 
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Table 8.1 continued    

 

Psychiatric condition* 
  

 

Major depression 11 (39%) 9 (43%) 20 (41%) 

Bipolar d isorder 4 (14%) 0 4 (8%) 

Anxiety disorders  3 (11%) 0 3 (6%) 

PTSD 3 (11%) 1 (5%) 4 (8%) 

Substance use disorders 4 (14%) 10 (48%) 14 (29%) 

Substance-induced psychosis 0 4 (19%) 4 (8%) 

Schizophrenia 0 3 (14%) 3 (6%) 

Brief psychotic disorder 0 1 (5%) 1 (2%) 

ADHD 2 (7%) 2 (10%) 4 (8%) 

Eating d isorder 1 (4%) 0 1 (2%) 

Autistic spectrum disorder/traits  1 (4%) 2 (10%) 3 (6%) 

BPD 14 (50%) 8 (38%) 22 (45%) 

Narcissistic personality disorder 2 (7%) 0 2 (4%) 

Antisocial personality disorder 0 1 (5%) 1 (2%) 

Adjustment disorder 2 (7%) 0 2 (4%) 

No mental illness diagnosis 1 (4%) 1 (5%) 2 (4%) 

 

Number of p rior SA  
  

 

none 6 (21%) 6 (29%) 12 (24%) 

1  7 (25%) 4 (19%) 11 (22%) 

2-3 9 (32%) 6 (29%) 15 (31%) 

4-5 3 (11%) 0 3 (6%) 

6-10 1 (4%) 1 (5%) 2 (4%) 

>10  2 (7%) 4 (19%) 6 (12%) 

 

Method of most recent SA 
  

 

overdose 13 (46%) 10 (48%) 23 (47%) 

hanging 8 (29%) 3 (14%) 11 (22%) 

poisoning 3 (11%) 0 3 (6%) 

gas poisoning 0 1 (5%) 1 (2%) 

superficial cutting 2 (7%) 1 (5%) 3 (6%) 

deep cutting 0 1 (5%) 1 (2%) 

jumping from height 2 (7%) 0 2 (4%) 

jumping in front of traffic/train  0 2 (10%) 2 (4%) 

multip le methods 0 2 (10%) 2 (4%) 

motor-vehicle accident 0 1 (5%) 1 (2%) 

Note: * Because of comorbidity of disorders in majority of cases the percentages in the psychiatric conditions part of the table do 
not add to 100. PTSD – post-traumatic stress disorder, ADHD – attention deficit  hyperactivity disorder, BPD – borderline 
personality disorder, SA – suicide attempt. 

 

The principal component analysis of all the previously used criteria of attempt 

impulsivity was undertaken. The inter-correlation matrix of all criteria is presented in 

Table 8.2. The KMO index for sampling adequacy indicated suitability for analysis 
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(KMO = 0.765, Bartlett’s test of sphericity p<0.001). The communalities in the data set 

ranged from 0.556 (overt communication of intent, SIS) to 0.902 (proximal planning 

time). A total of 5 components had eigenvalues above 1, but the parallel analysis 

indicated two components had higher eigenvalues than would be obtained in a random 

dataset. The first component explained 41.1% of the variance (eigenvalue 8.21). The 

second component (eigenvalue 2.52) added 12.7% to variance explained. The two 

components together explained 53.7% variance. The component loadings are presented 

in Table 8.3. 
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Table 8.2. Inter-correlations between the criteria used to assess impulsivity in previous studies.  

Criterion 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 

1. SIS 1 Isolation  
                   

2. SIS 2 Timing 0.57 
                  

3. SIS 3 Precautions  0.27 0.62 
                 

4. SIS 4 No acting to get help  -0.02 0.25 0.13 
                

5. SIS 5 Final acts  0.29 0.44 0.54 0.19 
               

6. SIS 6 Active preparation  0.23 0.46 0.66 0.21 0.35 
              

7. SIS 7 Su icide Note 0.19 0.13 -0.01 -0.01 0.00 0.08 
             

8. SIS 8 Overt communication  0.17 0.02 0.22 -0.13 -0.02 0.37 -0.03 
            

9. SIS 9 Purpose of attempt  -0.11 0.07 0.22 0.08 0.20 0.18 0.15 0.23 
           

10. SIS 15 Premeditation 0.27 0.38 0.45 0.09 0.30 0.58 0.19 0.40 0.32 
          

11. Proximal ideation time  0.23 0.35 0.36 0.11 0.26 0.58 0.14 0.32 0.18 0.89 
         

12. Proximal decision time  0.21 0.30 0.56 0.02 0.35 0.55 0.29 0.27 0.24 0.61 0.60 
        

13. Presence of plan for 

attempt 
0.35 0.44 0.42 0.06 0.20 0.70 0.18 0.42 0.18 0.65 0.64 0.59 

       

14. Proximal p lanning time  0.25 0.52 0.51 0.21 0.33 0.82 0.24 0.33 0.18 0.78 0.77 0.66 0.78 
      

15. Self-reported amount of 

planning 
0.34 0.33 0.38 -0.05 0.24 0.66 0.15 0.50 0.18 0.68 0.64 0.56 0.86 0.72 

     

16. Proximal preparat ion time  0.23 0.35 0.43 0.14 0.48 0.77 0.03 0.27 0.11 0.49 0.52 0.52 0.57 0.75 0.56 
    

17. Su icide p lan in lifet ime  0.10 0.10 0.18 -0.15 0.14 0.42 0.13 0.55 0.29 0.51 0.58 0.52 0.51 0.55 0.60 0.42 
   

18. Su icide p lan in prev ious 

12 months 
0.22 0.18 0.23 -0.19 0.18 0.48 0.22 0.56 0.31 0.49 0.50 0.55 0.61 0.58 0.69 0.48 0.88 

  

19. Length of episodic 

consideration of suicide 

method 

0.04 0.12 0.28 -0.24 0.09 0.31 -0.13 0.50 0.30 0.41 0.33 0.07 0.38 0.38 0.42 0.26 0.41 0.41 
 

20. Persistent suicidal 

ideation in previous 12 

months 

0.06 -0.06 0.08 -0.36 -0.06 0.26 0.15 0.41 0.12 0.32 0.31 0.18 0.38 0.28 0.43 0.18 0.44 0.37 0.59 



 

 
Table 8.3. Component matrix for principal component analysis of all attempt 

impulsivity criteria.  

Attempt impulsivity criteria Component 1 Component 2 

SIS 1 Isolation 0.37 0.30 

SIS 2 Timing 0.51 0.59 

SIS 3 Precautions against discovery/intervention 0.61 0.42 

SIS 4 No acting to get help during/after attempt 0.05 0.60 

SIS 5 Final acts in anticipation of death (will, gifts, 
insurance) 

0.42 0.50 

SIS 6 Active preparation for attempt 0.82 0.22 

SIS 7 Suicide Note 0.21 0.01 

SIS 8 Overt communication of intent before the attempt 0.54 -0.47 

SIS 9 Alleged purpose of attempt 0.32 -0.13 

SIS 15 Degree of premeditation 0.83 0.02 

Proximal ideation time 0.80 0.02 

Proximal decision time 0.73 0.13 

Presence of plan for attempt 0.85 -0.01 

Proximal planning time 0.90 0.16 

Self-reported amount of planning 0.85 -0.14 

Proximal preparation time 0.73 0.22 

Suicide plan in lifetime 0.71 -0.44 

Suicide plan in previous 12 months 0.75 -0.38 

Length of episodic consideration of suicide method  0.49 -0.46 

Persistent suicidal ideation in previous 12 months 0.43 -0.60 
Notes: SIS1-15 refers to items in Suicidal Intent Scale (A. T . Beck et al., 1974). Only loadings above 0.5 were considered and are 
marked in bold. 

The results indicated that SIS (A. T. Beck et al., 1974) items assessing isolation 

during the attempt, suicide note and alleged purpose of attempt did not load sufficiently 

on the two extracted components. The MEPOS assessment based on the length of 

episodic consideration of suicide method loaded moderately on both components, but 

did not reach the designated level of 0.5. The component analysis was repeated 

eliminating these four items. Parallel analysis indicated presence of two components, 

which together explained 62.9% of variance (48.5% and 14.4%, with respective 

eigenvalues of 7.8 and 2.3). The component loadings are presented in Table 8.4.  
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The first component included SIS (A. T. Beck et al., 1974) items 2 (timing of 

attempt), 3 (precautions against discovery), 6 (active preparations for attempt), 8 (overt 

communication of intent) and 15 (degree of premeditation), in addition to proximal 

ideation time, proximal decision time, presence of plan, proximal planning time, self-

reported amount of planning (0-4), proximal preparation time, presence of suicide plan 

in lifetime and suicide plan in previous 12 months. Table 8.4 indicates that the items 

assessing proximal planning for the attempt load highest, whereas constructs related to 

lifetime planning (suicide plan ever in lifetime, which includes a plan before the attempt 

and any prior plans), as well as timing of the attempt in such a way that the person was 

unlikely to be found and precautions against discovery had the lower loadings, 

suggesting the component should be labelled proximal planning. 

Table 8.4. Component matrix of attempt impulsivity criteria forming two 

components retained.  

Attempt impulsivity criteria 
Proximal 

planning 

Absence of 
ongoing 

suicidality 

SIS 2 Timing 0.51 0.56 

SIS 3 Precautions against discovery/intervention 0.61 0.47 

SIS 4 No acting to get help during/after attempt 0.05 0.62 

SIS 5 Final acts in anticipation of death (will, gifts, 
insurance) 

0.42 0.53 

SIS 6 Active preparation for attempt 0.83 0.22 

SIS 8 Overt communication of intent before the attempt 0.53 -0.48 

SIS 15 Degree of premeditation 0.83 0.01 

Proximal ideation time 0.81 -0.02 

Proximal decision time 0.76 0.07 

Presence of plan for attempt 0.85 -0.06 

Proximal planning time 0.91 0.15 

Self-reported amount of planning 0.86 -0.19 

Proximal preparation time 0.75 0.21 

Suicide plan in lifetime 0.71 -0.47 

Suicide plan in previous 12 months 0.75 -0.42 

Persistent suicidal ideation in previous 12 months 0.39 -0.57 
Notes: SIS1-15 refers to items in Suicidal Intent Scale (A. T . Beck et al., 1974). 
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The second component contained SIS items representing timing of attempt, 

absence of acting to get help during the attempt, final acts in anticipation of death 

loading positively and persistent suicidal ideation loading negatively. Three of the items 

had significant cross- loadings with the first factor. The items representing ongoing 

suicidality, such as presence of a suicide plan in their lifetime or previous 12 months 

had moderate negative loadings approaching 0.5, but none of the items representing 

proximal planning load on this item. This component is more complex to interpret as it 

contains items assessing circumstances of the attempt that are thought to be related to 

high suicidal intent (A. T. Beck et al., 1974) with markers of persistent suicidality, 

which negatively impact the component score. This component was termed absence of 

ongoing suicidality 

Component scores were obtained for each participant using the regression 

method. The score coefficient matrix is presented in Table 8.5. These component scores 

were used as the index of proximal planning of a suicide attempt and index of absence 

of ongoing suicidality in further analyses. The component scores ranged from -1.17 to 

2.35 for Factor 1 (proximal planning) and from -1.56 to 2.42 for Factor 2 (absence of 

ongoing suicidality), with a mean of 0 and SD of 1 in both cases. For Factor 1 the 

skewness was 0.58 and kurtosis -0.73, for Factor 2 it was accordingly 0.47 and -0.39 

which is consistent with a symmetric distribution.  
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Table 8.5. Component score coefficient matrix used to obtain proximal attempt 

planning index rating for each participant.  

Attempt impulsivity criteria 
Proximal 

planning 

Absence of 

ongoing 
suicidality 

SIS 2 Timing 0.07 0.24 

SIS 3 Precautions against discovery/intervention 0.08 0.20 

SIS 4 Acting to get help during/after attempt 0.01 0.27 

SIS 5 Final acts in anticipation of death (will, gifts, 
insurance) 

0.05 0.23 

SIS 6 Active preparation for attempt 0.11 0.10 

SIS 8 Overt communication of intent before the attempt 0.07 -0.21 

SIS 15 Degree of premeditation 0.11 0.00 

Proximal ideation time 0.10 -0.01 

Proximal decision time 0.10 0.03 

Presence of plan for attempt 0.11 -0.03 

Proximal planning time 0.12 0.06 

Self-reported amount of planning 0.11 -0.08 

Proximal preparation time 0.10 0.09 

Suicide plan in lifetime 0.09 -0.20 

Suicide plan in previous 12 months 0.10 -0.18 

Persistent suicidal ideation in previous 12 months 0.05 -0.25 
Notes: SIS1-15 refers to items in Suicidal Intent Scale (A. T . Beck et al., 1974). 

The characteristics of the scales used in the present sample, together with the 

means and standard deviations of the scores obtained are presented in Table 8.6. The 

Pearson correlations between the attempt planning index and different attempt 

characteristics, situational factors and vulnerabilities were estimated. Given that the 

MEPOS is suggested as a newer and more valid assessment of attempt planning 

(Anestis, Pennings, et al., 2014), but did not load sufficiently on either of component, it 

was retained separately in this analysis to explore its correlates with the goal to examine 

nature of the construct assessed by this criteria. The results are presented in Table 8.7. 
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Table 8.6. The characteristics of scales and subscales used in the present study.  

Scale/subscale 
Number 
of items 

Observed 
score range 

Mean (SD) 
Internal 
consistency* 

N** 

MPQ: Seeking attention 4 4-11 5.77 (1.99) 0.69 47 

MPQ: Revenge/manipulation 3 3-9 3.81 (1.38) 0.77 47 

MPQ: Escape 2 2-6 3.7 (1.41) 0.55 47 

MPQ: End life 4 5-12 10.19 (1.78) 0.58 47 

RRRS: total 10 25-72.2 35.83 (9.86) NA 49 

RRRS: Risk 5 5-13 7.12 (5.4) 0.75 49 

RRRS: Rescue 5 5-15 12.73 (2.15) 0.64 49 

PANAS-X negative emotions 10 13-49 30.96 (8.97) 0.8 44 

PANAS-X positive emotions 10 10-38 17.13 (7.33) 0.84 44 

PANAS-X fear 6 6-30 16.22 (6.5) 0.8 44 

PANAS-X fatigue 4 4-19 11.28 (4.13) 0.64 44 

PANAS-X hostility 6 6-28 17.02 (6.04) 0.72 44 

PANAS-X guilt 6 6-30 21.91 (7.57) 0.9 44 

PANAS-X sadness 5 5-25 18.63 (4.91) 0.74 44 

PANAS-X shyness 4 4-16 5.86 (2.93) 0.71 44 

PANAS-X joviality 8 8-35 10.34 (4.81) 0.87 44 

PANAS-X self-assurance 6 6-26 12.04 (5.22) 0.73 44 

PANAS-X attentiveness 4 4-20 8.63 (4.19) 0.76 44 

PANAS-X serenity 3 3-13 5.2 (2.65) 0.6 44 

PANAS-X surprise 3 3-11 3.91 (1.8) 0.65 44 

AUDIT - C 3 0-12 4.06 (3.67) 0.84 49 

ACSS 20 42-97 
71.02 
(13.02) 

0.8 46 

ACSS-FAD 7 11-35 25.93 (5.9) 0.71 46 

ACSS Fearlessness about 
death factor 

6 10-30 23.67 (5.14) 0.68 46 

ACSS Fearlessness about 
dying factor 

4 8-20 14.13 (3.56) 0.53 46 

ACSS Enjoyment of observed 
violence  

3 3-15 7.7 (4.11) 0.85 46 

ACSS Insensitivity to sight of 
blood  

2 2-10 8.65 (2.06) 0.52 46 

ACSS General fearlessness  3 3-15 10.41 (3.28) 0.75 46 

BPQ total 29 39-139 
86.64 
(24.99) 

0.93 45 

BPQ physical 9 12-43 24.16 (8.62) 0.79 45 

BPQ verbal 5 5-25 15.73 (5.53) 0.86 45 

BPQ anger 7 8-32 19.84 (6.7) 0.75 45 

BPQ hostility 8 10-40 26.91 (8.27) 0.87 45 

Emotional reactivity 20 13-78 
49.29 
(20.38) 

0.95 46 

Emotional reactivity 
(Sensitivity) 

10 2-36 
22.34 
(11.47) 

0.92 46 
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Table 8.6 continued 
 

     

Emotional reactivity 
(Intensity) 

7 7-32 19.58 (6.37) 0.87 46 

Emotional reactivity 
(Persistence) 

4 0-16 10.65 (4.52) 0.87 46 

UPPS (Urgency) 12 16-48 37.33 (6.92) 0.84 46 

UPPS (Sensation seeking) 12 17-48 32.3 (8.66) 0.88 46 

UPPS (Perseverance) 10 11-37 23.18 (5.78) 0.82 46 

UPPS (Premeditation) 11 10-39 24.24 (6.25) 0.79 46 

Rejection sensitivity 9 2.89-26.67 13.5 (5.82) 0.78 46 
Notes: * Internal consistency in present sample, ** this column represents the number of participants for whom the data on a 
particular questionnaire were available, as some of the participants were unable/refused to respond to some of the questionnaires, 

resulting in missing data; MPQ – Motives for Parasuicide Questionnaire; RRRS – Risk Rescue Rating Scale; PANAS-X – Positive 
And Negative Affect Schedule – Revised, UPPS – Urgency, Perseverance, Premeditation, Sensation seeking Scale; BPQ – Buss-
Perry Quest ionnaire; ACSS – Acquired Capability for Suicide Scale; ACSS-FAD - Acquired Capability for Suicide Scale – 
Fearlessness About Death; AUDIT-C - Alcohol Use Disorders Identification Test Consumption questions 
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Table 8.7. Correlations between attempt impulsivity indexes and other factors 

Scale/factor 

Proximal 

planning 

Absence of 

ongoing suicidality MEPOS 

 
Intercorrelations between assessments 

   

MEPOS 0.47** -0.33**  
 

Attempt impulsivity criteria used in clinical settings  

Unclear intentions – loss of control1  -0.25* -0.16 -0.11 

PANAS-X fear -0.06 -0.08 0.18 

PANAS-X fatigue 0.09 -0.17 0.24 
 

Characteristics of the attempt    

MPQ: Seeking attention -0.03 -0.13 0.09 

MPQ: Revenge/manipulation 0.02 -0.2 0.14 

MPQ: Escape -0.15 -0.3** 0.34** 

MPQ: End life 0.36** -0.25 0.44** 

MPQ: “I wanted to get help from 

someone”1 
-0.1 -0.08 0 

MPQ: “I wanted to make things easier 
for others”1 

0.36** -0.16 0.37** 

MPQ: “I wanted to die”1 0.42** -0.11 0.32** 

Interview: lethal intent (0-10) 0.32** -0.07 0.11 

Ability to remember attempt (0-10) 0.32** -0.12 0.14 

Lethality – Risk 0.23 0.41** 0.1 

Lethality – Rescue -0.26* -0.61** 0.1 

Lethality - Risk Rescue 0.28* 0.56** 0.03 

Method availability -0.65** -0.11 -0.24 

Method violence -0.02 0.03 -0.26* 
 

Situational factors    

PANAS-X negative emotions -0.06 -0.27* 0.22 

PANAS-X positive emotions 0.23 -0.2 0.11 

PANAS-X hostility -0.03 -0.35** 0.16 

PANAS-X guilt  0.09 -0.28* 0.08 

PANAS-X sadness 0 -0.19 0.14 

PANAS-X shyness -0.12 0.09 -0.16 

PANAS-X joviality 0.05 -0.21 0.05 

PANAS-X self-assurance 0.21 -0.05 0.07 

PANAS-X attentiveness 0.35** -0.13 0.1 

PANAS-X serenity 0.38** -0.07 0.02 

PANAS-X surprise 0.13 0.06 0.04 

Alcohol intoxication during attempt -0.16 -0.13 -0.15 

Binge-drinking in the days before 

attempt 
0.08 0.26* 0.04 

Drug intoxication -0.24 0.04 -0.17 

Drug use in the week before attempt -0.1 0.3** -0.16 
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Table 8.7 continued    

 
Vulnerabilities 

   

Repetition of suicide attempts 0.05 -0.28* 0.42** 

Severity of alcohol abuse (AUDIT-C) 0.02 -0.12 0 

ACSS total 0.12 -0.13 0.09 

ACSS-FAD 0.25 -0.1 0.12 

ACSS Fearlessness about death factor 0.28* -0.13 0.18 

ACSS Fearlessness about dying factor -0.04 0.1 -0.04 

ACSS Enjoyment of observed 
violence factor 

-0.15 -0.23 0.04 

ACSS Insensitivity to sight of blood 

factor 
0.18 -0.05 0.12 

ACSS General fearlessness factor 0.02 -0.14 0.13 

Self-perceived ACS  0.37** -0.21 0.27* 

Rejection sensitivity 0.08 -0.14 0.31** 

Impulsivity (urgency) 0.07 -0.29** 0.39** 

Impulsivity (sensation seeking) -0.19 0.1 -0.28* 

Impulsivity (premeditation) 0.21 -0.23 0.36** 

Impulsivity (perseverance) 0.23 -0.21 0.41** 

Emotional reactivity 0.27* -0.39** 0.54** 

Emotion Sensitivity 0.27* -0.35** 0.52** 

Emotion Intensity 0.3** -0.38** 0.53** 

Emotion Persistence 0.19 -0.42** 0.5** 

Aggression (total) 0.13 -0.26* 0.37** 

Aggression (physical) 0.1 -0.23 0.35** 

Aggression (verbal) 0.12 -0.21 0.25 

Aggression (anger intensity) 0.15 -0.28* 0.37** 

Aggression (hostility) 0.1 -0.19 0.3** 
Notes: 1 Nonparametric Spearman correlations were calculated for the marked variables instead of Pearson correlations, PANAS-X 
– Positive And Negative Affect Schedule – Revised, ACSS – acquired capability for suicide scale, ACS - acquired capability for 
suicide. Correlations where p < 0.05 marked with **, correlations where p < 0.1 marked with *. MEPOS - Measure of Episodic 
Planning of Suicide 

The results indicate that MEPOS shows a moderate relationship with proximal 

planning (r = 0.47, p < 0.01) and a small inverse relationship with absence of ongoing 

suicidality (r = -0.33, p < 0.05). The two indexes derived from component scores were 

set as uncorrelated (r = 0). Proximal attempt planning showed a small inverse 

relationship with the lack of clarity of intentions, indicating a small correlation (r = -

0.25, p = 0.08) between the component underlying majority of criteria used in research 

and one of the three dimensions used by clinicians and suicide attempters. The planning 
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index was directly related to the participant’s self- rated ability to recall the attempt (r = 

0.32, p < 0.05) as well. Neither absence of ongoing suicidality, nor MEPOS showed a 

relationship with unclear intentionality or ability to recall the attempt. The relationships 

both components and MEPOS had with fatigue and anxiety before the attempt were 

low, indicating little overlap between the research-based criteria of attempt impulsivity 

and the proxy measure for the second dimension of attempt impulsivity used in clinical 

practice, build-up.   

Suicidal intent was assessed in three ways in the present study: using a self- report 

item in the interview asking to rate intent to die on a scale from 0 to 10; using the MPQ 

item 7 (“I wanted to die”), and using the whole factor of MPQ representing the wish to 

end life (including item 7). The interview question correlated moderately with both 

MPQ item 4 (r = 0.47, p < 0.01) and the End Life factor (r = 0.35, p <0.05), but the End 

Life factor had low internal reliability (α = 0.59). There were no cases where all 

measures of intent indicated zero-level intent to die. Seven participants could not rate 

their intent to die during the suicide attempt on a scale from 0 to 10, as they poorly 

remembered the attempt or they were uncertain why they did it. However, six of them 

managed to respond to the MPQ, and their responses to the item “I wanted to die” were 

equally dispersed between ‘no influence’, ‘minor influence’ and ‘major influence’. Only 

one participant reported zero- level intent to die during interview, but on the MPQ he 

stated that the wish to die had a minor influence on the attempt. Three participants 

reported that the wish to die had no influence; two did not answer the question on intent 

during the interview and one rated the intent as 5.  

Proximal planning was moderately and positively related with all measures 

assessing intent to die [the MPQ “I wanted to die” item (r = 0.42, p < 0.01), End Life 

factor (r = 0.36, p < 0.05) and the interview question on intent (r = 0.32, p < 0.05)]. 
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MEPOS was related to intent as assessed with the MPQ “I wanted to die” item (r = 0.32, 

p < 0.05) and End Life factor (r = 0.44, p < 0.05), but not the interview question on 

intent (r = 0.11, p = 0.51). The absence of ongoing suicidality did not show relationship 

with suicidal intent. When the level of planning reported by the participants who 

responded to the interview question on the level of intent to die (n = 42) was compared 

to those who could not respond to this question (n = 7), the latter group was found to 

report lower planning for the attempt (Mann-Whitney, p = 0.06). Such a difference was 

not present for absence of ongoing suicidality (Mann-Whitney, p = 0.75) or MEPOS 

(Mann-Whitney, p = 0.45). The wish to make things easier for others showed a small 

positive correlation with proximal planning (r = 0.36, p < 0.05) and MEPOS (r = 0.37, P 

< 0.05). Intentions related to escape where negatively related to absence of ongoing 

suicidality (r = -0.3, p < 0.05) and positively related to MEPOS (r = 0.34, p < 0.05).  

The results indicate that proximal planning, but not the other facets of attempt 

impulsivity, moderately relates to use of available methods (r = -0.65, p < 0.001). 

Proximal planning showed a small relationship with lethality of the attempt (r = 0.28, p 

= 0.051), mainly through higher possibility of rescue in such attempts (r = -0.26, p = 

0.077). Absence of ongoing suicidality showed moderate relationship with lethality 

(risk-rescue r = 0.57, p < 0.001; rescue r = -0.61, p < 0.001; risk r = 0.41, p < 0.01). No 

relationship between MEPOS and lethality was observed, but it was the only assessment 

related to violence of method used, with relationship being inverse (r = -0.26, p = 0.07). 

Both components and MEPOS showed little relationship with emotions before the 

attempt, as assessed by PANAS-X subscales. Proximal planning was lower when 

participants reported emotions representing attentiveness (r = 0.35, p < 0.05) and 

serenity (r = 0.38, p < 0.05) before the attempt. The correlations were highest for the 

following individual emotions: daring (r = 0.42, p < 0.01), calm (r = 0.41, p < 0.01) and 
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determined (r = 0.37, p < 0.05). The results indicate a relationship between absence of 

ongoing suicidality and lower overall negative emotions (r = -0.27 p = 0.082), as well as 

hostility (r = -0.35, p < 0.05) and guilt (r = 0.28 p = 0.68). MEPOS did not show 

relationship with any of the emotions assessed. Only absence of ongoing suicidality 

showed a relationship with binge-drinking before the attempt (r = 0.26, p = 0.074) and 

drug use in the week before the attempt (r = 0.3, p < 0.05).  

From all the assessed vulnerabilities only two (the acquired capability for suicide 

and emotional reactivity) showed relationships with proximal planning. From all the 

ratings of acquired capability for suicide the self-perceived acquired capability (r = 

0.37, p < 0.05) showed the highest positive relationship with proximal planning. 

Emotional reactivity showed a small positive relationship with attempt planning (r = 

0.27, p = 0.0.71), and the relationship was most pronounced for the intensity of 

experienced emotions subscale (r = 0.3, p < 0.05).  

Absence of ongoing suicidality was negatively related to suicide attempt 

repetition (r = -0.28, p = 0.052), urgency (r = -0.28, p = 0.052), emotional reactivity (r = 

-0.39, p < 0.05) and aggression (r = -0.26, p = 0.081), mostly to the anger component of 

it (r = -0.28, p = 0.06). On the other hand, MEPOS showed a positive relationship with 

majority of the vulnerabilities assessed, ranging from small (self-perceived ACS, r = 

0.27, p = 0.065) to moderate (intensity component of emotional reactivity, r = 0.53, p < 

0.001). The exceptions are alcohol used, where there was no relationship, and sensation 

seeking, where the relationship was negative, but small (r = -0.28, p = 0.064). 

When the participants with and without lifetime psychotic symptoms were 

compared, there was no statistically significant differences in the level of proximal 

planning (2-way ANOVA, p = 0.14) or absence of ongoing suicidality (2-way ANOVA, 

p = 0.22). However, when the level of psychotic symptoms was taken into account, the 
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difference became statistically significant for both proximal planning (Kruskal-Wallis, p 

= 0.005) and absence of ongoing suicidality (Kruskal-Wallis, p = 0.05). Those with 

higher intensity of psychotic symptoms indicated lower proximal planning and less 

ongoing suicidality. The component scores for each level of psychotic symptoms and 

between-group comparisons using Mann-Whitney are presented in Table 8.8. The 

analysis revealed that it was not the presence of psychotic symptoms per se, but the 

presence of the acute psychotic symptoms in the context of drug-use that related to both 

components of attempt impulsivity. Those with drug-use-related psychotic symptoms 

prior to attempt had lowest proximal planning scores and highest scores on the absence 

of ongoing suicidality component. 

Table 8.8. Mann-Whitney p- level comparing the level of proximal attempt 

planning and absence of ongoing suicidality between groups of participants with 

different levels of psychotic symptoms.  

   Inter-group comparisons 

Level of psychotic 
symptoms

1 
N Mean (SD) 0 1 2 3 

 
For proximal planning 

      

0. None 28 0.18 (1.04)     

1. Prior 5 -0.33 (0.87) 0.39    

2. Pseudohallucinations 5 0.09 (0.9) 0.98 0.31   

3. Drug-induced 7 -1.04 (0.14) 0.001 0.02 0.003  

4. Unrelated to drug use 4 0.82 (0.5) 0.169 0.63 0.29 0.006 

 
For absence of ongoing suicidality 

    

0. None 28 -0.15 (0.99)     

1. Prior 5 -0.34 (0.5) 0.87    

2. Pseudohallucinations 5 -0.38 (0.98) 0.87 0.84   

3. Drug-induced 7 1.09 (0.69) 0.003 0.02 0.02  

4. Unrelated to drug use 4 0.06 (1.09) 0.68 0.73 0.56 0.16 
Note: 1 Level of psychotic symptoms : 0. No psychotic symptoms; 1. Psychotic symptoms only present previously, not before the 

attempt; 2. Pseudohallucinations before the attempt; 3. Actual hallucinations and delusions related to drug use before the attempt; 4. 
Actual hallucinations and delusions before the attempt unrelated to drug use;  
p levels below 0.1 are highlighted.   
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Discussion 

This study indicates that in a sample of young adults presenting to hospital 

following a suicide attempt two components underlying a majority of criteria of attempt 

impulsivity can be identified. The first component explains nearly half of the variance in 

the data and items loading highest on this component (0.87-0.91) relate to planning 

proximally to the attempt. The second component explained a much smaller proportion 

of the variance (approximately 14%). This component included items representing 

circumstance of the attempt (timing the attempt so as not to be found and no acting to 

get help following the attempt) and final acts in anticipation of death loading positively, 

while persistent suicidal ideation loaded negatively on it. Items assessing distal planning 

(presence of lifetime suicide plan and presence of suicide plan in the previous year) had 

negative loadings approaching practical significance levels (Hair et al., 2010). This 

component thus seems most consistent with absence of ongoing suicidality.  

Identifying a unitary component of proximal planning is an important step in 

understanding the constructs behind so-called impulsive attempts. Previous studies have 

found only small to moderate (0.2<r<0.59; Bagge, Littlefield, & Lee, 2013; Chalker et 

al., 2015; May & Klonsky, 2015) relationships between such proximal criteria of 

attempt impulsivity as decision time, contemplation and planning. However, the results 

of the present study indicate that 13 of the 20 commonly used criteria of attempt 

impulsivity (predominantly the ones related to planning and abruptness of attempt) can 

be summarised in one component. The strong loadings on this component and large 

proportion of the variance explained suggest its reliability. However, a number of issues 

related to the second component have to be recognised: disparate content in the items 

loading on this component, small number of items loading (4), with three of them 

having significant cross- loadings with the first factor, overall poorer loadings of items 
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(highest being 0.62), and the smaller proportion of variance explained by it. These 

limitations indicate the possibility that the second factor can be a result of overfactoring, 

a hypothesis that cannot be tested at this stage. Therefore, caution is necessary when 

interpreting this result.  

A two-component structure of proximal and ongoing suicidality would be 

consistent with the finding of the systematic literature review (chapter 2), which 

suggested proximal and distal (not limited to the period immediately prior to attempt) 

indicators of suicide attempt impulsivity are used in research. However, what was 

termed assessment of distal planning in the systematic review (chapter 2) loaded more 

on proximal planning, but to some extent captured both, proximal and ongoing 

suicidality. Similarly in Study 1 (chapter 6) some of the clinicians indicated that 

ongoing and proximal suicidality relate differently to assessment of attempt impulsivity. 

However, proximal and ongoing planning were intertwined in narratives of suicide 

attempters and were difficult to separate in Study 1. There are two possible explanations 

for such results. First, it is possible that there is no clear boundary between ongoing and 

proximal suicidality, which would mean that assessment of ongoing suicidality 

inevitably captures proximal planning as well. Second, there are methodological 

difficulties with current assessment items. The items assessing presence of a suicide 

plan in the person’s lifetime or in the year could be answered the same way irrespective 

of whether the plan was made prior to the attempt or some time before it. The 

component analysis suggests that these may be separate and a valid assessment needs to 

assess them independently of each other (Strauss & Smith, 2009).  

Three items of the SIS (A. T. Beck et al., 1974) (isolation during the attempt, 

suicide note and alleged purpose of attempt) and MEPOS (Anestis, Pennings, et al., 

2014) did not load sufficiently on either of the components and were eliminated. The 
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poor loading of the SIS items is not surprising. Similarly to the results in the present 

study, Chalker et al. (2015) found that presence of a suicide note showed only small 

correlations with other facets of attempt impulsivity9. Furthermore, earlier studies 

indicated the objective circumstances part of the scale most likely assesses disparate 

elements, but not a unitary construct (Antretter et al., 2008). However, MEPOS 

(Anestis, Pennings, et al., 2014) was constructed as an alternative and, purportedly, 

more valid assessment of planning that is non-linear and occurs across multiple time 

points. Therefore the poor loading on the two components, especially absence of 

ongoing suicidal component, is somewhat unexpected and more research on the validity 

of the MEPOS is warranted. To provide some initial data on what the MEPOS relates 

to, it was retained in the further analysis as a separate estimate.  

There was some overlap between one of the components, proximal planning for 

the attempt, and unclear intentionality, one of the three dimensions used by clinicians 

and suicide attempters to describe attempt impulsivity (chapter 6). These results are 

similar with those in a study completed while the present project was ongoing (May & 

Klonsky, 2015). These authors found a small overlap (r = -0.27, p < 0.001) between the 

length of time the person considered suicide prior to attempt and so-called impulsive 

motives for the attempt (e.g. “I did not have a reason, it just happened”), which closely 

mirrors the unclear intentionality measure in the present study. Collectively this 

indicates unclear intentionality and proximal planning are probably related, but not 

overlapping constructs. 

                                                 

9
 In the study by Chalker et al. (2015) ability to be rescued was assessed as one constructs. 

However, in the present study assessments related to this construct (isolation, timing of the attempt, 

precautions against discovery and acting to get help during the attempt) loaded differently on the two 

components. Therefore, a  direct comparison of these assessments between the two studies is not possible.  
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The proxy-measure for the second dimension used by clinicians and suicide 

attempters, build-up (chapter 6), did not show a relationship with any of the components 

underlying criteria for attempt impulsivity used in research. Because there are no 

current measures to assess build-up before the suicide attempt, it is not clear at this 

stage whether such a relationship does not exist, or whether the proxy-measure does not 

effectively capture the differences in build-up present in different suicide attempt 

processes. Further qualitative work describing the nature of the differences in such 

build-up would assist in clarifying such a relationship and finding alternative ways to 

assess it.  

The results of the present study indicated that the two components had somewhat 

different correlates. Only proximal planning, but not ongoing suicidality, related to 

intent to die. Previous studies suggested a strong relationship between intent and 

planning, but it has been assessed only using proximal, but not distal criteria of attempt 

impulsivity (chapter 2). Thus the relationship between proximal planning and higher 

intent to die seems to have strong support. However, lower intent to die in cases with 

less proximal planning was not found to be related to other intentions, but rather to 

unclear intentionality. Those who reported lack of proximal planning had more 

difficulties understanding and reporting the intentions behind their acts and had 

difficulties recalling the attempt. Such finding which is in line with the proposition by 

Freedenthal (2007) that attempt impulsivity is one factor that hampers assessment of 

intent to die. Therefore, a dichotomous classification of suicide attempts and self-harm 

based on presence/absence of intent to die (Silverman et al., 2007b) is difficult to apply 

in such cases. 

A difficulty observed in the present study was that different assessments of intent 

to die yielded different cases classified as being at zero level of this variable, which 
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suggests instability in the dichotomous classification system. None of the ca ses were 

identified as at zero by all measures of intent to die. Such a finding can be attributed to 

the sample selection procedure, because the cases where the clinician and the suicide 

attempter were certain that there was no intent to die were not refer red to the study. 

However, the difficulties determining the zero- level of intent to die and inconsistencies 

in it in the present sample of young adults are noteworthy. Although zero- level is a 

common-sense cut-off point, there have been few evaluations of it, and those that have 

suggest a continuous change in the level of intent rather than a step function (Kapur et 

al., 2013). The choice of a zero score as a cut-off point has been questioned previously 

by authors who suggest alternative definitions of suic idal behaviour, which do not rely 

on intent to die (De Leo, 2011). The present study further adds to the knowledge of 

potential limitations of such dichotomous classification indicating the lack of stability of 

zero-level intent ratings. 

Use of more available means for suicide related to lower proximal planning, but 

no relationship was observed with ongoing suicidality. Availability of means used in 

attempts has been previously assessed only with regards to proximal, but not distal, 

criteria of attempt impulsivity (see chapter 2). The present findings indicate that the 

previously observed relationship between attempt impulsivity and availability of means  

(e.g., L. K. Brown et al., 1991) does not extend to attempts described as impulsive by 

the criteria in the second component, ongoing suicidality. Both proximal suicide 

planning and absence of ongoing suicidality related to lethality of attempt, but for the 

latter the relationship was stronger. Those who are assessed as having low ongoing 

suicidality scored highest in regards to lethality of the attempts, while with regards to 

proximal planning the higher lethality was related more to lower possibility of rescue 

rather than risk caused by the method chosen for suicide. The latter finding is of 

relevance when explaining the disparate findings on the relationship between attempt 
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impulsivity and lethality in previous studies (see chapter 2). The difference in lethality 

would emerge only in studies which have captured ongoing suicidality in the criteria 

assessing attempt impulsivity or in those which accounted for the likelihood of rescue 

during the attempt, not only the risk caused by the method.  

Suicide attempt planning related to higher acquired capability for suicide  (ACS), 

in particular as assessed in the form of self-perceived ACSand the factor assessing 

fearlessness about death (Rimkeviciene et al., under review). Similarly, emotions before 

the attempt that signal fearlessness about death (calm, determined, daring) were more 

intense with higher ratings of proximal planning of attempt. Such relationship was not 

observed for the ongoing suicidality component. This findings suggests that ability to 

withhold the suicidal intention in order to think through how to implement the attempt 

requires a certain level of ACS (Joiner, 2005), specifically fearlessness about death. 

However, the latter is only one of the two components of ACS, the second being 

perceived pain intensity  (P. N. Smith & Cukrowicz, 2010). The ACSS in its present 

form does not capture the insensitivity to pain component well and further development 

of the scale is needed (Rimkeviciene et al., under review). It is therefore still plausible 

that different forms of ACS, but not necessarily levels of it, underlie low and high 

proximal planning. The relationship between proximal planning and insensitivity to pain 

would benefit from further exploration when the methodological issues with assessment 

of ACSS are addressed. 

Repetition of suicide attempts related to ongoing suicidality but not to proximal 

planning. The different relationship for the two components can explain the mixed 

findings on the relationship between attempt impulsivity and repetition of attempts 

observed in the systematic review (chapter 2). In the present study attempt repe tition 

was used as an indicator of the accessibility of suicide schema, which has been 
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suggested as a factor increasing abruptness of attempts in theories of suicidal behaviour 

(J. Johnson et al., 2008; Rudd, 2006). Although the repetition of attempts can be 

considered only a crude measure of suicide schema availability, the present findings 

indicate that the conceptualisation of attempt impulsivity in FVT (Rudd, 2006) and 

SAMS (J. Johnson et al., 2008) is likely more consistent with ongoing suicidality than 

with proximal planning. This would suggest that the construct described as attempt 

impulsivity in at least some of the current theories of suicidal behaviour does not 

necessarily match the description of attempt impulsivity predominantly used in 

research. Such an observation further suggests the need to use more precise terms to 

describe the constructs studied rather than using the term ‘impulsive attempt’.  

None of the facets of impulsivity, aggression or rejection sensitivity showed a 

relationship with proximal planning. Somewhat surprisingly, however, planning of an 

attempt related to higher emotional reactivity and higher intensity of experienced 

emotions. This trait describes the width of array of stimuli which provoke an emotional 

response, how strongly the emotions are felt and the time needed to return to a normal 

state once emotion is activated (Nock, Wedig, et al., 2008). Difficulties regulating 

emotions underlie a majority of externalising disorders (Aldao, Nolen-Hoeksema, & 

Schweizer, 2010) as well as non-suicidal self- injury (Jacobson & Gould, 2007). This 

would expose the individual to more painful and provocative life events, that are likely 

to increase the fearlessness towards death (P. N. Smith & Cukrowicz, 2010). Thus it is 

likely the effect of emotional reactivity on planning is indirect, through acquired 

capability for suicide. 

Absence of ongoing suicidality, on the other hand, negatively related to negative 

emotions experienced during the attempt, in particular hostility and guilt, repetition of 

suicide attempts, urgency, emotional reactivity and anger (mostly with regards to anger 
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intensity). These findings indicate that those who report ongoing suicidality report a 

higher level of disturbance on a number of factors, which is consistent with the previous 

literature indicating a relationship between ongoing suicidality and poor functioning 

(e.g., Paris, 2002). This further supports the hypothesis that the two components 

indicated in the present study assess separate constructs.  

Research, although limited, tends to find that people with schizophrenia spectrum 

disorders show less impulsivity in suicidal behaviours (Banwari, Vankar, & Parikh, 

2012; Conner et al., 2006) or that levels of impulsivity are comparable (Baca-García, 

Perez-Rodriguez, Diaz Sastre, Saiz-Ruiz, & De Leon, 2005; Lyu & Zhang, 2014). 

However no studies were identified in the systematic review (chapter 2) that evaluated 

psychotic experiences more broadly, irrespective of disorder. The present study did not 

find a direct relationship between lifetime psychotic symptoms and either of the two 

components of attempt impulsivity. However, when the nature of psychotic symptoms 

was taken into account higher proximal planning and absence of ongoing suicidality 

was found in the group reporting hallucinations and delusions related to drug use before 

the attempt, but not any of the other groups of psychotic symptoms. Previous studies 

yielded mixed findings about the relationship between attempt impulsivity and 

substance use (chapter 2). However, the most recent studies indicate a relationship 

between severity of drug use and distal planning for the attempt (Delforterie et al., 

2015). The present study indicated a relationship between attempts without the 

background of ongoing suicidality and binge drinking as well as drug use. The above 

mentioned findings indicate as well that presence of psychotic symptoms in the context 

of drug use prior to the attempt may be one of the potential mechanisms through which 

severity of substance use can impact proximal planning and give rise to suicide attempts 

without prior ongoing suicidality.  
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MEPOS (Anestis, Pennings, et al., 2014) was analysed as separate in the present 

study since it did not load on either of the two components. However, it showed 

moderate correlations with both of them, indicating that assessment of MEPOS was 

highest when both proximal planning and ongoing suicidality were high. This 

assessment had different correlates compared to the two components and positively 

related to multiple characteristics indicating poor functioning, such as repetition of 

suicide attempts, high rejections sensitivity, aggression, emotional reactivity, and all 

facets of impulsivity apart from sensation seeking. One potential explanation for such 

results is that MEPOS captures severity of ongoing suicidality, a factor related, but not 

fully overlapping with other assessments of attempt impulsivity.  

Limitations 

A limitation of the study is its relatively small sample size. Rules of thumb for 

factor analysis and even principal component analysis suggest considerably more than 

N = 49 is required (Hair et al., 2010). Therefore, there must be some reservation about 

the stability of the components in the present study due to small sample size. 

Consequently, replicability of the results is warranted before generalisations can be 

made. Nevertheless, simulations by Winter and colleagues (2009) suggest that for one 

extracted factor a sample size around 13 to 17 was adequate for satisfactory (at or above 

0.95) Mean Factor Score Correlation Coefficient (FSC) and Tucker's Congruence 

Coefficient (K). When two factors were present in a dataset, a sample size between 30 

and 50 yielded satisfactory results. Additionally, small samples (below 50) are 

sufficiently powered to identify one large factor when the variables to factor ratio is at 

least 7:1 (Mundfrom, Shaw, & Ke, 2005). In the present study the first component 

consisted of 12 items, each with component loadings above 0.5, which points to validity 

for this component. The second component contained only 4 items, only one of which 
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did not have cross- loadings with the first component. Furthermore, it explained a much 

smaller proportion of the variance, and thus the possibility of error in identifying the 

second component is higher. Therefore, the possibility that the second component is a 

result of overfactoring cannot be refuted at this stage.  

A further limitation is that given the small sample size some of the relationships 

between the variables identified were at the 0.1 rather than the usual 0.05 level. Despite 

these potential limitations, the relationships identified provide further hypotheses about 

the phenomenon underlying attempt impulsivity and their relationships with other 

constructs that can be tested in further studies.  

A further potential limitation is that some criteria of attempt impulsivity (presence 

of suicide plan over the lifetime and in previous 12 months, presence of suicide plan 

before the attempt and the MEPOS) have previously been assessed in short self-report 

questionnaire format, whereas in the present study the data were obtained in the course 

of a detailed semi-structured interview. It can be argued that the ratings in the present 

study on these criteria are more accurate due to more extensive information obtained 

during the interview compared to a short self-report form used in previous studies (e.g., 

Witte et al., 2008). However, due to the difference in modes of administering the 

questions in the present study and previous ones differences in ratings are possible.  

 In addition, the study used a measure of emotional state before the attempt that 

was not specific to the suicide process and the results indicated little relationship 

between intensity of affect and attempt planning. However, currently there are scales 

that were specifically designed to measure the affective state before the suicide attempt 

(Hendin et al., 2010; Yaseen et al., 2012). At the time of the study, their psychometric 

properties were poorly researched, as scales were new, and only emerged after 

completion of the present project (Joiner et al., under review). Thus revisiting the 
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present findings on the relationship between suicide-specific affective states and attempt 

impulsivity is an important avenue for future research. 

Finally, the study used mental illness diagnosis extracted from the medical records 

rather than using a diagnosis established through standardised assessments, such as 

Structured Clinical Interview for DSM (SCID; First, Spitzer, Gibbon, & Williams, 

2002). Medical records provide a similar level of specificity, but a lower sensitivity of 

the diagnosis compared to standardised assessment (Basco et al., 2000), which could 

have resulted in potential underreporting of mental illness diagnosis in the present 

sample. At the same time, standardised tools have been criticised for being overly 

sensitive to transient changes that arise due to response to specific internal or external 

stimuli, especially when evaluating affective and anxiety disorders (Regier et al., 1998). 

These may be pertinent when evaluating people immediately following a suicidal crisis, 

which can be a period of turmoil (Rudd, 2006). In addition, studies show that the 

completion of the standardised scales to establish a diagnosis requires on average 1 hour 

44 minutes (Basco et al., 2000), which would have added a substantial burden to 

participants completing an already lengthy interview. Given that the study did not 

involve a comparison of the sample according to the diagnosis given, the mental record 

diagnosis was deemed of sufficient accuracy to provide the description of the sample.  

Conclusions 

Overall, the study indicated that despite the disparity in criteria used across 

studies (chapter 2), there is some overlap between them and they mostly assess 

proximal planning. A second component of ongoing suicidality is likely captured in 

some of the assessment items. Recent studies have begun to raise important questions 

about the lack of overlap between different facets of attempt impulsivity (Bagge, 

Littlefield, & Lee, 2013; May & Klonsky, 2015). The present study provides some 
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answers indicating that majority of assessments show some communality, specifically, 

proximal planning, but some likely capture ongoing suicidality as well.  

The numbers in the present study are low and results should therefore be 

interpreted cautiously. However, if taken at face value, they indicate that the two 

components each have unique correlates. The relationships between trait characteristics 

and proximal planning for the attempt are indirect and small, possibly mediated by 

acquired capability for suicide, a hypothesis which would explain why the majority of 

the studies examining attempt impulsivity did not find risk factors specific to them 

(chapter 2). Ongoing suicidality, on the other hand, captures suicide attempts with 

higher intent to escape and lower lethality that occur in the context of lower ongoing 

functioning. Such attempts have been described as impulsive by the cognitive model of 

suicidal behaviour (Wenzel & Beck, 2008). However, the criteria assessing attempt 

impulsivity loaded with different signs on this component, indicating such attempts 

could be considered impulsive or non- impulsive, depending on the specific criteria 

chosen. Specifying the construct as ongoing suicidality, rather than attempt impulsivity, 

would assist in avoiding the confusion among different studies and theories.  
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Chapter 9. The suicide attempt process in young adults  

Overview 

The present chapter explored the two sub-questions that required answering 

before analysis required for research question 4 could be undertaken. The first of these 

was how do individuals experience the suicide attempt process. The systematic review 

on suicide attempt impulsivity, presented in chapter 2, indicated that studies tend to use 

disparate, narrow criteria with uncertain validity to identify suicide attempts as 

‘impulsive’. However, there is little understanding or description of the differences in 

the suicide attempt process between attempts described as impulsive and non- impulsive. 

Overall, the knowledge about the period immediately prior to the attempt is limited 

(Joiner et al., under review). However, this is the period with which the majority of 

research criteria of attempt impulsivity are concerned (chapter 2). Therefore, prior to 

comparing attempts described as impulsive and non- impulsive, the present study aimed 

to examine what it meant to become suicidal from the viewpoint of the person 

attempting suicide. Such a description was used as a framework in the following chapter 

to describe the differences in pathways towards attempts identified as high and low in 

impulsivity by the research criteria.  

Based on the limited existing knowledge about the way psychotic symptoms 

could affect the suicide attempt process and the large proportion of participants with 

lifetime psychotic symptoms in the sample a sub-question was specified in the thesis, 

namely, how do the experiences of the suicide attempt process compare among 

individuals with and without lifetime psychotic symptoms? The examination of these 

differences was undertaken as part of the analysis in the present chapter.  
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Data analysis 

The full sample of participants in Study 2 was used for the present analysis. Two 

of the data sources from the study were used in the present analysis: interview using the 

timeline methods and collateral sources (hospital records). Overall data analysis 

followed the steps of thematic analysis (Braun & Clarke, 2006), as described in detail in 

chapter 5. Analysis was in two stages: the development of the thematic structure 

inherent in the data and comparison of the thematic structures between two groups 

(participants with and without psychotic symptoms). The participants who had 

experiences of psychotic symptoms were compared to others at the level of themes and 

subthemes as well as at the level of individual codes (both in terms of code frequency 

and coded references) 

All interviews were conducted and coded by the researcher to ensure a 

contextualized understanding of the data. The recommended process of bringing the 

qualitative findings for confirmation to the participants (Jonsen & Jehn, 2009) was not 

possible in this study. The participants were interviewed in an acute state shortly after 

their attempt and arguably the intensity of emotions could have created potential 

difficulties for reflection about their experience on the conceptual level that a discussion 

of findings would require. However, to increase the confirmability of the research 

findings the emerging theme structure with detailed de- identified examples from the 

interviews were discussed with three independent reviewers: (a) a researcher with 

experience in qualitative suicide research, (b) a clinical psychologist with experience in 

qualitative research and (c) a person with lived experience of a suicide attempt. The 

review process focused on clarity and consistency of the coding as well as on the 

fostering of reflexivity and openness of the coder to the multiple available 

interpretations of the data (Krefting, 1991).  
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Results 

A list of categories, themes and subthemes distinguished in the data is presented 

in Table 9.1. Five categories of themes were identified in the data: context, negative 

thinking, suicidal desire, implementation thoughts and narrative. Three of them 

(negative thinking, suicidal desire and implementation thoughts) represent the suicide 

attempt process. These three elements represent the pattern of thinking occurring in a 

context that is both external (stressful events, widening of the gap between me-other) 

and internal (salience of suicide as an option, distress, and insufficient coping). The 

narrative category of themes related to the way the participants remembered the suicidal 

process and told the narrative of it.  

The differences between those who experienced psychotic symptoms and those 

who did not are highlighted at the level of each subtheme, where such differences were 

present. Quotes from participants are used to illustrate each theme and subtheme. The 

differences in the suicide attempt process between people who had and who did not 

have psychotic symptoms emerged at the level of individual codes, but not at the level 

of the overarching themes.  
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Table 9.1. List of categories, themes and subthemes identified in the study 

Category Themes Subthemes (codes) 

Context Salience of suicide 
as an option 

Level of regular thoughts about suicide; the onset of 
suicidal ideation in lifetime; prior suicide attempts; 
exposure to suicide. 

 Stressful events Work/education related; financial issues; changes in 
living arrangements; physical illness; victim in crime 
situation, legal charges; mistakes get revealed. 

 Gap between me-
other widens 

Context of relationship difficulties; loneliness; events 
(conflict, critical comments from others, separation, 
rejection, infidelity, loss); perpetuating behaviours 
(physically avoiding others, emotional withdrawal, 
sensitivity to rejection, lack of trust, expectations of 
difficulties in relationships). 

 Distress Depression; anxiety and agitation; irritability; disturbed 
sleep patterns; psychotic experiences, frantic behaviour.  

 Coping (lack of) Avoidance coping (substance use, self-harm); making 
positive changes in life; distraction coping; relationship-
related coping (attempts to help from others, seeking help, 
coping approximating relationships). 

Negative 
thinking 

Interpersonal 
disappointment 

Abandonment; dispensable; burden; resentment. 

 Entrapment Engulfed; capitulation; helplessness; stuck. 

Suicidal 
desire 

Suicide as an 
option 

Death as a positive option (calming, positive attitudes 
towards death, romanticised death); death as scary; 
negotiation (internal debate, urge); cannot describe how 
suicide became an option. 

 Communication of 
intent 

Seeking help before attempt; seeking help during or after 
the attempt; prior communication; suicide attempt as help 
communication; threat to suicide. 

Implemen-
tation 
thoughts 

Choosing a method Knowledge of suicide method (direct research, prior 
suicide attempts, other sources); consideration of 
methods; reasons for choosing a method (lethality, access, 
painless death, comfort using method); preparations. 

 Preparations for 
after-death 

Writing a note; saying good-bye; consideration of the 
reaction of others; settling material matters. 

 Selecting time and 
place 

Setting time/place for suicide in advance; considering 
whether the opportunity is right.  

Narrative  Difficulties 
remembering 

 

 Reluctance to 
disclose 

Omissions; declined to disclose 

 Disconnection from 
experiences 

 

 Minimizing  
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Context 

Salience of suicide as an option 

Salience of suicide as an option refers to the extent to which the suicidal thoughts 

dominate the mental process. This experience manifested in five different areas: level of 

regular thoughts about suicide, onset of suicidal ideation in lifetime, prior suicide 

attempts, and exposure to suicide. A combination of these subthemes indicated different 

levels of salience, which could be described as varying on a continuum from low to 

high. 

High salience of suicide as an option was indicated by ongoing thoughts o f 

suicide, described as “always there”. Such thoughts about suicide had become a default 

stress reaction or participants experience thoughts as random, occurring frequently 

without any reason. In such cases the participants did not remember the start of the 

suicidal thoughts, or it appeared to be in early teenage years, continuing into the present 

with little interruption. Some of these participants described prior multiple suicide 

attempts in similar situations. In some cases the most recent attempt was one in a 

sequence of suicide attempts related to the same ongoing issue. The suicide attempts 

were spread over days or months and, importantly and intensified in lethality. Finally, 

high salience of suicide as an option was explicit when the participants mentioned 

knowing multiple people who attempted suicide or suicided, significantly impacting 

their own suicidality. 

They are always there, even when I am clustered normal. The thoughts are always there. They are not 

necessarily 24/7, but it's almost daily or every second day I will think about it.  

There’s been a fair few suicide attempts <…> I don’t remember the others. It’s been, I’ve had like, I had a lot 
since then. I had a lot. I have actually, this was like, probably the longest I’ve gone in like, 3 to 6 months 

without having a suicide attempt. <…> it was just negative thoughts, like, a lot, I always have that same 

thought that you’re stuck. Like, I always have that. Like I always felt like there was not a way out or anything, 

basically.  

I just never thought about it as a viable option until I reached highschool, because a few people where I lived 
had done it, about 6 people my age had done it. And I had known all of these people, not very well, but I had 

known them. And that's kind of when I realised that it's an option. To actually do it.  
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On the other end of the continuum were participants for whom thoughts about 

suicide appeared to be non-salient. They described that the suicidal thoughts started 

only recently, generally after a specific event, without any prior suicidal thinking, 

suicide attempts or exposure to suicide.  

[I: Have you had periods of thinking of suicide before?] Not really, and if it was it was probably like a 

fleeting thought, I'd be reminded of, you know, either my girls or enjoying work, cause like I am fairly 

positive person, so that's why this is so weird for me. And that's why everyone is so confused with me losing it,  

cause I am such a "aaaH" normally. Happy happy.  

[I: When did you start thinking about suicide?] Was driving back from [name of city] one night, a mate was 

having a going away party, and I ended up just getting on the piss with them. Spent nearly 200 bucks that 

night on piss. I was just shouting everyone, just didn’t give a shit. I just wanted to get absolutely hammered, 

drunk. Which, once again, did not help the money issues. Yeah, just on my way back, like, stayed at a mates 

place that night, woke up hung over as hell, driving back the next night, just don’t even know what happened. 
Just something just flipped and wanted to end it.  

Majority of the participants fell in between the two ends of the continuum. 

Examples of such middle-range salience of suicide included fleeting negative thoughts 

and wishes to be dead and an interrupted pattern of suicidal thinking, marked by 

suicidal thoughts during teenage years. 

[I: When was the first time you started thinking about suicide?] When I was 12. I don’t know, I just, I was a 

really ‘Emo-y’ teen. Very angsty, very angry at the world, very annoyed. Just, I was just really shitty at, like, 

how my life had spiralled out of control. <...> But I got better. Around 15. I thought I was in the clear.  

Participants who had psychotic symptoms tended to minimise how salient the 

suicide option was for them. When collateral data from medical documents were added 

it became apparent that they frequently omitted information related to this subtheme 

(e.g., did not mention past suicidal ideation or attempts, suicides of close relatives). 

Although a similar proportion of participants in both groups reported exposure to 

suicide attempts and deaths, the participants in the psychotic symptoms group were 

reluctant to talk about it or denied any association between their attempt and the suicide 

of others. At the same time, more participants with psychotic symptoms had multiple 

attempts in a sequence before the most recent one, sometimes separated only by a day or 

two. 

Then because I went to the hospital that day when the paramedics came [after the suicide attempt] and they 

discharged me, and then the next day I took 40 Sertraline pills.  
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Stressful events 

This theme pertains to negative life events that occur before an attempt and were 

mentioned by the participants as pertaining to the level of distress, negative thinking 

and suicidal desire. The events could be grouped into work and education, financial, 

living arrangements, physical health, legal issues and victimisation. Although each 

person had a unique mixture of stressful events occurring prior to an attempt, three 

patterns of their contribution emerged. Some cases were marked by one major stressor, 

most frequently related to loss of health, which then caused a cascade of negative events 

across multiple areas of life. Such cascade of events was associated with significant 

levels of distress and was identified as directly causing negative thinking and suicidal 

desire. 

I was working you know 52 hours a week full time, high functioning. And then I got diagnosed and then they 

did the disability discrimination at work and I’d also been getting bullied for a year at work at [company 
name]. And so I took them to court and that was horrible, I was forced to resign. So I kind of lost my job and 

I lost the house I was renting and I had this thing that seems to be getting worse that they can’t,  that they 

haven’t been able to diagnose.  

Other cases were marked by discrete stressful events, which tended to be 

described as contributing to the ongoingly high level of distress and creating more 

difficulties coping rather than directly causing suicidality.  

I was depressed, started smoking cannabis, just to feel numb. To feel, not to feel all the emotional pain that I 

am going though. Also adding to that 7 weeks ago I was drugged and violently raped. Still tried to come to 

terms with that.  

Lastly, some stressful events could be described as ongoing difficulties, or, rather, 

difficulties coping with one’s daily tasks , such as difficulties keeping housing, work or 

university commitments and a certain restlessness to stay in one place. 

I did not want to go to work the next day. I really did not want to. <...> I like my job, but I just find a hard 

time being efficient and doing things right. That's what I am struggling with.  

And up until that or between those two points [before the suicide attempt] I travelled everywhere and I’d sort 
of fly to Sydney and I’d be there for two days and I’d desperately sort of fly somewhere else. And I just sort of 

was flitting around everywhere no one really…to the point it was, I’d go visit a friend and I’d leave halfway 

through the night because I wasn’t okay anymore. And it was just very, it was a very strange period.  
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Participants who had psychotic experiences mentioned similar stressful events to 

participants without psychotic symptoms. However, a more common pattern than in 

other cases was a cascade of negative events following difficulties keeping up with 

everyday tasks or requirements at work and in some cases it was evident that the 

psychotic experiences contributed to these difficulties.  

I had a real shit day at work. And I was hearing the voices and the voices were getting to me. <...> I stuffed 

up on a car. I am an auto mechanic. And I stuffed up. And I cracked the shits, everyone was giving a shit that 

day.  

And then my car got stolen from my house about three weeks ago. I found my car and it was ten minutes 

before I had to leave for work so I quickly jumped in it to drive it home because my house was only like right 

around the corner. So I jumped in it,  drove it home, pulled into the driveway, police pulled up behind me 

because they were watching me apparently. And I think it was a set up like I really thought it was a set up. 

And they pulled me over, impounded my car, that was my only means of transport to work. After they 
impounded my car I ended up losing my job because I had no means of transport. And after losing my job I 

lost my house because I couldn’t afford to pay for it. <...> [I: Do you know why the police took your car?] 

Because it was unregistered, it just ran out of rego like two days earlier. But I was fixing it because the whole 

front end was smashed. I fixed the whole front end, repainted it everything and then my car got stolen and 

then that happened.  

 

Gap between me-other widens 

The theme of widening gap between me-other was interwoven in all narratives of 

the suicide attempt process and signifies an increasing psychological distance between 

the person and other people, such as family and friends. These interpersonal difficulties 

were either described as the main source of distress or, in particular in cases where a 

major stressor caused a cascade of negative events, as a missing buffer that failed to 

mitigate the effects of the stressful events. The theme was evident through ongoing, 

long-term relationship difficulties, behaviours of the person which perpetuated the 

interpersonal difficulties and specific events before the attempt.  

A majority of participants described at least some ongoing difficulties in 

relationships, such as distant and conflictual relationships with parents, as well as long-

term abusive relationships with partners. Additionally, ongoing loneliness was one of 

the significant contributors to the attempts. For some, these ongoing difficulties became 

more salient in the weeks or days prior to the attempt.  
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I had nowhere to go, no one to really turn to, no one I could trust. I don't have enough friends, don't have 

enough of anything really.  

My address was sent out to people who have contact with my family and would not know not to pass it on if it 
was asked for. And so that made me, like having nightmares again about the abuse and I started to feel really 

really unsafe in my house and, that my parents will get a hold of my address and that they are going just to 

arrive at my house one day looking for me.  

All participants described certain behaviours and attitudes which further 

perpetuated the increasing gap between me-other. These included physically avoiding 

others and emotional withdrawal, when participants hid their feelings when with others. 

Additionally, the participants mentioned fear of conflict and sensitivity to rejection that 

made navigating usual setbacks in relationships difficult.  

And then the final stage of, I guess of that relapse, was isolation. I was completely isolating myself.  

I probably was a bit fake as a person in…. in regards to…umm…it’s like yeah just maybe like I had a mask 
on around my friends probably most of the time I do still. You know it’s like a maybe you know maybe my 

natural person or something like that is probably a lot quieter, a lot more withdrawn a lot you know…and I 

sort of force myself to do these things because I think it’s correct.  

I find that I can be very clingy and needy to people, and you know, then I’m scared of rejection. So I get 

rejected and then I’ll self-harm.  

In the period before a suicide attempt specific events were described that made the 

gap between me-other more evident for the participants at that time. Such events were 

conflict, critical comments from others, separation, rejection, infidelity and loss. Events 

that happened immediately before the attempt, such as an altercation or rejecting remark 

made by others, were usually part of a series of similar ones occurring in the context of 

ongoing relationship difficulties. However, the isolated events contributing to the 

widening gap between me-other usually occurred days or weeks prior to the suicide 

attempts. 

I’d also lost a really…a relationship and a baby that year as well.  

I got home, my housemate was there. I sat next to her and like, whatever, got a drink and sat down next to 

her, put on a movie and she immediately stormed off into her room and... I think that kind of triggered me…It 

was like a rejection for me like that.  

Experiences of loss of a significant other were more frequent among participants 

with psychotic symptoms compared to the other cases. Even though some of the losses 

occurred several years prior to the attempt, these were described as significantly related  
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to suicidality. Additionally, more losses to suicide were described in this group and thus 

were exposure to suicide as well.  

Well it started about three years ago when my dad committed suicide. And I was very close to my dad and I 
was the last person he talked to before he committed suicide. And he called me that night and I didn't pick up 

because I was angry at him and the next day we found out that he committed suicide and that’s sort of where 

my…before that I had a little bit of depression but it really hit after he passed away.  

However, participants with psychotic symptoms who had a recent loss of a 

significant other (occurring in the period from a few weeks to two months prior to the 

attempt), tended to either deny any association of it with the attempt or did not mention 

it during the interview; the information was extracted from the medical records. For 

example, one participant did not mention he had a sibling die by suicide 3 weeks prior 

to the attempt, which coincided with the start of his severe drug abuse. 

There were two ways in which participants who had psychotic symptoms stood 

out with regards to perpetuating behaviours.  Those who had paranoid delusions lacked 

overall trust in other people, which further contributed to increasing the gap between 

me-other. Some of the participants who had drug-related psychotic symptoms described 

being physically aggressive towards others, which led to further setbacks in 

relationships. 

I don't have no friends outside that I talk to because after my best friend did that to me I decided I don't want 

nothing to do with any of them. Because if my best friend could do that to me what’s stopping any of the other 

ones doing that to me?  

I threw a phone at her and gave her a black eye. So she couldn’t go out, but as much as I don't think she 

believed me, whatsoever, it was a f*** accident. Like….  I’m always, I’m always smashing shit, I don't 
know why. That’s why I hate having luxury material items because I know I’m going to break them.  

 

Distress 

Distress signifies the emotional reaction of the person in response to the external 

context of the suicide attempt (stressful events and widening gap between me-other), as 

well as the deteriorating emotional state resulting from a progressing mental illness. 

Despite the difference of the source, distress reactions were described similarly. The 

most frequent subtheme of distress was depression, which encompassed feelings of 
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hopelessness and depressed mood, apathy, and lack of attendance to basic needs. It 

frequently coincided with disturbed sleeping patterns. For others, distress manifested 

more in overwhelming anxiety and agitation, at times accompanied by panic attacks. 

Lastly, some participants, especially males, experienced distress through feelings of 

anger and irritability rather than depression.  

For quite some time, I’ve just been feeling more and more depressed. I haven’t been sleeping, I haven’t been 

eating.  

I start feeling like that deep fluttering in my chest, and then I’ll start like, just get really anxious and then I’ll 
start having, like, an anxiety attack and start crying and just like, thinking everything negatively and 

everything’s gone wrong and then blows up.  

But before this last attempt I was very moody. Very agitated, very snapping at my partner constantly and just 

hated everything. But as I said, I was just in a really bad headspace.  

It would have been two months or more that I remember having only 2-3 hours of sleep at night. And I tried a 
lot of sleeping pills and I could not find anything that would actually get me fall asleep. So I was trying to get 

some sleep, but I was not able to, and I was feeling a lot worn down because of that.  

Participants described that the psychotic experiences were in themselves a source 

of great distress. Before the attempt, for most the voices were getting more intense, 

more frequent and the usual coping strategies no longer worked. In addition, 

participants frequently described these experiences emerged or intensified when they 

were stressed, creating a vicious circle.  

I was a bit confused, a bit out of it. I'd go to work, work all day, come home, hear the voices again. I stopped 

sleeping, went on holidays, stopped sleeping for 4 days and then was out of it.  

Compared to participants without psychotic experiences, the former group  

described more intense anger and irritability, which was overpowering, with outburst of 

aggression. A specificity of this group was that distress manifested more through 

actions rather than thoughts or feelings and was described as frantic behaviour. It is 

characterised by intense emotions, mostly anger and anxiety, followed by destructive 

acts that are not premeditated, performed in a hap hazard way, and attempts to run away 

from the situation. Participants had difficulties recalling the situation surrounding these 

behaviours. Frantic behaviour was specific to those who had pseudohallucinations, 

psychotic symptoms related to drug use or earlier psychotic symptoms which did not 

appear in the period prior to the attempt. Frantic behaviour was mentioned only by two 
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participants who did not have psychotic symptoms and it was of much lesser intensity; 

it did not appear in the narratives of those who had psychotic symptoms in the context 

of severe depression or emerging psychotic illness psychotic symptoms as well.  

But those voices were telling, were exploding in my head going: „kill her you know hurt her, punch her, 

something, put her face through the wall.“ I was cooking and she goes, and I was going to take a frying pan 

or something and so I wouldn’t hurt her I called the police on myself.  

That made me upset so I went and grabbed a big machete and I smashed my way through the front door. I 

smashed the car, I smashed the garage and then she told me she was calling the police on me and then I left.   

Last thing I remember was seeing my mum jump off, over the boat, she must have been scared or something 

and then I woke up here [hospital]. I don’t remember anything. <...> I thought they [police] were going to 

lock me up. Some things went through my head when I heard the police. I don’t remember too much more 

after that. I smashed up half the boat and lost my temper...  

Coping 

In response to distress experienced, all participants described some attempts to 

cope. There were some positive coping efforts, such as sport and going for walks in 

nature. A few participants described attempts at making positive life changes in the 

months before the attempt. Although these were experienced as alleviating the situation, 

they were insufficient to counteract the level of distress. Most frequently, however, 

maladaptive coping was described, in that it was aimed at avoiding emotions, for 

example, self-harm and use of alcohol or drugs. Although some described substance use 

just prior to the attempt specifically to relieve stress, a few participants mentioned long-

term, ongoing and/or drug and alcohol abuse, which continued or intensified before the 

attempt, indicating a long-term pattern of maladaptive coping.  

Everything kind of just got to me, the stress, everything, and I’m like, “Ok, this is bullshit. I’m going to go buy 

a couple of beers. I’m going to chill out, I’m not going to think about it”  

Then I quit working there, and because I didn’t, I  liked the job, but I just couldn’t be bothered working those 

night shifts anymore. I was like, “No, I’m over night shifts. I’m over eating fatty foods, and I can see I’m 

gaining weight, and drinking all the time. I’m going to stop doing this. Because I’m on a self-destructive 
path” So I just quit, and lost, like, 10 kilos in the space of, like, 3 weeks. Because I wasn’t drinking, and I 

wasn’t eating Macca’s for dinner every night, and pizza all the time and I was actually at home during the 

day, and sleeping properly and all that.  

Relationships were the main resource for coping and better relationships were 

frequently described as the ‘one thing’ that could have prevented the suicide attempt. 

Some mentioned seeking help from others and when they received help this delayed the 

attempt. However, miscommunication occurred frequently because participants did not 
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communicate their needs directly and hence failed to be heard. In addition, efforts of 

others were frequently experienced as misguided. Other than simple, practical help, 

aimed at problem solving (e.g. assisting to make an appointment with a clinician), the 

efforts of others to show care were experienced as intrusive and unhelpful. Therefore, 

rather than directly turning to other people, coping at times involved approximating an 

interpersonal relationship, such as talking to a pet or talking to a lost loved one in one’s 

mind.  

When it gets too much for me sometimes like I just want to be left alone and what she does is forces herself 
onto me, like in a sense that... Like her presence isn't going to help, it never has helped before and it never 

will. And she will constantly stand there while I am in distress  

I was on Facebook for a while. You know the pictures that go through Facebook like with quotes and 

everything, pretty much reaching out for help. It takes a lot for me to swallow my pride and say, ah, I need 

help. I have been doing that for a couple of weeks and no one responded.  

Participants with psychotic experiences more frequently used drugs in the period 

before the attempt and the use was more intense, with larger quantities involved. 

Although some participants described the intense drug use as the cause of hallucinations 

and delusions, collateral information challenged this. For example, one participant 

described command hallucinations manifested suddenly post methamphetamine (ice) 

use. Data from medical records, on the other hand, indicated the participant mentioned 

auditory hallucinations occurring since teenage years, suggesting no or at least a lesser 

role of drug use in inducing the psychotic symptoms.  

Compared to non-psychotic participants, more participants with psychotic 

symptoms described attempts to make positive changes in their lives. Participants were 

more likely to seek help themselves and more frequently described attempts from others 

to help them. However, these were experienced as insufficient given the gravity of the 

situation. Participants frequently described using any activity to distract oneself and 

directly arguing with the derogatory voices to cope, but this was no longer effective in 

the period prior to the attempt. Other people assisted with coping when they noticed the 

psychotic symptoms or the effects they had on the person and persuaded them to seek 
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help. However, most participants struggled with trusting other people enough to 

disclose their psychotic experiences. In addition, even when the participants revealed 

their psychotic symptoms, not all reactions were helpful; some simply did not believe 

them. Lastly, some of the participants sought help from mental health professionals, but 

were disappointed by lack of follow up or because of lack of trust, did not mention that 

the treatment was ineffective or that they discontinued the medication. 

Just talking to my Mum and her saying, “You got a long, hard road ahead to recovery” and all that, and I 

just decided that it’s too hard, too scary.  

I think they were actually the first to notice that I was a bit psychotic. Because like, I was having, I was 

getting on stuff with these guys, and they started to notice, like, the change in me, I think, and one of my 

friends said, “You should probably go to rehab” It was shortly after that I ended up going to rehab, yeah.  

They [parents] kind of dismiss it. They don't really believe in psychiatrist and psychologists. And mental 

illness is not real because it's all in your head. And you can't just make things up as well.  

They said that there are things they will put in place and they will send discharge summary at to the doctors 

and stuff, but they haven't done any of that. And I was in mental health for about a week and a half two weeks 

prior, like it was 3-4 weeks prior. And they did not send my discharge summary out to my doctor. They did 

not do that sort of stuff. That agitated me.  

Negative thinking 

The context described led to negative thinking. This category encompasses 

patterns of unpleasant thoughts extending from weeks to hours prior to an attempt that 

are focused on the worst aspects of the situation or future possibilities. Negative 

thinking, in particular some of the subthemes, was frequently marked by rumination 

(frequently called “overthinking” by participants), which signifies repetitiveness and 

intrusiveness of the thoughts. This way of thinking lasted from a few hours to a couple 

of days before an attempt and occurred when the person was alone or had more free, 

unoccupied time than usual. In addition, participants described engaging in behaviours 

that fuel rumination, despite realising they are damaging themselves.  

There were lots of thoughts, overanalyse stuff, was hard to cope.  

I was, you know, ok, but just because the house was empty, I have a tendency to overthink a lot, especially 

when left alone.  

The night before it happened for no reason or another, nothing had been said, nothing… I trolled my 

boyfriend’s Facebook to find out about his ex-girlfriend. And then I would look at their photos and…for 

hours. Like I’m talking like seven hours at a time look like straight, put on your maniac and you’ve got that 
kind of focus. <...> They don't like kind of help my case a lot like with doing those kind of things. I know it’s 

going to hurt and I know it’s coming, and I’ll be scrolling down no it’s coming. But I’m going to do it 

anyway. 
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Two themes of negative thinking were identified, interpersonal disappointment 

and entrapment. These two groups represent interrelated thinking patters in that both 

interpersonal disappointment and thoughts of entrapment frequently followed each 

other. However, they were thematically different and in some cases participants 

reported only one of the two themes.  

Interpersonal disappointment 

Negative thoughts representing interpersonal disappointment relate to how people 

experience the widening of the gap between me-other and each participant’s thought 

process was a mixture of four subthemes. The first is reminiscent of abandonment and 

was related to the context of ongoing loneliness and lack of trust in others. 

Abandonment was evident in descriptions of others as not caring, not listening, not even 

trying to understand and be supportive. Others were perceived as not understanding 

enough, not taking the person’s distress seriously or underestimating their pain. This led 

to a sense of profound aloneness because people were seen as shunning the person.  

Being chronically sick everyone gets used to you being sick and just stops showing they care.  

No one was listening.  

I had no one… I did have people but it felt like I had no-one, I just felt alone.  

The second subtheme represents thoughts that one is dispensable. Participants 

perceived themselves as failures in the eyes of others and felt they were disappointing 

them. They were ashamed at their distress and felt others would not tolerate their 

emotions. This led to thoughts that they were inherently flawed, unlovable, useless, 

ultimately accumulating to a belief that other people would not care if they were alive or 

dead. This theme was frequently related to ongoing relationship difficulties as well as  

housing difficulties, such as frequently moving homes, homelessness.  

And it was that point then, I just started getting really upset cause I knew that I had something like 5 days to 

move out and I had nothing left. <...> I'd  rather just save everyone the trouble and just, you know. Because, I 

mean, really the thoughts that just go through your head, I mean, a lot of them are never rational. But I just 

think, you know, I am only one person on this planet, and there are 7 billion people, and really, there is 
people die every day and what do I mater in the schema of it anyway,  
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While I know my death would cause some distress, there is nobody that relies specifically on me, I am not 

necessary to anyone.<...> I am constantly wracked by guilt, cause I feel that I've done something wrong, 

where I've never been able to measure up to any society standards, my friend's standards, my parent's 
standards. I've never been sufficient; I'm always just slightly not good enough.  

The third subtheme, burden, was marked by thoughts of burdening others and that 

others would be better off without the person. Such thoughts frequently related to 

conflicts and were triggered by a belief that the participant had irreparably damaged an 

important relationship. These participants described feeling intense self-hate and 

thought they did not deserve to live. The dispensable subtheme was similar to the 

burden one, with the subtle difference that the thoughts in the former were more related 

to an abstract “society” as a whole, whereas in the latter the reference was to a specific 

relationship.  

I felt I had messed up too much. That I might be losing my partner, so I just did not really feel like I had hope 
left so I just overdose.  

I don’t, sort of, deserve to be happy, or live.  

If I’m not around like I can’t be a burden on my parents, my friends or anyone  

The last subtheme, resentment, was evident where participants were angry at 

‘others’ in general for their insensitivity and unfairness or blamed a specific person for 

what were perceived as their mistakes. ‘Others’ in general or specific people were 

experienced as too demanding, using the person or being too critical. In some cases, 

others were blamed at the expense of acknowledging their contribution to the situation.  

Resentment was the most prominent subtheme when intense rumination was described 

and frequently related to conflicts, in particular ones where the person felt accused or 

attacked by the other person. 

I started dating a girl, but she turned out to be a complete and utter psycho, and it got me really fucked up, 

and made me lose my house  

And then anger comes right before the attempt. Anger at the world, anger at depression, anger at people for 

not helping me. Anger at myself for not getting help. And then the final stage is suicide.  

I think it was just a mixture of being tired and pissed. <…> I don't know, some days you just blame the other 

person. 

Although both participants with and without psychotic experiences described 

interpersonal disappointment similarly, there were several d ifferences. Respondents 
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noted that the delusions and hallucinations directly contribute to thoughts that they were 

dispensable. 

I’m less of a person because I’m broken and my brain is broken so I’m broken. 

 In addition, the resentment-exasperation before the attempt was a more frequent 

experience in the group with psychotic symptoms. In particular, participants saw others 

as too critical or blaming and this frequently coincided with them having other paranoid 

delusions. The experiences of anger were described as very intense. They related to 

frantic behaviours and the thought pattern was described minimally, as if the distress 

directly led to the suicide attempt without any thought process which could be identified 

as the suicidal process. Such participants described “blacking out” and not 

remembering their actions or the suicide attempt, an experience that was unusual among 

those without psychotic symptoms.  

She yelled at me and I hadn’t gone off, like I’d bottled my anger and that was just the tip of the iceberg really 
and then I just started going off. I lost it.  

I just sort of blank out do you know what I mean? Like blank out and just go into a rage.  

Entrapment 

Participants reported that in the period before the attempt they experienced an 

intensifying sense of entrapment, in that they gradually felt more and more stranded in a 

situation that was becoming unbearable to endure. There were four subthemes in the 

way participants talked about entrapment. Some participants described a sense of being 

engulfed. They said that they saw the situation as getting worse; they felt exhausted and 

overwhelmed and this led them to the decision that they had had enough. This was 

frequently related to depressive experiences.  

When everything sort of piles up together and it’s just too overwhelming.  

I’d just had enough of all of this, you know? After months and months, and months. So yeah, just, I just took 

it. I knew it wasn’t going to knock me out flat and just drop dead.  

Alternatively participants described capitulation. It was triggered by an intense 

collapse of their expectations, where the participants experienced losing all what they 
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considered important in life. This led to the decision to give up, since they lost the 

reasons to stay alive. Such thought pattern was common among those who experienced 

a cascade of stressful life events impacting multiple areas of their life.  

Adenomyosis means I can’t carry children. <…> I always wanted kids and then, before… I was admitted, 

because, my first attempt, I was actually in hospital. <…> I was also placed on the maternity ward. <…> I 

was, you know, I had to walk down the hall where I’d be congratulated on this child I’d never have. And, you 

know, I’d hear babies crying, I’d wake up to a crying baby and it’s that constant, I’m never going to have 

that. That’s not going to be me, I’m not going to be in here and you know experience child birth you know or 
any of it. And it was to me it was like that…Why? Why live if, you know, I can’t do anything.  

Other respondents described helplessness, in that they experienced having no 

control over the situation they were in and saw suicide as the only escape. Such 

thoughts were related to isolated stressful events that were deemed unfair by the person 

(such as falling victim to a crime, getting accused of past mistakes or failing to manage 

the piling up daily tasks). 

I mean the way that I was trying to look at it as well was that it wasn't, any of it wasn't a direct result of my 

own actions or anything that I could have done to change. It's just that the way that I saw it it's just a shit 

world that we live in. And it was just bad luck, but it's always me that seems to get the bad luck. And just the 

thoughts in my head were that I don't want to live in this world any more. <…> I just wanted it to stop and I 
don't know any other way to make it stop. And no one can make it stop. No one can make it go away.  

Similarly, some participants felt stuck in what they saw as a permanent situation, 

which they could not see how to fix and thought that there was no way out of it. When 

intense rumination was present, this subtheme of entrapment was most obvious and it 

was linked as well to extreme loneliness and separation 

I just felt like this was going to be how all of my relationships will be. Like I will get comfortable and they 

will kind of see that I am not too good at regulating my emotions or anything and not very consistent and then they 

will get sick of me and find something else. <...> I don't know how to fix it. I don't know how to resolve anything.  

Most thoughts related to entrapment were similar in participants with and without 

psychotic symptoms. One of the differences was that the psychotic symptoms, when 

present, were experienced as one of the main sources of entrapment. In particular 

participants described being engulfed by the derogatory voices.  

I was just tired of fighting the voice. I just couldn’t be bothered anymore.  
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Only those with pseudohallucinations experienced a period of overthinking or 

rumination and to a similar degree as those without any psychotic experiences; only a 

few participants with other psychotic experiences mentioned such a thought process.  

Suicidal desire 

The category of suicidal desire represents suicide–related thoughts and 

communication prior to an attempt. It consisted of two themes. The first represents a 

thought process related to considering suicide as an option. The second is an 

interpersonal process and represents communication of intent to others.  

The suicidal desire was described as emerging in parallel to the negative thinking. 

However, the difference between the two was that the negative thoughts were described 

as developing more gradually, whereas a certain abruptness was described in the 

suicidal desire development. The participants especially highlighted the impulsivity 

associated with the decision to suicide, which was either the  experienced as a sudden 

tipping point or snapping into a suicidal state and frequently co-occurred with a peak in 

entrapment.  

It was always the decision, I guess, and it was... I sort of snapped is how I’ll call it. But it was like 

a….umm…yeah it was like a decision that I was  lacking. <...> I didn't intend suicide until the day that it 

happened. You know that’s one of the big problems here that it was so sudden.  

I had been coping well leading up to that day. I haven't been sleeping more than 3 hours during the night, I 

haven't been eating at all. I haven't been eating for like 6 weeks cause I was really stressed out. <...> And I 

had been up for about two hours, talking with [name], my partner online. He is long distance so he is not 

around. And we had an argument about that I self-harmed the day before while I was talking to him on Skype. 

<...> We were talking about that [self-harm] over text and he started telling me how screwed up I was for 
doing that and I just think this is a sort of thing to flip me over. To think like... I just kind off walked away 

from the computer and just took a bunch of pills without really thinking about it that much. <...> Ye, it was 

mostly just am... things that have been going pretty badly in my life up until that point and I just sort of tipped 

over the edge cause I felt like I was really messing things up.  

That one was more everything was getting to me and I was gonna do it,  gonna do it, gonna do it, doctor 
hands me a bottle of Valium, you know what, yep, let's do it. And then yeah, the final thing that pushed me  to 

it was the Lifeline call.  <...> I really needed someone to talk to and I called Lifeline Friday as well and they 

hung up on me. Like I was talking to them, and I said, look, I have this in front of me, I am in a really bad 

way, I've got one or two ways it could go. And I just need someone to talk to so I don't do this. And then the 

phone got disconnected. Like you know the beep beep 5:47 Yes, like they hang up on me. And in the end I was 
like OK, well if the Lifeline can't help me, well, pff, what's the point. <...>  Like I will get agitated and then 

everything else just agitates me more and more and more and then I just snap.  
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Suicide as an option 

The pattern of thoughts related to suicide as an option represents a shift from 

experiencing death as frightening to seeing it as somehow positive. For the majority of 

participants suicide became an option as a way out shortly before the attempt, with the 

accumulation of entrapment. In such cases the final decision to suicide was frequently 

experienced as calming. 

Do I want to die or I just can’t live like this? I think this is no life, if this doesn’t change that’s the only 

option. Because f*** this for thirty years, sorry.  

I am actually really really calm. Once I decided that that's what I want to do, I am so calm, I don't feel upset 

and so it's kind of like a relief in some way.  

In some cases, however, suicide had been viewed in a positive light for a long 

time even before developing the sense of entrapment. Some participants described death 

described as a logical and necessary choice in a difficult situation. This was linked with 

intense emotional withdrawal and resentment towards others. For others death was 

perceived in a somewhat romanticised way, as peaceful, eternal sleep. Such perception 

was frequently linked to abandonment thoughts.  

I think I was in a very clear logical head space. I still think it’s the right thing to do. Like yeah and ….I mean 

I kind of get angry that people interfered with it like you know. If somebody is in pain and they kill themselves 
everyone is okay with it. But then if somebody is having mental issues and they kill themselves then people 

kind of get upset. I just think it’s a bit wrong.  

Which for me, in all experiences has been peaceful. Cause it's something I am doing for me. Not what other 

people are telling me to do. Not shoving medication down my throat, assuming illnesses I have. Peaceful. 

So... I guess personally for me I feel like it's... not depending on other people really.  

How suicide became an option was individual and can be conceptualised on a 

continuum from an internal debate to fighting an urge. As an internal debate suicidality 

is experienced as a thought; the person feels he or she is in an argument with themselves 

about the wish to die. Such thought pattern was linked with a cascade of stressors, 

ongoing emotional withdrawal and capitulation. 

Because it was entering my head more, and more, and more, and more until it’s, “Should I do it today? 

Should I do it today? No, I’ll stop thinking about it” and you do little things to try and make yourself happy. 

But then you realise the things that used to make you happy aren’t working. Watching a show that you used to 

always laugh at, to you it’s not funny anymore. You know, where do you go from there? Watching a show, 

you go, “I love this show!” and watching it just going, “Nothing”. That’s pretty dire.  
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At the other end of the continuum, suicidal desire was experienced more as an 

urge, a feeling rather than a thought and participants felt they were wrestling with it, and 

then were overcome by it. Such thought pattern was interwoven with negative thinking 

related to feeling helpless, stuck and dispensable, and frequently related to rejection 

sensitivity and intense anxiety. 

I was scratching to the point I was bringing blood to the surface, like I wasn't bleeding, but it was little blood 

blisters. And she was the anxiety and stress. It was the physical symptoms of the stress. <...> I had daily 

struggles, urges to kill myself. But I was fighting those if that makes sense, I was fighting those. Say, no I need 
to be here, I need to be here. It was like a daily fight. <...> And it was a fight that I was really doing my head 

in so to speak of and Friday. Leaving... I  just felt disconnected, I was just like, it's not worth it,  I can't I can't 

do it any more <...>. 

Lastly, for some participants the process of how suicide became an option was 

difficult to articulate; either the thought was sudden or the attempt was not remembered 

well.   

I had a shower and got dressed and then like found the tablets. I don't know. I think I was getting ready for 

the exam. But... Yeah. I took them pretty much as soon as I found them.  

The latter was particularly frequent among participants with psychotic 

experiences; those with severe psychotic symptoms did not remember their thought 

process at all. For others with less severe psychotic experiences the suicidal desire just 

emerged as a sudden urge with which they did not fight.  

I wasn’t planning on it, I wasn’t considering it. There was, it was just a, I hear a voice in my head that tells 

me to do… <…> It’s just a thought, like, “Why don’t you walk into traffic? Why don’t you jump off this 

bridge? Why don’t you do this?” 

Only four participants with psychotic symptoms described a brief internal debate 

about suicide as an option before the attempt and this debate was mostly be tween them 

and the voices.  

It was just telling myself or the voices or whatever, like, it’s gone yeah you’ll be fine, you’ll be right. This is 

what you want, this is what they want it’s going to make it easy. They’re going to grieve for a day or two but 
they’re better off without you. You know I’m like yeah. They fucking would be wouldn’t they? I was looking 

like I… the train is there, sweat. Just stood there. I wasn’t going to fucking jump on the tracks straight away 

I’d just wait. I didn't want to crap myself out or anything.  

Communication of intent 

Communication of intent to others was mostly frantic and spontaneous and three 

subthemes of different motivations of communication were identified. Fear of death or 
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that death is becoming the only option was one underlying subtheme for communicating 

intent. It frequently related to experiencing suicidal desire as an urge that is 

uncontrollable. For those who communicated intent to others immediately after harming 

themselves or taking an overdose, the fear of death seemed to have appeared after they 

realised they had done damage to themselves.  

And finally the urges were becoming too much. So I contacted his mum and told her I needed to see mental 

health. She got me the number. I called them.  

I took them. And then probably about 20 minutes later I was like oh shit what have I done?  

In other cases communication of intent was a final desperate test of the 

assumptions underlying abandonment thoughts; that is that others were unresponsive 

and did not care. Indeed, a small number of participants reported that risking ending 

their life was the only possibility they saw at that time to communicate to others the 

seriousness of their need for help and care.  

I’ve been trying to make people listen. <…> I went stuff it. I  just looked at it and thought, “If I don’t take it,  

no one’s going to believe me”  

Some of the participants who experienced intense resentment before the attempt 

communicated their intent to suicide before the attempt, but this was done in a way that 

was more a threat than a communication for help.  

I kept telling my partner to let me be, I just need time by myself, I was getting really frustrated and she was 

just in my face and in my face and I just got the knife and went “there you go, are you happy now?  

I actually lost it that time and then that was it. I just told my mum as she told me to get out I grabbed a big 

piece of rope and I cut it in half.  And I walked off and I’m like you’re never, ever going to see me again. And 

I walked off.  

Participants who had psychotic experiences, especially more severe ones, were 

unlikely to communicate their intent before the attempt. Participants related this to their 

lack of trust that others can help as well as fear that treatment will be too restrictive.  

People don't listen, everyone has got their shit. You don't tell people that you want to, you don't say shit like 

that to people. They think you’re an idiot.  

I just wanted to keep it to myself, cause, to be honest, I really did not want to end up in here [hospital]  
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Implementation thoughts 

The category of implementation thoughts represent a search for how to suicide. 

Although for some participants the thoughts included detailed planning for the attempt, 

for others the thoughts were only fleeting or were immediate, as in seeing an available 

method and deciding to use it. Overall, implementation thoughts occurred in parallel 

with suicidal desire and can be understood as a fluid, non-systematic thought pattern, 

which consisted of three themes: choosing a method for suicide, organising matters for 

after-death and selecting a time and place for suicide.  

Choosing a method for suicide  

Choosing a method for suicide was the most developed theme in the 

implementation thoughts category in all cases; it was far more intensely considered than 

the other two themes. Most participants described considering multiple methods before 

selecting one. However, the intensity of this consideration varied from mere fleeting 

thoughts to deliberating over each method in detail and trying it out. The former was 

associated with experiences of being stuck, while the latter was interwoven with seeing 

death in a somewhat romanticized way or as a logical decision.  

I'd do things, like get my bathrobe tight and I would hold it,  like I would tie it across my neck and would see 

how long it would take to make me start feeling lightheaded, or I was sniffing nail polish at one stage because 
I read somewhere that, you know, one could take one sip of nail polish and could be dead. So I started doing 

that.  

Selection of method was based on several reasons. The first, considered by almost 

all participants, was availability of the method.  

That's just all I had and so that's what I took.  

Secondly, participants described considering lethality of the method, that is, they 

wanted to choose a method that ensured a lower chance of survival. This reason was 

most evident in the stories of those who described a cascade of negative life events, 

emotional withdrawal and capitulation. It was also related to longer consideration of 
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methods. However, some participants mentioned the opposite reason, that they selected 

a method that would leave time for them to change their mind. This reason was more 

evident among those who communicated their intent to others prior the attempt, in 

particular with the hopes to test their assumptions about abandonment. In addition, such 

participants tended to describe the decision to suicide as calming, as if not taking the 

gravity of the decision into account.  

I have been just trying to find ways to kill myself and jumping of a high bridge is a fairly effective... Cause, 

chances are, even if you do survive, you won't have the strength to swim in the river, so you will just drown. 
So... M... That's it. 

I guess, and I guess I fetched for paracetamol so that I had more of an opportunity to change my mind if I 

decided to without doing permanent damage, I think. I wasn't that, I am not sure.  

Two closely related reasons were consideration of whether the method ensured a 

peaceful death and whether the person felt comfortable using a particular method. 

Participants reported not wanting to die in pain or felt comfortable using some methods, 

but afraid of others, at times not being able to explain exactly why. There were fixed 

methods with which a person felt comfortable using and only in one case did a 

participant describe using a method that she was not comfortable with because it 

ensured lethality. 

But you’d also think of things like, “I live next to train lines” or, you know, the Story Bridge has always been 

a “that’d make the papers”. But that’s scary. That would be scary. Once the brain has the close up, it's sort 

of... mmm...  Because there’d be that moment, I don’t know what it feels like to be falling through the air. I 

know what it feels like to be standing and then just…I guess with a train you wouldn’t feel anything else.  

It's just one of those things that I could not see myself doing, cause of the whole not breathing, asphyxiation 
thing. It would be too... too daunting. But I felt like I needed to take that step now, because it hasn't been, 

because the other attempts, you know, haven't been... there is too much room for error.  

In most cases participants had some background knowledge of suicide methods. 

There were three sources for this: direct research related to suicide, prior suicide 

attempts and knowledge accumulated through other sources, such as professional 

knowledge (e.g., being a nurse) and prior remarks made by other people. A majority of 

participants described conducting at least some research related directly to suicide, 

either into the mechanics of a particular method or searching for methods that would 

ensure painless death. Overall, the most intense research into suicide methods was 
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described by those with the highest salience of suicide as an option. Additionally, prior 

suicide attempts become a source of knowledge regarding the lethality of suicide 

methods and how to obtain them. Frequently, participants described using the same 

method during the most recent attempt and the prior ones, but some either accumulated 

a larger dose of medication or decided to use a different method to ensure lethality of 

the attempt.  

One post that I thought about quite a lot was a you know statistic thing that just showed how the different 

methods, how fatal they were. And I think it had another thing that sort of provided information on you know 
the damage that you could do to yourself.  

So Google does kind of make it... how to die peacefully, painlessly, apparently this would not have broken my 

neck or anything sort of gruesome and terrifying.  

I've tried a couple of other methods in the past and they did not work. And I know that I did them properly, or 

I thought I did. So I was, you know, that method is one of the most effective  and pretty guaranteed, like it 
would be the most effective way to do it.  

That was the same think, except I first set up a rope to… like, I’d collected just Oxycodone this time and I’d 

collected probably twice as much as the time before.  

Lastly, participants described engaging in different levels of preparation of the 

methods, varying from no preparation to extensive preparation for weeks and months.  

The most intense preparations were described by those who saw their suicide as a 

logical decision. 

I had a bag ready to go which had a rope, it was a pillow case for a bag and it had a rope, two plastic bags, a 

belt, and then a pillow case around it. And my plan was to put the two put the two plastic bags on my head in 

case I vomited so that I would choke on my vomit and die and to put the pillow case on my head, put the 
noose up, put the belt over, put the pillow case over my head and then hang myself, cause I don't want anyone 

to see my face and be traumatised if I was to be found.  

Implementation thoughts occurred only briefly in a majority of cases where 

psychotic symptoms were present. Only one of these participants reported preparations 

and long-term consideration of the best way to suicide. A few considered potential 

lethality of the method and/or whether death using it would be peaceful. Most 

participants considered just one method, did not do any research about suicide, and 

considered only availability of the method. The choice of method was related to 

psychotic symptoms in that when the person saw a potential weapon for suicide, the 

voices compelling them to suicide seemed to be activated or intensified by the sight of 

it.  
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I saw it [packet of medication] and the voice just said, “Look, it’s there. It’s right there. You can take that. It 

would be painless, it would be over, you wouldn’t have to deal with this anymore.  

Preparation for after death 

Preparations for after-death were mostly made with other people in mind and 

participants described settling interpersonal relationships before or during the attempt. 

The most frequent were writing a suicide note and saying goodbye to others. The two 

overlapped because participants explained using text messages and Facebook messages 

as goodbye messages, in a way similar to a suicide note. Even though such messages 

were sent in real-time before or during an attempt, the person did not expect the 

significant other to read them straight away. However, such messages frequently 

became the reason the person was saved, which differs from paper and pen suicide 

notes. The goodbye messages thus to some extent overlapped with communication o f 

intent. A note or goodbye message was usually written to ease the pain of others or 

diminish blame. Some participants, conversely, thought that not leaving a message 

would enable others to forget them more easily or quickly.  In addition, some considered 

the reaction of others and how to make the death easier for them, such as suiciding in a 

way that would not be confronting for others to find or suiciding in a location where 

they would not be found by relatives. Such settlement of interpersonal relationships 

prior to attempt was more intense among those who described being afraid of death and 

considered only one method of suicide, and such attempts frequently occurred in the 

context of rejection. 

I had something messaged that I don't remember sending to each of my two closest friends. I left them both a 

message and it was essentially a good-bye message that I did not expect them to see immediately. Not clearly 
good-bye, it was kind of like, thanks for being such a good friend to me, sorry for everything, like it was pretty 

much it. And one of them read the message and realized that something must have been wrong. And then he 

then rang my housemates who found me at that point.  

It was just, it just was a bit of a swirly, reading back it’s sort of a swirly umm  attempt to explain how I felt at 

the time. And genuinely I think the point behind it was to attempt to take the blame off the last partner and the 
partner before that if they read it. I didn't want them to feel responsible for it. I just sort of felt like you know I 

just wanted to explain like it’s almost inevitable.  

I didn’t want to do it at home, because then home would be a crime scene, home would be, that’s where I 

would die. It would be detrimental to the whole family.  
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Another part of preparations for after-death involved settling pragmatic matters, 

such as cleaning the house, or leaving money for those of significance. It was a way of 

making these matters easier for others after death.  Such preparations were more 

frequent among those who viewed their decision to suicide as a logical choice and 

described extreme loneliness prior to an attempt.  

I don't have much, so not really worry about that. I have changed my super into my sister's name cause she 

helped me out a lot. I made her 100 of it.  

Preparations for after-death were similar among participants who experienced 

psychotic symptoms and those who did not in that most participants attempted to say 

good-bye to others and some tried to settle material matters.  

Selection of time and place 

The last theme relates to selection of time and place. Only a few participants 

decided the time and place of their attempt in advance, and these again were usually the 

participants who considered their decision to suicide as a logical choice in their 

situation.  

And last time, five months ago I started to think about killing myself,  because I thought that I had one 

birthday in [detention center]. And I decided if the second one will come in [detention center], I will kill 

myself.  

However, some participants described waiting for an opportunity when no one 

was present nearby or specifically creating a situation where they would be secluded 

and were not be likely to be interrupted. For some it was just a brief consideration 

before the act, deciding that the time was ‘right’. 

I had to wait until everybody was busy in a different area. So… my wife was playing with my son in the 
bedroom, my father in law was in the study, working in the study, and my mother in law had taken my 

daughter out to the shops. So it was just the opportunity was there, I took it.  

I drove him to his dad’s house, spent some time there, but shortly. I pretended needed to go home to clean the 

house but actually did not intend to do it. Then I locked bedroom door and bathroom door so nobody could 

get in.  

Most participants, however, did not describe any considerations in regards to time 

and place of suicide at all (“I did not even bother to lock the door.”). The latter was 
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predominant among those who had psychotic symptoms; none of them decided a time 

and place of suicide in advance.  

Narrative elements 

The narrative elements represent the way the story is told. These are not elements 

of the suicide attempt process directly, but relate to the way the person perceived the 

suicide attempt process and talked about it. Difficulties remembering, either the attempt 

itself or details of the events leading up to it, formed the first subtheme. Participants 

varied in their ability to recollect the events from describing “memory gaps” during or 

before the attempt to having little difficulty with remembering.  

I mean I don't know there’s things I can’t remember. When these things happen. Even though if I’ve been 

drinking or not.  

Participants who experienced psychotic symptoms around the time of the attempt 

had most difficulties piecing together a narrative of their suicide attempt process, their 

narratives were more difficult to follow and they had difficulties reconstructing the 

timeline of events as they had most memory gaps about what happened.  

I heard the police boat, the police and tied them up and mum begged me just to stay inside, don’t come out. 

After that I’m not too sure really what happened next.  

A further subtheme, reluctance to disclose, stemmed from participants directly 

indicating they did not want to answer further questions about some areas of their life 

and/or from comparing the two data sources, interviews and medical records, and 

finding omissions in the interview data. Although in almost all cases the participants 

provided more information during the interview than was available from the medical 

records, for 14 participants of the overall sample medical records provided additional 

factual information. Such additional data that were present in medical records stemmed 

from long-term contact with the health services, information provided by relatives or 

based on drug testing, the latter challenging the participant’s denial of drug use. For 

example, one participant expressed fear and reluctance about returning to his family and 
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mentioned these feelings contributed substantially to his suicide attempt. He explained 

his reluctance as relating to being a burden on them, but did not disclose any further 

information. Medical records indicated that the participant had substantial loans from 

different relatives and was lying to them about his work and financial situation at that 

time.  

Participants who had psychotic experiences more frequently declined to answer 

some of the questions and there were more omissions in their narratives compared to the 

participants who did not have such experiences. In total, nine participants in this group 

omitted information during the interview which was present in medical records. Five of 

them did not mention stressful events that occurred around the time their suicidal 

thoughts began. For three of them it was a recent loss of a loved one. One participant 

did not mention being evicted from home due to drug use and a further participant did 

not mention that his recently born son had Down’s syndrome and he and the partner had  

difficulties taking care of him. In four cases participants denied the presence of prior 

suicidal ideation or attempts, but they were recorded during prior assessments. Two 

participants denied drug use prior to the attempt, but medical records indicated drug 

tests were positive. 

The third subtheme related to being disconnected from their experiences when 

recalling the suicide attempt. These participants had difficulties remembering and 

articulating their feelings immediately before the attempt. This was re lated to the lack of 

certainty about why they attempted suicide and the intentions behind the act.  

Everything kind of just went hazy and shit, and then I cut myself. I  have no idea, like, there’s, I don’t know if 

that’s how it is, or that’s just how I remember it.  

Psychotic experiences were frequently described as confusing, and, not 

surprisingly, participants who had most severe delusions and hallucinations during the 

attempt had most difficulties talking about their intentions behind the act.  
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Because like it was sort of a state of psychosis so I am not too sure like why like... why I did it. <...> it's just 

black... I was just crazy [laughing].  

In one case it was especially difficult to discern whether the described event was 

an accident or there was some intention behind it, because although initially the 

participant described the situation as a car accident, he later spoke about wanting to die 

as a way to test his delusions, which were telling him he was dead. The discrepancy was 

mentioned in the clinician’s notes as well.  

I went to the car and that’s when I started, like, I was driving quickly, because I was angry and lost. Because 
I didn’t even know if I was there at that time, and then, like, I tried to, it was going downhill a little bit, and 

felt a little bit greasy, and then I tried to put the brakes on, and then the brakes locked up, and then that’s 

when I just started skidding and then had the crash, and the crash happened. <...> [I: So tell me a little bit,  

what was going on through your head while you were driving.] The thought was that I was in control of the 

car, I could do whatever, because that was my perception then, because I thought, you know, the external was 
just a mirage of my own internal perception. <...> I always wanted to see the truth in things. That’s what I 

was thinking. I was just like, just want to see the truth. [I:Truth?] I just wanted to see that I was alive. So I 

thought I was dead. <...> Wanting to die was just to see the truth again I guess.  

Lastly, some participants minimised their experiences frequently throughout the 

interview by calling their emotions silly or abnormal. In addition, some participants had 

difficulties talking about the emotional experiences directly, only talking about them in 

the third-person. This was more a feature of the narratives of those respondents who did 

not have psychotic symptoms. 

Wow, I sound like a retard  

Being brought up in a very strict religion tends to significantly alter how people perceive themselves. That's a 
big factor. Inconsistency in behaviour tends to lead to child's emotional detachment from their parents.  

The narrative themes impacted the amount of information collected about the 

suicide attempt process and how abrupt or impulsive the attempt seemed. Overall, most 

participants reported having experienced at least some negative thoughts and suicidal 

desire. However, in cases where narrative themes were very prominent, the suicide 

attempt process description was fragmented and contained limited information in the 

above mentioned categories. At least in some cases the narrative themes seemed to 

represent transitional confusion, as the person was able to offer more information at the 

end of the interview after reviewing the details of the events before the attempt.  

I was just with friends, we were talking normally and it was all really fine, all fine and next thing I was just 
jumping of the veranda. <…> But the thing is, I guess, like, it's not like it's [the attempt] completely out of the 
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blue, cause like I had been in [hospital name] for two weeks with like all sorts of thoughts of how much I 

didn't want to be around.  

The narrative themes were most affected by the presence of psychotic symptoms. 

Three participants among those who had psychotic experiences reported no pr ior 

suicidal thoughts before the attempt and a sudden onset of the thoughts. For all of them 

the psychotic experiences emerged in the context of drug use or during a withdrawal 

period following drug use. One of these participants reported command hallucinations; 

two others had difficulties talking about their thought process before the attempt and 

were not certain why they harmed themselves.  

I just… just got up, straight on ventured into the cupboard, grabbed my belt, walked straight to the shower 

and like yeah, just hanged myself,  didn't call anyone, or didn't write anything down, just yeah. Just really 

quick. <…> I wasn't really feeling right, just been like... Because I have voices in my head just kept saying 

kill yourself. It just sort of felt like I had to do it for it to just stop.  

One of these three cases was already mentioned, the motor vehicle crash, where 

intentionality was uncertain. In two other cases the participants omitted information 

about previous suicidal thoughts during the interview, information about which was 

present in medical charts from previous encounters with mental health staff. In the third 

of these cases it was uncertain whether the event was an accident or an intentional act.  

Discussion 

The final thematic map of themes and subthemes identified in this study is 

presented in Figure 9.1. Overall, the suicide attempt processes described were 

individual and the context, negative thinking, suicidal desire and implementation 

thoughts formed a unique pattern for each person. None of the attempts happened in a 

vacuum, but rather in the context of external (stressful events, widening gap between 

me-other) and internal (distress, insufficient coping) difficulties. A majority of the 

participants, except those with severe sudden-onset psychotic symptoms before the 

attempt, expressed having at least some negative thinking before the suicidal desire and 

at least some desire before the implementation thoughts. However, in most cases the 
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process was not linear but fluctuating and participants described a process that had some 

elements of impulsivity and non-impulsivity. The finding indicated the presence of 

narrative elements as well, which affected the way the suicide attempt process was 

described. These were difficulties remembering, reluctance to disclose, minimisation, 

and disconnection from experience. Although similar components, such as distress, 

negative thinking (Rudd, 2006) and rapid increase in suicidal intent (Tucker et al., 

2016) have been previously identified as important precursors o f suicide attempts, this 

study provides an alternative structure to understand these experiences as well as 

suggesting in-depth descriptions of each of the components of the suicide attempt 

process. The impact that narrative elements had on the descriptions of the suicide 

attempt process further illustrates the need to evaluate the properties of the narrative 

when understanding the suicide attempt process, as the description of the suicidal state 

is inevitably a retrospective account of events, rather than a precise historical truth 

(Lieblich et al., 1998).  

 

Figure 9.1. The map of themes and subthemes identified in the study.  
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Findings in chapter 8 indicated two components, proximal planning and ongoing 

suicidality, as underlying the criteria used to assess attempt impulsivity in research. 

Based on the analysis in the present chapter, the first component seems to contain items 

mostly representative of implementation thoughts, but some of the items, such as 

proximal ideation time, are related to the suicidal desire category. The second 

component is mostly consistent with salience of suicide theme in the context category.  

The terms implementation thoughts rather than planning was chosen for the 

category subsuming themes related to the thoughts on ‘how to suicide’, because in some 

cases the thoughts were brief, occurring just for a minute or so, and could be considered 

absence of planning rather than planning per se (Posner et al., 2011). However, apart 

from participants who did not have any recollection of attempt, all described at least 

some thoughts related to choosing method, considering after-death matters or time and 

place of suicide. The description of implementation thoughts is thus similar to 

implementation intentions, suggested as a volitional moderator underlying the shift from 

suicidal ideation to the suicidal act in IMV model (O’Connor, 2011). Such broader 

understanding of thoughts related to planning of suicidal behaviour is thus in line with 

the more recent theoretical models of suicidality. 

The salience of suicide theme described the extent to which the suicidal thoughts 

dominate the mental process. In that respect it is similar to the suicide scheme described 

in the Schematic Appraisals Model of Suicide (SAMS, J. Johnson et al., 2008) or the 

suicidal belief system described by Rudd (2006). Salience of suicide as an option 

emerged as an important aspect of the internal context that allows the suicidal desire and 

implementation thoughts to emerge more rapidly during the suicide attempt process. 

Although it is a potentially important aspect of attempt impulsivity, it has not been 

addressed in previous research on this topic (chapter 2). The present study suggests the 
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components of salience of suicide are level of regular, ongoing thoughts about suicide, 

beginning of suicidal ideation in life, number of prior suicide attempts as well as 

recency of them, and encounters with suicidality of relatives and acquaintances. These 

qualitative findings indicate support for the view that one of the volitional moderators, 

exposure to suicide (O’Connor, 2011), can be conceptualised as contributing to 

suicidality through the suicide schema. A potential barrier for research on the 

relationship between suicide schema and attempt impulsivity is that at present the 

assessment of suicide is limited to the laboratory measures of the level of implicit 

associations the person has with suicide and death (Nock et al., 2010). The components 

of salience of suicide as an option identified in the present study can be incorporated 

into future self-report or clinician-rated assessments. 

Clinicians and suicide attempters were found to use broader definitions of attempt 

impulsivity that, in addition to consideration of suicide (‘thinking out’), focus on build-

up of symptoms before the attempt and amount of clarity the person has regarding their 

intentions behind the act (chapter 6). The unclear intentionality described in Study 1 

(chapter 6) was represented by the narrative themes, in particular the disconnection 

from internal experiences. However, the two other dimensions did not overlap as 

clearly. The ‘thinking out’ dimension (chapter 6) included subthemes of chronic 

suicidal ideation, consideration of method, acquisition of method and preparation for 

after death and it was impossible to clearly distinguish between what clinicians 

described as ‘chronic’ suicidal ideation and planning prior to the attempt. In the present 

study, such a distinction emerged and the themes related to the ‘thinking out’ dimension 

overlapped with salience of suicide, suicidal desire and implementation thoughts. It is 

likely that the difference emerged due to differences in the sample. In Study 1 (chapter 

6) all participants had ongoing, long-term suicidality, whereas the sample in Study 2 
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was more diverse. It is possible that the distinction between salience of suicide, suicidal 

desire and implementation thoughts is more difficult when salience of suicide is high.  

The build-up dimension identified in Study 1 (chapter 6) can be understood as a 

combination of context and negative thinking, as described in the present study. A more 

nuanced identification of themes in Study 2 reflects the difference in scope and diversity 

of the sample compared to Study 1 (chapter 6). However, the two subthemes of 

agitation build-up and slow deterioration cannot be clearly identified through the 

subthemes in Study 2. There was a lot of variation in the context and negative thinking, 

indicating that what was termed as build-up in Study 1 is a more individualised 

experience than initially thought and may be difficult to classify precisely.   

Negative thinking was a precursor to suicidal desire during the suicide attempt 

process in all cases included in the current study, except those with a sudden onset of 

psychotic symptoms. Negative thinking as described in this study included two separate 

subthemes, interpersonal disappointment and entrapment, which is novel. Two of the 

most influential current theories of suicidal behaviour, the Interpersonal-Psychological 

Theory of Suicide (IPTS; Joiner, 2005) and the Integrated Motivational-Volitional 

(IMV) model (O’Connor, 2011) each posits only one of these two thought patterns as 

essential in the development of the suicide risk. It has to be acknowledged that in the 

IMV model (O’Connor, 2011) the interpersonal factors, such as thwarted belongingness 

and burdensomeness, are included as motivational moderators, which facilitate the shift 

from entrapment to suicidal ideation and intent. However, these are seen as a few of the 

factors that can influence the suicidal process, but are not necessary components of the 

pre-suicidal thought process, as described in the present study.  Some of the cognitive-

behavioural models (e.g., Dieserud, Roysamb, Ekeberg, & Kraft, 2001) have suggested 

that the pathways to suicide attempts can either lead through hopelessness, depression 
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and loneliness or interpersonal problems. However, in the present study the thoughts 

related to interpersonal disappointment and entrapment went hand in hand in most cases 

and amplified each other rather than one or the other being more pertinent.  

In IPTS (Joiner, 2005; Van Orden et al., 2010) thwarted belongingness and 

perceived burdensomeness were suggested as the only two essential factors giving rise 

to suicidal desire. In the present study two of the four thought patterns, burden and 

abandonment, were similar to the factors identified in the IPTS. However, the 

dispensable and resentment patterns, which emerged in the interpersonal 

disappointment subtheme, are not included into the current IPTS (Van Orden et al., 

2010). The subtheme dispensable included beliefs that one is unlovable, a 

disappointment, a failure and that one’s death would not make a difference. Thoughts 

related to resentment included perceiving others as unfair, insensitive, too demanding, 

coupled with intense anger and exasperation. While these thought patterns may be more 

relevant to young adults, they extend the current understanding of how unmet 

interpersonal needs are experienced by the suicidal individuals. In addition to this, the 

IPTS proposes that the two factors, thwarted belongingness and perceived 

burdensomeness, although both essential to the development of suicidal ideation, are 

separate constructs (Van Orden et al., 2010). In contrast, all four thought patterns of 

interpersonal disappointment were closely related in the current study and it is 

questionable whether they can be conceptualised as separate constructs or, rather, 

different expressions of a similar experience.  

The IMV model (O’Connor, 2011) posits that in the suicidal process external 

triggers first lead an individuals to feelings of defeat and then, through threat-to-self 

moderators, such as ruminative processes, coping and social problem solving, the defeat 

leads to entrapment. In most cases in the present study immediately before the attempt 
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the negative thinking seemed to reach a tipping point and the person felt co mpletely 

trapped in the situation. However, the participants described entrapment as one theme, 

with thoughts related to it intensifying, rather than changing to a different theme. This 

study is thus in line with the research showing that defeat and entrapment scales are 

assessing a unitary construct rather than two separate constructs (Taylor, Wood, 

Gooding, Johnson, & Tarrier, 2009).  

There is disparity in the literature about whether defeat and entrapment are 

necessarily related to interpersonal context or can arise from other life circumstances as 

well. Defeat and entrapment have initially been defined using the social rank theory and 

thus referred to feelings of inferiority, loss of status and being crushed in a struggle 

arising in a social context (Gilbert, 1992; Gilbert & Allan, 1998). This would suggest 

these feelings closely relate to interpersonal difficulties. Later definitions and 

assessment have extended the use of the term ‘defeat’ beyond the interpersonal context 

to all experiences of rejection, loss and failure irrespective of triggering event 

(O’Connor, 2003). Factor analysis of scales assessing defeat and entrapment show that 

items assessing entrapment and defeat independently of the interpersonal context load 

highest on a unitary factor of entrapment (Taylor et al., 2009). These findings lend 

weight to the premise that the feelings of defeat and entrapment can arise from different 

circumstances not necessarily explicitly related to interpersonal context. The findings in 

the present study favour this newer definition of entrapment.  

The theme of interpersonal disappointment, however, has similarities with the 

construct of defeat (Gilbert & Allan, 1998), particularly in terms of the thought patterns 

representing dispensable, where participants described themselves as failures or viewed 

themselves as a disappointment in the eyes of others. The findings in the present study 

therefore offer an alternative hypothesis for two factors characterising thought patterns 
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in a suicide attempt process instead of defeat and entrapment (Gilbert, 1992). These are 

interpersonal disappointment (encompassing experiences of abandonment, dispensable, 

burden and resentment), and entrapment (including experiences of being engulfed, 

capitulation, helplessness and seeing no way out). The extent to which these factors 

generalise to populations beyond young adults remains a question requiring further 

exploration. 

The current theories of suicidal behaviour differ in terms of whether they see 

entrapment (O’Connor, 2011; M. Williams, 2001) or hopelessness (Joiner, 2005; 

Klonsky & May, 2015) as key constructs leading to suicidal ideation. However, some 

researchers suggested an overlap between the constructs of entrapment and hopelessness 

in that entrapment may be best conceptualised as absence of available rescue from the 

situation (J. Johnson et al., 2008). Other studies have found that hopelessness was not a 

significant predictor of suicidality status once defeat, social support and escape potential 

were accounted for (O’Connor, 2003). In the present study some participants described 

future-oriented thoughts, such experiences that there was no hope, no future, no reasons 

to stay alive. However, thoughts referring to the present situation, such as that there was 

no way out, no way to fix the situation, and feelings of being stuck, were frequently 

mentioned. Therefore in the present sample of young adults the negative thinking that 

led to suicidal thoughts was more consistent with entrapment rather than only limited to 

hopelessness. 

The suicide attempt process among participants who had experienced psychotic 

symptoms contained differences compared to those without lifetime psychotic 

symptoms and narrative themes, distress and coping were most affected by the presence 

of psychotic symptoms. Participants with acute onset severe delusions and 

hallucinations had difficulties remembering the attempt and their thought process during 
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it. The experiences were confusing, making it impossible to establish a level of intent to 

die and in one case even to ascertain whether the event was a motor-vehicle accident or 

was intentional. These identified differences could be understood through the same 

elements of the suicide attempt process rather than suggesting a need for a completely 

different model. This is in line with theoretical models of suicidal risk in schizophrenia 

indicating that the majority of mechanisms for the development of suicide risk are, in 

fact, transdiagnostic; the factors related to psychotic symptoms moderate the common 

mechanisms (Bolton et al., 2007). Despite this, the results indicate the difficulty in 

determining intent in cases with psychotic symptoms, particularly more severe ones. 

Difficulties in determining intent in individuals with psychotic experiences have been 

previously noted with intent to die remaining undetermined in up to a third of suicidal 

behaviour occurring during the first episode of psychosis (Fedyszyn et al., 2012). This 

suggests that if dichotomous definitions of suicide attempt (Silverman et al., 2007b) and 

non-suicidal self- injury (Nock & Favazza, 2009), which rely on determination of 

suicidal intent are used in the group of people with psychotic symptoms, a large 

proportion of cases may be excluded as not fitting into either category consequently 

limiting the knowledge on suicidality in this cohort.  

The present study is relevant in that it captured a range of psychotic experiences 

with varying levels of intensity, including participants with acute onset of psychotic 

symptoms following drug use. Substance use has been demonstrated to be an important 

risk factor for suicide attempts before and after treatment of the first episode of 

psychosis (Pompili, Serafini, et al., 2011) with up to half of the individuals experiencing 

the first episode of psychosis presenting with substance use disorder as well (Wisdom, 

Manuel, & Drake, 2011). However, research on suicidality in the context of psychotic 

symptoms and drug use has been limited (Marshall, Galea, Wood, & Kerr, 2011). The 

findings of the current study indicate that negative thinking, suicidal desire and 
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implementation thoughts were present in the latter group, as with other suicide 

attempters. However, three participants who had psychotic symptoms in the context of 

drug use prior to the attempt described their attempts as occurring ‘out of the blue’, 

without any prior thoughts about suicide. It is pertinent to note their narratives 

contained omissions of facts compared to the hospital records, greater reluctance to talk 

and a greater disconnection from internal experiences, in that they had most difficulties 

describing their thought process. It is thus unclear whether these attempts should be 

considered impulsive or that they seem impulsive because of lack of information about 

the suicide attempt process. The hypothesis that those suicide attempts where 

participants are unable or are reluctant to disclose information about the thought process 

before the attempt may be judged as more impulsive is a common sense one, but 

requires further exploration.  

Among participants with psychotic symptoms the inability to cope with the 

delusions and hallucinations was an important factor in the suicide attempt process. 

Although the psychotic symptoms contribute little to suicide risk when the whole 

spectrum of schizophrenia-related conditions is taken into account (Hawton, Sutton, et 

al., 2005), the delusions and hallucinations have been found to be linked with suicide 

attempts among patients with first-episode psychosis (Madsen & Nordentoft, 2012).  

Pompili, Serafini and colleagues (2011) highlighted that during the first episode of 

psychosis the suicide risk can increase due to intense reaction to psychotic symptoms, 

related both to insight about the long-term prospects of the condition and fear of mental 

disintegration. The present study indicated participants felt distressed and entrapped by 

the psychotic symptoms, as well as experienced shame and saw psychotic symptoms as 

a sign of being inherently flawed. The derogatory voices seem to be the main driver in 

such cases. Theories of psychotic experiences suggest that those hearing voices create a 

link between themselves and the voice, which becomes similar to a close interpersonal 



257 

 
relationship, but one that is inescapable (Benjamin, 1989). Birchwood and colleagues 

(2014) suggested that voices which were experienced as critical and signalling the 

person their low social value had the most negative emotional and behavioural 

consequences on the person. The present findings extend this prior research by 

indicating that such voices contribute to suicide risk by exacerbating negative thinking.  

Previous studies have shown that suspiciousness is one of the main psychotic 

symptoms contributing to suicidality, but its effects are mediated by entrapment (Taylor 

et al., 2010). Findings of the present study contextualises this by showing that paranoia 

and mistrust of others contribute to the suicide attempt process by increasing the gap 

between me-other and perpetuating negative thinking in the form of resentment towards 

others. Importantly, in such cases suicide attempts included frantic behaviour, which 

was characterised by intense anger, anxiety, unpremeditated destruction and loss of 

control over one’s behaviour. This finding further highlights the need to evaluate 

suspiciousness and paranoia when evaluating suicide risk and suggests that young adults 

who have these psychotic symptoms may be at risk for a particular type of suicidal 

behaviour that emerges in the context of extreme anger, anxiety and frantic behaviour.  

The present study indicates that the suicide attempt process in young adults can be 

understood as a combination of negative thinking, suicidal desire and implementation 

thoughts occurring in a context which is both internal and external. The suicide attempt 

process in young adults with psychotic experiences can be understood in a similar way 

as in cases where such experiences are absent. Psychotic symptoms perpetuate the 

suicide risk before the attempt and in ways similar to those in cases where such 

symptoms are absent. That is, mostly through experiences of distress, a widening gap 

between me-other and negative thinking. However, the psychotic experiences can 

impact the way the narrative is told creating more disconnection from internal 
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experiences, difficulties remembering and reluctance to disclose. Overall, the study 

highlighted the importance to consider narrative elements in assessing whether an 

attempt is impulsive or not, because presence of omissions, reluctance to disclose, 

disconnection from internal experiences, difficulties remembering and minimisation 

may make the suicide attempt seem more impulsive. The themes described as the 

elements of the suicide attempt process captured the criteria used to describe attempts as 

impulsive in research (chapter 2), as well as the dimensions discussed as relevant to 

attempt impulsivity by clinicians and suicide attempters (chapter 6). Therefore, the 

identified themes can serve as a framework to further explore the differences in 

pathways towards attempts described as impulsive and non- impulsive.  
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Chapter 10. Pathways to more and less ‘impulsive’ suicide 

attempt  

Overview 

The systematic literature review on suicide attempt impulsivity specified that 

multiple, disparate criteria have been used to operationalise suicide attempt impulsivity 

in research (chapter 2). Findings in chapter 8 indicated, however, that it is possible to 

identify two components (proximal planning and absence of ongoing suicidality) 

underlying criteria of attempt impulsivity used in research. Both components show 

unique correlates, with higher proximal planning being related to higher intent to die, 

use of methods which are not necessarily readily available and higher acquired 

capability for suicide. On the other hand, absence of ongoing suicidality is related to 

higher lethality, lower reported negative feelings prior to attempt, particularly guilt and 

hostility, more likely drug use prior to attempt, but lower urgency, emotional reactivity 

and aggression. Such findings indicate there is some utility in using the two components 

to describe suicide attempts, because they both show a unique pattern of relat ionships in 

terms of situational factors and vulnerabilities of the person. However, this does not 

provide information about the differences in the way suicide risk develops in cases high 

or low on these components. Having such knowledge would be of clinical relevance, in 

that this would assist with assessment of the acuteness of the suicide risk. It would 

provide a basis to define the constructs underlying what has been called suicide attempt 

impulsivity as well, which would assist in creating more valid assessment tools.  

The analysis in the present chapter was conducted in response to the fourth 

research question, namely, what are the pathways to suicide attempts that can be 

described as impulsive and non-impulsive and how do they compare? The description 

of the suicide attempt process in chapter 9 was found to cover the themes of the suicide 
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attempt process relevant to both research (chapter 2) and clinical (chapter 6) definitions 

of attempt impulsivity. Therefore, the analysis in the present chapter used the 

description of the suicide attempt process developed in chapter 9 as a framework 

structuring the comparison.  

Data analysis 

The analysis in the present chapter used a purposeful subsample from the larger 

study described in chapter 7. Respondents whose most recent suicide attempt was 

identified as most or least impulsive by the different attempt impulsivity assessments 

used in previous studies were selected for a closer examination of the suicide attempt 

process. For selection purposes the proximal planning index and index of absence of 

ongoing suicidality described in chapter 8 were used. The principal component analysis 

presented chapter 8 indicated that two components underlie the majority of these 

criteria. Factor scores for both of them were computed using a regression method and 

used as indexes. They had a mean of 0 and standard deviation of 1. Those cases for 

which one or the other index was one standard deviation (SD) below or above the mean 

(>|1|) were selected and these cases formed the four groups which were analysed in the 

present study. In the first index larger scores indicate more proximal planning, thus 

groups were termed high proximal planning (HPP, 1 SD above mean) and low proximal 

planning (LPP, 1 SD below mean). On the second index larger scores indicate the 

relative absence of ongoing suicidality, and therefore the groups were termed low 

ongoing suicidality (LOS, 1 SD above mean) and high ongoing suicidality (HOS, 1 SD 

below mean).  

Data from the semi-structured interviews using the visual timeline and data from 

medical records were used in the present analysis. Data analysis was based on the 

overarching suicide attempt process description identified through the thematic analysis 
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of the data from all 49 cases (chapter 9). In the present analysis the themes and 

subthemes identified as elements of the suicide attempt process were used to create 

specific and detailed suicide attempt process descriptions for each of the four groups. 

First the interview transcripts for each case were reread with interview notes and the 

visual timelines created during the interview process. Then all cases in the same group 

where compared at the level of individual codes and according to the way each theme 

emerged on the timeline in the period before the attempt. A suicide attempt process 

description for each group was built based on the similarities between cases. 

Afterwards, cases that were outliers, in that scores on either of the indexes differed by 

more than two standard deviations from the mean, were described separately in order to 

identify key characteristics captured by each component. Then the four groups were 

compared.  

Results 

The demographic and clinical characteristics of participants included in each of 

the four groups are presented in Table 10.1. The low and high proximal planning groups 

as well as the low ongoing suicidality group contained 11 cases, while the higher 

ongoing suicidality group contained 10 cases. LOS had two overlapping participants 

with HPP and six with LPP. There were no overlapping participants between HOS and 

the other three groups. 
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Table 10.1. Description of cases in groups with low/high scores on proximal planning and absence of ongoing suicidality 

Age Gender 
Marital 
status 

Living 
arrangements 

Employ-
ment status 

Education 
level 

Method used 
in SA 

Psychotic 
symptoms* Psychiatric condition 

 

Low proximal planning (LPP) 
  

19 M In a relat. With friend/s  Stud Grade 10 superficial 
cutting 

0 MDD, BPD 

22 F De facto With partner FT Undergrad overdose 0 No formal MH diagnosis  

24 F Single  With friend/s  P/B Grade 12 overdose 0 BPD 

28 F Separated With parents Unemp TAFE jumping 0 BPD 

21 M De facto With parents Unemp Grade 10 hanging 3 Drug induced psychosis, possibility of 
schizophrenia, drug dependency 

28 M In a relat. With partner 
and children 

P/B Grade 10 train SA and 
self-
poisoning 

3 MDD, Antisocial PD, Substance Abuse 

21 M Single  Homeless Unemp Grade 10 overdose 1 Situational crisis 

26 M In a relat. With friend/s  FT TAFE hanging 0 Polysubstance abuse, drug induced psychosis  

21 M Single  With friend/s  FT Grade 12 overdose 3 Drug induced psychosis, later changed to 
emerging psychotic illness.  

19 M Single  With parents PT Grade 12 motor-
vehicle crash 

3 Drug induced psychosis, possibility of 
schizophrenia, drug dependency 

24 M Single  With parents Stud Undergrad deep cutting 3 Polysubstance abuse, drug induced psychosis  

High proximal planning (HPP)   

28 F Single  Homeless Unemp Grade 12 overdose 1 BPD 

24 F In a relat. With partner Unemp Grade 12 overdose 0 ADHD, BPD, Bipolar disorder 

25 M Single  With friend/s  PT Postgrad hanging 0 Situational crisis, MDD, PTSD,  

18 M In a relat. With parents FT Grade 12 overdose 4 Schizophrenia  
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Table 10.1 continued 

18 M Single  With parents Stud Grade 12 jumping 0 MDD 

20 M Single  With parents Unemp Grade 12 overdose 4 Depression with psychotic symptoms  

19 F Single  With friend/s  P/B Grade 12 overdose 0 BPD, PTSD, chronic dysthymia  

20 M Single  Other shared Unemp < Grade 
10 

CO 
poisoning 

2 BPD, MDD, Possible ADHD, background of 
intellectual impairment after CO poisoning 

23 F De facto With partner P/B Grade 12 hanging 0 BPD, PTSD, severe cannabis use 

28 M Married Facility Unemp Grade 12 hanging 0 Adjustment disorder with depressive symptoms  

34 M Single  Alone  Unemp Undergrad self-
poisoning 

0 Narcissistic PD, MDD 

High ongoing suicidality (HOS)   

28 F De facto With partner 
and children 

PT Grade 10 overdose 0 Bipolar disorder, BPD 

20 Tr Single  With parents Stud Grade 12 overdose 2 BPD, autistic spectrum traits 

32 M Married With partner P/B Not 
disclosed 

poisoning 0 MDD. Possibility of conversion disorder and/or 
BPD 

24 M Single  Homeless Unemp < Grade 
10 

cutting, 
hanging, 
shooting by 
police officer 

2 ADHD, acute situational crisis, substance induced 
mood disorder, cannabis dependence. 

29 M Single  With friend/s  FT Undergrad hanging 0 Depression 

33 F Single  With 
children 

PT Undergrad overdose 0 Bipolar affective disorder, BPD, ADHD 

32 F Single  Other shared FT TAFE hanging 0 BPD 

22 F De facto With partner Unemp Grade 10 superficial 
cutting 

0 BPD 

18 F Single  Homeless Unemp Grade 10 in traffic  4 Asperger’s, intermittent psychotic episode, 
possible BPD 

29 F Separated With parents P/B Grade 10 overdose 0 MDD, BPD, substance use disorder 
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Table 10.1 continued 

Low ongoing suicidality (LOS)    

21 M Single  With friend/s  FT Grade 12 overdose 3 Drug induced psychosis, later changed to 
emerging psychotic illness.  

21 M De facto With parents Unemp Grade 10 hanging 3 Drug induced psychosis, possibility of 
schizophrenia, drug dependency 

28 M In a relat. With partner 
and children 

P/B Grade 10 train SA and 
self-
poisoning 

3 MDD, Antisocial PD, Substance Abuse 

26 M In a relat. With friend/s  FT TAFE hanging 0 Polysubstance abuse, drug induced psychosis  

24 M Single  With parents Stud Undergrad deep cutting 3 Polysubstance abuse, drug induced psychosis  

22 M In a relat. With parents Stud Undergrad overdose 0 Acute intoxication due to use of alcohol. 

28 M Divorced Alone  P/B < Grade 
10 

hanging 4 Depression with psychotic symptoms  

19 M Single  With parents PT Grade 12 motor-
vehicle crash 

3 Drug induced psychosis, possibility of 
schizophrenia, drug dependency 

28 M Married Facility Unemp Grade 12 hanging 0 Adjustment disorder with depressive symptoms  

26 M Single  With parents FT TAFE overdose 3 Schizophrenia and polysubstance abuse 

34 M Single  Alone  Unemp Undergrad poisoning 0 Narcissistic PD, MDD 

Notes: * 0. None; 1. Psychotic symptoms only present previously, not before the attempt, 2. Pseudohallucinations before the attempt, 3. Actual hallucinations and delusions related to drug use before the attempt, 4. 
Actual hallucinations and delusions before the attempt, unrelated to drug use.  

SA – suicide attempt, Gender: M – male, F – female. Marital status: In a relat. – in a relationship; Employment: FT – full t ime, PT – part time, Unemp – unemployed, P/B – pension/benefit, Stud – student; Education: < 
Grade 10 – less than grade 10, TAFE -  technical and further education degree, Undergrad – undergraduate degree, Postgrad – postgraduate degree. Method used in SA: train SA – jumping in front of a train; in traffic – 
jumping in front of a car; Diagnosis given: MDD – major depressive disorder, BPD – borderline personality disorder. ADHD – attention deficit  hyperactivity disorder, PD – personality disorder  
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HPP, LOS and LPP groups each contained one participant that was not born in 

Australia; all the others were Australian-born. In the HPP group two participants were of 

Aboriginal background, while HOS and LPP groups had one same participant who identified 

with being Aboriginal. The majority of participants in LOS group were females, while all the 

participants in HOS group were males. Detailed descriptions of each group according to all 

the themes and subthemes identified as relevant in the suicide attempt process (chapter 9) are 

included in Appendix 13.  

High proximal planning (HPP) group 

This group of participants described a long suicide attempt process, spanning several 

months. It was generally described as a process of gradual decline in functioning. However, 

in three cases participants described a ‘tipping point’ in the build-up, occurring in the two 

hours prior the attempt, which indicated an intense shift in the suicide attempt process, after 

which the suicidal intent rose rapidly.  

I could see myself spiralling further and further down if that makes sense. I was sort of losing control of outside life 

in a way, my social life. My family you know relationship with my family even to a degree work and that sort of 

thing. I was functioning in everything but it was really difficult.  <…> But I didn't intend suicide until the day that it 

happened. You know that’s one of the big problems here that it was  so sudden. <…> I’d made lunch and I was  sort 

of it took me so long that I didn't end up eating, finishing it at all. I just sort of sat there and that was when it [intent] 
sort of hit me.  

The HPP group described more stressful life events than other participants. In most 

cases stressors were ongoing and had a cascading effect, where one stressor was creating 

further stressors, widely impacting all areas of their life. The stressful life events were 

described as the main drivers of the suicidal process in such cases, whereas the widening of 

the gap between me-other was described as a factor exacerbating distress. Overall 

participants in this group were less likely than other groups to describe an interpersonal event 

on the day of the attempt, but consistently reported ongoing difficulties in relationships that 

got worse in the week or month of the attempt, as well as ongoing loneliness. 

Being chronically sick everyone gets used to you being sick and just stops showing they care. Like friends stop 
inviting you places because they know you, you know, you might not be able to commit to it. And people don't visit 
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you. Like I had no one visit me after my second surgery. You know my parents don't help me, I’ve you know I had my 

surgery at the [hospital], the cystoscopy and then second laparoscopy and the appendectomy and the hysteroscopy 

and I’ve had to pay for that all myself. And all my scans and all my medications and so it’s just always been, you 
know, through the whole, you know, last few months it’s just been completely overwhelming I guess.  

The process was mostly marked by depressive mood, insomnia, apathy, but not 

necessarily anxiety. Importantly, a difference emerged between genders, where male 

participants in similar circumstances were more likely to describe anger, apathy and 

bitterness rather than depressed mood.  

It was going downhill. Felt angry, didn’t want to talk to anyone. Just started hating life more and more as the time 

went on, and then it stayed like that for 2 months or so. Then it got really bad, you know, I started not wanting to go 

to work. Hated being at work. Just hated everything, really. Wasn’t ea ting as much, started thinking about ways to 

kill myself.  

Distress and was present for weeks or months, gradually intensifying with the negative 

thinking. The interpersonal thoughts were mainly of the two themes: thinking that one is 

inherently flawed, as if unnecessary in life, and resentment towards others. The resentment 

was targeted mostly towards ‘others’ in general, but not towards a specific person.  

I think I’m actually quite a decent person and umm at least there’s a good heart behind things. But in that time I 

only, I see the failures and, I guess, I probably have a perfectionist sort of attitude about certain things  

I was embittered. Everyone with tiny lies and betrayal.  

Participants described being engulfed and capitulating. They felt exhausted, that they 

“had enough” in life and wanted to give up. “Overthinking” was intense for half of the 

participants in the HPP group and concentrated in the hours prior to the attempt. People 

frequently described having free time on the day of the suicide attempt, such as a day off 

work, after a long and difficult period. The thoughts became unbearable during this period of 

rumination and they described wanting to end suffering through the attempt.  

It got too much. There was nothing left. It wasn’t numb, it’s just there wasn’t anything left.  

It was a Monday and usually I work Monday but I just randomly had that day off and I think that was very bad. I 

didn't, yeah it sort of just wasn’t occupied so I had time to think. 

Just all suddenly just got too much and too much stuff happened.  

The levels of salience of suicide as an option varied, from barely any lifetime suicidal 

thoughts and attempts to ongoing suicidal ideation with multiple attempts.  Importantly, four 

of participants in this group had a sequence of attempts, intensifying in lethality, in the period 
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that varied from days to months prior to the attempt. What was common as well was that in 

the weeks or even months prior to the attempt the thoughts were intense, ongoing. 

Considering whether suicide was an option was mostly described as an internal debate and 

when the decision was reached it was experienced as calming. Some participants described 

having long viewed suicide as a positive option, either seeing it as a logical decision or 

having a somewhat romanticised view of death.  

It didn’t really bother me, as long as it could be pain free. I was angry that, I was angry… the laws prevent um, 

dignified exodus. I was angry about that. But apart from that I was fine.  

The more positive were the person’s attitudes around death, the more deliberately the 

person solved the question about how to suicide. Such participants chose their suicide method 

in advance, following consideration of different methods. The choice was mainly based on 

the lethality of a method. Participants described having extensive knowledge about methods, 

mainly through direct research about them during the suicide attempt process. In addition, 

they made preparations related to method. There seem to have been an over-preparedness for 

an attempt in that some participants had several lethal methods for suicide prepared.  

For other participants, death was somewhat frightening and became an option only 

shortly before the attempt, after feelings of entrapment became unbearable. These 

participants described intensely debating whether to suicide for months, but only having 

fleeting thoughts on how to do it. The question about how to suicide was then solved only 

once death became an option and participants chose methods from easily accessible ones, 

though still considering the lethality of the method in such cases. Some of these participants 

described their attempts as impulsive.  

I was like all the medications I have got. I can’t take too much Lithium because that’s just going to make me vomit 
and it will all just come up. Ritalin, yeah it will be really unpleasant because you need like 200 Ritalin to take and I 

didn't quite have 200, I was like a week into my script. And that’s just going to make you vomit too. So I was kind of 

like Seroquel is the best option. <…> Like it was one of those things that I always thought I could do for many years. 

It never would have  had the nerve to actually do. I didn't actually think I’d do it until the very minute that I did do it.  

And the minute I swallowed the pills, it was very much just like twowowottt do it quickly. Umm…it was very like very 
impulsive in that sense.  
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Most participants in the HPP group either considered organising matters for after death 

or made direct preparations. This was the only group in which some, but not all, of the 

participants considered time and place of their attempt in advance.  

The narrative elements were present in eight cases, mainly related to disconnect ion 

from experience (6 participants) in terms of describing and labelling emotional experiences. 

They answered questions about their experiences with “I don’t know” or said “I can't even 

identify really how I was thinking necessarily there” when talking about the attempt. Three 

participants minimised their emotional experiences, calling it silly or talking about emotions 

abstractly (“It was just having a lot of existential angst“) or only in third person. None 

described substantial gaps in memory about the event, but some participants had difficulties 

remembering timing of events. Three participants omitted some factual information during 

the interview, mainly related to events prior to the attempt (in two cases a recent separation 

with a girlfriend, in one case ongoing difficulties in relationships with parents).  

Low proximal planning (LPP) group. 

In this group, participants described a suicide attempt process that was very brief, only 

lasting a day or two. Participants described either quickly snapping into a suic idal state after 

feeling an urge to suicide or not being sure how they became suicidal. They had difficulties 

understanding the intent behind their actions.  

I just kind off walked away from the computer and just took a bunch of pills without really thinking about it that 

much. 

In this group, participants varied in terms of salience of suicide as an option. Five 

participants reported an onset of suicidal ideation somewhere in teenage years, others 

mentioned the onset was more recent, in the period between 6 months to only several days 

prior to the attempt. Five had prior suicidal attempts, but none of the participants had ongoing 

suicidality. In contrast to the other groups, knowledge of suicidality in others was more 
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likely, with five participants having close friends or relatives die by suicide or to attempt 

suicide.  

I know that I witnessed my older sister overdose on paracetamol, maybe like ten time up until this point growing up. 
So it was kind of stuck in my mind as the drug to use.  

There was little consistency in the stressors surrounding the attempt. Most described 

negative events concentrating in one area of life, such as work, finances or legal issues. Two 

participants, however, described ongoing stressors, such as physical illness, the impact of 

which was felt across several areas of life. Eight participants identified interpersonal stressors 

occurring on the day of the attempt or the day prior as the main triggers for suicide attempt. 

These were mainly related to critical comments from others. Separation or expectation of 

separation was another important theme. Four participants mentioned issues related to 

infidelity in the weeks before the attempt 

And throughout the day he was quite nasty to me and just petty and things. 

It's just my partner just kept running back in to me, telling me shit, just kept screaming at me pretty much. Then 

that's started creating arguments between me and her. 

I think I really got really a lot worse after I broke up with my partner. And that's why I was just... And the fact that I 

have hurt him. By sleeping with someone, but I don't even recall it.  Do you know what I mean? That really yeah 

frustrated me and upset me.  

Participants mentioned a mixture of low mood, mood swings, and anxiety and 

irritability in the weeks leading up to the attempt. It was difficult for them to understand their 

own emotional state. Among participants who had psychotic experiences paranoia was most 

common. Nine of the participants mentioned drug or alcohol use prior to the attempt and for 

seven of them it was part of longer-term use (mostly methamphetamines and amphetamines) 

I’ve never cried so much in the past month than I have in my whole entire life. My girl is like a fucking “what’s 

wrong with you”. She’s never really, she’s never seen me cry. I’m not even when I’m fucking drunk or not even when 

I get my head jumped on, it’s like ten coconuts. I’ll sit there and smile, I won’t cry. Like fuck and that’s what’s 

freaking her out. She’s like your  mood swings, oh fuck every twenty minutes, half an hour you’ve got a different 

mood swing going on.  

I was on the drugs, I was hearing voices when I was on the drugs. [I: When was that?] That was a month ago. Like I 

was on that for a month straight, so... And I only just gotten off it [ice] a few days ago before coming here [hospital].  

Thoughts representing interpersonal disappointment were present in the weeks prior to 

the attempt, mostly intensifying on the day of the attempt. They were a mixture of resentment 

towards others, frequently a particular person, and feeling that one is a burden, specifically 
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that they had irreparably damaged an important relationship and their death would make it 

easier for others. 

I feel like I am a burden to people and people would be better off without me. And I worry that I hurt people a lot or 
at least don't have any positive impact on people because of all of my limitations and all the support I need from 

them to do basic tasks.  

I’ve gone yeah I’m sorry for being here, I’m sorry for loving you I’m sorry for caring, I’m  sorry for giving a shit. 

You know. I was just hoping to save you before I fucking you know save myself. But I would never be the hero I was 

always the bad guy my whole life. Something went wrong oh fuck it’s just blame me, no matter what just blame me.  

Five participants described intense anger prior to the attempt that they could not 

control. For three the anger was overpowering and resulted in frantic behaviours.  

I was just angry, I could not see past anything rational, I was just livid.  

You get the feeling like you’re going to black out, it’s gone. And then you just go into this fucking bitch mode, oh 

fucking you black out. Well I black out and just do stupid shit.  

I actually took a bunch of Valium and Tramadol, I drank like half a bottle of really expensive Rum, and jumped in 

the car and started driving through every construction site I could find. Like, trying to just destroy construction sites, 

for whatever reason. I was just losing it.  

For most participants entrapment thoughts concentrated in the two hours prior to the 

attempt and focused on feeling engulfed and helpless. They experienced the situation as 

overwhelming, without a way to control it. The situation and feelings were “too much”, they 

were “just over it all” and participants mentioned thinking that “it should not be this hard”. 

The wish to escape was prominent.  

Like pretty much, how to put it, did not want to hear it any more. Was just pretty much over, over hearing it. I 

wanted to be away from the arguments, and I kept being brought back into it.  <...> I'd think it was more wanting to 
get out.  

I was trying to stop everything that was going through my head.  

For all participants suicide became an option briefly prior to the attempt and a majority 

had difficulties describing how the suicidal desire arose. Barely any communicated the intent 

prior to the attempt. Implementation thoughts were brief and participants described using 

accessible methods, with little consideration of lethality of the method and no preparations of 

it. Limited knowledge of suicide methods was reported; few participants reported prior 

research. Similarly, limited consideration of after-death matters or time and place of suicide 

was reported. 
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The narrative themes, specifically a disconnection from internal experiences and 

difficulties remembering the attempt were prominent in the narratives of the period 

immediately prior to the act. Participants described that “feelings came out of nowhere”, “all 

was good” and they did not know why they attempted suicide. Importantly, for some 

participants the disconnection from internal experiences was lessened during the interview. 

Two participants, who initially stated they did not know why they attempted suicide or had 

difficulties recalling their thoughts, by the end of the interview were recalling thoughts 

related to interpersonal disappointment and entrapment, and stated some of the potential 

intentions behind the act. For one of these participants the experienced changed from not-

knowing to knowing was substantial.  

[beginning of interview] I actually don't remember it [the attempt]. I actually hardly remember  it.  <..> We were 

chatting like normal, nothing was going wrong. We were not arguing, it wasn't anything stressful. So yeah. <...> 

[end of interview] [I: Would you consider any of the events triggering your attempt?] That made me want to do that? 
am... a... [long pause]. I  think, I was pretty stressed out, from... It might seem silly, but like I was... So [friend‘s 

name] was saying how much he... wanted to be with me and loved me and wrah wrah wrah.  And for me I was just 

like... Flipped out a bit. In a way of... I’ve just been with someone, I have all these bad stuff going on in my life, I 

can't... And I felt like I was a bad person, I did not want to hurt him as well, Do you know what I mean? I felt like 

I've hurt so many people in my life, I did not want to be hurting him... So there we go...  

Furthermore, eight participants showed some reluctance to speak about events 

surrounding the attempt and for five cases the collateral sources contained factual information 

unreported in the interview, mostly related to presence of prior suicidality. The participants in 

this group underreported prior suicidal ideation and attempts.  

Low ongoing suicidality (LOS) group  

The LPP group was largely overlapping with the LPP group, as six participants 

belonged to both groups. However, the groups differed on some themes. The salience of 

suicide as an option was low in a majority of LOS cases. Most participants did not report 

suicide attempts or reported them occurring in teenage years. Another participant had two 

consecutive attempts in two days, but no prior attempts. Seven participants indicated that 
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thoughts about suicide appeared only on the day and were not present in the weeks prior to 

the attempt. 

Financial issues were consistently reported as contributors to stress prior to the attempt 

and only three participants in this group reported an interpersonal event on the day of the 

attempt. Rather, in this group participants described avoiding others, not trusting them in 

general and feeling lonely in the months prior to the attempt. Loss of a significant other was 

mentioned by six participants, which was more than in the other groups.  

I felt lonely there to start off with, because…friends from school were, I didn’t really socialise too much in grade 12, 
and 11 really. But that’s because, like, I’d gone through a lot when I was in grade 11 and I was at the same school 

where everyone perceived me as like, you know, mentally ill person. So like, and not everyone, like, considered me 

that, but like, it was like, you know, the word that got around, you know. So that kind of made me feel like I needed to 

keep to myself.  

When my pap passed away. I really wanted to be with him at that time, cause of the hardship that I was going 
through. And yeah... I just wanted to be with him. And I just got really really upset.  

While distress experiences and presence of drug and alcohol use in the LOS group were 

similar to the LPP group, negative thinking was different, in particular with regard to 

interpersonal disappointment. Resentment was the most common theme in participants’ 

narratives and overwhelming anger and exasperation immedia tely prior to the attempt was 

present in six of the cases. However, frantic behaviours were mentioned only in one case. 

Two participants could not describe their thinking patterns prior to the attempt.  

I was more angry to the point… and then yeah... I just started skitzing out. [I: Sorry?] Schizophrenia. I started losing 

the plot. Like getting really really angry real quick.  

Participants in the LOS group differed in how suicidal desire emerged and in 

implementation thoughts. Three participants considered suicide several months or at least 

days prior to the attempt, accumulated knowledge about suicide methods, and considered 

different methods and the different reasons for choosing one. Finally, these three participants 

made some preparations for suicide. For the remaining eight, suicide became an option only 

briefly prior to the attempt and they described few implementation thoughts. However, three 

of them mentioned drawing on other sources for knowledge on suicide methods, such as 

movies, overheard conversations or being comfortable with a method through repeated 
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exposure, such as riding on the back of trains and their railings. In addition, half of the 

participants considered or made some after-death preparations, such as leaving money for a 

specific person. Similarly, half of the participants thought through, at least immediately prior 

to the attempt, whether the time and place was right for suicide so as not to be found. There 

were even more omissions in the LOS group than in the LPP group. In seven cases collateral 

sources provided additional information. These were related both to events surrounding the 

attempt and to prior suicidality. 

High ongoing suicidality (HOS) group  

Participants in this group described struggling with suicidality on an ongoing bas is 

throughout their life and it was difficult to determine a precise start of the suicide attempt 

process. The suicidal thinking was ongoing from teenage or even earlier years, with suicidal 

thoughts emerging as a default stress reaction or always lingering at the back of the mind. 

Most participants in this group described one or more prior suicide attempts occurring in 

similar circumstances. As evident from Table 10.1, a majority of participants in this group 

had a diagnosis of borderline personality disorder. 

I was never truly happy and wanting to be alive. It's never been this way, since I was 15 or 16. I've never really been 

happy happy to be alive. And so it's just been convenient for everyone else that I am alive.  

There was little consistency in the negative life events described as occurring prior to 

the attempt, but nine of ten participants in this group described an interpersonal event 

precipitating suicidal thoughts on the day, mostly a conflict with parents or partner. In 

addition, a majority of participants described ongoing difficulties in relationships and the 

widening gap between me-other became most prominent in the days leading up to the 

attempt. All but one participant described behaviours that contributed to this widening gap, 

mostly related to emotional withdrawal. They described a vicious cycle of not fully disclosing 

their wishes/intentions to others, being disappointed in them and physically isolating 

themselves. 
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I guess I choose to live alone and I choose to not go out much, and I choose to have  a small social circle, and I 

choose to not have a boyfriend, and  I choose to do most of things in my life on my own. I choose not to be very close 

very family. I mean, most of it's a lot of choices that I've made. But it's also  that isolation that seems to be really at 
those times really dangerous for me as well. Because then I feel more alone and then I have no one that I can go to, 

have no one that I can call or lean on or trust enough, which makes me feel worse. Because that's makes me feel like 

nobody cares if I am gone anyway. But it's me that's kind of created this isolated world as well.  

Distress before the attempt in this group was a mixture of anxiety and irritability, 

emerging in the days leading up to the attempt in a context of somewhat depressive mood, 

ongoing for months. The low mood and apathy became more intense in the days leading up to 

the attempt as well. Relationship-related coping was most frequent in this group, both in 

terms of attempts to seek help and others attempting to assist them. However, apart from 

practical help, attempts to help from others were mainly perceived as misguided.  

This group described intense negative thoughts. Entrapment thoughts were ongoing for 

months and years, the interpersonal disappointment was more described as concentrated in 

the weeks prior to the attempt. However, both types of thoughts got more intense on the day 

of the attempt and especially in the hours leading up to it. Interpersonal disappointment 

thoughts were a mixture of resentment and abandonment. Participants felt profoundly alone 

due to lack of care and understanding.  

No one was taking me seriously. <…> I wanted help and no one wanted to help. No one cares.  

But the whole time [after the robbery] like no one really ever acknowledged me or spoke to me through the whole 

thing. They all just kept speaking to my flatmates. And they kept just kind of taking over and running the whole thing 

then. Like it had happened to them. And no one even acknowledged at all that it was me that was traumatised by the 

whole thing. Not one person even asked me if I was OK. Which I wasn't.  

The entrapment thoughts were particularly prominent in this group. Participants 

described feeling helpless, stuck and engulfed. They described that they saw no reasons to 

stay alive, they felt the situation was “all bad”, as if they were “sort of bolloxed from all 

sides”, and they “could not take it anymore”. Four participants described that entrapment 

thoughts intensified through rumination in the days leading up to the attempt.  

Nothing about it is logical though. I don’t think it’s logical at that point. It’s, yeah, you talk yourself into these weird 

corners that make no sense, “What the hell?”  

I was already at breaking point like nothing was going to get me out of the way I felt because just imagining if you 

lost everything all at once.  
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Suicidal desire was described as having been there for a long time, but the decision to 

suicide was described as a “spur of the moment” one, as if they “snap into” a suicidal state 

or “finally gave in” to the urge to suicide immediately prior to the attempt. Some participants 

mentioned having a somewhat romanticised view of death.  

Just go to sleep and not wake up. It was I guess a romantic thought. Just all over.  

All participants communicated suicidal intent at some point in their lives and eight 

participants communicated their intent asking for help in the two weeks before the attempt. 

Three participants described their communications of intent on the day of suicide as threats of 

suicide rather than merely a communication for help and one participant mentioned that the 

attempt itself was a desperate attempt to ask for help.  

I was abusing him saying it’s all his fault. And then we got home I broke a few things, I threw stuff around my room 

and then we had, he tried holding me down so I couldn’t stop screaming and then he let me go. I locked myself in my 

room and I found a sheet of my antidepressants and I took umm half of what was there, because he had already the 
rest. And then I had…and I  was threatening self-harm as well with a knife and stuff and then the police got involved 

and I was taken to the hospital.  

It was difficult to disentangle implementation thoughts from salience of suicide, 

because participants described ongoing consideration of method and reasons to choose 

different methods. Consideration of how best to suicide had been ongoing for years, even 

involving in-depth research, and participants had extensive knowledge about suicide 

methods. Two participants mentioned making preparations in the weeks leading up to the 

attempt, such as looking up where to buy specific medication and saving money for them, but 

then attempting suicide with a different method than the one prepared. Participants 

considered many reasons when choosing suicide methods, but accessibility, ensuring that the 

method is painless and one they feel comfortable using were the most prominent ones. None 

of the participants determined the time and place of suicide in advance, but three considered 

in their minds prior to the attempt if the time was right. Eight of the participants mentioned 

preparations for after-death and these were mainly related to other people, such as saying 

goodbye. Participants in this group stood out in terms of their consideration of how others 
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would react to their suicide, with some going to great lengths to consider ways in which to 

make the death less painful to others.  

What would happen to my family, what would happen to my fiancé? [pause] How things would go if I did done it. So 
I wasn't so much thinking about me being dead. It was more organised, sort of trying to organise in my mind, what I 

could do to help them after I died. So... Yeah... it wasn't all about me. I was trying to think, ah, maybe I... before I do 

something maybe I should call a ACT... [I: Sorry?] A psychologist to come to the house and see my fiancé the day 

after. And maybe pay up front for him to go and see someone. It's all these silly things I was thinking of to try and 

help my family get through it.  

Compared to other groups, there was fewer narrative subthemes observed. Only one 

participant showed reluctance to talk and in no case was there any indication of omission of 

factual information. While five participants had some difficulties remembering the attempt, 

these were mainly related to details of the attempt; they described the period surrounding the 

attempt as “hazy”, “foggy”. Two participants had difficulties articulating their feelings 

before the attempt and had difficulties understanding how these arose. Three participants 

minimised their emotional experiences, making jokes about their experiences and calling 

themselves derogatory names, such as “a wuss”. 

Outliers 

There were three cases in which scores on one or both of the indexes were more than 

two standard deviations higher than the mean, but in none of the cases were the scores on 

either of the indexes were lower than two standard deviations. The three cases can thus be 

understood as outliers and warrant further examination.  

Two participants had proximal attempt planning index scores higher than two standard 

deviations, which indicated much greater planning compared to other participants. They were 

both male, age 28 and 34. Both of them attempted suicide outside Australia and were flown 

to the mainland for treatment following significant injuries after their attempt.  

The first of the two participants was an asylum seeker held in Nauru regional 

processing centre for nearly two years and was increasingly losing hope to be resettled.  
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I have lived in Nauru two birthdays, two New Years, two Christmas, it's very bad. <...> It's hard for me. All the other 

people leave leave leave leave. And I stay and stay. <...> If I knew I would be out in May, I would be fine, I would do 

sports and wait. But now... Postponed, postponed, postponed  [the decision]. <…>And last time, five months ago I 
started to think about killing myself, because I thought that I had one birthday in Nauru. And I decided if the second 

one will come in Nauru, I will kill myself.  

The second participant reported having lived in a country in Asia for the previous 5 

years. He had been living off his savings accumulated while playing poker, not working and 

using methamphetamines (ice) regularly. His savings were running out and he did not want to 

face working again. 

I was running out of money. [Pause] That’s probably about it. [You were running out of money. What was 

happening?] I was spending it on a lot of drugs. <…> [I: What were the main reasons you wanted to die?] Fear of 

work, going back and having to work again. [I: Was there anything specific at work that you were afraid of, related 

to work?] Hmm… fear of having to do it. After living… free.  

Both participants reported planning the attempt in the months leading up to it and 

securing means for suicide as well as deciding time and place in advance. The asylum seeker 

designed a detailed plan for suicide that involved (a) hiding over 20 ropes about the detention 

centre to ensure he had access to a method and (b) studying the physical environment to find 

a secure space for suicide where the possibility of being found was minimal. He did not write 

any suicide letters because he “wanted people to forget” him. He described being scared of 

dying, but constantly thinking of killing himself during those five months.  

The other participant described thinking about ways to kill himself for 11 months 

before the attempt. He purchased Nembutal (pentobarbital) online, a drug he found 

recommended for euthanasia, and obtained a helium tank to gas himself with it. In the end, he 

decided to use only Nembutal because the helium tank was difficult to transport and he did 

not want to suicide at home, where he would be found by maids who knew him personally. 

Both participants were saved only by accident and sustained near- lethal injuries. 

For the second of the two participants mentioned above and one other participant the 

ongoing suicidality index scores were more than two standard deviations higher than the 

mean. The second participant did not have prior suicide attempts. He described having had 

suicidal thoughts only “rarely”, the last time being when his girlfriend left him two years 
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prior the index attempt. However, he claimed that the thoughts were not intense and denied 

any plans for suicide. 

The third participant was a 26-year-old male. He had attempted suicide once before, 

about two months prior before the index attempt. Before that attempt he was rejected by a 

woman after revealing his feelings for her. Following the event he described using high doses  

of methamphetamine (ice), which triggered an acute psychosis. The first attempt occurred 

following two weeks of psychotic symptoms, which included paranoia and derogatory voices.  

I just started sleeping less, I was sleeping 2-3 hours a night and the voices were just banging me out. Getting me 
pissed off, a bit emotional. They were all night, till I fall asleep. <…> The voices were talking and obviously the 

drugs and that, I did not sleep for 4 days and I just started cutting myself on the arm and I just wanted to die. An 

impulse again, I just started cutting. 

The participant was found by his sister, who then called an ambulance and persuaded 

him to seek help. The medication prescribed for treatment did not stop the voices, but he did 

not tell that to the general practitioner overseeing the treatment (“I just assumed the pills 

would start working. Just waiting for it to work.”). He denied having experienced any 

suicidal thoughts during the two month period between the attempts. On the day of the 

attempt the participant made a mistake at work and implied that all his colleagues were 

talking behind his back. When going home he described suddenly having a thought "I just 

want to die"  and decided to do it. He went to an ATM, took money and left it to his sister's 

kids together with a note. Then he took all the prescription medication he had at the time (60 

pills of Mirtazapine and Cogentin), with as little as 10 minutes passing between the suicidal 

thought and act. He was found half-conscious after several hours by his dad, who came to 

check after hearing strange sounds.  

Main differences between groups 

The main characteristics of each group are summarized in Table 10.2. The HPP and 

LPP groups differ the most in terms of suicidal desire and implementation thoughts prior to 

the attempt, while the biggest difference between HOS and LOS emerged in terms of salience 
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of suicide as an option. These two categories underlie the  two components identified in the 

suicide attempt impulsivity assessments. The LPP and LOS groups are similar, which is not 

surprising since 6 cases showed both lack of proximal planning and absence of ongoing 

consideration of suicide. However, the other ends of both components were not overlapping 

and high proximal planning and high ongoing suicidality represent different suicide attempt 

processes. It has to be noted, however, that in the HOS group it was difficult to disentangle 

salience of suicide as an option from suicidal desire and implementation thoughts; these 

themes were overlapping. Some of the subthemes in negative thinking, specifically feeling 

engulfed and feeling resentful were prominent in all four groups. In the case of resentment 

there were differences in terms of the object of resentment (‘others’ in general or a specific 

person) and presence of intense and difficult to control anger-exasperation prior to the 

attempt. 
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Table 10.2. Main characteristics of each group. 

Category HPP LPP LOS HOS 

Context Multiple ongoing stressors 
Ongoing difficulties in relationships 

Loneliness 
Depressive features, irritability 

Sleep issues prior to attempt 

Relationship related coping 

Interpersonal stressor on the day, 
especially critical commentary from 

others, separation-related issues 
Distress is a mixture, of depressive, 

irritability and anxiety subthemes 

Use of drugs and alcohol to cope 

Low salience of suicide overall, but 
suicidality by friends/relatives frequent. 

Financial stressors 
Avoidance of others and lack of trust. 

Loneliness, loss and separation in the months 

leading up to attempt. 
Psychotic symptoms, especially paranoia in 

the context of drug use 
Ongoing drug use 

High salience. 
Ongoing difficulties in relationships 

and a recent interpersonal negative 
event. 

Ongoing depressive symptoms, with 

a recent onset of anxiety. 
Emotional withdrawal and avoiding 

others 

Negative 
thinking 

One is inherently flawed, resentment 
towards ‘others’. 

Engulfed and capitulating 

Having free time on the day, 
rumination. 

Resentment towards a particular 
person, burden and abandonment. 

Engulfed and helpless. 

Intense resentment-exasperation before the 
attempt 

Feeling engulfed and helpless 

Abandonment and resentment 
Ongoing entrapment, feeling 

helpless, stuck and engulfed. 

Suicidal 
desire 

Debating suicide as an option for 
weeks. Either have positive attitudes 

towards death or feel somewhat scared 
of suicide, but it becomes a positive, 

calming option with accumulation of 

entrapment 
Prior communication of intent, but not 

in the days leading up to the attempt 

Difficulties describing how arose 
Little communication of intent 

Difficulties describing how arose 
A subgroup of participants with detailed 

consideration of suicide as an option. 
Little communication of intent 

Somewhat romanticised view of 
death. 

Increasing thoughts about suicide in 
the weeks prior, a quick shift in 

intensity prior to attempt. 

Communication of intent prior to 
the attempt 

Implemen-

tation 
thoughts 

Direct research, especially close to 

attempt 
Considering multiple methods and 

selecting one based on lethality 
Preparations of method 

Preparations for after-death 

Considering time/place of suicide 

Mainly limited knowledge about 

suicide methods, choosing method 
based on access to it. No 

consideration of time/place for 
suicide and limited preparations for 

after-death. 

Two subgroups. For a majority knowledge of 

suicide methods was limited, some had 
indirect knowledge. The consideration was 

brief and relied on availability of method. In 
second subgroup knowledge of suicide 

methods was extensive; they had detailed 

consideration of methods and their lethality. 
Some after-death and time/place of suicide 

considerations were present in the group as a 
whole. 

Extensive knowledge about suicide 

methods from ongoing research. 
Painlessness and comfort using a 

method and accessibility were main 
reasons for using a method 

After-death preparations related to 

other people 

Narrative  Disconnection from internal 
experiences, reluctance to speak, 

omissions in the narrative. 

Disconnection from internal experiences, 
reluctance to speak, omissions in the 

narrative. 

 

Notes: HPP – high proximal planning, LPP – low proximal planning, LOS – low ongoing suicidality, HOS – high ongoing suicidality.  

 



 

 

The LPP and LOP groups stood out in terms of presence of narrative elements. 

The narratives had most omissions in these groups and participants indicated most 

disconnection from internal experience, as well as reluctance to speak. The participants 

in both groups had difficulties explaining how suicide became an option for them and 

some had little recollection of the negative thinking before the attempt. Limited 

communication of intent was indicated in both groups. Nevertheless, it was possible to 

identify at least some precursors to the attempts. Psychotic symptoms and ongoing drug 

use were prominent in the LOS group prior to the attempt. They had ongoing 

relationship difficulties and financial stressors, while prior to the attempt they described 

intense resentment and exasperation. In the LPP group the attempt was frequently 

precipitated by an interpersonal event, mostly being criticised by other people, followed 

by resentment, seeing one as a burden, feeling helpless and engulfed by the situation. 

Additionally, the attempt frequently occurred during a period of distress, albeit a shorter 

one in a majority of cases compared to the HPP group, but it was a mixture of 

depression, anxiety and irritability. Substance use was frequent prior to the attempt.  

Both HPP and HOS groups showed lower frequency of narrative elements. The 

HPP group stands out in terms of the number of negative life events and their presence 

in multiple life areas. The distress symptoms were mostly symptoms of depression and 

irritability, and were long-term. This was the only group where sleep disturbances were 

mentioned prior to the attempt. The attempt occurred mostly when the participants had 

some free time, when the ruminative thoughts appeared. This was the only group where 

the thoughts about being inherently flawed and capitulating were prominent to most 

participants. Intense consideration of suicide as an option and extensive implementation 

thoughts suggest deliberateness of such attempts. The participants mostly described an 

internal debate on whether to attempt suicide and, in contrast to other groups, all 
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considered lethality of the method they choose for suicide. Such deliberateness seems to 

increase the lethality of the attempt; the two participants who had highest scores on the 

proximal planning component had two of the most lethal suicide attempts. Although 

most participants considered the suicide attempt process to be a gradual decline in 

functioning, some described a tipping point in the process, when accumulation of 

distress and difficulties reaches a critical point and intent increases rapidly. Such a 

tipping point may be the reason some participants in this group described their attempts 

as sudden or impulsive. 

The HOS group of participants described high ongoing suicidality. Describing 

suicidality as an urge or feeling was particularly prominent in this group. The attempts 

then occurred in the context of difficult interpersonal relationships and ongoing 

symptoms of depression, following a conflict coupled with intense anxiousness. 

Thoughts about abandonment and feeling stuck were prominent in this group, which 

was different from the other groups. With high salience of suicide as an option were few 

implementation thoughts about how to suicide immediately before the attempt. 

Participants drew on their ongoing suicidality and prior suicide attempts in selecting the 

method for suicide, and did not necessarily consider lethality of the attempt. Most 

participants described communication of intent prior to the attempt and after-death 

preparations (or at least consideration) related to other people. This suggests the 

possibility that interpersonal motives are present in such attempts, but only one 

participant in this group expressed the view that the attempt was a way to communicate 

distress.  
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Discussion 

The findings of the present study indicate that the two components underlying the 

criteria for suicide attempt impulsivity overlap at one end of the continuum, but 

represent different phenomena at the other ends of the components. Low proximal 

planning and absence of ongoing suicidality were similar, and both were highly related 

to omissions in the narrative, reluctance to speak and disconnection from internal 

experiences. This adds to the hypothesis suggested in chapter 8, that attempt impulsivity 

is highest when there are limited data about the suicide attempt process.  

Clinicians and suicide attempters when talking about suicide attempt impulsivity 

indicate that more impulsive attempts may be related to unclear intentionality (chapter 

6), which is part of the disconnection from internal experience identified in this study. 

Dissociation is a long- identified suicide risk factor (Orbach, 2001; Shelef, Levi-Belz, & 

Fruchter, 2014) and dissociative experiences would present in similar ways as 

disconnection from experience as difficulties remembering during the interview process 

after the attempt. In addition, the disconnection was somewhat transient during the 

interview in that some participants who indicated complete unawareness of their 

motivation for the attempt were, at the end of the interview, able to describe at least 

some of the negative thoughts related to their intent. Such findings indicate that a more 

fluid mental process may underlie disconnection from internal experiences. One 

possibility is that the level of mentalization, or the process of interpreting actions as 

meaningful on the basis of internal states, such as needs, desires and feelings (Fonagy, 

Gergely, & Jurist, 2004), changes during the interview. If disconnection from internal 

experiences was a result of failed mentalization, providing context to behaviours 

through the visual timelines would have served as an intervention to foster 

mentalization (Bateman & Fonagy, 2006), thereby resulting in an increased capacity to 
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account for the feelings and thoughts, which was observed with some participants in the 

present study. Thus the narrative elements, in addition to suggesting a link between the 

amount of information provided by the person and judged impulsivity of the attempt, 

point to the possible links between perceived attempt impulsivity and dissociation or 

failed mentalization. 

Even in the attempts that are marked by lowest proximal planning and no or 

limited ongoing suicidality do not seem to happen completely ‘out of the blue’, a 

finding which is consistent with the position of A.R. Smith and colleagues (2008). Such 

attempts were preceded by multiple distress symptoms and intense substance use. 

Similarly, prior studies indicated that the vast majority of those who attempt suicide 

experience intense sadness and thoughts about meaninglessness of life in the weeks and 

months leading up to the attempt, even though the more intense suicidal thoughts may 

emerge only immediately prior to the attempt (Wasserman et al., 2008). Symptoms of 

withdrawal from alcohol/drugs are given as a frequent reason for suicide attempt in 

some populations, such as male prisoners (Rivlin et al., 2013). Of relevance is that 

attempts with low proximal planning seem to be precipitated by interpersonal stressors, 

in particularly critical comments from others and separation-related issues. Those who 

did not report ongoing suicidality mentioned more long-term difficulties than a specific 

event. These were financial difficulties, ongoing drug use and difficulties in 

relationships: ongoing loneliness, loss and separation, as well as direct avoidance of 

others and lack of trust. However, the hypothesis proposed in Study 1 (chapter 6), that 

attempts which could be called more impulsive are preceded by a build-up of anxiety-

agitation symptoms rather than depression-exhaustion symptoms, was not fully 

supported. Although those who indicated low proximal planning reported more anxiety 

and irritability in the hours leading to the attempt, they reported depressive symptoms in 
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the weeks leading up to the attempt as well, albeit spanning a shorter period than for 

those reporting high proximal planning. Such findings indicate that the differences in 

build-up of symptoms are not as clear-cut as initially proposed and all attempts seem to 

be preceded by at least some distress symptoms and difficulties coping with them.  

Suicide attempts in the high ongoing suicidality group were similar to those 

described in borderline personality disorder (Paris, 2004) and not surprisingly almost all 

participants that fell into this group had such a diagnosis. Participants in this group 

described an ongoingly high level of suicidality and the attempts occurred when the 

negative thinking and suicidal desire rapidly escalated following an interpersonal event. 

Such an account is consistent with the way an impulsive attempt has been described in 

SAMS (J. Johnson et al., 2008) or FVT (Rudd, 2006), where attempts are suggested to 

occur abruptly or impulsively when the suicide schema is extensive and thereby the 

threshold of its activation is much lower and can be activated by a broader range of 

triggers. However, there is little explanation for the gender disparity evident in the 

present study; those reporting absence of ongoing suicidality were all male and females 

were overrepresented among those who report high ongoing suicidality.  

The cognitive model of suicidal behaviour proposes that attempts which are 

impulsive are related to perceptions of unbearability and interpersonal intentions, rather 

than intent to die (Wenzel & Beck, 2008). Such a proposal fits the HOS group. Such 

attempts occurred in the context of interpersonal distress and feelings of abandonment, 

participants described communicating the intent to suicide frequently and not 

considering the lethality of the method chosen. However, in the quantitative analysis 

(see chapter 8) there was no relationships between ongoing suicidality and the attention-

seeking or revenge-manipulation factors, the two interpersonally-related factors of the 

Motives for Parasuicide Questionnaire (Bancroft et al., 1979). The participants for 
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whom the absence of ongoing suicidality component scores were low reported higher 

intentions only in relation to the wish to escape. Such findings are in line with the 

proposition in the cognitive model of suicidality that the perception of unbearability is 

an alternative pathway to suicidality. However, the hypothesis about presence of 

interpersonal intentions behind such suicidal acts does not seem to be supported. An 

alternative explanation is possible. Suicide attempts in the course of ongoing suicidality 

occur when negative thinking is heightened (especially in relation to experiences of 

abandonment, helplessness, and feelings of being stuck and engulfed) and no alternative 

to escape and cope is found, because usual interpersonal coping mechanisms are 

blocked. Such an explanation is consistent with participants in this group describing 

greater communication of intent prior to the attempt and feeling that the help they 

received after such communication was insufficient.  

In the high proximal planning group there was a sense that the suicide attempts 

was precipitated by a long and gradual decline in functioning with symptoms related to 

depression. The negative thinking represented thoughts of engulfment and capitulation. 

Although the distinction between agitation-anxiety and depression-exhaustion build-up 

was not as clear as proposed in Study 1 (chapter 6), the description of this group had 

similarities with the mental- illness demoralization – hopelessness constellation 

described as one of the pathways to suicidality by Apter (2010). The process of 

considering whether to suicide and how to do it was deliberate in these cases. The 

participants considered suicide in detail prior to the attempt, researched suicide methods 

and tried to ensure lethality. This is consistent with higher suicidal intent found in the 

results reported in chapter 8. Similarly, the fearlessness described seems to relate to 

positive attitudes towards death, which were represented by seeing death as a logical 

decision or having a somewhat romanticised view of death. This suggests an 
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intersection of two constructs previously studied separately – acquired capability for 

suicide (P. N. Smith & Cukrowicz, 2010) and positive attitudes towards suicide (e.g., 

Stein, Brom, Elizur, & Witztum, 1998). Such a combination of a cascade of negative 

life events, long-term decline in functioning, intense negative thinking and positive 

attitudes towards suicide was one that resulted in the most lethal attempts and should 

not be overlooked. 

Salience of suicide as an option in the ongoing suicidality group was difficult to 

disentangle from implementation thoughts. Ongoing suicidal ideation intensified in the 

period prior to the attempt in cases where salience was high, but it seemed more 

consistent with salience, rather than implementation thoughts, because of lack of 

specific shift from one to the other. Such a finding is similar to that found in Study 1 

(chapter 6), where separation of ongoing and proximal suicidality was difficult to 

determine. In the quantitative analysis (chapter 8) some of the items loading on the 

proximal planning component loaded moderately on the ongoing suicidality component 

as well. This indicates that when salience of suicide as an option is high, it may create 

difficulties determining presence of proximal planning or even somewhat artificially 

decrease the rating of proximal planning. Such findings support the assertion by 

Anestis, Soberay and colleagues (2014) that if only proximal planning is assessed, a 

large proportion of planning is not noted. 
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Chapter 11. Discussion 

 

A man is calmly chatting with his friends. Suddenly he jumps leaps over a parapet and falls into the water. 

After he has been quickly pulled out, they ask him why he behaved as he did, but he has no idea. He merely 
gave way to a force that drove him on despite himself.  

(Brierre, 1856, as cited in Durkheim 1897/2006, p.43) 

 

It was just like, I was completely fine and the next thing I am jumping over the edge and I don't even 

remember doing it, I felt like there was no, like I have could say there was no intent cause I didn't realise 
what I was doing. <…> [I: Would you consider any of the events triggering your attempt?] That made me 

want to do that? am... a... [long pause]. I think, I was pretty stressed out, from... It might seem silly, but like I 

was... So [friend‘s name] was saying how much he... wanted to be with me and loved me and wrah wrah 

wrah.  And for me I was just like... Flipped out a bit.  

One of the participants in Study 2  

 

Introductory remarks  

The main research question guiding the present research program was: “Is there is 

a phenomenon that warrants description as an impulsive suicide attempt?”. In the more 

than a hundred years during which the term ‘impulsive attempt’ has been used, it has 

gained many meanings (chapter 1). Prior to start of this thesis there were no systematic 

reviews of this area of research. Such a systematic literature review, presented in 

chapter 2, indicated that researchers use at least three different types of operational 

definitions for suicide attempt impulsivity. Studies focus either on the two types of 

proximal criteria, namely, event-based or time-based, or rely on distal criteria in 

identifying the attempts as impulsive. Time-based criteria evaluate the abruptness the 

attempt by assessing the suicidal ideation, planning or decision time prior to the attempt, 

while even-based criteria focus on the amount of planning the person did prior to the 

attempt. The distal criteria assess presence of a suicide plan in a person’s lifetime or the 

year prior to the attempt, irrespective of the concordance between the plan and the 

attempt. Finally, there was a group of criteria used to identify attempts as ‘impulsive’ 

across studies that did not fit within this classification. There was little research 
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exploring the overlap between different operational definitions of attempt impulsivity 

and limited knowledge about the use of the term in other relevant settings, such as 

clinical practice. Given the disparities in the definitions of attempt impulsivity, the lack 

of consistency in findings about the correlates of attempt impulsivity found in the 

systematic review was not surprising. However, in the absence of an understanding of 

the way suicide risk develops in cases called impulsive and non- impulsive it was close 

to impossible to draw conclusions that could inform suicide prevention.  

In the introductory chapters the present thesis proposed that, given the complexity 

of suicidal behaviour, a model based on a dimension was a more appropriate starting 

point than a model identifying ‘types’ of suicide attempts with strict boundaries. Based 

on the observations in the studies conducted, such a proposition is maintained 

throughout the discussion. Such a model proposes that, if is meaningful to identify some 

attempts as ‘impulsive’, there is a feature of ‘attempt impulsivity’ that can vary from 

low to high. In that case there should be observable differences between attempts which 

are described as more or less ‘impulsive’.  

The present thesis undertook a mixed-methods examination of the main research 

question, and the research program involved a strong qualitative component. The 

mixed-methods approach allowed assessing the phenomenon of ‘impulsive suicide 

attempt’ from multiple viewpoints, and, therefore, provide a more comprehensive 

account of it (McEvoy & Richards, 2006). It has to be acknowledged that multiplicity of 

lenses used in the mixed-methods design creates complexity in the integration of 

findings, where disparities in the findings are expected and need to be accounted for 

(Tashakkori et al., 2012). Based on this principle, the discussion focuses on description, 

comparison and integration of the concepts identified in the different strands of analysis.  
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The exploration of what is described as ‘impulsive suicide attempt’ presented in 

the thesis was firmly grounded in the perspectives of the individuals experiencing them. 

Research that provides accounts of the subjective experience and allows to illuminate 

how multiple individual differences are intertwined in the suicidal process is 

emphasised as essential to inform and enhance prevention and clinical practice 

(Maltsberger, Schechter, Herbstman, Ronningstam, & Goldblatt, 2015). Arguably, such 

research is necessary to deepen the understanding of the psychology of suicidal 

behaviour, a goal that is considered one of the important challenges for the next decade 

(Gunnell, 2015). Therefore, the mixed-methods approach and integration of the 

perspectives voiced by those who had attempted suicide can be considered strengths of 

the presented research program. 

With the growing interest in application of the qualitative (Hjelmeland & Knizek, 

2010) and mixed-method framework in suicide research (Rogers & Apel, 2010), 

development and description of specific methods that can be effectively used in such 

studies is necessary. One of the important aspects of the thesis is that a novel method of 

interviewing suicide attempers was used, which relied on visual timelines. It combined 

the quantitative timeline follow-back method for suicide attempts (TLFB-SA; Bagge 

Littlefield, & Lee, 2013) with principles of use of visual timelines in qualitative life 

history interviews (Adriansen, 2012). Specific observations about the use of this method 

are noteworthy. The use of visual timelines proved to be an effective strategy in 

interviewing suicide attempters and collecting data shortly after the suicide attempt. The 

co-creation of the timeline of events leading up to the attempt allowed better 

understanding of the suicidal process and exploration of interactions between different 

events, thoughts and emotions, which permitted the noting of inconsistencies or 

contradictions in the narrative. This interview approach facilitated collaboration 
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between the interviewee and the researcher, and thus facilitated the building of rapport 

and collection of more comprehensive data. The other benefit to the participants derived 

from this interviewing approach was their increased insight into their experiences and 

interpretations of these. However, issues related to highly emotional content of the 

interview needed to be addressed in the interviewing process. Overall, the use of 

timeline method required high level skills of the interviewer as well as an essential need 

for supervision implemented appropriately, but proved to be beneficial for interviewing 

of suicide attempters in terms of the experience of interview for the participants and the 

elaborateness of the data obtained. As such, the method is recommended for future 

studies with people who had attempted suicide. 

Overview of the main findings 

In order to provide answers for the main research question, “Is there is a 

phenomenon that warrants description as an impulsive suicide attempt?”, four research 

questions and two additional sub-questions for one of them were specified within the 

research program. A combination of two studies was used to address them. Study 1 was 

a small-scale qualitative study which addressed the first research question of the 

research program and explored the way clinicians and suicide attempters understand the 

term ‘impulsive suicide attempt’. Study 2 was a mixed-methods study designed in 

correspondence with the remaining three research questions of the thesis as well as the 

two sub-questions. It involved 49 young adults presenting to public hospitals following 

a suicide attempt. The research questions are outlined below and the main findings 

emerging from the studies presented in the thesis are summarised for each of them.  
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Research question 1:  

How do clinicians and suicide attempters understand the concept ‘impulsive 

suicide attempt’? 

In Study 1, eight suicide attempters were invited to reconstruct a timeline of the 

suicide attempt process before two of their suicide attempts and then compare them in 

terms of impulsivity. Afterwards, seven experienced clinicians were asked to review the 

timelines and compare them in terms of their impulsivity. This study indicated 

important limitations of the term “impulsive attempt”, because suicide attempters had 

difficulties understanding it and clinicians disagreed on the precise meaning of this 

term. Suicide attempters and clinicians used three dimensions to describe differences in 

suicide attempt impulsivity, (a) ”thinking out”, which included thoughts and 

preparations for suicide that occur in a non- linear fashion across multiple time-points 

and extend across long periods of time; (b) build-up, which was the process of 

deterioration or of intensifying symptoms of agitation prior to the suicide attempt; and 

(c) unclear intentionality, which was the level of confusion the person had about his or 

her intentions during the suicidal act. The attempts were described as impulsive when 

the “thinking out” was low, the build-up was brief and mostly related to 

anxiety/agitation or the person was not sure about his or her intentions for the act. The 

results of this study imply that lack of clarity about one’s intentions during the attempt 

should not be equated to low intent to die. The “thinking-out” dimension overlapped 

with the criteria used to assess attempt impulsivity in research. However, the two other 

dimensions have not been previously described in suicide attempt impulsivity research 

and an assessment of their overlap with other criteria of attempt impulsivity was 

included in Study 2.  
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Research question 2:  

Do the different criteria used to identify attempts as impulsive overlap and is 

there a unitary factor of attempt impulsivity underlying all or most of the criteria? 

Study 2 assessed overlap between 20 individual criteria previously used in 

assessment of attempt impulsivity, as well as explored their relationship to the two 

previously unexplored dimensions (unclear intentionality and build-up) identified as 

relevant for suicide attempters and clinicians when considering attempt impulsivity. The 

findings in Study 2 indicated two components underlying a majority of criteria (16 out 

of 20) currently used in research when identifying attempts as impulsive. The first 

component was termed proximal planning and explained nearly half of the variance in 

the dataset, with 13 of the items loading on it. The highest loadings were of items 

representing proximal planning time and presence of a plan for the attempt. The high 

number of items in the component and their high loadings (0.51-0.91), as well as the 

large proportion of variance explained suggests reliability of this first component, 

despite the study limitations related to sample size.  

The second component explained a much smaller proportion of variance (be low 

15%) and comprised four both positively and negatively loading items. It has to be 

acknowledged that three of the items had significant cross- loadings with the first 

component. Item with the negative loading related to persistent suicidality, while some 

of the items rating objective circumstances of the attempt with the Suicide Intent Scale 

(A. T. Beck et al., 1974) loaded positively (specifically timing of attempt, no acting to 

get help during attempt and final acts in anticipation of death). While recognising the 

somewhat disparate content of the component, it was termed absence of ongoing 

suicidality.  
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MEPOS (Anestis, Pennings, et al., 2014), which was suggested as a new and more 

valid measure of planning of attempt, loaded moderately on both components, but did 

not reach the pre-determined cut-off points (at least 25% of overlapping variance). In 

addition, three SIS items (isolation, suicide note and alleged purpose of attempt) did not 

load on either of the components. Only proximal planning, but not absence of ongoing 

suicidality related to unclear intentionality of the act; the relationship was small in 

magnitude (r = -0.25, p = 0.08). There was no relationship between either of the 

components and the PANAS-X (Watson & Clark, 1999) subscales of fear or fatigue, 

which were used as proxy measures for the two types of build-up described in Study 1.  

Research question 3:  

Is suicide attempt impulsivity, described in terms of the criteria proposed to date, 

related to particular characteristics of the attempt, situational factors and 

vulnerabilities of the person? 

The two components, identified in research question 2 as underlying attempt 

impulsivity criteria, had unique correlates. Proximal planning related to all measures of 

suicidal intent and showed a small relationship to lethality, mainly through lower 

possibility of rescue in attempts characterised by higher proximal planning. It related to 

emotions before the attempt signalling fearlessness, specifically such emotions as 

daring, calm and determined. A moderate relationship was observed with self-perceived 

acquired capability for suicide, which extended to fearlessness about death factor of the 

ACSS (Joiner, Van Orden, Witte, & Rudd, 2009) as well. Finally, proximal planning 

showed a small positive relationship to emotional reactivity, in particularly intensity 

dimension of it, which indicated that those who reported higher proximal planning 
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reported experiencing emotional reactions as stronger compared to those who reported 

less planning for the attempt. 

The absence of ongoing suicidality component did not show a relationship to 

intent to die during an attempt, but it was negatively related to escape intentions during 

the attempt. A moderate positive relationship was observed with lethality of attempt, 

both in terms of risk caused during the attempt and possibility of rescue during such 

attempts. Participants who reported higher ongoing suicidality rated their negative 

emotions before the attempt as more intense, in particular hostility and guilt. They 

reported a higher number of prior attempts as well. Those for whom ongoing suicidality 

was higher reported higher urgency, emotional reactivity and aggression, mainly in 

terms of anger intensity, indicating ongoing issues with emotional functioning. On the 

other hand, absence of ongoing suicidality related to binge drinking and drug use in the 

week before the attempt. 

Overall presence of lifetime psychotic symptoms was not related to the two 

components of attempt impulsivity criteria. However, participants who had drug-

induced hallucinations and delusions prior to their suicide attempt reported lower 

proximal planning, as well as lower ongoing suicidality compared to participants 

without psychotic symptoms and those with prior psychotic symptoms or 

pseudohallucinations prior to the suicide attempt. A statistically significant difference 

between the participants who had drug- induced psychotic symptoms and those who had 

actual hallucinations and delusions before the attempt unrelated to drug use emerged 

only for proximal planning (the latter group reporting higher proximal planning), but 

not for ongoing suicidality. 
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Research question 4.1.:  

How do people experience the suicide attempt process? 

In Study 2, a qualitative examination of the suicide attempt process was 

undertaken in order to better describe the criteria assessing attempt impulsivity, as well 

as to provide a framework for descriptions of the pathways to attempts assessed as 

impulsive and non- impulsive. Qualitative data from interviews and medical records in 

Study 2 was analysed using the thematic analysis method (Braun & Clarke, 2006). The 

analysis indicated that the suicide attempt process can be described as an 

interrelationship between negative thinking, suicidal desire and implementation 

thoughts, which arises in a context, both internal and external. The internal context is 

represented by distress, insufficient coping, and salience of suicide as an option, while 

external context encompassed negative life events and widening gap between me-other. 

Narrative themes, characterizing the way the suicide attempt process was told, emerged 

during the analysis. These were reluctance to disclose, disconnection from internal 

experiences, difficulties remembering and minimisation. The suicide attempt process 

described in this study was used to provide a better understanding of the suicide attempt 

impulsivity criteria. The component termed proximal planning mostly represented 

implementation thoughts, but some of the criteria related to suicidal desire. The second 

component, ongoing suicidality, was mostly consistent with salience of suicide as an 

option. 

An important contribution of this study is a detailed examination of the negative 

thoughts prior to the attempt. The thoughts related to two themes: interpersonal 

disappointment and entrapment. These findings are novel in several ways. First, theories 

generally focus on the factors related to interpersonal disappointment, such as thwarted 
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belongingness and perceived burdensomeness in IPTS (Van Orden et al., 2010), or 

entrapment (O’Connor, 2011)10, while the present study indicates they both types of 

thoughts coincide in the period prior to the attempt and are intertwined. Furthermore, a 

distinction between defeat and entrapment constructs has been suggested in theory 

(O’Connor, 2011). However, in the present study, participants talked about intensifying 

entrapment and no additional theme of defeat was identified prior to thoughts of 

entrapment. This finding is in line with the conclusions of studies showing that scales of 

defeat and entrapment assess a unitary construct (Taylor et al., 2009). Finally, the role 

of thoughts related to resentment is generally not included in theories with other 

interpersonal factors, and some researchers suggest that anger plays a small and indirect 

role in suicidality (Joiner, 2011). However, in the present study thoughts related to 

resentment and exasperation were in some cases the main components of the negative 

thinking that led to suicidal desire, challenging the view that their role is indirect.  

Research question 4.2:  

What are the differences in the way people with and without lifetime psychotic 

symptoms experience the suicide attempt process? 

The exploration of the suicide attempt process in people with lifetime psychotic 

symptoms is an important contribution of the thesis. Although it is recognised that 

psychotic symptoms range on a continuum in the general community and can be present 

in less severe forms outside such disorders as schizophrenia (Linscott & van Os, 2013), 

the exploration of how they relate to suicidality is currently limited. The findings in the 

present study indicated that the way suicide risk arose in cases where participants had 

                                                 

10
 It has to be acknowledged that the IMV model (O’Connor, 2011) includes thwarted 

belongingness and perceived burdensomeness as Motivat ional Moderators that can impact the shift from 

entrapment to suicidal ideation and intent. However, it still focuses on entrapment as the main precipitant 

of suicidality.  
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psychotic symptoms showed differences compared to the suicide attempt process 

indicated by those without psychotic symptoms. However, these differences were 

explainable using the same elements of the suicide attempt process that applied for 

those without psychotic symptoms. Such a conclusion is in line with previous research 

indicating that presence of psychotic symptoms moderates suicide risk through common 

mechanisms (Bolton et al., 2007). 

The psychotic symptoms do impact separate elements of the suicide attempt 

process and in particular the way the narrative of the suicide attempt process is told. For 

those who experienced psychotic symptoms narrative themes, such as difficulties 

remembering, reluctance to disclose and disconnection from experience, were more 

evident in the descriptions of the suicide attempt process. This factor can account for 

difficulties in determining intent to die when the individual attempting suicide was 

experiencing psychotic symptoms (Fedyszyn et al., 2012). Additionally, the study 

indicated two pathways through which psychotic symptoms contributed to suicide risk. 

First, derogatory voices contribute to negative thoughts that the person is inherently 

flawed, which lead to suicidal desire. Second, paranoid symptoms contribute to the lack 

of trust in others, which further exacerbates the gap between me-other and increase 

interpersonal negative thinking. These findings suggest a potential mechanism for how 

the psychotic symptoms, such as paranoia (Taylor et al., 2010), contribute to suicidal 

ideation.  

Research question 4:  

What are the pathways to attempts that can be described as least and most 

impulsive? 
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One of the limitations of prior research into suicide attempt impulsivity was lack 

of a description of the way suicide risk develops in cases labelled as impulsive and non-

impulsive. The suicide attempt process description (research question 4.1) was used 

further to understand its differences in cases scoring high and low on the two 

components identified in research question 2 as underlying the criteria of attempt 

impulsivity. The findings indicated that absence of proximal planning and absence of 

ongoing suicidality overlapped to a large extent, but the other ends of the components, 

high proximal planning and high ongoing suicidality showed substantial differences.  

In instances marked by little proximal planning or low ongoing suicidality, the 

narratives contained most omissions; reluctance to speak and disconnection from 

experience were prominent. Low proximal planning was related to an interpersonal 

stressor on the day, mainly critical commentary from others, occurring in the context of 

substance use and a period of distress, albeit a shorter one than in the high proximal 

planning group. Attempts without ongoing suicidality were mainly present in males and 

were related to ongoing drug use, financial stressors, ongoing loneliness and avoidance 

of other people, as well as loss and separation. Intense resentment - exasperation was 

prominent prior to the attempt in this group. The suicide attempt process related to high 

proximal planning group was characterised by long, gradual decline in functioning and 

a longer period of implementation thoughts prior to the attempt. Participants who 

described most positive attitudes towards suicide had the most elaborate implementation 

thoughts and made most preparations in regards to their attempt. Participants in the high 

ongoing suicidality group were predominantly female, who indicated high salience of 

suicide as an option. They described the widening gap between me-other as the main 

source of negative thinking prior to the attempt and negative thinking concentrated on 

being helpless, stuck, engulfed, resentful towards others and abandoned.  



300 

 

 

 

The term ‘impulsive suicide attempt’ 

A major contribution of the thesis is the clarification of the construct ‘attempt 

impulsivity’. This is the first study to compare the overlap between proximal and distal 

criteria of attempt impulsivity and the first to directly examine whether the 

interrelationships between separate criteria of attempt impulsivity can be summarised in 

separate components. Other studies have assessed overlap between two (e.g., May & 

Klonsky, 2015) or three of the criteria (e.g., Bagge, Littlefield, & Lee, 2013). The study 

by Chalker and colleagues (2015) assessed six criteria (intoxication, communication, 

ability to rescue, delay, planning and suicide note). However, their study assessed the 

criteria using separate items or their combinations from the SASII (Linehan et al., 2006) 

and not the items actually used in studies of impulsive suicide attempts. The strength of 

the present study is that it collated all the criteria used in prior studies and used them to 

assess the same sample of individuals making suicide attempts in order to examine the 

overlap between the items. Such an approach allowed studying the underlying 

components in the pattern of intercorrelations of separate criteria.  

This approach was complemented by qualitative data on the phenomenon 

described as ‘impulsive attempt’. These different perspectives revealed somewhat 

different answers to the main research question posed in the thesis, Is there a 

phenomenon that warrants description as an impulsive suicide attempt?’. These 

differences require further clarification.  

At all stages of the research the idea that there is a single phenomenon the term 

‘impulsive suicide attempt’ reflects seemed questionable. The systematic review 

indicated at least two sets of observations to which the term referred: events close in 

time to the attempt (proximal criteria) and events further in time from the attempt (distal 
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criteria). There were further substantial variations within the proximal criteria group. 

Study 1, a small-scale qualitative study of clinicians and individuals who had made 

suicide attempts, indicated three themes describing attempt impulsivity: ‘thinking out’, 

unclear intentionality, and build-up. The first of these, ‘thinking out’, had most 

similarity with the sets of observations about attempt impulsivity identified in the 

systematic review and related to both proximal and distal criteria. However, the other 

two themes did not have clear relations to either set of observations identified in the 

systematic review. The quantitative analysis of data in Study 2 revealed one component 

(proximal planning) similar to the first set of observations in the systematic review 

(proximal criteria) and a possible second one (absence of ongoing suicidality), which 

had some similarities with the second set of observations in the systematic review 

(distal criteria).  

The qualitative analysis in Study 2 pointed to three phenomena akin to those 

identified in the above analyses. The first, implementation thoughts, were consistent 

with proximal planning identified in the quantitative analysis of Study 2 and had 

resemblance to proximal criteria described in the systematic review. The second, 

salience of suicide as an option, was similar to ongoing suicidality component emerging 

in the quantitative analysis and had some similarities with the distal criteria of attempt 

impulsivity. These two phenomena combined were akin to the ‘thinking out’ theme 

identified in Study 1. The third phenomenon, narrative themes, was similar to the 

unclear intentionality theme identified in Study 1. The context of suicide attempt 

identified in Study 2 was somewhat similar to the third theme identified in Study 1, 

build-up. However, the context category in Study 2 was a group of themes describing 

multiple phenomena, rather than variations of a single one, like in Study 1. 
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This pattern of overlap is summarised in Table 11.1. A single term, ‘impulsive 

suicide attempt’, is thus at best a loose way of describing a complex set of phenomena.  

At least three facets of what has been described as ‘attempt impulsivity’ emerge: 

proximal planning, ongoing suicidality and unclear intentionality. The arguments for 

suggesting these as three separate constructs are presented in the following sections.  

 

Table 11.1 Summary of sets of observations and themes identified as 

representative of what has been described as ‘attempt impulsivity’ across studies in this 

thesis. 

Source Proximal p lanning 
Ongoing 

suicidality  

Unclear 

intentionality 
Other 

Systematic rev iew 

Proximal criteria 

of attempt 

impulsivity  

Distal criteria of 

attempt 

impulsivity  

  

Study 1 ‘Thinking out’ 
Unclear 

intentionality 
Build-up 

Study 2: 

quantitative 

analysis 

Proximal p lanning 

Absence of 

ongoing 

suicidality  

  

Study 2: 

qualitative 

analysis 

Implementation 

thoughts 

Salience of suicide 

as an option 
Narrat ive themes 

Context of the 

suicide attempt 

process 

 

Proximal planning 

Proximal planning is captured in a majority of items currently used to assess 

attempt impulsivity and the items representing planning occurring proximally in time 

before the attempt reflect it most accurately. All proximal time-based criteria and some 

of the proximal event-based criteria (degree of planning and premeditation, timing of 

the attempt, precautions against discovery, active preparation for attempt, overt 
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communication of intent) identified in the systematic literature review (chapter 2) as 

previously used to assess attempt impulsivity loaded on this component. Additionally, 

the two distal criteria, suicide plan in lifetime and suicide plan in previous 12 months 

loaded on this component, but they had moderate cross- loadings with the second 

component and the loadings were somewhat smaller compared to those directly 

assessing proximal planning before the attempt. The qualitative data indicated that 

assessment of proximal planning reflects a distinct element of the suicide attempt 

process and mostly captures intensity and length of implementation thoughts. These 

were described by participants as a search for how to suicide and included choosing a 

method for suicide, preparations for after-death and selection of time and place.  

In previous reviews the objective circumstances subscale of the SIS (A. T. Beck et 

al, 1974) has been suggested as the most valid assessment of attempt planning versus 

impulsivity (Conner, 2004). However, two items in the objective circumstances, 

namely, items 1 (isolation) and 7 (presence of suicide note), as well as item 9 (purpose  

of attempt) from the SIS, sometimes included together with the objective circumstances 

subscale to assess planning (e.g., Brent et al., 1988), did not load on any of the 

components in the present study. Two other items from the SIS, specifically items 4 

(acting to get help) and 5 (final acts in anticipation of death), had stronger loadings on 

the second component of attempt impulsivity rather than proximal planning. These 

findings are in line with the research showing poor construct validity of the objective 

circumstances subscale and suggesting revision of it are necessary (Antretter et al., 

2008). Therefore, the objective circumstances subscale of the SIS in its present format 

cannot be considered a valid assessment of the proximal planning.  

The validity of the distal items (presence of suicide plan in the person’s lifetime or 

the previous year) seems problematic. The cross- loadings between the two components 
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(chapter 8) suggest they assess both, proximal planning and ongoing suicidality. These 

items can be answered the same way whether the person had ongoing planning at any 

point in his or her life (which may be unrelated to the way he or she attempted suicide) 

or made a plan proximally to the attempt and followed through with this plan. Although 

there are conceptual issues with separating ongoing suicidality and proximal planning, 

further research to clarify their overlap is necessary. Criteria that capture both constructs 

in one assessment without possibility for differentiation merely add further to the 

unresolved questions, and therefore the use of distal criteria alone in research studies is 

currently contraindicated. 

Some of the criteria used in research, such as suicidal ideation time prior to 

attempt (e.g., Deisenhammer et al., 2009) capture the suicidal desire component 

identified as part of the suicide attempt process (see chapter 9). Criterion of proximal 

ideation time had a substantial (0.8) loading on the proximal planning component. 

However, the qualitative data indicated that the consideration of suicide as an option 

fluctuated substantially prior to the attempt, even among participants who obtained high 

scores on the proximal planning component (chapter 10). Some level of suicidal desire 

was necessary for implementation thoughts to arise (chapter 9), but less fluctuation was 

observed in the implementation thoughts compared to suicidal desire. Prior studies 

indicated small (r = 0.35; Bagge, Littlefield, & Lee, 2013) to moderate (r = 0.57; 

Chalker et al., 2015) correlations between suicidal ideation and planning times, which 

would further add to the suggestion that the suicidal desire and implementation thoughts 

are related, but not fully overlapping. Caution is required when interpreting results from 

the quantitative data in the thesis due to sample size. Therefore, more research with 

larger samples exploring whether suicidal desire and implementation thoughts can be 

described as a unitary factor is necessary before inclusion of the criteria representing 
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suicidal desire (such as communication of intent and suicidal ideation time) into 

assessment of proximal planning to ensure construct validity (Strauss & Smith, 2009) in 

assessment is maintained.  

Higher proximal planning, which can be understood as a longer period of 

implementation thoughts, related to acquired capability for suicide (ACS; Joiner, 2005). 

The relationship was evident for fearlessness about death component and self-perceived 

ACS), emotions prior to the attempt indicating fearlessness and positive attitudes 

towards death. The possible link between constructs described as ‘attempt impulsivity’ 

and acquired capability for suicide has been implied by several theories of suicidal 

behaviour, such as IPTS (Joiner, 2005), IMV model (O’Connor, 2011) and 3-ST 

(Klonsky & May, 2015). However, this is the first study that explored this relationship 

empirically and the results indicate support for the hypothesis that these are related. 

Specifically, higher fearlessness about death and higher self-perceived ACS was found 

among those with higher proximal planning. At least some level of acquired capability 

for suicide, specifically the fearlessness about death component, has been previously 

implied as required for a person to be able to plan suicide (Van Orden et al., 2010). 

Therefore, such a relationship is not surprising. It has to be admitted, however, that the 

current understanding of the ACS is still limited and the hypothesis those who indicate 

low proximal planning have other components of ACS, such as higher insensitivity to 

pain, cannot be refuted at this stage, because the current ACSS does not capture this 

component well (Rimkeviciene et al., under review). Furthermore, availability of 

means, which Klonsky and May (2015) identify as a component of practical ACS, has 

been found to be related to lower proximal planning. The latter finding prompts the 

hypothesis that different forms (fearlessness about death, insensitivity to pain, practical 
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ACS) rather than the general level of ACS relate to different levels of proximal 

planning. 

Ongoing suicidality 

Ongoing suicidality emerged as a component underlying some of the criteria of 

attempt impulsivity. However, this component explained a far smaller amount of 

variance (14%) and three of the four items with highest loadings on this component had 

moderate (0.42-0.51) cross loadings on the first component (proximal planning). 

Therefore, the possibility that the second component is a result of overfactoring cannot 

be reliably rejected at this stage.  

The ongoing suicidality component had items loading both positively and 

negatively, although all the criteria were calculated in such a way that higher ratings 

were indicative of what was described as lower attempt impulsivity. If these results are 

taken at face value, they indicate that opposing features of the attempt are described as 

attempt impulsivity. Such a hypothesis is supported by qualitative data. Results 

presented in chapter 10 indicated that attempts among those identified as having high 

ongoing suicidality were similar to what is referred to as an ‘impulsive attempt’ in 

SAMS (J. Johnson et al., 2008) and FVT (Rudd, 2006). However, the suicide attempt 

process among those with low ongoing suicidality were most similar to an attempts 

related to low proximal planning, the latter indicative of what is referred to as the 

‘impulsive suicide attempt’ according to majority of criteria currently used in attempt 

impulsivity research (see chapter 2 and 8). This disparity in what is identified as an 

‘impulsive suicide attempt’ further indicates the limited value o f the latter term. 

Some issues with the current assessment of this construct were observed. Contrary 

to expectation, distal criteria of attempt impulsivity had stronger loadings on the first 
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component, rather than the ongoing suicidality component. In addition to persistent 

suicidal ideation, three of the SIS (A. T. Beck et al., 1974) items had high loadings in 

the opposite direction, specifically item 2 (timing of the attempt), item 4 (acting to get 

help during the attempt) and item 6 (final acts in anticipation of death). The disparate 

content of the items loading on the component suggest issues with content validity of 

the current assessments (Strauss & Smith, 2009). Therefore, the limited reliability of the 

second component can be caused by the limited validity. MEPOS (Anestis, Pennings, et 

al., 2014) had split moderate loadings between the two components, neither of which 

reached the level to warrant inclusion. These results are unexpected because the 

measure is suggested to be a more reliable way to cap ture planning that accrues over 

time, therefore, theoretically is similar to ongoing suicidality. However, it is possible 

MEPOS (Anestis, Pennings, et al., 2014) is capturing a new construct, different from 

proximal planning and ongoing suicidality, albeit related to both of them. Therefore, it 

cannot be suggested at present as a measure of suicide schema and the need to develop 

further assessment tools for this construct is apparent. 

In Study 1 (chapter 6) the results indicated one theme of ‘thinking out’, which 

described both proximal planning and ongoing suicidality. Although some of the 

clinicians indicated chronic suicidality as a separate theme, it was indistinguishable 

from planning prior to the attempt in the narratives of the suicide attempt process. 

Therefore, chronic suicidality was indicated as one of the sub-themes rather than a 

separate theme in the criteria of attempt impulsivity that clinicians and suicide 

attempters use. However, this may have occurred due to specificity of the sample in 

Study 1, where all participants had at least two suicide attempts. In the qualitative data 

in Study 2 the salience of the suicide as an option, which mirrored ongoing suicidality 

emerging in quantitative data, was considered separately from themes related to suicidal 
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desire and implementation thoughts. The description of salience of suicide as an option 

was similar to the description of suicide schema, a theoretical construct suggested by 

SAMS (J. Johnson et al., 2008). Therefore, salience of suicide as an option and ongoing 

suicidality can be considered as expressions of the elaborateness of the suicide schema. 

Such a conceptualisation of the ongoing suicidality could be used in further 

development of assessment for this construct and is discussed in more detail within the 

directions for future research section.  

It has to be admitted, though, that in cases where salience of suicide as an option 

was high, the identification of the suicidal desire and implementation thoughts was 

problematic. In such cases the suicide schema can be seen as containing well-developed 

implementation intentions (Gollwitzer, 1999), which are detailed if- then plans related to 

how and when to suicide and are considered one of the volitional moderators in the 

IMV model (O’Connor, 2011). Some of the participants who had high ongoing 

suicidality described intensifying thoughts about suicide in the weeks prior to the 

attempt. However, because the level of suicidal ideation was continually high, it was not 

clear where to draw the line between the regular suicidal thoughts, which are an 

expression of the suicide schema, and suicidal desire and implementation thoughts 

which were part of the suicide attempt process. It is possible that the delineation of a 

separate suicide attempt process in cases where the level of suicidality is continually 

high is less possible as well as useful than in other cases.  

Suicide attempts described in the group with high ongoing suicidality resembled 

suicidality described in relation to BPD (Paris, 2004). Not surprisingly, a majority of 

participants in this group had this diagnosis. Ongoing suicidality is sometimes described 

as ‘chronic’ and is seen as a way to manage and communicate distress, rather than to die 

(Paris, 2002). In the present study the participants who had higher ongoing suicidality 
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did report higher levels of negative emotions prior to the attempt and intentions to 

escape a situation which was seen as unbearable. The results indicated a higher level of 

vulnerabilities, such as higher urgency, emotional reactivity and anger intensity, which 

is consistent with the profile of individuals with borderline personality disorder who 

attempt suicide (Berk et al., 2007; Black, Blum, Pfohl, & Hale, 2004). However, 

contrary to suggestions by Paris (2002), the level of intent to die or the interpersonal or 

communicative intentions was not related to the level of ongoing suicidality. The 

qualitative data indicated that the participants identified as at high ongoing suicidality 

had a somewhat romanticised view of death and saw it as a peaceful escape. Therefore, 

death was an seen as an option. However, they described communicating their distress 

to others multiple times and seeking alternative ways to escape the distress prior to 

attempting suicide, turning to suicide only when other coping mechanisms failed. 

Therefore, the escape intentions seem to be primary in such suicide attempts. Describing 

these attempts only in terms of the intent to die (which is frequently the only intention 

considered, e.g., Silverman et al., 2007b) does not sufficiently capture the complexity of 

the situation. 

Unclear intentionality 

Unclear intentionality emerged as one of the themes relevant to the way suicide 

attempters and clinicians describe attempts as impulsive. The results of the qualitative 

analysis in Study 2 suggested it relates to the narrative themes in the way the suicide  

attempt process is described by the participant. These are disconnection from internal 

experience, reluctance to speak and difficulties remembering. Minimisation, although 

identified as one of the narrative themes in Study 2, was not found to relate to attempts 

described as impulsive (chapter 10). A proxy of this construct [an item from of the 

MPQ (Bancroft et al., 1979)] was employed in Study 2 and a small negative relationship 
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with proximal planning was found. However, in the qualitative analysis (chapter 10) 

disconnection from experience, reluctance to speak and difficulties remembering were 

prominent in the narratives of the group of participants where proximal planning was 

low as well as the group where ongoing suicidality was low. Therefore, unclear 

intentionality captured in the proxy in chapter 8 does not fully capture the construct and 

further research is needed to understand and develop measures for it. Nevertheless, the 

findings of the study indicated that unclear intentionality has to be regarded  as a 

separate construct from the previously studied in relation to attempt impulsivity.  

Unclear intentionality should not be equated with absence of suicide attempt 

process or taken as suggestion that such attempts occur ‘out of the blue’. Unclear 

intentionality suggests that in cases, described as happening with “no motive” 

(Durkheim, 1987/2006, p. 43), the person does not know or does not reveal their 

thought process and the suicide attempt process is difficult to comprehend. This is an 

important distinction, because it allows raising further hypothesis about the nature of 

this phenomenon and there are several possible sources of unclear intentionality. First, it 

is possible the narrative themes emerge because the person was unwilling or unable to 

recollect and share more information with the interviewer. Second, the narrative themes 

can indicate processes that occur prior to the attempt, such as dissociation (Shelef et al., 

2014) or failure in mentalization (Fonagy et al., 2004). Finally, the narrative themes 

were most frequently observed among those with psychotic symptoms (chapter 9). 

Psychotic symptoms are in themselves confusing to the individual and can further 

disrupt the cognitive functioning (Garety, Kuipers, Fowler, Freeman, & Bebbington, 

2001). Therefore it is plausible that the psychotic symptoms cause disconnection from 

experience and difficulties remembering observed in the narratives in at least some of 
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the cases. Because of the retrospective nature of the study, none of the hypotheses can 

be refuted at this stage. 

Finally, the disconnection from experiences could explain the disparate results 

where the participants low in ongoing suicidality reported lower levels of negative 

feelings prior to the attempts, including hostility, in the quantitative data, but reported 

extreme resentment and exasperation prior to the attempt during the interviews. 

Individuals who have little awareness of their emotional life, needs and wishes tend to 

appear overly ‘well’ in standardised assessments (Shedler, Mayman, & Manis, 1993) 

and the true level of distress may not appear in scale-based assessments. Indeed, 

clinician-rated assessments are recommended for such cases (Shedler et al., 1993). The 

findings further add to the suggested caution when interpreting scores from brief scale-

based assessments (Hjelmeland & Knizek, 2010), and particular caution is 

recommended with regards to further research into unclear intentionality of suicide 

attempts. 

Other constructs potentially subsumed under the label ‘impulsive suicide 

attempt’ 

Study 1 found that clinicians and suicide attempters consider that less impulsive 

suicide attempts are preceded by a longer build-up, which is a gradual decline in 

functioning. Attempts described as impulsive, conversely, were preceded by a much 

shorter build-up, mainly consistent with anxiety-agitation. However, Study 2 did not 

fully confirm these results. It has to be recognised, that the assessment of build-up 

employed in the quantitative analysis in the study was a proxy rather than a specific 

measure. Furthermore, the assessment based on the PANAS – X scale (Watson & Clark, 

1999) is not specifically related to suicide. During the course of the study, scales 
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specifically assessing the affective state prior to an attempt have been further validated 

(Hendin et al., 2007; Joiner et al., under review) and may prove to be more useful in 

capturing differences in build-up prior to the attempt compared to the measures 

employed in the study. The qualitative findings presented in chapter 10 did indicate that 

the attempts that scored high on proximal planning were preceded by a higher number 

of negative life events and a longer period of distress, mainly consistent with depressive 

affect and irritability. However, a wide range of distress experiences, including what 

was described as depressive affect (low mood, apathy), were described as present prior 

to attempts which scored low on the proximal planning component, albeit in a shorter 

period prior to the attempt than that described in attempts in the high proximal planning 

group (days and weeks compared to months). The current findings are more suggestive 

of distress being an inherent element of the suicide attempt process rather than 

indicating a typology of distress experiences. This indicates that differences in build-up 

have not received sufficient empirical support which would indicate it is a separate 

construct subsumed under the label ‘impulsive attempt’.  

Implications for clinical practice 

Several implications stemming from the findings in the presented research 

program pertain to clinical settings specifically. Firstly, similarly to researchers, 

clinicians should avoid using the umbrella term ‘impulsive’ when describing suicide 

attempts, as findings indicate clinicians do not use this term uniformly. Terms referring 

the specific pertaining features of the suicide attempt process, proximal planning, 

ongoing suicidiality and unclear intentionality, are suggested instead.  

 Participants who had greater proximal planning (or what can described as more 

elaborate implementation thoughts) scored higher on self-perceived ACSS (Joiner et al., 
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2009), which has previously been found as the best indicator of the presence and 

severity of suicidal behaviour (Rimkeviciene et al., under review, 2015a). The 

simplicity of the one- item assessment of the self-perceived ACSS [I could kill myself if 

I wanted to (Joiner et al., 2009)] and its relationship with proximal planning make it a 

clinically useful assessment tool to identify those who would be more likely to spend 

time thinking through how best to suicide prior to the attempt. Such assessment can be 

further enhanced by assessing positive attitudes towards suicide, which emerged in the 

qualitative data as related to more elaborate implementation thoughts. Higher proximal 

planning was linked with lower possibility of rescue during the attempt and therefore 

higher lethality of the attempt, suggesting its importance when evaluating suicide risk. 

Therefore, attitudes about suicide and self-perceived ACS can be used to gain insight 

about the likelihood the person having more extensive implementation thoughts prior to 

the attempt. When such attitudes are positive or self-perceived ACS is high, the 

likelihood of more intense proximal planning is higher.  

No causal links between the level of implementation thoughts and ACS or 

attitudes towards suicide can be made because the study design did not a llow such 

exploration. However, implementation thoughts, similarly to suicide intent, may be 

difficult to assess because of the person’s reluctance to disclose such thoughts (Shea, 

1999). Those who scored highest on proximal planning indicated they had made few 

direct communications or none at all about their intentions prior to the act. Accordingly, 

indirect signs, such as insomnia, distress (in the form of depressive symptoms in 

females and irritability in men), presence of multiple, cascading negative life events 

with which the person has difficulties coping, and positive attitudes towards death 

become relevant signs of the acuteness of suicide risk in such cases. An approach in 

considering other factors instead of focusing on suicidal desire alone is suggested by 
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most clinical guidelines (Fowler, 2012; Shea, 1999). However, the knowledge about the 

way the vulnerabilities and situational risk factors link to the suicide attempt process 

differences, such as different levels of proximal planning, may be beneficial in planning 

treatment interventions. For example, if the above mentioned factors indicate a person is 

likely to have extensive implementation thoughts, merely limiting the availability of 

means is unlikely to have sufficient effect. 

The intensity of negative thinking, both in terms of interpersonal negative 

thoughts and thoughts related to entrapment, increased in the period prior to the attempt, 

before the suicidal desire emerged. Such findings further add to previous 

recommendations to assess intensity of mental pain (Shneidman, 1993), entrapment (M. 

Williams, 2001) and affective states (Hendin et al., 2007) when assessing suicide risk. 

The findings further add resentment as a precursor to suicidal desire. The role of anger 

in the suicidal process has been noted by some researchers (e.g., Orri et al., 2014), but it 

has been suggested to be only indirect by others (Hawkins et al., 2014). However, in the 

present study the intense resentment, in particular resentment-exasperation prior to the 

attempt, was described as the main precursor to the suicidal desire by some participants. 

Therefore, it should not be overlooked, especially in men and in the context of 

substance abuse. 

A specific subgroup of male suicide attempters emerged who indicated very few 

signs about increasing suicidal risk were present prior to the attempt. Such participants 

were among those most reluctant to disclose information and their narratives contained 

most omissions when compared to data from medical records. They tended to omit 

information about prior suicidal ideation or attempts, presence of current or prior 

psychotic symptoms, life stressors, such as losses, as well as intensity of drug or alcohol 

use. These were predominantly young males, for whom the attempt occurred in the 
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context of intense alcohol or drug use (particularly amphetamine and 

methamphetamines). Methamphetamine use, in particular intravenous use, has been 

indicated to carry an 80% increase in the risk of a suicide attempt, but suicide attempts 

in this group are poorly understood and described (Marshall et al., 2011). The 

qualitative data indicate the vital use of collateral sources to obtain a clearer view of the 

suicide attempt process in such cases, because of the limited information such 

participants disclose. The statements of the participant alluding to the impulsive nature 

of the act should not be perceived as meaning that such attempts occur without the 

context of distress, negative life events and widening gap between me-other. On the 

contrary, the data in the studies indicated the role of loss and separation in such 

attempts, as well as financial stressors, coupled with long-term loneliness, with the 

person’s tendency to avoid others likely contributing to the latter. Such participants 

were reluctant to disclose psychotic symptoms, such as derogatory voices and paranoia, 

but these contributed to the suicidality and required attention. Recommendations about 

how to interview in such cases to increase the likelihood of the person disclosing the 

symptoms are available (Shea, 1999) and could be of assistance to clinicians in such 

cases. 

Limitations 

Some of the limitations of the research program were noted in the discussions of 

the individual studies. One of these is specificity of the sample in Study 1, which related 

to the recruitment strategy where both clinicians and suicide attempters were selected 

from the same outpatient clinic. The recruitment strategy thus limited the 

generalisability of the findings. Similarly, sample size in Study 2 was limited compared  

to what is specified as a rule of thumb for factor analysis and could have impacted the 

reliability of the results, especially with regards to the second component identified in 
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the study. Furthermore, the sample size did not allow for a more advanced procedure of 

exploratory factor analysis, which would allow identifying the latent factors rather than 

merely summarising the data (Costello & Osborne, 2005). Overall, the need for caution 

in interpreting the results from the quantitative exploration due to sample size 

limitations is a restriction of the research program described in the thesis.  

Substantial difficulties recruiting participants were faced in the present study, and 

it is recognised as a common issue in research involving people after suicide attempts 

(Gibbons, Stirman, Brown, & Beck, 2010). The overall participation rate in the present 

study, however, was toward the lower end of those generally reported in studies on 

hospital presentations for suicide attempts [e.g., 86% in Spain (Baca-García et al., 

2007), 26% in Finland (Suominen et al., 1997)]. It has to be recognised that the current 

emergency care model in Australia impacted the choice of the recruitment model and 

likely limited the participation rate. Due to the circumstances described in chapter 7, it 

was not possible to conduct interviews within the emergency department. Participants 

were interviewed only in inpatient units, or at the university, at a separate time after the 

person was discharged (see chapter 7). Such participation process required substantial 

effort from the person participating and, despite the compensation for the travel costs 

offered, the participation rate was low. 

Further limitations of the presented studies relate to the choice of the analysis 

method. The thematic analysis (Braun & Clarke, 2006) was selected as best fitting 

within the critical realism framework, as it allowed combining multiple information 

sources into the analysis and identifying common patterns across a wide scope of cases. 

However, the less interpretative nature of the method compared to others, such as 

interpretative-phenomenological approach (J.A. Smith, 2004), did not allow exploring 

in-depth how the suicide attempt process narrative was created based on the life-world 
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of the individual informants. Similarly, as recommended in thematic analysis guidelines 

(e.g., Thomas, 2006), sufficient examples from the original transcripts ensured that the 

themes and subthemes presented are sufficiently illustrated to produce a believable 

account of the interviews. However, because this approach describes themes across 

cases, rather than presenting individual cases and themes identified within them, as 

common in other approaches (Starks & Trinidad, 2007), the voice of the individual 

informants becomes less discernible in the presentation of results (Braun & Clarke, 

2013). 

The samples in the studies cannot be considered representative of the overall 

population of those who attempt suicide of all individuals attempting suicide. Although 

the sample in Study 2 was checked against the population presenting to the two 

hospitals following suicide attempts, the findings do not necessarily extend to the 

suicide attempters who do not receive formal help following the suicide attempt. The 

latter group can make up to 60% of all attempts in Australia (De Leo et al., 2005). 

People who do not seek formal help following a suicide attempt or seek it only outside 

the hospital setting are a difficult to reach population because of lack of systematic 

recording and surveillance of such suicide attempts (World Health Organization, 

2014b). Furthermore, the Study 2 did not capture those who seek treatment outside the 

emergency department, such as from general practitioners. Lastly, participants receiving 

inpatient care formed a larger proportion of the sample than would be expected in a 

population of all individuals presenting to hospital after suicide attempt. The present 

samples are therefore reflective of those receiving formal support and in Study 2 

predominantly those that are hospitalised. 

The sample of young adults was purposefully recruited in Study 2 to limit the 

variability of the factors influencing the suicide attempt process.  Therefore, lack of 
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clarity about the possibility to generalise the findings to populations other than young 

adults has to be recognised as well. Consequently, the findings are relevant to young 

adults (18-35) who present to hospitals following a suicide attempt, in particular those 

who receive inpatient care. However, given that the majority of presentations for suicide 

attempts are within this age group (Milner et al., 2013), the findings are of value to 

those working in the healthcare system.  

The research focused on suicide attempters and the findings cannot be considered 

as necessarily extending to deaths by suicide. This is a common issue encountered in all 

suicidality research, since suicide attempters and those who die by suicide are 

considered distinct populations (e.g., Beautrais, 2001; Stengel, 1964). However, very 

limited possibilities exist to explore the thought process of those who died by suicide 

(Leenars, 2002; Rivlin, Fazel, Marzano, & Hawton, 2012). Because majority of the 

criteria describing impulsivity of the act reference the person’s thought process, the 

possibility to assess the majority of these criteria is severely limited in the latter 

population. Therefore, the constructs related to impulsivity of the act first need to be 

clearly established in studies of suicide attempters.  

Directions for future research 

The findings of the study indicate that it was a useful strategy to assess the 

overlap of all criteria of attempt impulsivity in the one sample. More studies with larger 

sample sizes are required to replicate the findings before the results about the number of 

factors underlying the individual criteria can be considered robust. However, an 

approach exploring the underlying factor structure or components of the criteria has 

advantages over the currently applied one, where only correlations among several 

criteria are estimated (e.g., Bagge, Littlefield, & Lee, 2013; Chalker et al., 2015). It 
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allows summarising the findings and identifying the specific number of components 

underlying the criteria, as well as the contents of these components. These components 

can be further explored and by targeting the assessments more specifically to the 

components the validity of the assessments can be increased.  

The timeline method proved to be an effective tool when interviewing individuals 

about their suicide attempts and allowed for an in-depth description of the suicide 

attempt process. However, the latter exploration was restricted to young adults. 

Replication of the present study in other age groups is needed to examine the 

generalizability of the elements of the suicide attempt process identified in the present 

study across the lifespan. Information is needed as well about the consistency of the 

components of attempt impulsivity identified in the present study across different age 

groups. 

The results of the present research program imply that, given the complexity and 

disparities of the constructs subsumed under the label ‘impulsive attempt’, research that 

continues to assess ‘impulsive attempts’ as one group, without clear identification of the 

specific facets of it identified, is unlikely to be fruitful. However, further exploration of 

the constructs assessed under the umbrella term ‘impulsive attempt’ is warranted.  

Of the three constructs identified, proximal planning has been most researched 

under the term ‘attempt impulsivity. For research in this area to advance, development 

of a new tool to assess proximal planning is necessary, because of the issues with the 

validity of current criteria outlined above. Some items currently used in research, such 

as proximal planning time (e.g., Wojnar et al., 2008), self-reported amount of planning 

(Conner et al., 2012), and presence of suicide plan (e.g., Wyder & De Leo, 2007) had 

high component loadings (>0.85) (see chapter 8) and were consistent with the 
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description of implementation thoughts found in the qualitative data. These items could 

be included in a scale assessing proximal planning. The objective circumstances 

subscale of SIS (A. T. Beck et al., 1974), currently used to assess planning in some 

studies of attempt impulsivity (e.g., Skogman & Öjehagen, 2003), is not recommended 

for this purpose. A tool assessing proximal planning should capture length and 

magnitude of implementation thoughts and not simply focus on the behavioural 

outcomes like the subscale of SIS (A. T. Beck et al., 1974) mentioned above. For 

example, instead of focusing on whether an attempt occurred in a secluded location, 

assessment of proximal planning should focus on the extent to which the person 

considered the location of the attempt in advance. Studies beginning with a larger pool 

of items and selecting the most appropriate ones based on their reliability, convergent 

and discriminant validity (Raubenheimer, 2004) could be used to develop such a tool. 

The qualitative data in the present study can be used to build the item pool. Items that 

assess knowledge about suicide methods, length and magnitude of the consideration of 

method used for the attempt, reasons for choosing a specific method, any preparations 

made for after-death, and considerations about time and place of suicide could be 

included in assessment of proximal planning.   

The issues related to the reliability of the findings about the second component, 

ongoing suicidality, were outlined. Therefore, another study with a larger sample 

examining the hypothesis about the two-factor structure of attempt impulsivity assess 

criteria is warranted. An alternative line of research could further explore the suicide 

schema. Only laboratory-based measures of suicide schema are currently available 

(Nock et al., 2010). The findings reported here can be used to delineate components of 

suicide schema to be used in further assessments. The components identified in the 

present study were (a) the commencement of suicidal thoughts in the person’s lifetime; 
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(b) level of ongoing suicidal thoughts; (c) prior suicide attempts, in particular those in 

similar circumstances, as well as their recency; and (d) encounters with suicidality of 

others. In addition, a more valid assessment of the elaborateness of suicide schema can 

be constructed based on these components. Such an instrument can be used to further 

clarify links between suicide schema and implementation thoughts and yield answers on 

whether they are better understood as a unitary construct, or two interrelated constructs.  

Unclear intentionality, representing the narrative elements in the suicide attempt 

description, was the third construct subsumed under the label ‘attempt impulsivity’ in 

the present study and is the least research of the three. Further research could benefit 

from an instrument that directly captures the unclear intentionality construct. This 

construct is similar to the construct of ‘impulsive motivations’ recently described by 

Klonsky and May (2015). The measure suggested by these authors is a more extensive 

one and consists of four items rated on a 5-point Likert scale (May & Klonsky, 2013), 

which may be a more sensitive and reliable assessment compared to the one used in the 

present study, based on a single item in the MPQ (Bancroft et al., 1979). However, 

further research into the way the narrative about the attempt is constructed is needed as 

well. The present study used thematic analysis (Braun & Clarke, 2006) within the 

critical realist framework, which means the analysis was content-focused, rather than 

narrative- focused. The narrative themes that substantially impacted the content reported 

were identified, but the analysis conducted cannot be considered a comprehensive 

exploration of the way the narrative was constructed. Further qualitative studies using a 

method of analysis specifically tailored to examine the construction of the narrative, 

such as discourse analysis (e.g., Willig, 2003), could further illuminate the differences 

in the way narratives of the suicide attempts are constructed. In addition, research 

exploring whether the disconnection from experience is present prior to the attempts or 
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is only observed afterwards could clarify the process behind unclear intentionality. Such 

research could be conducted using accounts of clinical sessions prior to a person’s 

suicide or suicide attempt (e.g., Hendin et al., 2007). If such a process is present prior to 

the attempt, it could be one of the indicators of acute suicide risk, knowledge on which 

is needed for clinical practice (Tucker et al., 2016). 

Conclusions 

This thesis provided a more detailed description of what the phenomenon 

described as attempt impulsivity entails and therefore allowed to better conceptualise 

what it is and how it fits with the existing theory. The possibility to theorise attempt 

impulsivity arose from a comprehensive qualitative description of the suicide attempt 

process and the differences in attempts described as impulsive and non-impulsive. The 

implications for research and clinical practice stemming from the findings presented in 

the thesis are summarized in Table 11.2.  

  



323 

 

 

 

Table 11.2. Summary of research and clinical implications stemming from the 

findings 

Research implications 

 The visual timeline method is recommended for future research on the suicide attempt 
process, because, when properly implemented, it is effective in collating elaborate data 
on suicide attempts and provides a positive experience for the participants.  

 Suicide attempt impulsivity is an umbrella term that loosely defines a complex set of 
suicide attempt process differences. At least three of these were identified in the study, 
‘proximal planning’, ‘ongoing suicidality’ and ‘unclear intentionality’, and these are 
suggested to be used in further research. 

 Estimation of the components underlying all current assessments of attempt impulsivity 
in one sample is a fruitful method to provide clearer descriptions of the constructs 
subsumed under this label and further research with larger sample sizes using such a 
strategy is needed. 

 In contrast to what has been suggested previously (Connor, 2004), objective 
circumstances subscale of the SIS cannot be considered a valid assessment of proximal 
planning. Development of a new tool to assess the latter construct is necessary and 
suggestions for it are provided. 

 Ongoing suicidality can be understood as the elaborateness of the suicide schema and 
assessments targeting this construct specifically should be constructed. 

 Further research into the nature and development of unclear intentionality is necessary 
to clarify the process behind this construct. 

Clinical implications 

 To avoid confusion, clinicians should avoid labeling attempts as impulsive and describe 
which aspect, proximal planning, ongoing suicidality or unclear intentionality, they are 
referring to.  

 Because of the links between self-perceived ACS, positive attitudes towards suicide and 
proximal planning prior to an attempt, the first two constructs could be used to 
understand whether the person is likely to have extensive implementation thoughts prior 
to an attempt and attempt suicide in a way where rescue would be less likely.  

 The differences of the suicide attempt process found in this thesis suggest that extensive 
indirect signs of an ongoing suicide attempt process, such as signs of distress, 
particularly insomnia, multiple cascading negative life events and difficulties coping 
should prompt the clinicians to assess presence of implementation thoughts more 
thoroughly.  

 The role of resentment in the suicide attempt process should not be overlooked, in 
particular among young males who have substance abuse issues. 

 Unclear intentionality should be understood as a feature of the way the suicide attempt 
process is told, not as a sign that the suicide process was absent. Collateral sources 
should be used to gain information about the events preceding the attempt in such cases. 

Notes: SIS – Suicide Intent Scale (A. T. Beck et al., 1974); ACS – acquired 

capability for suicide. 
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The term ‘impulsive suicide attempt’ is an umbrella term that subsumes multiple 

constructs. At least three of these constructs have been outlined in this thesis: lack of 

proximal planning, different levels of ongoing suicidality unclear intentionality. Each of 

these relates to different elements of the suicide attempt process and has unique 

correlates. Proximal planning represents the level of implementation thoughts. Ongoing 

suicidality relates to salience of suicide as an option and can be understood as an 

expression of the elaborateness of the suicide schema (J. Johnson et al., 2008). Unclear 

intentionality, which is the lack of clarity in the intentions behind the suicidal act, 

relates to narrative themes, such as reluctance to disclose, disconnection from 

experience and difficulties remembering. This last construct has received the least 

research attention to date and requires further exploration to identify the process 

underlying it. Overall, due to the methodological limitations of the term and potential 

clinical limitations revealed in the studies the term ‘impulsive attempt’ is suggested to 

be discarded in favour of terms that reference specific facets previously incorporated 

under the label ‘attempt impulsivity’.  
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Table A1.1 Study design and identification criteria for the impulsive suicide attempts in the quantitative studies reviewed, that explored 

characteristics of impulsive suicide attempts (ISA). 

No. Reference Country Type of study1 Sample 

Method for impulsive suicide attempt 

identification Prevalence 

of ISA 

Study quality ratings3 

Description Type2 

1 Andover & 

Gibb, 2010 

USA cross-sectional 117 adult psychiatric unit inpatients (61.5% female), 

age 17-73, 74 had lifetime history of SA 

SIS Q1-7,15 2 -- I - 2, II - 2, III - 1, IV - 

1, V - 0, Total - 6 

2 Baca-García et 

al., 2001 

Spain cross-sectional 478 adults, admitted to ED department after suicide 

attempt (64% female) age 18+  

SIS Q6 and Q15 (planning and 

premeditation) 

2 55.0% I - 2, II - 1, III - 2, IV - 

1, V - 2, Total - 8 

3 Baca-García et 

al., 2004 

Spain cross-sectional 539 adults, admitted to ED department after suicide 

attempt (64% female), age 18+  

SIS Q6 and Q15 (separately) 1,2 -- I - 2, II - 1, III - 2, IV - 

1, V - 2, Total - 8 

4 Baca-Garcia, 
Diaz-Sastre et 

al., 2005 

Spain cross-sectional 242 adults, admitted to ED department after suicide 
attempt (278 attempts) (68% female) 

SIS Q1-3,5-8,15 2 76.0% I - 2, II - 2, III - 2, IV - 
1, V - 2, Total - 9 

5 Baca-Garcia, 

Perez-

Rodriguez et 
al., 2005 

Spain cross-sectional 

study, data part of 

a larger cross-
sectional study 

adults, admitted to ED department after suicide attempt: 

25 SA with schizophrenia and depression(64% female), 

107 with depression only (65% female)  

SIS Q1-3,5-8,15 2 -- I - 2, II - 2, III - 1, IV - 

1, V - 2, Total - 8 

6 Bagge et al., 

2012 

USA case-crossover 110 adults presenting to hospital for suicide attempt 

(59% female), age 18-64 years  

SIS Q6 and Q15 (planning and 

premeditation) 

2 46.2% I - 2, II - 1, III - 1, IV - 

1, V - 2, Total - 7 

7 Bagge, 

Littlefield, Lee 
2013 

USA cross-sectional 234 18-64 years patients admitted to ED after SA (two 

waves of study, mixed information about sample size) 
(57% female) 

premeditation time, decision 

time, planning time, SIS Q6 
and  Q15 (separately) 

1,2 42-73% I - 2, II - 1, III - 2, IV - 

1, V - 2, Total - 8 

8 Banwari et al., 

2012 

India case-control Purposive sample of adult patients treated in adult 

outpatient psychiatry department: 50 with MDD (27 

with SA history), 50 with schizophrenia(17 with SA 
history) (42 % female in both samples) 

SIS Q1-8 2 -- I - 0, II - 2, III - 0, IV - 

1, V - 0, Total - 3 

9 R.W. Beck et 

al., 1974 

USA case-control 194 suicide deaths identified through Coroner's office 

(35.1% female) and 231 individuals admitted to general 

hospital after SA (54.1% female)  

SIS Q1-8 2 -- I - 2, II - 2, III - 2, IV - 

1, V - 0, Total - 7 
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10 A.T. Beck & 

Steer, 1989 

USA cohort 413 adults admitted to general hospital after a SA 

(57.9% female), follow up after 5-10 years 

SIS Q5-7,15 2 -- I - 0, II - 2, III - 2, IV - 

1, V - 2, Total - 7 

11 A.T. Beck et 

al., 1989 

USA cohort 161 individuals with alcohol disorder diagnosis 

admitted to general hospital after a SA (43.5% female), 

follow up after 5-10 years 

SIS Q5-7,15 2 -- I - 0, II - 2, III - 1, IV - 

1, V - 2, Total - 6 

12 Berk et al., 

2007 

USA cross-sectional, 

data from a 
randomised 

control trial 

180 participants of a randomized control trial of CBT 

intervention following a SA (57% female) age 18-64 

SIS Q6 2 -- I - 2, II - 1, III - 1, IV - 

1, V - 1, Total - 6 

13 Blasco-

Fontecilla et 

al., 2009 

Spain cross-sectional, 

data from case-

control study 

446 individuals admitted to ED following a SA (66% 

female) 

SIS Q1-3,5-8,15 2 -- I - 2, II - 2, III - 2, IV - 

1, V - 2, Total - 9 

14 Blasco-

Fontecilla et 

al., 2011 

Spain cross-sectional, 

data from case-

control study 

434 individuals admitted to ED following a SA (66.6% 

female) 

SIS Q15 1 -- I - 2, II - 1, III - 2, IV - 

1, V - 2, Total - 8 

15 Borges et al., 

2000 

USA ecological 5877 individuals, a subsample of representative 15-54 

years USA citizens sample, who qualified for at least 
one lifetime DSM disorder. National Comorbidity study 

1990-1992 data 

Presence of suicide plan in 

lifetime 

3 53.3% I - 1, II - 1, III - 2, IV - 

2, V - 0, Total - 6 

16 Borges et al., 

2007 

Mexico ecological 5782 representative sample of Mexican adults Presence of suicide plan in 

lifetime 

3 59.7% I - 2, II - 1, III - 2, IV - 

2, V - 0, Total - 7 

17 Borges et al., 
2008 

Mexico ecological 3005 representative sample of 12-17 years Mexican 
adolescents 

Presence of suicide plan in 
lifetime 

3 33.0% I - 2, II - 1, III - 2, IV - 
2, V - 0, Total - 7 

18 Borges, Benjet 

et al., 2010 

Mexico ecological 3005 representative sample of 12-17 years Mexican 

adolescents 

Presence of suicide plan in 

lifetime 

3 -- I - 2, II - 1, III - 2, IV - 

2, V - 0, Total - 7 

19 Borges, Nock 

et al., 2010 

21 

countries 

ecological 108705 representative sample of adults presence of suicide plan in the 

last 12 months 

3 25.4-36.4% I - 2, II - 1, III - 2, IV - 

2, V - 0, Total - 7 

20 Brent, 1987 USA cross-sectional 131 (72% females) 7-18 years old patients, admitted to 

ED department after SA 

Degree of planning (none) 2 67.0% I - 0, II - 1, III - 1, IV - 

1, V - 2, Total - 5 

21 Brent et al., 

1988 

USA case-control 27 adolescent suicide victims in Pittsburgh area (22.3% 

female) and 56  suicide attempters receiving inpatient 
psychiatric treatment (57.1% female), age 13-19 

SIS Q1-9, SIS Q6 2 -- I - 0, II - 2, III - 1, IV - 

1, V - 0, Total - 4 

22 Brent et al., USA case-control 140 suicide victims from Western Pennsylvania (15% SIS Q1-9 2 -- I - 0, II - 2, III - 1, IV - 
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1999 female),  131 community controls identified through 

geographic cluster sampling (30.5% female) age 13-19 

2, V - 0, Total - 5 

23 Brodsky et al., 

2006 

USA cross-sectional 80 adults with at least 1 lifetime SA: 43 with both MDD 

and BPD (79% female), 37 with MDD only (67% 

female) 

SIS Q1-7,15 2 -- I - 0, II - 2, III - 1, IV - 

0, V - 0, Total - 3 

24 Brown et al., 

1991 

USA cross-sectional 112 (78% female) adolescents, 12-17 years, admitted to 

ED department after SA 

SIS Q6 and Q15 (planning and 

premeditation) 

2 56.4% I - 0, II - 1, III - 1, IV - 

1, V - 2, Total - 5 

25 Chen et al., 

2007 

China cross-sectional 150 suicide cases in Hong Kong area identified through 

Coroner's Court (36% female), age 16-59 

Cluster analysis based on SIS, 

Q1-3,5-7 distinguished the 

clusters 

2 -- I - 2, II - 1, III - 1, IV - 

2, V - 0, Total - 6 

26 Chesin et al., 

2010 

USA cross-sectional 

study, data part of 
a larger cross-

sectional study 

40 (73% female), adults who met criteria for BPD and 

had a history of lifetime SA, recruited from a larger 
sample of suicide attempters 

SIS Q1-7,15 2 -- I - 2, II - 2, III - 0, IV - 

1, V - 0, Total - 5 

27 Conner et al., 

2001 

USA cross-sectional 80 (58.8% female) older adults (age 50-91) admitted to 

general hospitals after suicide attempts 

SIS Q1-8 2 -- I - 0, II - 2, III - 1, IV - 

1, V - 2, Total - 6 

28 Conner et al., 
2005 

China cross-sectional 505 (52% female) completed suicide decedents over 18 
years of age in China (1998-2000), representative 

sample of suicides in China 

SIS Q1-7 2 32.0% I - 2, II - 1, III - 2, IV - 
2, V - 0, Total - 7 

29 Conner et al., 

2006 

USA cross-sectional, 

data from case-

control study 

3788 individuals with alcohol use disorder from a larger 

sample of alcohol dependent individuals in treatment for 

alcoholism, their relatives and controls, subset of 
COGA study (35.2% female)  

Did thoughts about suicide 

persist for at least 7 days in a 

row in the last year 

4 50.9% I - 1, II - 1, III - 2, IV - 

1, V - 2, Total - 7 

30 Conner, 

Duberstein et 

al., 2007 

USA cross-sectional 117 depressed psychiatric inpatients 50 years and older, 

excluded bipolar patients (63.2 % females) 

SIS Q1-7 2 -- I - 0, II - 2, III - 1, IV - 

1, V - 1, Total - 5 

31 Conner, 
Hesselbrock et 

al. ,2007 

USA cross-sectional, 
data from case-

control study 

3781 individuals with alcohol use disorder from a larger 
sample of alcohol dependent individuals in treatment for 

alcoholism, their relatives and controls, subset of 

COGA study (35.2% female)  

Presence of suicide plan in 
lifetime 

3 28.2% I - 1, II - 1, III - 2, IV - 
1, V - 0, Total - 5 

32 Conner et al., 
2012 

USA case-control 101 individuals with suicide attempt history from 
residential substance use treatment facilities and 101 

controls from the same sites without suicide attempt or 

ideation history 

SIS 6 and 15 + 2 added 
questions constructed by the 

authors 

2 -- I - 2, II - 2, III - 1, IV - 
1, V - 0, Total - 6 



401 

 

 

 

33 Conwell et al., 

1998 

USA cross-sectional 136 suicides in Monroe County identified by medical 

examiner (19.9% female) age 21+  

SIS Q1-8 2 -- I - 2, II - 2, III - 1, IV - 

2, V - 0, Total - 7 

34 Cornelius et al., 

1996 

USA cross-sectional 41 patients with alcohol use disorder and major 

depression, admitted to psychiatric hospital (21 male, 20 

female), 17 suicidal cases 

Premeditation time <3h 1 82.4% I - 0, II - 1, III - 0, IV - 

1, V - 2, Total - 4 

35 Deisenhammer 

et al., 2009 

Austria cross-sectional 82 patients referred to psychiatric department after 

suicide attempt (57.3%  female)  

Suicidal process: the time 

between the first current and 
persistent thought  and the 

suicide attempt <10min 

1 47.6% I - 0, II - 1, III - 1, IV - 

1, V - 1, Total - 4 

36 Denning et al., 

2000 

USA cross-sectional 141 Psychological autopsies of suicide victims in 

Monroe County 1992-1989 (20% female), age 21+ 

SIS Q1-8 2 -- I - 2, II - 2, III - 1, IV - 

1, V - 0, Total - 6 

37 Diaz et al., 
2003 

Spain data from two 
cross-sectional 

studies 

Two samples of adults, admitted to ED department after 
suicide attempt: 435 (63% female) + 254 (66% female)  

SIS Q1-3,5-8,15 2 -- I - 2, II - 2, III - 2, IV - 
1, V - 1, Total - 8 

38 Dombrovski et 

al., 2011 

USA case-control patients with unipolar depression, >60 years: 15 high-

lethality SA, 14 low-lethality SA, 12 serious suicidal 

ideation, 42 depression, but no suicidal ideation 

SIS Q1-6, 8 2 -- I - 2, II - 2, III - 0, IV - 

0, V - 0, Total - 4 

39 Elderen et al., 

1996 

Nether-

lands 

cross-sectional 131 adults admitted to psychiatric department after SA 

with the history of at least one other attempt (64% 

female), age 18-73 

SIS Q1-7,15 2 -- I - 0, II - 2, III - 1, IV - 

1, V - 2, Total - 6 

40 Fazaa & Page, 

2009 

Canada cross-sectional 96 undergraduate students, who admitted to have 

attempted suicide at some point in the past (suicide 
attempt occurring in the last 2 years for most 

participants) (86.4% female)  

SIS Q6 and Q15 (planning and 

premeditation) 

2 -- I - 1, II - 2, III - 1, IV - 

1, V - 0, Total - 5 

41 Fox & 

Weissman, 

1975 

USA cross-sectional 258 individuals admitted to ED after SA (66% female), 

age 16+ 

Description: chronicity of 

suicidal feelings 

4 -- I - 2, II - 0, III - 2, IV - 

1, V - 2, Total - 7 

42 Frierson, 1991 USA cross-sectional 95 older adults (>60) years who attempted suicide and 

seen by consultation psychiatry service (39% female)  

Description: SA that did not 

meet at least one of the criteria: 

"obtaining pills or a weapon 

specifically for the attempt, 
leaving a suicide note, 

preparing a will or similar 

methods of allocation of 

resources, engaging in 

4 -- I - 0, II - 0, III - 1, IV - 

1, V - 2, Total - 4 
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behaviour designed to decrease 

the likelihood of rescue or 
having persistent thoughts or 

conversations concerning the 

suicide attempt in the days 

preceding it." 

43 Giegling et al., 
2009 

Germany cross-sectional 111 inpatients from the psychiatric unit, with at least 
one lifetime suicide attempt (61% females) 

Premeditation question of 
Pierce Suicide Intent Rating 

Scale (Pierce, 1977) 

1 60.0% I - 1, II - 1, III - 1, IV - 
1, V - 0, Total - 4 

44 Goldney, 1979 Australia cross-sectional 

(subset of data 

from cohort 
study) 

36 self-poisoners admitted to General hospital (female 

only), age 18-30 

SIS Q1-9 2 -- I - 0, II - 2, III - 0, IV - 

1, V - 2, Total - 5 

45 Granboulan et 

al., 2001 

France cohort 153 adolescents (age 13-18) admitted to any hospital 

unit or ED after a SA (83% female), followed up after 3 

months 

no clear definition, just that 

attempts were not premeditated 

4 70.0% I - 0, II - 0, III - 1, IV - 

1, V - 2, Total - 4 

46 Groholt et al., 
2000 

Norway cross-sectional 
(subset of data 

from cohort 

study) 

92 adolescents (11-19) admitted to medical units 
following a SA (90% female)  

SIS Q6 and Q15, SIS Q1-8 2 41.0% I - 0, II - 2, III - 1, IV - 
1, V - 2, Total - 6 

47 Groholt et al., 

2006 

Norway cohort 92 adolescents (11-19) admitted to medical units 

following a SA (90% female)  

SIS Q6 and Q15, SIS Q1-8 2 41.0% I - 2, II - 2, III - 1, IV - 

1, V - 2, Total - 8 

48 Gureje et al., 

2011 

21 

countries 

ecological 109 381 representative adult sample in 21 countries Presence of suicide plan in 

lifetime 

3 -- I - 2, II - 1, III - 2, IV - 

2, V - 0, Total - 7 

49 Gvion et al., 

2013 

Israel case-control 196 (36.7% female): 43 medically serious SA, that 

required hospital admission for longer than 24h;, 49 

medically non-serious SA, attempts that required only 
minimal medical attention,  47 psychiatric controls, 57 

healthy controls 

SIS Q1-7,15 2 -- I - 0, II - 2, III - 1, IV - 

1, V - 2, Total - 6 

50 Hamdi et al., 

1991 

UAE cross-sectional 62 individuals (age 13+) admitted to hospital following 

a SA (72.6% female) 

SIS Q1-8 2 -- I - 1, II - 2, III - 1, IV - 

1, V - 2, Total - 7 

51 Harriss et al., 

2005 

UK cross-sectional 

study, data part of 

a larger cross-

sectional study 

4415 individuals (age 15+) who presented to general 

hospital following a deliberate self-harm episode 

(59.6% female) 

SIS Q1-8 2 -- I - 1, II - 2, III - 2, IV - 

1, V - 2, Total - 8 
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52 Haw & 

Hawton, 2011a 

UK cross-sectional 

study, data part of 
a larger cross-

sectional study 

7865 individuals (age 15+) admitted to general hospital 

after deliberate self-harm episode, who either lived 
alone or with family or friends (62% female)  

SIS Q1-8 2 -- I - 1, II - 2, III - 2, IV - 

1, V - 2, Total - 8 

53 Haw & 

Hawton, 2011b 

UK cross-sectional 

study, data part of 

a larger cross-
sectional study 

3080 individuals (age 15-24) admitted to general 

hospital after deliberate self-harm episode (66.4 % 

female) 

SIS Q1-8 2 -- I - 1, II - 2, III - 2, IV - 

1, V - 2, Total - 8 

54 Hawton et al., 

1999 

UK cross-sectional 

study, data part of 

a larger cross-

sectional study 

45 adolescents (age 12-18)  admitted to general hospital 

after self-poisoning (84.4% female)  

Premeditation time <15min 1 75.6% I - 1, II - 1, III - 0, IV - 

1, V - 2, Total - 5 

55 Hawton et al., 

2004 

UK cross-sectional 

study, data part of 

a larger cross-

sectional study 

12585 individuals (age 15+) who presented to general 

hospital following a deliberate self-harm episode 

(56.8% female) 

SIS Q1-8 2 -- I - 1, II - 2, III - 2, IV - 

1, V - 2, Total - 8 

56 Hawton, 
Simkin et al., 

2005 

UK cross-sectional 
study, data part of 

a larger cross-

sectional study 

123 individuals who died by copraxamol poisoning 
suicide in three regions (52% female)  

SIS Q6, SIS Q1-8 2 62.3% I - 2, II - 2, III - 1, IV - 
1, V - 0, Total - 6 

57 Hawton et al., 

2010 

UK subset of an 

ecological study 

398 15-16 years adolescents, who reported self-harm or 

suicide attempts from 6020 representative UK 
adolescents sample 

Thinking about self harm 

before the act <1h 

1 53.2% I - 1, II - 1, III - 2, IV - 

2, V - 2, Total - 8 

58 Hjelmeland et 

al., 1998 

Scandi-

navia 

multi-centre 

study, subsets of 

data from multiple 

cohort studies 

776 (61% female) individuals (age 15+) admitted to 

hospital after SA in 5 areas, part of WHO/EURO  

multicentre study on repetition-prediction 

SIS Q5-7,15 2 -- I - 1, II - 2, III - 2, IV - 

1, V - 2, Total - 8 

59 Hjelmeland et 

al., 2000 

9 regions 

in 

Western 

Europe 

multi-centre 

study, subsets of 

data from multiple 

cohort studies 

1212 attempters from multiple ED in 7 countries (62% 

female), part of WHO/EURO multicentre study on 

repetition-prediction 

SIS Q6 and Q15 (planning and 

premeditation) 

2 -- I - 1, II - 1, III - 2, IV - 

1, V - 2, Total - 7 

60 Hjelmeland & 

Groholt, 2005 

Norway cross-sectional two representative samples (adolescents and adults) of 

all admitted to ED after DSH from 2 regions in Norway: 

SorTondelag and Oslo/Akershus: 98 adolescents (88% 

female) and 83 adults (54% female)  

SIS Q6 and Q15 (planning and 

premeditation) 

2 -- I - 1, II - 2, III - 1, IV - 

1, V - 2, Total - 7 
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61 Horesh et al., 

2004 

Israel cross-sectional 80 adolescents admitted to inpatient MH unit (57.5 % 

female), 34 had a SA in the last 6 months, 18 - just 
suicide ideation, 28 had no suicidality history 

SIS Q5,6,15 2 -- I - 1, II - 2, III - 0, IV - 

1, V - 1, Total - 5 

62 Horesh et al., 

2012 

Israel cross-sectional 80 adolescent psychiatric inpatients (57.5% female), age 

13-19, 34 had made a SA in last 6 months 

SIS Q5,6,15 2 -- I - 0, II - 2, III - 1, IV - 

1, V - 1, Total - 5 

63 Isung et al., 

2012 

Sweden cohort 58 patients receiving clinical follow-up after SA (63.8% 

female) 

SIS Q1-7,15 2 -- I - 0, II - 2, III - 1, IV - 

1, V - 1, Total - 5 

64 Jauregui et al., 

1999 

Italy cohort 232 patients assessed in ED by psychiatric services 

following a SA (68% female), one year follow-up 

No clear definition: not 

planned previously 

4 97.4% I - 0, II - 0, III - 2, IV - 

1, V - 2, Total - 5 

65 Jeon et al., 

2010 

Korea ecological 6510, representative Korean adult sample (age 18-64 

years), part of Korean Epidemiologic Catchment Area 

study Replication (KECA-R) 

Presence of suicide plan in 

lifetime 

3 36.0% I - 1, II - 1, III - 2, IV - 

2, V - 0, Total - 6 

66 Joe et al., 2006 USA ecological 5191 representative sample of African American and 

Caribbean black adults living in USA 

Presence of suicide plan in 

lifetime 

3 38.0% I - 2, II - 1, III - 2, IV - 

2, V - 0, Total - 7 

67 Joe et al., 2008 South 

Africa 

ecological 4351 representative South African adult sample, part of 

South Africa Stress and Health Study 

Presence of suicide plan in 

lifetime 

3 60.5% I - 2, II - 1, III - 2, IV - 

2, V - 0, Total - 7 

68 Jokinen et al., 
2010 

Sweden case-control 13 males admitted to Psychiatry unit after SA (male 
only), 8 healthy volunteers recruited through 

advertisement 

SIS Q1-7,15 2 -- I - 0, II - 2, III - 0, IV - 
1, V - 2, Total - 5 

69 Jokinen et al., 

2012 

Sweden case-control 28 individuals receiving inpatient psychiatric treatment 

after SA (35.7% female) age 23-66 and 19 healthy 

volunteers (36.8% female) age23-48 

SIS Q1-7,15 2 -- I - 2, II - 2, III - 0, IV - 

1, V - 2, Total - 7 

70 Kaslow et al., 

2006 

USA cross-sectional 274 African American female suicide attempters 

admitted to ED (female only), age 18-64 

SIS Q1-7,15 2 -- I - 0, II - 2, III - 2, IV - 

1, V - 2, Total - 7 

71 Kessel, 1965 UK cohort 465 self-poisoners admitted to Royal Infirmary in a one 

year period, followed by home visitings one year after 

admission (67.5% female) 

Information from the 

interview: the idea about 

suicide persisted for less than 5 
minutes, the person did not 

know why he or she did that. 

1 66.0% I - 1, II - 1, III - 2, IV - 

1, V - 2, Total - 7 

72 Kessler et al., 

1999 

USA ecological 5877 individuals who qualified for at least one lifetime 

DSM disorder, from representative sample of, American 
citizens age 15-54 years, National Comorbidity study 

1990-1992 data 

Presence of suicide plan in 

lifetime 

3 53.3% I - 1, II - 1, III - 2, IV - 

2, V - 0, Total - 6 
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73 Kleespies et al., 

2011 

USA cross-sectional 152 USA military veterans with 172 incidences of SA Thought about suicide for a 

rather brief period of time 
before suicide 

1 82.2% I - 2, II - 1, III - 1, IV - 

1, V - 0, Total - 5 

74 Klimkiewicz et 

al., 2012 

Poland cross-sectional 113 patients with alcohol use or dependence disorders 

admitted to alcohol treatment programs who had at least 

one lifetime suicide attempt (27.4% female) 

Presence of suicide plan before 

the attempt 

2 50% - 

72.2% 

I - 0, II - 1, III - 1, IV - 

1, V - 0, Total - 3 

75 Levinson et al., 
2007 

Israel ecological 4859 representative sample of Israeli de jure residents, 
21 years of age and older, subset of data from World 

Mental Health Survey 

Presence of suicide plan in 
lifetime 

3 22.7% I - 1, II - 1, III - 2, IV - 
2, V - 0, Total - 6 

76 Lohner & 

Konrad, 2006 

Germany cross-sectional 49 male jail and prison inmates, who engaged in self-

injurious behaviour irrespective of intent (only male)  

SIS Q6 and Q15 (planning and 

premeditation) 

2 -- I - 1, II - 1, III - 0, IV - 

1, V - 2, Total - 5 

77 Lopez-
Castroman et 

al., 2012 

France cross-sectional 878 individuals (age 18-75) hospitalized following SA 
(72.4% female) 

SIS Q1-8 2 -- I - 2, II - 2, III - 2, IV - 
1, V - 2, Total - 9 

78 Malone et al., 

1995 

USA cross-sectional 100 psychiatric inpatient meeting criteria for current 

major depressive episode (53% female) age 18-80, 51 

with a lifetime SA 

SIS Q1-7,15 2 -- I - 0, II - 2, III - 1, IV - 

1, V - 0, Total - 4 

79 Malone et al., 

1996 

USA cross-sectional 41 individuals (age 18-80) hospitalised for treatment of 

depression and had a lifetime history of SA (45.2% 

female) 

SIS Q1-7,15 2 -- I - 2, II - 2, III - 0, IV - 

1, V - 0, Total - 5 

80 Malone et al., 

2007 

USA cross-sectional 23 Individuals (age 18-80) hospitalised for treatment of 

depression and had a lifetime history of SA (gender 
composition not reported): 6 low lethality SA, 17 high 

lethality SA 

SIS Q1-7,15 2 -- I - 2, II - 2, III - 0, IV - 

0, V - 0, Total - 4 

81 Mann et al., 

1992 

USA case-control 34 patients with depressive disorder (41.2% female), 24 

from them with lifetime SA 

SIS Q1-8 2 77.8% I - 0, II - 1, III - 0, IV - 

0, V - 0, Total - 1 

82 Mann et al., 
1996 

USA case-control 67 patients with depressive disorder (52.3% female), 49 
had lifetime history of SA 

SIS Q1-7,15 2 -- I - 0, II - 1, III - 0, IV - 
0, V - 0, Total - 1 

83 Mann & 

Malone, 1997 

USA case-control 22 patients with depressive disorder and a lifetime 

suicide attempt (gender composition not reported) 

SIS Q1-7,15 2 -- I - 0, II - 1, III - 0, IV - 

0, V - 0, Total - 1 

84 Michel, 1987 Switzerla
nd 

case-control 50 individuals who were referred to psychiatrist after 
SA (62% female) and 50 deaths by suicide identified 

through the Coroner's office (42% female)  

SIS Q1-7 2 -- I - 0, II - 2, III - 1, IV - 
1, V - 2, Total - 6 



406 

 

 

 

85 Mieczkowski et 

al., 1993 

USA cross-sectional 98 psychiatric inpatients with a history of SA that 

required medical attention (62.2% female)  

SIS Q1-7,15 2 -- I - 0, II - 2, III - 1, IV - 

0, V - 2, Total - 5 

86 Minkof et al., 

1968 

USA cross-sectional 68 suicide attempters admitted to hospital in a six month 

period (45.6% female) age 14-63 

SIS Q1-9 2 -- I - 2, II - 2, III - 1, IV - 

1, V - 2, Total - 8 

87 Miret et al., 

2010 

Spain cross-sectional Record review of 793 patients admitted to hospital after 

SA (63.4% female ), all adults 

Information from medical 

records used to classify cases 

into three levels -  low, 
moderate and high planning 

2 87.7% I - 0, II - 1, III - 2, IV - 

1, V - 2, Total - 6 

88 Mitrev, 1996 Bulgaria cross-sectional 140 patients admitted to toxicology clinic following 

self-poisoning (75.7% female), age 15+ 

Short decision time 1 64.3% I - 0, II - 1, III - 1, IV - 

1, V - 2, Total - 5 

89 Moosa et al., 

2005 

South 

Africa 

cross-sectional 43 individuals treated for NFSB in ED (60% female), 

age 16-75 

no clear definition, just that 

attempts were impulsive 

4 65.0% I - 1, II - 0, III - 0, IV - 

1, V - 2, Total - 4 

90 Nakagawa et 

al., 2009 

USA cross-sectional 151 adults with major depressive disorder and at least 

one lifetime SA, both inpatient and outpatient, (66 

%females). Excluded patients with current substance 

use disorder, neurological illness or active medical 

condition 

SIS Q1-3,5-8,15 2 -- I - 2, II - 2, III - 1, IV - 

0, V - 0, Total - 5 

91 Niméus et al., 

2002 

Sweden cross-sectional 555 all suicide attempters admitted to medical intensive 

care unit (67.2% female), followed up afterwards for a 

period from 10 months to 8 years 

SIS Q1-8 2 -- I - 2, II - 2, III - 2, IV - 

1, V - 2, Total - 9 

92 Nock et al., 

2008 

17 

countries 

ecological 84 850 representative adult sample of 17 countries Presence of suicide plan in 

lifetime 

3 63.6% I - 2, II - 1, III - 2, IV - 

2, V - 0, Total - 7 

93 Nock et al., 

2009 

21 

countries 

ecological 109 381 representative adult sample of 21 countries Presence of suicide plan in 

lifetime 

3 -- I - 2, II - 1, III - 2, IV - 

2, V - 0, Total - 7 

94 Nock et al., 

2013 

USA ecological 10148 representative USA adolescents (13-17 years) 

sample 

Presence of suicide plan in 

lifetime 

3 40.0% I - 2, II - 1, III - 2, IV - 

2, V - 0, Total - 7 

95 Nordentoft & 
Branner, 2008 

Denmark cross-sectional 351 (gender composition not reported), age 16-45 SIS 1-8, Q6 and 15 1,2 -- I - 0, II - 2, III - 2, IV - 
1, V - 1, Total - 6 

96 Öjehagen et al., 

1991 

Sweden cross-sectional 79 individuals treated due to self-poisoning in an 

intensive care unit (54% female), age 21+  

SIS Q15 (premeditation) 

(premeditation time <3h) 

1 68.0% I - 1, II - 1, III - 1, IV - 

1, V - 2, Total - 6 

97 Overholser et 
al., 1997 

Canada cross-sectional 115 adolescents receiving inpatient psychiatric 
treatment and with a lifetime history of SA (71.3% 

female), age 12-17 

SIS Q5-7,15 2 -- I - 0, II - 2, III - 1, IV - 
1, V - 0, Total - 4 
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98 Pallis & 

Holding, 1976 

UK cross-sectional 114 female suicide attempters admitted to emergency 

department (all female) age 15-44 

SIS Q1-9 2 -- I - 1, II - 2, III - 1, IV - 

1, V - 2, Total - 7 

99 Quednow et al., 

2006 

Germany case-control 20 depressive inpatients with a history of SA, (40% 

female) and 18 matched healthy controls (44.4% 

female) age 18-60 

SIS Q1-7,15 2 -- I - 0, II - 1, III - 0, IV - 

0, V - 0, Total - 1 

100 Raja & Azzoni, 

2004 

Italy cross-sectional 80 SA from all consecutive admissions to psychiatric 

intensive care inpatient unit (65% female), mean age 
47.7 (SD 17) 

no clear definition, just that 

attempts were impulsive 

4 48.8% I - 0, II - 0, III - 1, IV - 

1, V - 2, Total - 4 

101 Rapeli & 

Botega, 2005 

Brazil cross-sectional 121 medically serious suicide attempters who required 

admission for medical or surgical reasons (36% female)  

Identified after cluster analysis. 

Impulsive - ambivalent suicide 

group identified by low intent, 

mainly females, almost all 
poisoning, previous suicide 

attempts 

4 -- I - 0, II - 1, III - 1, IV - 

1, V - 2, Total - 5 

102 Rodham et al., 

2004 

UK subset of an 

ecological study 

398 adolescents who reported self-harm or suicide 

attempts self-harmers from 5737 representative 

adolescents (age 15-16 years) sample 

Thinking about self harm 

before the act <1h 

1 53.2% I - 1, II - 1, III - 2, IV - 

2, V - 0, Total - 6 

103 Runeson, 1992 Sweden cross-sectional 58 suicides of adolescents and young adults in a three 

year period in an urban area (27.6% female) age 15-29 

SIS Q1-8 2 -- I - 0, II - 2, III - 1, IV - 

2, V - 0, Total - 5 

104 Saiz  et al. 2008 Spain cross-sectional 193 adults admitted to ED after SA (64% female) SIS Q1-3,5-8,15 2 64.4% I - 1, II - 1, III - 1, IV - 

1, V - 2, Total - 6 

105 Saiz et al., 2011 Spain case-control 227 adults seen in emergency department after suicide 
attempt (63% female), 686 (40.5% female) psychiatric 

outpatients without SA, 420 (48.6% female) healthy 

controls 

SIS Q1-3,5-8,15 2 65.7% I - 1, II - 1, III - 2, IV - 
1, V - 2, Total - 7 

106 Salter & Platt, 

1990 

UK cross-sectional 50 individuals treated in short stay and acute medical 

units following a suicide attempt (58% female) age 16-
64 

SIS Q1-8 2 -- I - 1, II - 2, III - 1, IV - 

1, V - 2, Total - 7 

107 Sheikholeslami 

et al., 2009 

Iran case-control 84 individuals who came to ED after a SA (78.6% 

female) age 15+ 

SIS 1-8, self-defined as 

impulsive 

2,4 72.6% I - 1, II - 2, III - 1, IV - 

1, V - 2, Total - 7 

108 Simon & 
Crosby, 2000 

USA ecological 16296 representative USA adolescents (grades 9-12), 
sample. Youth Risk Behaviour Survey 1993 data 

Presence of suicide plan in last 
12 months 

3 15.0% I - 1, II - 1, III - 2, IV - 
2, V - 0, Total - 6 

109 Simon et al., USA case-control, part 153 13-34 year old residents of central Houston area  The period of time between 1 24.0% I - 2, II - 1, III - 1, IV - 
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2001 of a larger 

population-based 
case-control study 

presenting to ED department after near-lethal suicide 

attempts and 513 healthy control (representative 13-34 
year old residents of Houston sample) 

decision to die by suicide and 

the actual attempt <5min 

1, V - 2, Total - 7 

110 Skarbo et al., 

2006 

Norway cohort 100 adolescents referred to acute outpatient MH clinic, 

(81% female), followed up after 5-9 years. 29 had SA 

during FU period. Age during FU 17.5-28.5 

SIS Q1-8 2 -- I - 0, II - 2, III - 1, IV - 

1, V - 0, Total - 4 

111 Skogman & 
Öjehagen, 2003  

Sweden cross-sectional 53 individuals admitted to psychiatric ward following a 
SA (53% female), age 18-67 

SIS Q1-8 2 -- I - 2, II - 2, III - 1, IV - 
1, V - 2, Total - 8 

112 A.J. Smith, 

1972 

UK case-series  adults and children admitted to hospital for self-

poisoning: 754 in all hospitals in the area, further 

studied 250, who were admitted to one of the hospitals 

(62% female) 

Information from medical 

records: impulsive gesture, 

unpremeditated 

4 82.0% I - 1, II - 0, III - 2, IV - 

1, V - 2, Total - 6 

113 Soloff et al., 

2000 

USA case-control Patients admitted for inpatient psychiatric treatment: 32 

patients with BPD only (59.4% female, 25 with SA 

history), 49 with BPD and MDD (75.5% female, 43 

with SA history), 77 patients with MDD without BPD 

(59.7% female, 27 with SA history) 

SIS Q1-7,15 2 -- I - 0, II - 2, III - 0, IV - 

0, V - 0, Total - 2 

114 Soloff et al., 

2002 

USA cross-sectional 

(subset of data 

from cohort 

study) 

61 patients with BPD recruited from psychiatric 

inpatient and outpatient services and by community 

advertisement (82% female), 51 with SA history, age 

18-50 

SIS Q1-7,15 2 -- I - 2, II - 2, III - 1, IV - 

1, V - 0, Total - 6 

115 Soloff et al., 
2005 

USA cross-sectional 
(subset of data 

from cohort 

study) 

113 patients with BPD recruited from psychiatric 
inpatient and outpatient services and by community 

advertisement (71.7% female),  age 18-50 

SIS Q1-7,15 2 -- I - 2, II - 2, III - 1, IV - 
1, V - 0, Total - 6 

116 Spirito, et al., 

1996 

USA cross-sectional 190 adolescents who attempted suicide and admitted to 

general or psychiatric hospitals (81.1% girls), age 12-17 

SIS Q5,6,15 2 -- I - 0, II - 2, III - 1, IV - 

1, V - 2, Total - 6 

117 Spokas et al., 

2012 

USA cross-sectional 180 attempters participating in research of cognitive 

therapy for suicidality reduction, recruited from 

emergency departments after suicide attempt, 57.8% 

female, age 18-66 years,  

SIS Q15 (premeditation)  1 43.3% I - 0, II - 1, III - 1, IV - 

1, V - 1, Total - 4 

118 Steer et al., 

1988 

USA cohort 499 individuals admitted to hospital following a suicide 

attempt (57.5 % female), followed up in 5 to 10 years 

SIS Q5-7,15 2 -- I - 0, II - 2, III - 2, IV - 

1, V - 2, Total - 7 

119 Stefansson et 

al., 2012 

Sweden cohort 81 patients receiving clinical follow-up after SA (56.8% 

female), age 18-69, follow-up  from 1.7 to 12.8 years 

SIS Q5,6,7,15; SIS Q1-7,15 2 -- I - 2, II - 2, III - 1, IV - 

1, V - 2, Total - 8 
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120 Suokas & 

Lönnqvist, 
1995 

Finland cohort 1018 attempters admitted to ED after self poisoning, 

(53% female) followed up after 5 years 

Evidence of planning before 

the attempt identified from 
medical chart data 

2 -- I - 1, II - 1, III - 2, IV - 

1, V - 2, Total - 7 

121 Suokas et al., 

2005 

Finland cohort 1018 attempters admitted to ED after self poisoning 

(53% female), followed up after 5 years 

Evidence of planning before 

the attempt identified from 

medical chart data 

2 62.0% I - 1, II - 1, III - 2, IV - 

1, V - 2, Total - 7 

122 Suominen et 
al., 1997 

Finland cross-sectional 
(subset of data 

from cohort 

study) 

114, ED department patients over 15 years after a 
suicide attempt (61% female), data from WHO/EURO 

multicentre study on repetition-prediction 

SIS Q6 and Q15 (planning and 
premeditation) 

2 44.0% I - 1, II - 1, III - 1, IV - 
1, V - 2, Total - 6 

123 Suominen et 

al., 2000 

Finland cross-sectional 

(subset of data 
from cohort 

study) 

114, ED department patients over 15 years after a 

suicide attempt (61% female), data from WHO/EURO 
multicentre study on repetition-prediction 

SIS Q6 and Q15 (planning and 

premeditation) 

2 44.0% I - 1, II - 1, III - 1, IV - 

1, V - 2, Total - 6 

124 Swogger et al., 

2013 

USA cross-sectional 892 psychiatric inpatients (42.4% female), age 18-40, 

329 reported a SA in the last two months 

Reporting at least some 

planning prior to SA 

2 42.60% I - 1, II - 1, III - 2, IV - 

1, V - 1, Total - 6 

125 Tsai et al., 2011 Taiwan case-control Two groups of suicide attempters admitted to inpatient 
treatment in hospital and referred for psychiatric 

assessment (48% female): 37 who used charcoal 

burning, 38 self-poisoning cases. Age 15+  

SIS Q6 and Q15 (separately) 1,2 -- I - 0, II - 1, III - 1, IV - 
1, V - 2, Total - 5 

126 Tsoh et al., 

2005 

China case-control 66 Elderly (65+) suicide attempters referred to 

psychiatric assessment after SA (63.6% female), 67 
suicide deaths identified through coroner’s office 

(52.2% female), 91 controls - randomised community 

comparison sample of the same age group (85.2% 

female) 

SIS Q1-8 2 -- I - 1, II - 2, III - 1, IV - 

1, V - 2, Total - 7 

127 Verkes et al., 
1998 

Nether-
lands 

cross-sectional 144 adults admitted after a suicide attempt and with at 
least one prior suicide attempt (65% females) 

SIS Q1-7 2 -- I - 0, II - 2, III - 1, IV - 
1, V - 2, Total - 6 

128 Wei et al., 2012 China cross-sectional 239 patients over 15 years of age admitted to ED 

department (77.8% female) 

Consideration of suicide before 

acting <2h 

1 44.8% I - 0, II - 1, III - 2, IV - 

1, V - 2, Total - 6 

129 Wei et al., 2013 China cross-sectional 239 patients over 15 years of age admitted to ED 
department (77.8% female) 

Consideration of suicide before 
acting <2h 

1 44.8% I - 0, II - 1, III - 2, IV - 
1, V - 2, Total - 6 

130 Weyrauch et 

al., 2001 

USA cross-sectional 99 attempters who required admission for inpatient 

medical treatment, 16-76 years, 40% female 

SIS Q5, 6, 7 2 -- I - 1, II - 2, III - 1, IV - 

1, V - 2, Total - 7 
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131 Welte et al., 

1988 

USA mortality case-

series 

806 suicide deaths - all suicides in the Erie county from 

1972-84 

Low predictability of suicide, 

which was defined as no of 
prior  SA, no note left, no 

long-standing condition. 

4 -- I - 2, II - 1, III - 2, IV - 

2, V - 0, Total - 7 

132 Westheide et 

al., 2008 

Germany case-control 29 suicide attempters with MDD (without comorbid 

disorders) referred to inpatient treatment (41.4% 

female), 29 matched healthy controls, age 19-58 

SIS Q1-7,15 2 -- I - 0, II - 2, III - 0, IV - 

1, V - 2, Total - 5 

133 C.L. Williams 

et al., 1977 

Australia cross-sectional 47 patients admitted to casualty department in general 

hospital (81% female), no age range presented 

premeditation time <5min, no 

evidence of previous 

communication of intent 

1 53.2% I - 0, II - 1, III - 0, IV - 

1, V - 2, Total - 4 

134 C.L. Williams 

et al., 1980 

Australia case-series  350 patients admitted to casualty department in 2 

general hospitals ( no clear age/gender structure of 
sample) 

premeditation time <5min, 

suicide did not take place as a 
result of a plan 

2 40.4% I - 0, II - 1, III - 2, IV - 

1, V - 2, Total - 6 

135 Witte et al., 

2008 

USA subset of an 

ecological study 

11 664 adolescents, who made a suicide plan or attempt 

in the last 12 months, subset from representative sample 

of USA adolescents in 9-12 grades. Data from YRBS 

(1993-2003) 

Presence of suicide plan in last 

12 months 

3 19.6% I - 1, II - 1, III - 2, IV - 

2, V - 0, Total - 6 

136 Wyder & De 

Leo, 2007 

Australia subset of an 

ecological study 

112 adults who made plans or attempted suicide in 

lifetime, identified from a representative Queensland 

(Australia) adult population sample. Part of WHO 

SUPRE/MISS study 

Presence of plan before the 

attempt, additional - 

experienced suicidal process as 

fluctuating, self-defined 

attempt as impulsive 

2 26.0% I - 1, II - 1, III - 1, IV - 

2, V - 0, Total - 5 

137 Wojnar et al., 

2008 

Poland cohort 154 adults, addiction treatment centre patients (24% 

female), 118 filled the FU 

Planning time <30min 1 62.0% I - 0, II - 1, III - 1, IV - 

1, V - 0, Total - 3 

138 Wojnar et al., 

2009 

Poland cross-sectional 66 addiction treatment centre patients who reported 

lifetime suicide attempt from 154 interviewed (24% 

female), 20-73 years, 

Planning time <30min 1 62.0% I - 0, II - 1, III - 1, IV - 

1, V - 0, Total - 3 

139 Wong & 

Phillips, 2009 

China cross-sectional 353 females admitted to ED after SA, who have ever 

been or were married (females only) 

Days spent contemplating 

suicide before the act 

1 -- I - 0, II - 2, III - 2, IV - 

1, V - 2, Total - 7 

140 Zhang & Xu, 

2007a 

China cross-sectional 74 all individuals who were hospitalised to ED 

following a SA (66.2% female)  

SIS Q1-8 2 -- I - 2, II - 2, III - 1, IV - 

1, V - 2, Total - 8 

141 Zhang & Xu, 

2007b 

China cross-sectional 74 individuals who were hospitalised to ED following a 

SA (66.2% female) 

SIS Q1-8 2 -- I - 2, II - 2, III - 1, IV - 

1, V - 2, Total - 8 
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142 Zhang et al., 

2011 

China cross-sectional, 

data from case-
control study 

330 Young adults (15-34) living in rural areas, who died 

by suicide (43.6% female)  

SIS Q1-8 2 -- I - 2, II - 1, III - 2, IV - 

1, V - 0, Total - 6 

143 Zhang & Jia, 

2011 

China case-control 392 young adults (15-34) living in rural areas, who died 

by suicide (45.4% female) 

SIS Q1-3, 5-7 2 32.4% I - 2, II - 1, III - 2, IV - 

1, V - 0, Total - 6 

144 Zhao et al., 

2010 

China cross-sectional, 

data from case-
control study 

617 individuals who were admitted to ED after SA 

(73.9% female), all ages  

SIS Q1-7, consideration of 

suicide for <30min before 
acting 

1, 2 47.1% I - 2, II - 2, III - 2, IV - 

1, V - 2, Total - 9 

145 Zhou & Jia, 

2012 

China cross-sectional, 

data from case-

control study 

200 suicide victims in one province selected by cluster 

sampling method (gender composition not reported), 

age 14+ 

SIS Q1-8 2 -- I - 2, II - 2, III - 2, IV - 

2, V - 0, Total - 8 

Explanations: ED emergency department, SA suicide attempt, MDD – major depressive disorder, AUD – alcohol use disorder, DSM Diagnostic and Statistical Manual of Mental Disorders, COGA Collaborative St udies on 
Genetics of Alcoholism, ISA – impulsive suicide attempt 
SIS – Suicide Intent scale (A. T. Beck et al., 1974), Q-question, questions from the SIS: Q1. Isolation; Q2. T iming; Q3. Precautions against discovery; Q4. Acting to get help during/after attempt; Q5. Final acts in anticipation of 

death; Q6. Active preparation for attempt; Q7. Suicide Note Q8. Overt communication of intent before the attempt; Q9. Purpose of the attempt; Q15. Degree of premeditation 
1
 Type of study: Ecological studies - alternatively named correlation, are studies where groups of people are the analysis unit and not the individuals and comparisons are made in the population level (Bonita et al., 2006). Cross-

sectional studies – involve observation of a sample at one point in time and examination of the relationship between a characteristic and other variables of interest in individuals (Bonita et al., 2006; Martin, 2005). Case-control 
study – include two groups of individuals: one with the characteristic of interest, the other a suitable comparison group (Bonita et al., 2006). Case series is the type of study where the source of descriptive data is a collection of 

cases as they appear in a certain setting (Martin, 2005). 
2
 Type of criteria used: 1. Time related criteria, 2. Absence of planning, 3. Plan made in lifetime or last year, 4. Other. 

3 
Quality ratings of studies were employed based on the following criteria (maximum of 10 points):  

I Specification of the inclusion criteria into the ‘suicide attempts’ group: 0 no definition; 1 clear definition that does not include intent to die (such as non-fatal suicidal behaviour or deliberate self-harm); 2 only self-injurious 
behaviour with at least some intent to die included as suicide attempts 
II Specification of criteria for impulsive/unplanned suicide attempts: 0 no clear definition; 1 clear definition that results in splitt ing of attempts into impulsive – non-impulsive; 2 clear criteria for assessing attempt impulsivity in 
a continuous way 

III Number of participants with a suicide attempt in the sample:  0 N≤50; 1 N≤200; 2 N>200 
IV Method of sample recruitment: 0 no clear specification of how sample was obtained; 1 clear specification, but the sample is not representative of general population; 2 sample representative of general population 
V Time lapse between data collection and suicide attempt: 0 More than a year (includes studies that assessed only lifetime presence of suicide attempt); 1 Less than a year; 2 Data collected on the same day as the attempt or in 
the days immediately following it 
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Table A1.2. Study design and identification criteria for the impulsive suicide attempts in the quantitative studies reviewed, that explored only 

frequencies of impulsive suicide attempts (ISA). 

Reference Country Type of study1 Sample 

Method for impulsive suicide attempt 

identification Prevalence of ISA 
Study quality 

ratings3  
Description Type2 

Bhugra et al., 2002 UK cross-sectional  retrospective case notes analysis of children and 

adolescents reviewed by psychiatrist after SA, 99 cases 

(84.8% female), age <16 

no clear definition 4 46% 
I - 0, II - 0, III - 

1, IV - 1, V - 2, 

Total - 4 

Dorpat et al., 1960 USA mortality case-

series 

all suicide cases in 12 months in King County, 114 (68% 

female) 

premeditation or planning 

signs present >20min prior 

the act 

1 17% I - 2, II - 1, III - 

1, IV - 2, V - 0, 

Total - 6 

Fedyszyn et al., 

2011 

Australia cohort 73 patients experiencing first episode of psychosis, who 

attempted suicide during treatment, age 15-24 (53% 

female) 

Preparation time 1 77.6% I - 1, II - 1, III - 

1, IV - 1, V - 1, 

Total - 5 

Gore-Jones & 

O’Callaghan., 2012 

Australia case-series  15 (7 male, 8 female) referrals to psychiatric service after 

suicide attempt by jumping, retrospective case audit  

Self reported as impulsive 4 80% I - 0, II - 0, III - 

0, IV - 1, V - 2, 

Total - 3 

Hettiarachchi & 

Kodituwakku, 1989 

Sri 

Lanka 

cross-sectional 97 patients admitted to hospital, who had a history of 

lifetime suicide attempt; (48.5% female), age 15+  

No evidence of planning 2 19.5% I - 0, II - 1, III - 

1, IV - 0, V - 0, 

Total - 2 

Hoberman et al., 

1988 

USA cross-sectional suicide cases under 25 years in 10 year period (1975-

1985), 656 (22.6% female)  

No signs of preparation and 

planning 

2 only 3% of suicides 

showed definite 

preparations for 
death 

I - 2, II - 1, III - 

2, IV - 2, V - 0, 

Total - 7 

Hoberman et al., 

1989 

USA cross-sectional suicide cases under age 19 in 10 year period (1975-1985); 

229 (20% female) 

Evidence of definite 

preparations for death; 

evidence of a plan, at least 

of a breath duration 

2 8 % definite plans, 

28% some evidence 

of planning 

I - 2, II - 1, III - 

2, IV - 2, V - 0, 

Total - 7 
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Kastanaki et al., 

2010 

Greece cross-sectional suicide cases involving a firearm in Crete Island from 

1999 to 2007; 69 (2.9% female)  

SIS 6 (planning), no 

planning at all 

2 13% I - 2, II - 1, III - 

1, IV - 2, V - 0, 

Total - 6 

Kinyanda et al., 

2005 

Uganda case-control 100 cases of DSH admitted to general hospital, 300 

admissions to hospital for non-recurrent conditions 

SIS 15 (premeditation), no 

premeditation at all 

1 52% I - 1, II - 1, III - 

2, IV - 1, V - 2, 

Total - 7 

Molock et al., 1994 USA cross-sectional 233 (68% female) African-American college 

undergraduate students (18-42 years), no description of 
sampling, 25 attempted suicide 

Premeditation time 

(thinking about suicide 
plan) and no preparations 

1,2 Most made 

minimal (15.5%) or 
no (81%) 

preparations, 76% 

less than 3 hours 

premeditation 

I - 0, II - 1, III - 

0, IV - 1, V - 0, 

Total - 2 

Patton et al., 1997 Australia cross-sectional, 
part of a cohort 

study 

86 (65.1% female) adolescents from representative 
Australian adolescent in grade 10 sample, who reported 

deliberate self-harm in the last year during the study  

SIS 15 (premeditation) 
<3hours 

1 60% of true suicide 
attempts, 89 % of 

inconclusive cases 

and cases of self-

harm 

I - 0, II - 1, III - 

1, IV - 2, V - 1, 

Total - 5 

Pearson, et al., 
2002 

China case-series  female suicide attempters admitted to ED after SA; 366, 
age 15-35 

Thinking about suicide for 
less than a day and decision 

to die by suicide less than a 

day prior 

1 64% premeditation 
time, 92% decision 

time 

I - 0, II - 1, III - 

2, IV - 1, V - 2, 

Total - 6 

Peterson et al., 

1985 

USA case-series  patients evaluated by psychiatric services after self-

inflicted gunshot; 30 (43% female)  

The reasons most attempts 

were considered impulsive: 
thought about suicide for 

less than 24h, no notes or 

other preparations, 

proximal substance use and 

interpersonal conflict.  

4 All attempts are 

considered to be 
similar to impulsive I - 1, II - 0, III - 

0, IV - 1, V - 2, 

Total - 4 

Razin et al., 1991 USA case-control  33 Hispanic girls (12-17 years) admitted to ED after SA; 

control group - 15 nonsuicidal girls  

no clear definition (not-

planned) 

4 97% I - 1, II - 0, III - 

0, IV - 1, V - 2, 

Total - 4 

Skopek & Perkins, 

1998 

Australia cross-sectional 30 (26.7% female) suicide attempts by exposure to motor 

vehicle exhaust gas admitted to general hospital  

time taken to plan the act 1 23.3% no planning 

at all, 43.3% spent 

less than a day 

planning 

I - 1, II - 1, III - 

0, IV - 1, V - 2, 

Total - 5 



414 

 

 

 

Sutton et al., 2005 UK cross-sectional  58 suicides by gunshot in three areas in UK (6.9% 

female) 

SIS item 6 (planning), no 

planning at all 

2 22.60% I - 2, II - 1, III - 

1, IV - 2, V - 0, 

Total - 6 
Explanations: ED emergency department, SA suicide attempt, MDD – major depressive disorder, AUD – alcohol use disorder, DSM Diagnostic and Statistical Manual of Mental Disorders, COGA Collaborative St udies on 
Genetics of Alcoholism, ISA - impulsive suicide attempts 

SIS – Suicide Intent scale (A. T. Beck et al., 1974), Q-question, questions from the SIS 
1
 Type of study: Ecological studies - alternatively named correlation, are studies where groups of people are the analysis unit and not the individuals and comparisons are made in the population level (Bonita et al., 2006). Cross-

sectional studies – involve observation of a sample at one point in time and examination of the relationship between a characteristic and other variables of interest in individuals (Bonita et al., 2006; Martin, 2005). Case-control 
study – include two groups of individuals: one with the characteristic of interest, the other a suitable comparison group (Bonita et al., 2006). Case series is the type of study where the source of descriptive data is a collection of 

cases as they appear in a certain setting (Martin, 2005). 
2
Type of criteria used: 1. T ime related criteria, 2. Absence of planning, 3. Plan made in lifetime or last year, 4. Other. 

3 
Quality ratings of studies were employed based on the following criteria (maximum of 10 points):  

I Specification of the inclusion criteria into the ‘suicide attempts’ group: 0 no definition; 1 clear definition that does not include intent to die (such as non-fatal suicidal behaviour or deliberate self-harm); 2 only self-injurious 

behaviour with at least some intent to die included as suicide attempts 
II Specification of criteria for impulsive/unplanned suicide attempts: 0 no clear definition; 1 clear definition that results in splitt ing of attempts into impulsive – non-impulsive; 2 clear criteria for assessing attempt impulsivity in 
a continuous way 

III Number of participants with a suicide attempt in the sample:  0 N≤50; 1 N≤200; 2 N>200 
IV Method of sample recruitment: 0 no clear specification of how sample was obtained; 1 clear specification, but the sample is not representative of general population; 2 sample representative of general population 
V Time lapse between data collection and suicide attempt: 0 More than a year (includes studies that assessed only lifetime presence of suicide attempt); 1 Less than a year; 2 Data collected on the same day as the attempt or in 
the days immediately following it 
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Table A1.3. Description of qualitative studies, case studies and case – series with no statistical comparisons, included in the systematic review 

Case descriptions 

Reference Country Sample Main relevant findings Criteria1  

Finn, 1955 USA 20 suicide attempt cases 

of military personnel 

17 of 20 cases were called ‘ impulsive acting out behaviour’. These acts are understood as ‘escaping danger’. However, in case 

examples there are signs of premeditation (contemplated suicide for a few days), although a case is called impulsive. 

4 

Gardner and 

Cowdry, 1985 

USA 4 cases of suicide in 

BPD 

Clinical guidelines and case presentation of characteristics of suicidal behaviour in BPD. Argues that intensive rage, triggered 

by situations where others are perceived as ‘unresponsive’ can lead to suicide attempts. Also, some of the seemingly impulsive 

suicidal acts may be communicational in nature.  

1,4 

Mayfield and 

Montgomery, 1972 

USA 34 patient admitted to 

hospital after self-injury 

Identifies an ‘abreactive’ group of suicide attempts that are characterised by intoxication prior to attempt and lack of depression 

after the attempt, although it may be present during the attempt. The person usually denies suicidal intent afterwards. Such 

attempts usually occur after an interpersonal situation that led to anger, aggression or hyperactivity 

4 

Rotov, 1970 USA 20 cases of suicide in 

hospital 

The author identifies a separate group of attempts he calls ‘tic’ suicides. There are no clues about suicide before it and the 

motivation is unclear. The author attributes such cases to dissociation. 

1,4 

Lindqvist and 

Johansson, 2000 

Sweden 15 teenage deaths by 

suicide, age 14-19 

Cases of males brought up in families with common social problems were almost all impulsive, took place after a conflict and 

during intoxication. No such pattern appeared for females. Even in the cases where the suicide was planned and suicide ideation 
was present prior to death, the timing of the event seemed to have come by surprise. 

2 

Rivlin et al., 2012 UK 60 males and 60 

females who engaged in 

near-lethal suicide 

attempts in prisons 

Suggested adapting the SIS question on planning of suicide attempt to prison population. If a plan contains items found outside 

the cell, this suggests high planning, if items from the cell are used modified, that suggests moderate levels of planning. If items 

from the cell are used as they are to attempt suicide the degree of planning should be considered low.  

- 
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Kost-Grant, 1983 Alaska, 

USA 

Record review of 34 

presentations for self-
inflicted gunshot 

wounds in rural and 

bush Alaska over 6 year 

period 

Most of the attempts were deemed impulsive, motivated by the desire to reduce tension. Some impulsive suicide attempts can be 

called ‘an accident’ by the attempter himself/herself.  

4 

Shapiro & 
Waltzer., 1980 

New 
York, 

USA 

21 cases of deliberate 
self-harm that occurred 

in one of the hospitals 

in 15 year period, 16 of 

them resulting in death 

Most cases are not seen as impulsive and there were predictable signs beforehand. Three cases (18.6%) did not have such 
warning signs. All of the cases were of variable suicidal intent and lethality. 

4 

Case studies 

Reference Country Main relevant findings Criteria1  

Aleksandrowicz, 1975 USA Describes a case of suicide attempt of a 7 year old girl that seems impulsive. The explanation for it is given that this was a result 
of desperate ‘cry for help’ and aggressive impulses.  

1,2 

Samoilov and Goldfried, 2000 USA Describes a case where suicide attempts of impulsive nature arise from intense emotional states. It is suggested the women tried 

to ‘match’ the inner feelings with the behaviour. Impulsive suicide attempts appear to be sudden responses without any 

cognitive mediation prior to them.  

1,4 

Rosenberg and Rosse, 2003 USA Patient with alcoholic dementia attempted suicide 2 times without remembering that afterwards. The suicidal state shifted very 

rapidly from no thoughts of suicide to suicide attempt by hanging or overdosing. Had severe memory disturbances. 

1,4 

Cheah et al., 2008 Australia A person who survived jumping from a bridge and saw himself the act a result of sudden impulse. The man jumped when 

walking across the bridge he started to worry about the money taken from work funds and lost in gambling. Afterwards the 
psychiatrists identified no mental disorder or depression. 

1,2,4 
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Qualitative studies 

Reference Country Sample Analysis Main relevant findings Criteria1  

Marzano et 

al., 2011 

UK Interviews with 60 female 

prisoners 

thematic and 

content 
analysis 

Half described their act as impulsive; only a third planned the attempt for more than 3 hours. Planning mostly 

involved taking precautions against discovery. 

1,2 

O'Donnell et 

al., 1996 

UK 26 acts of jumping in front 

of a train in London 
Underground (11 women) 

content 

analysis 

All of the attempts identified as impulsive in terms that they involved little preparation or premeditation. 1,2 

Konradsen et 

al., 2006 

Sri 

Lanka 

159 cases of suicide 

attempts using pesticides 

(40% female),  

not specified Most cases of SA were considered an impulsive response to sudden anger, spur of the moment. The individuals had 

difficulties reflecting on the reasons for such acts 

1 

Redley, 2010 UK 12 different clinicians 

interviewed over 28 

different suicide attempt 
cases 

not specified 

- 

The clinicians tended to overclassify the suicide attempts as impulsive, not taking into consideration the traumatic 

events in the days preceding the persons suicide attempt and also the reasons given by the suicide attempters 

themselves 

- 

Rivlin et al., 

2013 

UK 60 male prisoners who 

made near-lethal suicide 

attempts 

thematic 

analysis 

40% claimed they acted impulsively, only 12% made definite arrangements prior to death. Half of the prisoners had 

mental imagery about what would happen after they died, 38% imagined their suicide attempt. 

1,2 

Wasserman et 

al., 2008 

Vietnam 19 suicide attempts age 15-

24 from rural areas  

thematic 

analysis 

26.3% had a suicide plan one to two days prior to attempting suicide. Description of suicide plan involves 

preparing a method for suicide and deciding on a time when intervention is unlikely. For 63.2% the suicidal 

thoughts became overwhelming less than one day before the attempt. However, 84.2% had experienced sadness, 
passive suicide ideation at least 6 months prior to suicide attempt, but only 2 individuals (10.5%) believed these 

thoughts could lead to an attempt. 

2, 4 

1
Type of criteria used: 1. T ime related criteria, 2. Absence of planning, 3. Plan made in lifetime or last year, 4. Other. BPD – borderline personality disorder 
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Table A2.1. Study design, identification criteria for the impulsive suicide attempts (ISA) and main findings in the empirical studies included in 

the review update. 

No. Reference Country 
Type of 

study1 
Sample 

Method for impulsive suicide 

attempt identification Prevalence 

of ISA 
Main findings  

Description Type2 

1 Anestis et 

al., 2015 

USA cross-

sectional 

732 undergraduate students 

(72% female), 50 had a 
lifetime SA 

MEPOS - -- Higher episodic planning related to higher intent 

2 Bagge et al., 

2015 

USA cross-

sectional 

324 adults (18-64) 

presenting to ED following a 
SA (62.0% female) 

No contemplation, 

planning and decision to 
act prior to the last 3 hours 

and none of these in the 

prior week 

1 39.9-84.3% Non-facilitative drinking was related to shorter premeditation, 

planning and decision times, while the difference between 
facilitative drinkers and non-facilitative drinkers  was most 

pronounced in terms of decision time. The facilitative drinkers 

were similar to non-drinkers.  

3 Chalker,  et 
al., 2015 

USA cross-
sectional 

105 adults (18-60 years) 
presenting to ED following a 

SA (47.6% female), then 

followed up for next 6 

months 

 SASII, assessed 
intoxication, 

communication, ability to 

be rescued, delay, planning 

and presence of suicide 

note 

- -- Only delay and planning showed a moderate positive correlation 
(0.57), correlations between all other possible pairs of the 

characteristics estimated were not statistically significant. None 

of the facets of suicide attempt impulsivity predicted lethality of 

the attempt; it was only inversely related to the ability to be 

rescued. Only planning, but not the other facets predicted intent 
of the attempt at a statistically significant level. The odds of a 

reattempt were 87% lower when a person wrote a suicide note. 

None of the other facets of attempt impulsivity predicted 

repetition of attempt  

4 De Araujo 

et al., 2015 

Brazil cross-

sectional, 

data from 

case-control 
study 

Bazilian adult convenience 

sample of N = 48569, 3326 

reported a lifetime suicide 

attempt 

Assessed whether it was 

planned, but precise 

assessment not described 

4 -- Higher intent to die in planned attempts 

5 Delforterie  

et al., 2015 

AU cross-

sectional, 

data from 

 9583 twins (58.5% 

females), age 24-36 from a 

community sample, 408 

Presence of suicide plan in 

a lifetime 

3 39.7% Impulsive attempts were more likely in cannabis use disorder 

with more symptoms (3-6) and nicotine abuse with 3 or more 

symptoms. Other drug abuse increased the risk for both, 
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case-control 

study 

reported a SA impulsive and non-impulsive attempts.  

6 Kattimani et 
al., 2015 

India cross-
sectional, 

data from 

case-control 

study 

316 cases who presented to 
crisis intervention 

assessment following a SA 

in a 3 year period, 

retrospective chart review 

The time between the 
occurrence of suicidal idea 

and the attempt was <30 

min. 

1 47.8% Love-related issues were more likely before attempts preceded 
by a short period of suicidal ideation, while there were no 

differences in issues with spouse, others, financial, physical 

illness or exam related stress between impulsive and non-

impulsive attempts. People who attempted suicide more 

impulsively were less likely to have unfulfilled commitments or 
show changes in sleeping habits. 

7 Lyu & 

Zhang, 2014 

China cross-

sectional 

392 of deaths by suicide SIS Q1-9 2 -- Suicide attempt impulsivity did not differ in those with diagnosis  

of schizophrenia compared to other psychiatric diagnosis. Those 

with schizophrenia diagnosis were less likely than those without 
a diagnosis of mental illness to seek for help after SA and 

communicate intent. Those without a psychiatric diagnosis were 

less likely to leave time for intervention, make after-death 

arrangements, make preparations or communicate intent 

compared to those with a diagnosis of MDD 

8 Rawlings  et 

al., 2015 

UK cross-

sectional, 

data from 
case-control 

study 

1350 university students 

(71.8% females), age >18, 

university students. 85 
reported a self-harm episode 

in the past 4 weeks. 

Presence of plan before the 

SA 

2 49.5% No difference was found between planned and unplanned self-

harm acts in term of impulsivity and affective symptoms. 

9 Reyes-

Tovilla  et 
al., 2015 

Mexcio cross-

sectional, 
data from 

case-control 

study 

144 participants who 

presented to outpatient 
service in a hospital and had 

a suicide attempt between 

September 2010 and 

September 2012 

SIS Q15 1 61.8% Female gender, higher education level and absence of alcohol 

consumption was related to impulsive attempts 

10 Sun & 

Zhang, 2015 

China cross-

sectional 

381 of deaths by suicide 

between 15-34 years of age 

SIS Q1-9 2 -- Those suicides who showed less signs of planning were 

preceded by a lower number of strains (negative life events) and 

were less likely to be preceded by a physical disease, but there 

was no relationship to living alone.  

11 Vanyukov  

et al., 2015 

USA case-control 49 individuals >60 years, 18 

with a SA and MDD, 13 

with MDD but no SA, 18 

SIS Q1-7,15 2 -- Low planning was associated with exaggerated response to 

angry faces in the frontal operculum area of the brain.  
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healthy individuals (53% 

female in total) 

 

Case studies  

             

1 Ahuja et al., 
2014 

USA case study male in his late 20s  unclear definition 4 - The attempt is described as impulsive, while but person was 
preparing for the attempt by giving away possessions and made 

the decision to attempt suicide in advance.  

2 Giddens & 

Sheehan, 
2014 

USA case study 31 year old female unclear definition 4 - Passive suicidal thoughts (I am better off dead) in the days 

leading up to the attempt best predicted impulsive suicide 
attempts. This was not observed for other passive suicidal 

thoughts, such as I wish I was dead, need to be dead or wish that 

was not alive anymore. Thought ‘I need to be dead appeared’ 

appeared just before the SA. 

3 Kiraly & 

Sher, 2015 

USA case study 29 year old male, combat 

veteran 

no reported premeditation 1 - The person attempted hanging right after an argument with 

significant other, was intoxicated. Found unconscious. No prior 

suicidal ideation. Depression present for 6 months, severe PTSD 

symptoms, significant alcohol abuse, blackouts and marihuana 
abuse. Had unusually low serum testosterone.  

4 Qureshi et 

al., 2014 

USA case study 16 year old boy Suicidal thoughts only on 

the day, does not remember 

the attempt well 

1,4 - The authors conclude that the impulsive SA was likely caused 

by overly high dose of Fluoxetine. The SA several days after 

start of the medication. With the start of medication the person 
was fidgety, anxious, restless. 

Explanations: ED emergency department, SA suicide attempt, MDD – major depressive disorder, PTSD – post-traumatic stress disorder, MEPOS - Measure of Episodic Planning  of Suicide; ISA - impulsive suicide attempts 

SIS – Suicide Intent scale (A. T. Beck et al., 1974), Q-question, questions from the SIS: Q1. Isolation; Q2. T iming; Q3. Precautions against discovery; Q4. Acting to get help during/after attempt; Q5. Final acts in anticipation of 
death; Q6. Active preparation for attempt; Q7. Suicide Note Q8. Overt communication of intent before the attempt; Q9. Purpose of the attempt; Q15. Degree of premeditation 
1
 Type of study: Ecological studies - alternatively named correlation, are studies where groups of people are the analysis unit and not the individuals and comparisons are made in the population level (Bonita et al., 2006). Cross-

sectional studies – involve observation of a sample at one point in time and examination of the relationship between a characteristic and other variables of interest in individuals (Bonita et al., 2006; Martin, 2005). Case-control 

study – include two groups of individuals: one with the characteristic of interest, the other a suitable comparison group (Bonita et al., 2006). Case study is an in-depth study of  
2
 Type of criteria used: 1. Time related criteria, 2. Absence of planning, 3. Plan made in lifetime or last year, 4. Other.



 

 

Appendix 3. Ethical clearance for Study 1. 



423 

 

 

 

         GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 
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to the conditional approval granted to your application for ethical 

clearance for your project "Impulsive suicide attempts: the 

perception of the patients and the clinicians" (GU Ref No: 

CSR/03/13/HREC). 

 

This is to confirm receipt of the remaining required information, 

assurances or amendments to this protocol. 
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20Conduct%20of%20Research.pdf 

PRIVILEGED,  PRIVATE AND CONFIDENTIAL 

This email and any files transmitted with it are intended solely 

for the use of the addressee(s) and may contain information which 

is confidential or privileged. If you receive this email and you 

are not the addressee(s) [or responsible for delivery of the email 

to the addressee(s)], please disregard the contents of the email, 
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                                                        25-Mar-2014 

 

 

Dear Mrs Rimkeviciene 

 

I write further to the additional information provided in relation 

to the conditional approval granted to your application for ethical 

clearance for your project "PR: Impulsivity of suicide attempts in 

young adults: HREC/13/QPAH/678" (GU Ref No: CSR/01/14/HREC). 

 

This is to confirm receipt of the remaining required information, 

assurances or amendments to this protocol. 

 

 

 

Consequently, I reconfirm my earlier advice that you are authorised 

to  immediately commence this research on this basis. 

 

The standard conditions of approval attached to our previous 

correspondence about this protocol continue to apply. 

 

Regards 

 

 

 

Dr Kristie Westerlaken 

Policy Officer 

Office for Research 

Bray Centre, Nathan Campus 

Griffith University 

ph: +61 (0)7 373 58043 

fax: +61 (07) 373 57994 

email: k.westerlaken@griffith.edu.au 

web:  

 

Cc:  

 

Researchers are reminded that the Griffith University Code for the 

Responsible Conduct of Research provides guidance to researchers in 

areas such as conflict of interest, authorship, storage of data, & 

the training of research students. 

You can find further information, resources and a link to the 

University's Code by visiting 

http://policies.griffith.edu.au/pdf/Code%20for%20the%20Responsible%

20Conduct%20of%20Research.pdf 

PRIVILEGED,  PRIVATE AND CONFIDENTIAL 

This email and any files transmitted with it are intended solely 

for the use of the addressee(s) and may contain information which 

is confidential or privileged. If you receive this email and you 

are not the addressee(s) [or responsible for delivery of the email 

to the addressee(s)], please disregard the contents of the email, 

delete the email and notify the author immediately 
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Appendix 6. Participant information sheets and consent forms for 

Study 1. 



 

 
Study 1: participant information sheet for individuals who attempted suicide  



432 

 

 

 



433 

 

 

 



434 

 

 

 

Study 1: consent form for individuals who attempted suicide 
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Study 1: participant information sheet for clinicians 
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Study 1: consent form for clinicians 
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Appendix 7. Study 1 Interview Schedule 
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How do clinicians and suicide attempters understand attempt impulsivity? 

Interview schedule 

 

1. A timeline is introduced. The introductory text is similar to this: 

I would like to understand more how the attempt happened and what you experienced.  

This line (put blank timeline sheet in front of the participant) shows the time prior to 

your attempt. The attempt is marked with the triangle. In order to understand better 
what happened, I would like to recreate the timeline of events together with you. Let’s 
mark the events that happened, as well as your thoughts about suicide. Could you tell 

me about the last suicide attempt?  

 

Mark/ask the participant to put a mark when mentioned events, suicidal ideation, 
planning or decision to die occurred, as well as when the person self-harmed, if there 
were self-harm episodes prior to the attempt.  

 

Questions about: 

o Suicidal ideation (precise content of the thoughts, timing – when the thoughts 

start, did they stop at any time)  

o Planning (precise content of the thoughts, timing – when did the planning start, 

did it stop at any time) 

o Decision to die by suicide (when if occurred, did the person changed his/her mind 

at any time) 

o Any negative events (when, what occurred, how did the person react) 

 

2. Assessment of the lifetime suicidality 

The timeline for lifetime suicidality is introduced in a similar way to the first one. The 
triangle marks present time. 

Inquire about attempts in lifetime/planning/presence of intensive suicidal 
ideation/aborted attempts. Each marked on lifetime timeline.  

 

Indicative questions: 

Have you ever attempted suicide before? 

How many times? 

Did you require medical attention after any of them? When did this attempt occur? 

Have you ever harmed yourself even though you did not want to die? How frequently 
does it happen? When did it start? Do you remember the first time you self-harmed? 

Have you ever decided to die by suicide and then change your mind before harming 
yourself?  

Do you remember when you started thinking about suicide? 

Have you ever made plans for suicide? When?  
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3. Self-rated as impulsive 

 

A. If two attempts – create timeline for second attempt the same way as the timeline 
for most recent attempt. 

The timelines are put side by side and asked to compare.  

Indicative questions: 

When you compare the two timelines, what do you notice? 

Would you consider your last attempt impulsive? Why? 

Is this other attempt impulsive? Why? 

In terms of impulsivity, how do the two of them differ? 

 

B. If more than two attempts: Identify the attempt that to the participant seems most 

different in terms of impulsivity compared to the most recent one.  

Indicative questions: 

Would you consider your last attempt impulsive? Why? When you look at this timeline 
(show lifetime), what was the attempt you would consider most impulsive? Which was 
the least impulsive? In terms of impulsivity, which one is the most different from your 
last attempt?  

 

Complete timeline for the most different attempt. Compare the timeline with the most 
recent attempt. 

Indicative questions: 

When you compare the two timelines, what do you notice? 

In terms of impulsivity, how do the two of them differ? 

 



 

 

Timeline  

 

 

 

 

 

 

 

 

 



 

 

Appendix 8. Table of themes and subthemes in Study 1. 
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Table A8.1. Main themes and subthemes used by clinicians to characterise 

impulsive and non- impulsive attempts. 

Themes and 
subthemes 

Examples 

 
Impulsive attempt as an abrupt reaction 

Reaction to trigger Who is doing something else, then suddenly something happens and at that 

time they just get whatever they have around to use it to self-harm or try kill 

themselves so that would be more impulsive.  

The person reacted impulsively to an immediate stressor or immediate 

upsetting event. 

Lack of clear intent She is more: “I need other people to know this is no good for me and, you 

know, I cannot manage.” <...> It’s a way of managing and if she can’t work 

out managing then she needs to kill herself.  

I question that their death has been by misadventure. Misadventure being that 

they’ve taken steps to relieve their distress, but these steps led to the loss of 

life. 

“Without thinking”  My mental image of impulsive suicide is a guy; <...> he had not been suicidal 

before and never thought about suicide. And when he was intoxicated he had 

this argument with this person. And then within minutes he was hanging 

himself at the tree. So that's impulsive. 

They are people who do an action without the thought were it goes. 

Person “not in control 
of mental capacities” 

The fact that she was intoxicated, probably not thinking clearly much. 

It’s always happening in a very distressed state. 

Non-impulsive attempt as an outcome of a process 

Intentionality I suppose I do not know that part of the spectrum well [non-impulsive]. But I 

perceive the person who is taking their life because they’ve made a choice. 

Planning The ones that are really not impulsive sit down, plan it and then go through 

the plan. And then... all the others are impulsive. 

Slow build-up process This for me has a sense of exhaustion about it. You know if you think about 

best premeditated or planned suicide is euthanasia. Or something like that. If 

you had chronic pain condition or like that. It's in a way being planned and 

has that pain, exhaustion, loss of functioning. <...> And it does not happen 

over two hours, it's weeks and months.  

I would say this is like chronic, chronic depression, that is not being treated 

appropriately and because of that he is losing hope and sees it as a way out. 

 

Chronic suicidality 

Chronic suicidal 
ideation as a sign of 
non-impulsive 
attempts 

With anything impulsive is no sufficient pros and cons thinking, you go from 

thought of doing something to doing it. And in this case there is 40 years of 

elaboration whether he should kill himself.  

The idea of suicide was not new to him, as opposed to somebody who does not 

have an idea of suicide.  

She in particular is somebody who normally thinks she should not be alive, 

she does not deserve to be alive, it's a schema. So every time, every day she i s 

alive, she should not be. 
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Chronic suicidality as 
unrelated to attempt 
impulsivity 
assessment 

The attempt itself, I would think, is impulsive, but there was planning behind 

it so she could do an impulsive attempt. 

It was more impulsive, but she always has, because of her history she has 

more means available, more awareness to options of means. 

Impulsive can be in someone who has chronic ideation.  

Planning would involve more than that [ideation], would be at least a date or 

a specific time in mind, making sure that no one is around or something like 

that. It needs a few more steps to call it a plan, otherwise it’s just ideation and 

everyone with a chronic borderline... they have the ideation for years. 

Problems with an ISA-NISA dichotomy 

Stigmatizing label I think calling impulsive is a dismissive kind of way: “It’s just impulsive, 

nothing to worry about”. 

When you say “impulsive” you are not very much concerned. 

She said: “No, they are just going to lock me up, they are not going to pay 

attention to me; I just want to talk to someone.” People are afraid of boxes of 

risk factors, they want to talk to someone.  

Danger to 
underestimate risk 

If you are not careful and don't look into history and take all the details, that 

would be dangerous. That's why these days we are more careful when we talk 

about impulsive. Only when you have all the information you can be confident 

about impulsiveness. Even if she is fed up, she does not like the staff in the 

hospital, would say after an event like this "Ah, I changed my mind, it was all 

impulsive". And you don't take the time to go back to find this, that she is 

chronically suicidal, she can trick you and you can discharge her without 

follow-up. 

Cause there's a vulnerability there. It's like you know, oh, if somebody walks 

in and says oh, I just had an argument with my girlfriend, but I am alright 

now, well the minute they walk out of the emergency department their 

girlfriend can ring them again and you know, it can start again. 

Notes: ISA – impulsive suicide attempt, NISA – non-impulsive attempt, <...> marks omissions from the original transcript, brackets 
[] mark explanations inserted by the authors   
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Table A8.2. Main themes patients used while talking about suicide attempt impulsivity 
 

Themes and subthemes Examples 

“Thought out” You know, like I thought about it. Like I thought my sons are OK. They 

are on their own, they are managing, they have a good future ahead. I 

don't have my father. My mother is a bitch. She can suffer. And looks 

like I'm losing my third marriage. so.. That probably wasn't impulsive. 

In this case here and throughout all the period where I was always 

thinking about suicide, die die die die die. This was more thought out. 

Making sure that it will work this time. 

It was more calculated, more reasoning involved.  

It did not have the same amount of lead up time. <...> The amount of 

time, weeks of going through the motions of tidying things up, cleaning 

or thinking about it as much; the consistency of it and the depth of the 

thought and the length of time that I’m thinking about it. 

“Just happened” I just had enough. 

I just snapped. 

Because I was just drunk and the glass was there. 

Concept 
unclear 

“Don’t know”  Would you call it impulsive? I don’t know. 

I really don’t know. 

Mixing with 
other 
concepts 

[I: Would you call any of your attempts impulsive?] Oh look, I’m 

horrendously impulsive and that comes to purchasing things, doing 

things. I am very reactive.* 

It was less impulsive <...> It’s hard though, cause it was impulsive, but 

it wasn’t as bad as my normal suicide attempts 

Notes: [I: ...] marks words of the interviewer; <...> marks omissions from the original transcript. 
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Table A8.3. Themes that emerged from reanalysis of suicide attempt descriptions 

using the clinicians’ and patients’ understanding of suicide attempt impulsivity.  

Themes and 
subthemes 

Examples 

Build-up 
 

Agitation build-up And then I lost it. On reflection. I lost all sense of reality. And am... not 

that I was aware of it at a time. <...> The last thing I really remember is 

being in a bank and trying to hold it together so she did not think I was 

crazy. 

When things are starting to unravel, I normally start with the cutting. 

And then, if that doesn't give me the feeling of... It's not a feeling, but if it 

doesn't stop my distress, then it escalates. 

It‘s a turmoil a big turmoil. I get very distressed, I break things and 

smash things. <...> You know, I nearly broke my arm a few years ago, I 

took a hammer to my arm and just you know... And I break things, and 

through things around, and ye... 

[I: So last time, how long did this turmoil last?]  I think it was a few 

days. 

Slow deterioration Then slowly I would start to deteriorate. <...> I felt that I was struggling 

so much, that I was fighting this depression. And it was very painful. I 

did not feel that I was a good Christian. I did not have any friends. I 

don’t have any family members. And I felt a lot of grief and loss.  

Every time it's always basically thinking about it all the time. And it's 

like I go from being exhausted and sore to bedridden. And then from 

bedridden to suicide.  

Intentionality   

“Just happened” With that confusion and with the alcohol, I just go for it.  

Something else took over me. All of a sudden there was a thought in my 

head. 

Overwhelmed I can’t deal with it. 

Just too much, just system overload. 

This is so overwhelming, this is so painful that I’d rather be dead than 

feel this. 

Hopeless I could not see a light at the end of the tunnel. 

How can I keep going? There is no point. 

“Bad person” I feel I am a failure or a burden, or something like that. 

I felt there was no point in me being alive. I was not worth anyone’s 

time, I was not worth anyone’s energy. 

Communication to 
others 

I know that if I had a self-harm or a suicide attempt people are a lot 

more considerate of me. So they just go away and say: “Wow, make sure 

we say and do nice things to [name of person], because he does not want 
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to be here”. So people change. Only for a little while. But then it's back 

to the same old, oh, can you do this for me, can you do that for me.  

“Thinking-out”  

Chronic suicidal 
ideation 

I think they were always there in the background. There were always 

simmering away, like a stew on a cooker. You know. Just. Knowing that I 

had that option gave me a feeling of of... feeling of... I don't have to do 

this anymore. I have options now in a way.  

I always in the back of my mind feel suicidal. Sometimes it’s very intense 

and other times it’s just merely fleeting, you know, it comes and it goes, 

comes and goes. And my depression goes up and down, up and down, 

it’s not quite steady. 

Consideration of 
suicide method (-s) 

I always researched all sorts of poisons, so I would look into Kerosene, 

rat poison, I looked into ant poison, and moth balls, and you know what 

I mean, all these kinds of things. <...> Throughout this period I was 

trying to find these things that might be easier than OD. <...> So in my 

mind it would have been: “How is this way, what is the most comfortable 

way?” Jumping of the building, you know, all sorts of methods that I 

could use. What would be the best one, the most comfortable one, that’s 

not uncomfortable and not disgusting, and I don’t want to die slowly, I 

want to go: “Bam, dead, that’s it.” 

I would not have taken Diazepam, as I know it does not do much. 

Acquiring suicide 
method 

I just packed my bags and then I just drove off and then decided that I 

am going to go and buy the moth balls, the alcohol and all that. And I 

had my last sea-food dinner. And then I swallowed the thing. You know, 

it was very quick. Ye.. Almost kind of impromptu kind of thing. 

[I: Were you getting ready for this attempt?] Yep, you could put it that 

way. Collected tablets. [I: For how long?]  Probably 3 months. I had 

had an earlier overdose attempt probably, I don't know, maybe two 

years prior to that. But I did not have enough, I thought. So  that's what 

made me save, or collect a greater quantity.  

Preparations for 
after-death 

This time I went and cancelled my medical insurance. Probably in this 

week (two weeks prior suicide attempt). I took some money from my 

superannuation to pay some bills. And so it was clean and tidy. <...> I 

suppose once I've taken care of these things at that time I'm thinking to 

myself: “I need to make sure that if anything goes wrong with me that 

people aren't left with a burden.” So that's what I'm thinking about here. 

I'm not saying: “Two weeks from now, or three weeks from now I'm 

going to commit suicide”. It's more a thought of what happens if I get 

run over by a bus or something. I need to make sure things are in 

motion. So I don't do it consciously. 

I wrote a will when I got married. <...> Because I was married, so I had 

to know what have I owned, who is it going to go to. Um. Considering 

anybody could die at any time. But yes, of course, the other point was 

that if I succeeded in suicide than, that would fix everything up so that 

people don’t have to worry. 

Notes: <...> marks omissions from the original transcript, brackets [] mark explanations inserted by the authors.  

  



451 

 

 

 

Appendix 9. Validity of instruments used in Study 2 



 

 

Table A9.1. Description of psychometric properties of assessment instruments included in the thesis.  

Instrument Description Reliab ility Validity  

Acquired Capability 

for Su icide Scale 

(ACSS; Joiner et al., 

2009)  

20-item self-report scale, each item is graded on a scale from 

1 (‘not at all like me’) to 5 (‘very much like me’).  

For Item 16 of the scale “The best parts of hockey games are 

the fights” the word ‘hockey’ was changed to ‘football’ to 

adapt the item to mainstream Australian culture.  

A shorter version, Acquired Capability for Suicide Scale – 

Fearlessness About Death (ACSS-FAD; Ribeiro et al., 2014), 

that includes 7 items from the original scale was suggested. 

5 factors were suggested:  

Fearlessness about Death (items 7, 10, 11, 13, 14 and 19), 

Fearlessness about Dying (items 8, 10, 12 and 13), 

Insensitivity to Sight of Blood (items 2 and 6), En joyment of 

Observed Violence (item 15, 16 and 17), and General 

Fearlessness (items 1, 4 and 5) 

Different α levels have been 

reported, that vary from .49 to  

.86. In Australian samples α 

ranged between 0.74-0.8 

(Rimkeviciene et al., 2015a) 

The five-factor model of the scale was 

confirmed in a convenience sample pf 

Australian adults using confirmatory factor 

analysis (N = 796, χ
 2

 = 273.714, df = 92, χ
2
/df 

= 2.98, RMSEA = 0.05, CFI = 0.95) 

(Rimkeviciene et al., under review). The self-

report ACS (item 20) showed highest power in 

postdicting suicidality (Rimkeviciene et al., 

under review, 2015a). 

The full scale and the factors show expected 

relationships to fear of death and dying (r 

ranges from -.47 to -.62) 

Adult version of the 

Rejection Sensitivity 

Questionnaire (A-

RSQ, Berenson et al., 

2009) 

Self-report scale, which describes 9 situations common in 

interpersonal relationships and asks the respondent to assess 

the likelihood of rejection in that situation (1-6) and the level 

of anxiety the indiv idual thinks he/she would feel in that 

situation (1-6). The level of reject ion sensitivity is determined 

by first weighting (mult iply ing) the expected likelihood of 

rejection fo r each situation by the degree of anxiety, and then 

averaging these weighted scores across the 9 situations. 

Internal consistency α = .86 Higher reject ion sensitivity interacts with 

social threat in predicting disruption of 

attention (p < .05) and predicts bias towards 

threatening faces (p < .05) (Berenson et al., 

2009). Higher rejection sensitivity predicts 

aggression in rejection situation, even after 

controlling for neuroticism (p = .005) (Ayduk 

et al., 2008).  

Alcohol Use Disorders 

Identificat ion Test: 

Alcohol Consumption 

Questions (AUDIT-C, 

Bush et al., 1998)  

A shorter version of AUDIT (updated vers ion Babor et al., 

2001; first version Saunders et al., 1993). Interviewer-rated. 

Consists of three items, each of which is ranked from 0 to 4.  

The outcome score varies from 0 to 12. Clin ically significant 

thresholds that show alcohol use problems have been 

identified for men (≥4) and women (≥3) (Bradley et al., 2007).  

 

 

 

Test-retest reliab ility (1 month): 

inter-class correlations between 

0.7 and 0.8 reported for all three 

items (Selin, 2003). 

Has been shown to be of similar accuracy in 

detecting heavy drinking and/or active abuse 

or dependence as the full AUDIT (areas under 

receiver operating characteristic curves 0.880 

and 0.881 respectively) (Bush et al., 1998) 
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Buss-Perry Aggression 

Questionaire (BOAQ, 

Buss & Perry, 1992) 

29 items, self-report, 5-point Likert scale. 

Developed based on Buss-Durkee Hostility Inventory (Buss & 

Durkee, 1957) 

Internal consistency: Total score 

α = .89 

Physical Aggression 

α =.85, 

Verbal Aggression α =.72,  

Anger α =.83, 

Hostility α =.77, 

Test-retest (over a 9 week 

period): 

Total score α =.80 

Physical Aggression α =.80 

Verbal Aggression α =.76 

Anger α =.72 

Hostility α =.72 

Exploratory analysis (principal axis factoring 

with oblimin rotation) in a sample of 1253 

participants (predominantly 18-20 years of 

age) indicated four factors, with factor 

loadings between 0.35 and 0.8 (Buss & Perry, 

1992). Factorial solutions are considerably 

congruent across languages/cultures (Vigil-

Colet et al., 2005). 

Moderate to high (between 0.35 and 0.6) 

correlations were found between all subscales 

of BPAQ and frequency of aggressive 

behaviour, the relationship being strongest for 

physical aggression (Archer & Webb, 2006) 

Emot ion reactivity 

scale (ERS, Nock, 

Wedig, et al., 2008) 

21 item self-report scale, where each item is rated on a Likert 

scale from 0 (not at all like me) to 4 (completely like me).  

The 3 subscales that comprise the scale are: Sensitivity 

Subscale (items 2, 5, 7, 9, 12, 13, 14, 15, 16, 18); 

Arousal/Intensity Subscale (3, 4, 6, 17, 19, 20, 21); 

Persistence Subscale (1, 8, 10, 11). 

Internal consistency: 

Total scale α = .94 

Sensitivity Subscale α = .88;  

Arousal/Intensity Subscale α = 

.86; 

Persistence Subscale α = .81.  

Factor analysis indicates 3 factors based on 

eigenvalue criterion. They account for 57.8% 

variance. But the scales are strongly correlated 

(r = 73-83) and one factor exp lains 43.4% 

variance and all items load >0.4 on the single 

factor. Emot ional reactivity shows significant 

relationships with presence of mood (Cohen’s 

d = 1.2) and anxiety disorders (Cohen’s d = 

1.06). 

Motives for 

Parasuicide 

Questionnaire (MPQ, 

Bancroft et al., 1979) 

14 item self-report scale where each is scored on a scale from 

1 (no influence) to 3 (major in fluence). The scale is based on 

the motives identified by Bancroft et al. (1979) and were 

collated into a scale during European Multicentre Study 

(Hjelmeland et al., 1998). 4 factors have been reported: 

revenge or manipulation of others (items 10-12), wish to 

escape (5 and 14) seeking attention (2, 6, 9 and 13), and 

ending one’s life (items 1, 4 and 7). Three items (3, 8 and 13) 

are assessed separately as not representative of separate 

factors. 

 

 

Internal consistency 

(Hjelmeland et al., 1998): 

Revenge α = .8 

Escape α = 0.55 

Seeking attention α = 0.57 

Ending one’s life α = 0.62 

Factor analysis indicates 4 factors with 

eigenvalues >1, exp lain ing 58.8% variance. 

All items in the subscales exceeded loadings .6 

(Hjelmeland et al., 1998). 
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Positive And Negative 

Affect Schedule – 

Revised (PANAS-X, 

Watson & Clark, 

1999) 

Self-rated 60 item scale. The items list different emot ions, 

which are  graded on a 5-point Likert scale from very slightly 

or not at all to extremely. Instructions on the period of inquiry 

can be adapted to the needs of a particular setting/research 

project. The higher-order subscales include positive affect (10 

items) and negative affect (10 items). The specific affect 

scales include fear (6 items), hostility (6 items), guilt (6 

items), sadness (5 items), joviality (8 items), self-assurance (6 

items), attentiveness (4 items), shyness (4 items), fatigue (4 

items), serenity (3 items), and surprise (3 items).  

Internal consistency of 

subscales when used in 

evaluations of ‘moment’ 

timeframe (conditions as used in 

thesis): 

Positive affect α = .83-.88 

Negative affect α = .88-.91 

Fear α = .87 

Sadness α = .86 

Guilt α = .86 

Hostility α = .82 

Shyness α =.8 

Fatigue α = .88 

Joviality α = .93 

Self-assurance α = .83 

Attentiveness α = .72 

Serenity α = .74 

Surprise α = .8 

Underlying structure was assessed in 10 

different samples. The two higher-order 

factors were confirmed in all samples. The 

eight individual subscales of negative affect 

are more stable across samples than the 

individual positive affect subscales, the factor 

loadings for the former ranged from .39 to .76. 

After accounting for a general factor 

underlying the positive emotions, the 

individual factors had loadings ranged from 

.57 to .79. The two higher-order factors show 

moderate correlations (r = .48 for positive 

affect and r = .36 for negative affect) with the 

evaluation of the person’s emotional state as 

observed by peers. The two scales have little 

correlation with each other (r = −.05 to −.35).  

The affect subscales showed high correlations 

with corresponding subscales from Profile of 

Mood States (r = .85-.91) 

Risk-rescue rating 

scale (RRRS;  

Weisman & Worden, 

1972) 

Interviewer-completed 10-item scale, where each item is 

scored from 0 to 3. There are two factors in the scale: five 

items assess risk of suicide (e.g. method lethality, level of 

consciousness when found, and degree of treatment required); 

five items indicate likelihood of intervention (e.g. t ime till 

found). The total score is calculated using the formula (Risk 

Rating/(Risk Rat ing + Rescue Rating)) x 100.  

Adequate interrater reliability  

reported (kappa = .67) (Potter et 

al., 1998). 

 

High correlat ions reported with clinician-rated 

intent (r = .66) and Beck Medical Lethality 

scale (r = .6). Both risk and rescue factors 

predict hospitalisation status following the 

attempt (Miret et al., 2011) Factor analysis of 

the English version of RRRS not available.  

Suicide Intent Scale 

(SIS; A. T. Beck et al., 

1974) 

Interviewer-completed 20-item scale, where each item is 

scored from 0 to 2. 

Two subscales – objective circumstances (questions 1-9) and 

subjective intent (10-15). The last 5 questions are additional 

and are not scored.  

Total score α ranges from .74 to  

.95 (Freedenthal, 2008) 

In the thesis the assessment 

items were used separately and 

total or subscale score was not 

calculated. 

Different factor solutions were reported in 

research (A. T. Beck & Lester, 1976; Diaz et 

al., 2003; Mieczkowski et al., 1993; Spirito et 

al., 1996) and a multi-site study concluded that 

the subjective factor is strongly supported, but 

the a model with acceptable fit cannot be 

identified for the ‘objective circumstances’ 

component (Antretter et al., 2008). Studies 

find moderate to strong positive correlations 
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with other measures of death-related intentions 

(Freedenthal, 2008) 

UPPS (Urgency, (lack 

of) Perseverance, (lack 

of) Premeditat ion, 

Sensation seeking) 

Scale (Whiteside & 

Lynam, 2001) 

Self-report scale of 45 items, each rated on Likert scale from 1 

to 4. 

4 subscales (urgency, lack of perseverance, lack of 

premeditation and sensation seeking) 

The internal consistency: 

Premeditation α = .91,  

Urgency α = .86, 

Sensation seeking α = .90,  

Perseverance α = .82 

Scales were developed following factor 

analysis of a pool of impulsiv ity assessing 

items from different scales. Four factors were 

identified and items with highest factor 

loadings were selected. All items loaded on 

respective factors >.43 

The four factors show different, theoretically 

consistent correlations with NEO-PI-R facets 

(Whiteside & Lynam, 2001). 

The UPPS factors align with the most recent 

proposed structure of trait impulsivity (Sharma 

et al., 2014). 

The four factor structure was supported in later 

factor analysis (e.g., Magid & Colder, 2007)  



 

 

Appendix 10. Participant information sheet and consent form for 

Study 2. 
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Participant Information Sheet 
 
 

Title Impulsivity of suicide attempts in young adults  

Short Title - 

Principal Investigator Mrs. Jurgita Rimkeviciene 

Associate Investigator(s) Prof. Diego de Leo, Prof. John O’Gorman 

Location [hospital name blinded for confidentiality] 

  
 

Part 1  What does my participation involve? 
 

1 Introduction 
 

You are invited to participate in a collaborative study “Suicide attempts in young adults” lead by 
Griffith University in partnership with the [hospital name blinded] Hospitals. We are conducting a 
study to understand the differences in the suicide process of young people. You have been 
invited because during or after your treatment in emergency department you kindly agreed to be 
contacted for participation in this study. From those who were admitted to emergency 
department after harming themselves all patients who are 18-35 years, are permanent 
residence of Australia and feel they can express themselves adequately in English were asked 
to participate in this study. Your contact details were obtained from the form you filled in the 
Emergency department or from you, after you had been directed to our research team by the 
Emergency department staff.  
  
This Participant Information Sheet/Consent Form tells you about the research project. It 
explains the processes involved with taking part. Knowing what is involved will help you decide 
if you want to take part in the research. 
 
Please read this information carefully. Ask questions about anything that you don’t understand 
or want to know more about. Before deciding whether or not to take part, you might want to talk 
about it with a relative, friend or local health worker. 
 
Participation in this research is voluntary. If you don’t wish to take part, you don’t have to.  
 
If you decide you want to take part in the research project, you will be asked to sign the consent 
section. By signing it you are telling us that you: 
• Understand what you have read 
• Consent to take part in the research project  
• Consent that the interview will be audio-recorded 
• Consent to be involved in the research described 
• Consent to the use of your personal and health information as described. 
 
You will be given a copy of this Participant Information and Consent Form to keep.  
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2  What is the purpose of this research? 

 
This research is conducted by the Australian Institute for Suicide Research and Prevention in 
collaboration with [hospital name blinded] Hospital. This part of the study is aimed to understand 
why some people think about suicide days before the attempt and plan it, while some might 
harm themselves quickly after deciding to do so, leaving only a short opportunity to intervene 
and offer help and support. Different strategies may be required to help people depending how 
this suicide risk develops. This research is done to gain some information, what might be the 
differences in the way the wish to harm oneself develops and what might be the factors that 
influence this. The results of this research will be used by the researcher Jurgita Rimkeviciene 
to fulfil requirements for the award of the Doctor of Philosophy degree of Griffith University.  
  
 
3 What does participation in this research involve? 

 
This research will involve a face-to-face interview with one of the researchers (Jurgita 
Rimkeviciene), which will also include completing questionnaires. The interview and completion 
of questionnaire will take about 1.5 hour. If you agree, the interviews will be audio-recorded. 
During the interview you will be asked questions about your experiences before your last suicide 
attempt and the circumstances during the attempt itself. You will also be asked some questions 
on thoughts about suicide and other suicide attempts you might have had in life to understand 
how thoughts and behaviours related to suicide developed over the course of your lifetime. The 
scales will include questions about the way you experience different feelings and how you tend 
to behave in different situations. This will help the researchers to find out more about you as a 
person. In developing this study we have tried to ensure that the interview does not impose an 
unreasonable burden on your time and is conducted in a respectful way. This research project 
has been designed to make sure the researchers interpret the results in a fair and appropriate 
way and avoid jumping to conclusions too quickly.  
We will ask you to provide identifiable information, such as your name and date of birth. This 
information will only be used to identify you from other patients in emergency department to 
collect the information about the psychiatric diagnosis you were given during your treatment.  
 
If you are currently treated in [hospital name blinded] we can agree to do the interview during 
your stay if is convenient to you and does not interfere with treatment. Alternatively, the 
interviews can take place at the Australian Institute for Suicide Research and Prevention, Griffith 
University. The address of the Institute is: 
Psychology Building (M24) 
Griffith University 
Messines Ridge Rd 

Mt Gravatt, Qld 4122 
 
If you are not able to participate during your stay at hospital but will agree to come in to the 
University at the pre-agreed time you will receive a voucher of $20 for completion of the 
interview to compensate for your travel costs. 
 
4 Other relevant information about the research project 
 
This study will take place in two hospitals – [hospital name blinded]. The research group will 
interview around 125 participants to get sufficient information to make reliable inferences from 
the findings.  
 
5 Do I have to take part in this research project? 

 
Participation in any research project is voluntary. If you do not wish to take part, you do not have 
to. If you decide to take part and later change your mind, you are free to withdraw from the 
project at any stage. 
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If you do decide to take part, you will be given this Participant Information and Consent Form to 
sign and you will be given a copy to keep. 
Your decision whether to take part or not to take part, or to take part and then withdraw, will not 
affect your routine care, your relationship with professional staff or any further contacts with 
[hospital name blinded] Hospital. 
 
6 What are the possible benefits of taking part? 
 

We cannot promise that you will receive any benefits from this research. However, previous 
studies have shown that talking about suicide attempts in research interviews may have 
possible benefits to you. Some people participating in such research say they feel emotional 
relief after the interview, they may understand more about how and why things happened. In 
some cases, that can increase their well-being. The other benefits will come to other people 
who may need help in the future. This research may increase our knowledge about the process 
of suicide and may help clinicians provide better help for people in crisis situations. 
 
7 What are the possible risks and disadvantages of taking part? 

 
You may feel that some of the questions we ask are stressful or upsetting. If you do not wish to 
answer a question, you may say so during the interview and not answer it. In the questionnaires 
you can skip such a question and go to the next one, or you may stop immediately. If you 
become upset or distressed as a result of your participation in the research project, you will be 
able to discuss this with the researcher. Additional options for support will be discussed with you 
at the end of the interview.  
If any risks to your health and wellbeing arise during the interview and you are currently in 
treatment at the hospital, the researcher will be able to contact the hospital staff and inform 
them if you need any additional support. Alternatively, if you start to feel unsafe during the 
interview at Griffith University, the researcher can contact Ambulance response services. . Only 
the information relevant for the hospital or emergency staff to assess the situation accurately will 
be revealed from what you say during the interview. 
 
8 What if I withdraw from this research project? 

 
If you do consent to participate, you may withdraw at any time. If you decide to withdraw from 
the project, please notify a member of the research team. You will be asked to complete and 
sign a ‘Withdrawal of Consent’ form; this will be provided to you by the research team. If you 
wish, all the data collected from you to that point could be destroyed.  
 
9 Could this research project be stopped unexpectedly?  

 
Barring ill health on the part of the associate researcher, it is expected that the project will run its 
full term. 
 
10 What happens when the research project ends? 

 
The project will end in late 2015. After the end of the project you will be able to find the links to 
the information about the project results from AISRAP internet site: 
http://www.griffith.edu.au/health/australian-institute-suicide-research-prevention 

 

Part 2 How is the research project being conducted? 
 
11 What will happen to information about me? 
 

By signing the consent form you consent to the research team collecting and using personal 
information about you for the research project. Any information obtained in connection with this 
research project that can identify you will remain confidential and will be securely stored. This 

http://www.griffith.edu.au/health/australian-institute-suicide-research-prevention
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information will contain voice recordings, typescripts of those recordings, and completed 
questionnaires. Information about you may be obtained from your health records held at 
[hospital name blinded] Hospital for the purpose of this research. By signing the consent form 
you agree to the research team accessing health records if they are relevant to your 
participation in this research project. Information gathered in the project will be kept locked at 
Griffith University and only the research team members that are listed here will be able to 
access it. Your information will only be used for the purpose of this research project and it will 
only be disclosed with your permission, except as required by law.  
It is anticipated that the results of this research project will be published and/or presented in a 
variety of forums. In any publication and/or presentation, information will be provided in such a 
way that you cannot be identified. The collected information will be retained for 7 years after 
completion of the study, in accordance with the NHMRC research guidelines 
 
 
12 Complaints 

If you suffer any distress or psychological injury as a result of this research project, you should 
contact the research team as soon as possible. You will be assisted with arranging appropriate 
treatment and support. If you have complaints about the conduct of this study, you can contact 
Griffith University Research Ethics Officer or [hospital name blinded] Ethics Secretariat, whose 
contact details appear bellow. 
 
13 Who is organising and funding the research? 

 
This research project is being conducted by Australian Institute for Suicide Research and 
Prevention. No member of the research team will receive a personal financial benefit from your 
involvement in this research project (other than their ordinary wages). 
 
14 Who has reviewed the research project? 

   
All research in Australia involving humans is reviewed by an independent group of people called 
a Human Research Ethics Committee (HREC).   
The ethical aspects of this research project have been approved by the HREC of Metro South 
Health Region, as well as Griffith University.  
This project will be carried out according to the National Statement on Ethical Conduct in 
Human Research (2007). This statement has been developed to protect the interests of people 
who agree to participate in human research studies. 
 
15 Further information and who to contact 

 
If you want any further information concerning this project or if you have any problems which 
may be related to your involvement in the project, you can contact the researcher Jurgita 
Rimkeviciene. Her contact details appear bellow. 
 
 Research contact person 

 Supervisors 

  

 

Name Jurgita Rimkeviciene 
Position Principal Researcher, PhD student 
Telephone (07) 373 51073 
Email j.rimkeviciene@griffith.edu.au 

 

Name Prof. Diego De Leo 
Telephone (07) 373 53382 

Name Prof. John O’Gorman 
Telephone (07) 373 53352 

tel:%2B%2061%207%20373%2051073
tel:%2B%2061%207%20373%2051073
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If you have concerns about the ethical nature of this study, your first contact point should be: 
 

Griffith University 

Research Ethics 
Office for Research 

Bray Centre 
Nathan Campus 

Griffith University 
Ph: (07) 3735 5585 
Email: research-ethics@griffith.edu.au 

 
[hospital name and address blinded] 

mailto:research-ethics@griffith.edu.au


 

 

 

 
 

Consent Form 
 

 

Title Impulsivity of suicide attempts in young adults  

Short Title - 

Principal Investigator Mrs. Jurgita Rimkeviciene 

Associate Investigator(s) 

 
Prof. Diego de Leo, Prof. John O’Gorman 

Location [hospital name blinded]  Hospital 

  

 
Declaration by Participant 
 

I have read the Participant Information Sheet or someone has read it to me in a 
language that I understand.  
 

I understand the purposes, procedures and risks of the research described in the 
project. 
 
I understand that the interview will be audio-recorded. 
 

I have had an opportunity to ask questions and I am satisfied with the answers I have 
received. 
 

I freely agree to participate in this research project as described and understand that I 
am free to withdraw at any time during the project without affecting my future care. 
 

I understand that I will be given a signed copy of this document to keep.  
 

 
 Name of Participant (please print)     
 
 Signature    Date   

 
 
 
Declaration by Researcher† 

 

I have given a verbal explanation of the research project, its procedures and risks and I 
believe that the participant has understood that explanation.  
 

 
 Name of Researcher† (please print)   

  
 Signature    Date   

 †
 An appropriately qualified member of the research team must provide the explanation of, and information 

concerning, the research project.  

 
 
Note: All parties signing the consent section must date their own signature.  
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Form for Withdrawal of Participation  

 
 

Title Impulsivity of suicide attempts in young adults  

Short Title - 

Principal Investigator 
Mrs. Jurgita Rimkeviciene 

 

Associate Investigator(s) 

 

Prof. Diego de Leo, Prof. John O’Gorman 

 

Location [hospital name blinded] Hospital 

  
Declaration by Participant 
 

I wish to withdraw from participation in the above research project and understand that 
such withdrawal will not affect my routine care, my relationships with the researchers or 
[hospital name blinded]. 
 

 
 Name of Participant (please print)     
 
 Signature    Date   

 
 
 
In the event that the participant’s decision to withdraw is communicated verbally, the Senior 
Researcher must provide a description of the circumstances below.  

 
 

 
 
 

 
Declaration by Researcher† 

 

I have given a verbal explanation of the implications of withdrawal from the research 
project and I believe that the participant has understood that explanation.  
 

 
 Name of Researcher (please print)   

  
 Signature    Date   

 
†
 An appropriately qualified member of the research team must provide information concerning withdrawal 

from the research project.  

 
 
Note: All parties signing the consent section must date their own signature.  

 

 



 

 

Appendix 11. List of indicative questions and scales used in Study 

2 interview 
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Questions used during the interview in Study 2 

 
Instructions for suicide attempt timeline 

I would like to understand more about how the attempt happened and what you 
experienced. This line (put blank timeline sheet in front of the participant) shows the time 

prior to your attempt. The attempt is marked with the triangle. In order to understand 
better what happened, I would like to recreate the timeline of events together with you. 

Let’s mark the events that happened, as well as your thoughts about suicide.  

 

List of indicative questions used during creation of the timeline of attempt 

Could you tell me about the last suicide attempt? How did it happen? What was happening 

around that time? 

What do you think were the most significant events leading up to your suicide attempt? 
When did they occur? How did you react to them? 

How long did you think about suicide before the attempt? Do you remember what those 
thoughts were? How were you feeling? 

Was there a specific time you consider you made the decision to die? How much time 

passed between the time you decided to die by suicide and when you actually attempted 
suicide? 

Did you make a plan before your last attempt? How much time did you spend planning the 
attempt? What were the specific things you planned for your attempt?  

Did you make any preparations in anticipation of your death? What were those 

preparations? Did you write a note or letter before suicide attempt? 

Have you ever told or made a remark about your intentions? 

How did you attempt suicide? How did you acquire the means for suicide (specify 
pills/medication/rope etc.)? Where were the pills/rope kept? 

 

Specific self-rated questions: 

On a scale from 0 to 4, where 0 indicates no planning at all and 4 marks a clear plan for an 
attempt, how much did you plan your suicide attempt? 

On a scale 0-10, where 0 means no intent to die at all and 10 means certain intent to die, 
what was your intent to die during attempt? 

On a scale 0-10, how well do you remember the events surrounding the attempt? 

Have you ever thought about suicide for 7 days in a row? Did that occur in the last year? 
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Instructions for lifetime suicidality timeline 

Now let’s complete a similar timeline related to experiences of suicide during your life (put 
another blank timeline). This triangle marks present attempt we discussed.  

 

List of indicative questions used when completing lifetime suicidality timeline 

Have you ever previously attempted suicide? How many times? How many times did you 
use the same method? When was your last one? How did they occur? What was happening 

around that time? Did any of your suicide attempts were similar to this last one? In what 
way? 

Have you ever harmed yourself with no intention to die? When? 

Have you had the wish to be dead? Do you remember when it first appeared? Did you have 
it in the last year? When? 

Do you remember how you first started thinking about suicide? When did that happen? 

Did you have thoughts about suicide in the last year? When? What thoughts of suicide did 
you have? Have they changed leading up to the attempt? How? 

Have you ever had periods in your life where you would think about suicide almost every 
day?  

When did that occur? How persistent were the thoughts? How easily could you distract 

yourself from thinking those thoughts? 

Have you had thoughts how you might attempt suicide? When did they start? What 
methods have you considered? Did you ever have thoughts to use the same method as you 
did during your suicide attempt? Did these thoughts about suicide methods change prior to 
the attempt? When? How? 

Have you ever made a plan to suicided? When? Could you tell me more about your plan?  

Have you ever looked into different methods of suicide? Have you ever done research on 
methods? What are the specific sites on the internet you have looked into? How do you 

search for that information? Which methods have you most researched?  

Have you ever done any preparations for suicide? 

Did you notice any other changes in how you feel in the weeks or months leading to the 
attempt? 

Have you ever heard voices telling you to do something? What exactly do the voices tell 
you? How frequently do you hear them? Do you hear the same voice or are there several? 
Do they change? How do they sound? How do you feel hearing them? How compelled did 

you feel to do what the voices were telling you? 
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Timeline  
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Substance use questions used during the interview 
Substance use 

AUDIT -C  

Q1. How often do you have a drink 
containing alcohol? 

0. Never  

1. Monthly  
2. Weekly  
3. some days each week  

4. Most days each week 

Q2. How many drinks do you have 
on a typical day when you are 
drinking? 

0. 1 or 2  

1. 3 or 4  
2. 5 or 6 
3. 7 or 9 
4. more then 10  

Q3. How often do you have six or 
more drinks on one occasion? 
 

0. Never  
1. Less than monthly  
2. Monthly 

3. Some days a week 
4. Most days each week 

 
Intoxication/abuse prior to attempt 

Did you use any alcohol/drugs on 
the day of the attempt?  

Intoxication with alcohol YES NO 

Intoxication with drugs (other than OD) YES NO 

Did you use any alcohol drugs in the 
week leading up to the attempt? 

Binge-drinking YES NO 

Drug use in the week prior YES NO 
 
Overall drug use 

Have you used any drugs?  
What types of drugs? 
How frequently? For how long? What doses? 
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Scales completed immediately following the interview, while the interviewee was 

completing the questionnaires 
 

Suicide intent scale  

SIS OB 1 

Isolation 
1. Somebody present  
2. Somebody nearby, or in visual or vocal contact  
3. No one nearby or in visual or vocal contact  

SIS OB 2 

Timing 
1. Intervention is probable  
2. Intervention is not likely  
3. Intervention is highly unlikely 

SIS OB 3 

Precautions against 
discovery/intervention 

 

1. No precautions  
2. Passive precautions (as avoiding other but doing nothing 
to prevent their intervention; alone in room with unlocked 
door)  
3. Active precautions (as locked door)  

SIS OBJ 4 

Acting to get help 
during/after attempt 

1. Notified potential helper regarding attempt 
2. Contacted but did not specifically notify potential helper 
regarding attempt  
3. Did not contact or notify potential helper  

SIS OBJ 5 Final acts in anticipation 
of death (will, gifts, 

insurance) 

1. None 
2. Thought about or made some arrangements 
3. Made definite plans or completed arrangements  

SIS OBJ 6  
Active preparation for 

attempt 

1. None 
2. Minimal to moderate 
3. Extensive 

SIS OBJ 7 
Suicide Note 

 

1. Absence of note 
2. Note written, but torn up; note thought about  
3. Presence of note 

SIS OBJ 8 Overt communication of 
intent before the attempt 

 

1. None 
2. Equivocal communication 
3. Unequivocal communication  

SIS SR 9 Alleged purpose of 
attempt 

 

1. To manipulate environment, get attention, get revenge 
2. Components of above and below 
3. To escape, surcease, solve problems 

SIS SR 10 
Expectations of fatality 

 

1. Thought that death was unlikely 
2. Thought that death was possible but not probable 
3. Thought that death was probable or certain 

SIS SR 11 
Conception of method's 

lethality 
 

1. Did less to self than s/he thought would be lethal 
2. Wasn't sure if what s/he did would be lethal 
3. Equated or exceeded what s/he thought would be 
lethal 

SIS SR 12 
Seriousness of attempt 

1. Did not seriously attempt to end life 
2. Uncertain about seriousness to end life 
3. Seriously attempted to end life 

SIS SR 13 Attitude toward 
living/dying 

 

1. Did not want to die 
2. Components of above and below 
3. Wanted to die  

http://everything2.com/title/We+live%252C+as+we+dream%252C+alone.
http://everything2.com/title/vocal
http://everything2.com/title/Don%2527t+Stop+Me+Now
http://everything2.com/title/friend
http://everything2.com/title/will
http://everything2.com/title/plans
http://everything2.com/title/None
http://everything2.com/title/My+Suicide+Note
http://everything2.com/title/None
http://everything2.com/title/My+Escape+Plan+from+a+Dying+Universe
http://everything2.com/title/surcease
http://everything2.com/title/suicide+is+a+permanent+solution+to+a+permanent+problem
http://everything2.com/title/end
http://everything2.com/title/lethal
http://everything2.com/title/suicide
http://everything2.com/title/I+want+to+die.
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SIS SR 14 

Conception of medical 
rescuability 

 

1. Thought that death would be unlikely if he received 
medical attention 
2. Was uncertain whether death could be averted by 
medical attention 
3. Was certain of death even if he received medical 
attention 

SIS SR 15 

Degree of premeditation 
 

1. None; impulsive 
2. Suicide contemplated for three hours of less prior to 
attempt 
3. Suicide contemplated for more than three hours prior 
to attempt  

 

Risk-rescue rating scale  

RISK 
1. Lethality of method: 
 

_1 Overdose, cutting 
_2 Drowning, asphyxiation, strangulation 
_3 Jumping, shooting 

2. Impaired consciousness : 
 

_1 None observed 
_2 Temporary confusion 
_3 Coma, deep coma 

3. Lesions/Toxicity : 
 
 

_1 Limited damage 
_2 Not life threatening 
_3 Damage to vital organs 

4. Reversibility: 
 
 

_1 Complete recovery expected 
_2 Full recovery is expected <7 days 
_3 Poor, residuals expected, if recovery 

5. Treatment required : 
 
 

_1 First aid, ER visit 
_2.Addmited to hospital, routine treatment 
_3 Intensive care, special treatment 

RESCUE 
1. Location: 
 

_3 Familiar 
_2 Non-familiar, non-remote 
_1 Remote 

2. Person initiating rescue : 
 

_3 Key person 
_2 Professional 
_1 Passerby 

3. Probability of discovery by any 
rescuer: 

_3 High, almost certain 
_2 Uncertain discovery 
_1 Accidental discover 

4. Accessibility to rescue : _3 Asks for help 
_2 Drops clues 
_1 Does not ask for help 

5. Delay until discovery : _3 Immediate 1 hour 
_2 Less than 4 hours 
_1 Greater than 4 hours 

 
  

http://everything2.com/title/impulsive
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Figure A11.1. Example of part of a suicide attempt timeline created during the interview.  

  



 

 
 

Appendix 12. Study 2 Questionnaire 
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Study “Suicide attempts in young adults” 

HREC/13/QPAH/678 

 

Questionnaire package 

 

Project investigators: 

Mrs. Jurgita Rimkeviciene 

Prof. Diego De Leo 

Prof. John O’Gorman 
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General questions about you 

 

 

Your name and surname 

 

 

 

Your date of birth  

This data  will not be used for purposes other than retrieving your medical  records. Only de-identified data will be presented to others . 

 

1. Gender 

 Male 

 Female 
 
2. Please indicate your cultural or ethnic background:............................................ 
 
3. Place of birth 

 Australia 

 Other (please write)........................................  
i. Length of time in Australia (if born elsewhere) 

  <1yr  
 1-3yr  

 3-10yr  

 >10yr 
 

4. Marital status 

  Single 

 Married/De facto 
 In a relationship 

 Separated  

 Divorced  

 Widowed 
 
 
 

5. Living arrangement 

 Alone 

 With spouse/Partner and/or children 
 With parents 

 With friend/’s 

 Other shared 

 Institutional 
 Homeless/Itinerant 

6. Do you have children?  

 Yes                 If yes – How may?................................ 
 No 

 

 
7. What is your current employment: 

 Full time 

 Part time/Casual employment 

 Contract work (in-between contracts) 
 Disability pension working part time 

 Pension/Benefit 

 Student 
 Retired/Not looking for work 

 Unemployed 

 
8. What is the highest education level you 

completed? 

 Less than grade 10 

 Grade 10 
 Grade 12 

 TAFE/Trade 

 Undergraduate degree 

 Postgraduate degree 
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MPQ 

 

Below are fourteen reasons people offer for taking pills or harming themselves. Please think back to 
how you felt before you took pills or injured yourself and indicate to what extent these reasons 

applied to you.  

Mark (x) in the NO INFLUENCE column, if the reason mentioned played no role in what you did.  

Mark (x) in the MINOR INFLUENCE column, if the reason played a minor role. 

Mark (x) in the MAJOR INFLUENCE column, if the reason played a major role in what you did. There 
are no right or wrong answers. Please do not skip items. Do not spend too much time on any one 
statement. If you need help, please ask the interviewer.  

 

PLEASE READ CAREFULLY, AND MARK (X) THE ANSWER THAT BEST APPLIES TO YOU. 

 

 No 

influence 

Minor 

influence 

Major 

influence 

1. My thoughts were so unbearable I could not endure 
them any longer. 

   

2. I wanted to show someone how much I loved him/her    

3. It seemed that I lost control myself and I do not know, 
why I did it. 

   

4. The situation was so unbearable that I could not think 
of any other alternative. 

   

5. I wanted to get away for a while from an unacceptable 
situation. 

   

6. I wanted others to know how desperate I felt.    

7. I wanted to die.    

8. I wanted to get help from someone.    

9. I wanted to know if someone really cared about me.    

10. I wanted others to pay for the way they treated me.    

11. I wanted to make someone feel guilty.    

12. I wanted to persuade someone to change his/her mind.    

13. I wanted to make things easier for others.    

14. I wanted to sleep for a while    
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PANAS-X 

 

This scale consists of a number of words and phrases that describe different feelings and emotions. 
Read each item and then mark the appropriate answer in the space next to that every word. Indicate 
to what extent you have felt this way just before the suicide attempt. Use the following scale to 

record your answers: 

 

1 2 3 4 5 

very slightly or not at all a little moderately quite a bit extremely 

 

_____ cheerful _____ sad _____ active _____ angry at self 

_____ disgusted _____ calm _____ guilty _____ enthusiastic 

_____ attentive _____ afraid _____ joyful _____ downhearted 

_____ bashful _____ tired _____ nervous _____ sheepish 

_____ sluggish _____ amazed _____ lonely _____ distressed 

_____ daring _____ shaky _____ sleepy _____ blameworthy 

_____ surprised _____ happy _____ excited _____ determined 

_____ strong _____ timid _____ hostile _____ frightened 

_____ scornful _____ alone _____ proud _____ astonished 

_____ relaxed _____ alert _____ jittery _____ interested 

_____ irritable _____ upset _____ lively _____ loathing 

_____ delighted _____ angry _____ ashamed _____ confident 

_____ inspired _____ bold _____ at ease _____ energetic 

_____ fearless _____ blue _____ scared _____ concentrating 

_____ disgusted with self _____ shy _____ drowsy _____ dissatisfied with self 
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ACSS 

 
Please read each item below and indicate to what extent you feel the statement describes 

you. Rate each statement using the scale below: 
 

Not at all like me   0 1 2 3 4 Very much like me 
 
 Not at 

all like 
me 

   Very 
much 

like me 

1. Things that scare most people do not scare me. 0 1 2 3 4 

2. The sight of my own blood does not bother me. 0 1 2 3 4 

3. I avoid certain situations (e.g., certain sports) 
because of the possibility of injury. 

0 1 2 3 4 

4. I can tolerate a lot more pain than most people. 0 1 2 3 4 

5. People describe me as fearless. 0 1 2 3 4 

6. The sight of blood bothers me a great deal. 0 1 2 3 4 

7. The fact that I am going to die does not affect me. 0 1 2 3 4 

8. The pain involved in dying frightens me. 0 1 2 3 4 

9. Killing animals in a science course would not bother 
me. 

0 1 2 3 4 

10. I am very much afraid to die. 0 1 2 3 4 

11. It does not make me nervous when people talk 
about death. 

0 1 2 3 4 

12. The sight of a dead body is horrifying to me. 0 1 2 3 4 

13. The prospect of my own death arouses anxiety in 
me. 

0 1 2 3 4 

14. I am not disturbed by death being the end of life as 
I know it. 

0 1 2 3 4 

15. I like watching the aggressive contact in sports 
games. 

0 1 2 3 4 

16. The best parts of football games are the fights. 0 1 2 3 4 

17. When I see a fight, I stop to watch. 0 1 2 3 4 

18. I prefer to shut my eyes during the violent parts of 
movies. 

0 1 2 3 4 

19. I am not at all afraid to die. 0 1 2 3 4 

20. I could kill myself if I wanted to. (Even if you have 
never wanted to kill yourself, please answer this 
question.) 

0 1 2 3 4 

 



 

 

A-RSQ 

 

The items below describe situations in which people sometimes ask things of others.  

For each item, imagine that you are in the situation, and then answer the questions that follow it.  
 

1. You ask your parents or another family member for a loan to help you through a difficult financial time.  

How concerned or anxious would you be over whether or not your 
family would want to help you? 

very 
unconcerned 

 
 

very  
concerned  

1  2  3  4  5  6 

I would expect that they would agree to help as much as they can.  
very unlikely 

    very 
likely  

1  2  3  4  5  6  
 

2. You approach a close friend to talk after doing or saying something that seriously upset him/her.  

How concerned or anxious would you be over whether or not your 
friend would want to talk with you? 

very 

unconcerned 

 

 

very  

concerned  
1  2  3  4  5  6 

I would expect that he/she would want to talk with me to try to 

work things out. 

very unlikely 
    very 

likely  
1  2  3  4  5  6  

 

3. You bring up the issue of sexual protection with your partner and tell him/her how important you think it is.  

How concerned or anxious would you be over his/her reaction? 
very 

unconcerned 
 
 

very  
concerned  

1  2  3  4  5  6 

I would expect that he/she would be willing to discuss our possible 
options without getting defensive. 

very unlikely 
    very 

likely  
1  2  3  4  5  6  

 

4. You ask your supervisor for help with a problem you have been having at work.  

How concerned or anxious would you be over whether or not the 

person would want to help you? 

very 

unconcerned 

 

 

very  

concerned  
1  2  3  4  5  6 

I would expect that he/she would want to try to help me out.  
very unlikely 

    very 
likely  

1  2  3  4  5  6  
 

5. After a bitter argument, you call or approach your significant other because you want to make up.  

How concerned or anxious would you be over whether or not your 
significant other would want to make up with you?  

very 

unconcerned 

 

 

very  

concerned  
1  2  3  4  5  6 

I would expect that they would want to come.  
very unlikely 

    very 
likely  

1  2  3  4  5  6  
 

6. You ask your parents or other family members to come to an occasion important to you.  

How concerned or anxious would you be over whether or not they 
would want to come?  

very 
unconcerned 

 
 

very  
concerned  

1  2  3  4  5  6 

I would expect that they would agree to help as much as they can.  
very unlikely 

    very 

likely  
1  2  3  4  5  6  

 

7. At a party, you notice someone on the other side of the room that you'd like to get to know, and you approach 
him or her to try to start a conversation. 

How concerned or anxious would you be over whether or not the 
person would want to talk with you? 

very 
unconcerned 

 
 

very  
concerned  

1  2  3  4  5  6 

I would expec t that he/she would want to talk with me.  
very unlikely 

    very 

likely  
1  2  3  4  5  6  
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8. Lately you've been noticing some distance between yourself and your partner, and you ask him/her if there is 
something wrong. 

How concerned or anxious would you be over whether or not 
he/she stil l  loves you and wants to be with you? 

very 

unconcerned 

 

 

very  

concerned  
1  2  3  4  5  6 

I would expect that he/she will  show sincere love and commitment 

to our relationship no matter what else may be going on.  

very unlikely 
    very 

likely  
1  2  3  4  5  6  

 

9. You call a friend when there is something on your mind that you feel you really need to talk about .  

How concerned or anxious would you be over whether or not your 

friend would want to listen?  

very 
unconcerned 

 
 

very  
concerned  

1  2  3  4  5  6 

I would expect that he/she would listen and support me.  
very unlikely 

    very 
likely  

1  2  3  4  5  6  

UPPS  

Below are a number of statements that describe ways in which people act and think. For each statement, 
please indicate how much you agree or disagree with the statement.  If you Agree Strongly circle 1, if you 
Agree Somewhat circle 2, if you Disagree somewhat circle 3, and if you Disagree Strongly circle 4.  Be sure to 
indicate your agreement or disagreement for every statement below. Also, there are a few more questions on 

the next page  

  Agree 
Strongly 

Agree 
Some 

Disagree 
Some 

Disagree 
Strongly 

1 I have a reserved and cautious attitude toward life. 1 2 3 4 

2 I have trouble controlling my impulses. 1 2 3 4 

3 I generally seek new and exciting experiences and 
sensations. 

1 2 3 4 

4 I generally like to see things through to the end. 1 2 3 4 

5 My thinking is usually careful and purposeful. 1 2 3 4 

6 I have trouble resisting my cravings (for food, cigarettes, 
etc.). 

1 2 3 4 

7 I'll try anything once. 1 2 3 4 

8 I tend to give up easily. 1 2 3 4 

9 I am not one of those people who blurt out things without 
thinking. 

1 2 3 4 

10 I often get involved in things I later wish I could get out of. 1 2 3 4 
11 I like sports and games in which you have to choose your 

next move very quickly. 
1 2 3 4 

12 Unfinished tasks really bother me. 1 2 3 4 

13 I like to stop and think things over before I do them. 1 2 3 4 

14 When I feel bad, I will often do things I later regret in 
order to make myself feel better now.   

1 2 3 4 

15 I would enjoy water skiing. 1 2 3 4 

16 Once I get going on something I hate to stop. 1 2 3 4 

17 I don't like to start a project until I know exactly how to 
proceed. 

1 2 3 4 

  Agree 
Strongly 

Agree 
Some 

Disagree 
Some 

Disagree 
Strongly 



480 

 

 

18 Sometimes when I feel bad, I can’t seem to stop what I am 
doing even though it is making me feel worse. 

1 2 3 4 

19 I quite enjoy taking risks. 1 2 3 4 

20 I concentrate easily. 1 2 3 4 

21 I would enjoy parachute jumping. 1 2 3 4 

22 I finish what I start. 1 2 3 4 

23 I tend to value and follow a rational, "sensible" approach 
to things. 

1 2 3 4 

24 When I am upset I often act without thinking. 1 2 3 4 

25 I welcome new and exciting experiences and sensations, 
even if they are a little frightening and unconventional. 

1 2 3 4 

26 I am able to pace myself so as to get things done on time. 1 2 3 4 

27 I usually make up my mind through careful reasoning. 1 2 3 4 

28 When I feel rejected, I will often say things that I later 
regret. 

1 2 3 4 

29 I would like to learn to fly an airplane. 1 2 3 4 

30 I am a person who always gets the job done. 1 2 3 4 

31 I am a cautious person. 1 2 3 4 

32 It is hard for me to resist acting on my feelings. 1 2 3 4 

33 I sometimes like doing things that are a bit frightening. 1 2 3 4 

34 I almost always finish projects that I start. 1 2 3 4 

35 Before I get into a new situation I like to find out what to 
expect from it. 

1 2 3 4 

36 I often make matters worse because I act without thinking 
when I am upset. 

1 2 3 4 

37 I would enjoy the sensation of skiing very fast down a high 
mountain slope. 

1 2 3 4 

38 Sometimes there are so many little things to be done that 
I just ignore them all. 

1 2 3 4 

39 I usually think carefully before doing anything. 1 2 3 4 

40 Before making up my mind, I consider all the advantages 
and disadvantages. 

1 2 3 4 

41 In the heat of an argument, I will often say things that I 
later regret. 

1 2 3 4 

42 I would like to go scuba diving. 1 2 3 4 

43 I always keep my feelings under control. 1 2 3 4 

44 I would enjoy fast driving. 1 2 3 4 

45 Sometimes I do impulsive things that I later regret. 1 2 3 4 



 

 
ERS 

 

This questionnaire asks different questions about how you experience emotions on a regular basis (for 
example, each day). When you are asked about being “emotional,” this may refer to being angry, sad, excited, 

or some other emotion.  Please rate the following statements. 

 

 0 

Not at all  
like me 

1 

A little 
like me 

2 

Somewha
t l ike me 

3 

A lot like 
me 

4 
Completely 

like me 

1 When something happens that upsets me, it’s all 

I can think about it for a long time. 
0 1 2 3 4 

2 My feelings get hurt easily. 0 1 2 3 4 

3 When I experience emotions, I feel them very 

strongly/intensely. 
0 1 2 3 4 

4 When I’m emotionally upset, my whole body 

gets physically upset as well. 
0 1 2 3 4 

5 I tend to get very emotional very easily. 0 1 2 3 4 

6 I experience emotions very strongly. 0 1 2 3 4 

7 I often feel extremely anxious. 0 1 2 3 4 

8 When I feel emotional, it's hard for me to 

imagine feeling any other way. 
0 1 2 3 4 

9 Even the littlest things make me emotional. 0 1 2 3 4 

10 If I have a disagreement with someone, it takes a 

long time for me to get over it. 
0 1 2 3 4 

11 When I am angry/upset, it takes me much longer 

than most people to calm down. 
0 1 2 3 4 

12 I get angry at people very easily. 0 1 2 3 4 

13 I am often bothered by things that other people 
don’t react to. 

0 1 2 3 4 

14 I am easily agitated. 0 1 2 3 4 

15 My emotions go from neutral to extreme in an 

instant. 
0 1 2 3 4 

16 When something bad happens, my mood 
changes very quickly. People tell me I have a very 

short fuse. 

0 1 2 3 4 

17 People tell me that my emotions are often too 

intense for the situation. 
0 1 2 3 4 

18 I am a very sensitive person. 0 1 2 3 4 

19 My moods are very strong and powerful. 0 1 2 3 4 

20 I often get so upset it’s hard for me to think 

straight. 
0 1 2 3 4 

21 Other people tell me I'm overreacting. 0 1 2 3 4 
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Buss-Perry Questionnaire  

Please rate each of the following items in terms of how characteristic they are of you. Use the 

following scale for answering these items.  

Extremely uncharacteristic of me 1 2 3 4 5 Extremely characteristic of me 

     

 Extremely  
uncharacteristic 
of me 

Extremely 
characteristic 

of me 

 1 2 3 4 5 

1) Once in a while I can't control the urge to strike another person.           

2) Given enough provocation, I may hit another person.           

3) If somebody hits me, I hit back.           

4) I get into fights a little more than the average person.           

5) If I have to resort to violence to protect my rights, I will.           

6) There are people who pushed me so far that we came to blows.           

7) I can think of no good reason for ever hitting a person.           

8) I have threatened people I know.           

9) I have become so mad that I have broken things.           

10) I tell my friends openly when I disagree with them.           

11) I often find myself disagreeing with people.           

12) When people annoy me, I may tell them what I think of them.           

13) I can't help getting into arguments when people disagree with me.           

14) My friends say that I'm somewhat argumentative.           

15) I flare up quickly but get over it quickly.           

16) When frustrated, I let my irritation show.           

17) I sometimes feel like a powder keg ready to explode.           

18) I am an even-tempered person.           

19) Some of my friends think I'm a hothead.           

20) Sometimes I fly off the handle for no good reason.           

21) I have trouble controlling my temper.           

22) I am sometimes eaten up with jealousy.           

23) At times I feel I have gotten a raw deal out of life.           

24) Other people always seem to get the breaks.           

25) I wonder why sometimes I feel so bitter about things.           

26) I know that "friends" talk about me behind my back.           

27) I am suspicious of overly friendly strangers.           

28) I sometimes feel that people are laughing at me behind me back.           

29) When people are especially nice, I wonder what they want.           

THANK YOU FOR YOUR TIME!  



 

 

Appendix 13. Detailed descriptions of groups with low and high 

scores on suicide attempt impulsivity factors  
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Table A13.1. Description of high proximal planning (HPP) group (n = 11).  

Element Description 

 

Context 

 

Salience of 
suicide as an 
option 

Levels vary. Only two participants had no prior suicide attempts. For others 
this ranged from 1 to 120 attempts. Four participants had a sequence of 
attempts in the months prior the index attempt, which were intensifying in 
lethality and were related to the same ongoing issues.  

All participants had at least several months of intense, ongoing suicidal 
ideation prior to the attempt. For six of them the thoughts started in the two 
years prior to attempt, without any or very limited (e.g., several days of 
fleeting thoughts following prior loss of a loved one) suicidal ideation, for 
others the thoughts were continuing since teenage years. The level of prior 
suicidal thoughts varied, but in the weeks prior to attempt they were intense 
(always there, coming and going every day) for all participants. 

Stressful events Majority had ongoing, multiple negative life events. 

Six had multiple stressful events across several areas of life, such as loss of 
work or ongoing conflictual situations at work, financial issues, loss of 
living space or becoming homeless, severe, chronic physical illness that 
causes disability, being detained for indefinite period. These were occurring 
in the months leading up to the attempt.  

Further four participants mentioned ongoing work and university related 
issues, such as long-term unemployment following loss of job, financial 
issues, anxiety about going to work/university. One participant mentioned 
restlessness and changing living place frequently in the months prior to 
attempt.  

Gap me-other 
widens 

Less likely than other groups to have an actual event on the day of attempt, 
more ongoing difficulties. Overall only two mentioned an interpersonal 
event causing stress on the day (conflict with negative commentary and 
separation), for others difficulties were long - term. All reported some 
widening of the gap between me-other. 

Eight participants reported ongoing difficulties in relationships that got 
worse in the week/month prior to the attempt. Six participants reported 
ongoing loneliness as one of the contributors to the attempt. Five participants 
mentioned having had a painful separation in the months prior to the 
attempt. Only for one the separation occurred on the day of the attempt, for 
others it was at least several weeks prior. 

Four participants described emotional avoidance when being in 
relationships. Two more participants mentioned preferring to avoid others 
altogether and further two described themselves as sensitive to rejection. 

Distress Ten participants described symptoms related to depression, such as apathy, 
exhaustion, sadness, loss of motivation, not attending to ones basic needs in 
the weeks prior to the attempt (in eight cases for months). Six participants 
described difficulties sleeping in the weeks prior to the attempt.  

Being more irritable and angry than usual in the weeks prior to attempt was 
common to seven participants (mostly males). 

None of the participants mentioned frantic behaviour surrounding the 
attempt, but two mentioned prior episodes of rage and frantic behaviour. 
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Insufficient 
coping 

Eight participants described attempts to cope with the situation; in seven 
cases these were relationship-related. Three participants described seeking 
help from others in the weeks before the attempt (Lifeline, friends). Two 
further participants described that better relationships with others would 
have prevented the attempt. 

Three other participants relied on what resembled a relationship for support, 
such as having a pet, talking in one’s head with a lost loved one for support, 
having a life-like doll. 

Three participants described attempts to make positive changes in life, such 
as seeking professional help, attempting to have a healthier lifestyle, but 
distress remained despite these attempts.  

Four participants described self-harming without intent to die in the days 
leading up to the attempt. Two participants used alcohol and drugs to cope 
before the attempt 

Negative thinking  

Interpersonal 
disappointment 

Ten participants described thoughts representing interpersonal 
disappointment ongoing for weeks prior to the attempt, mostly described as 
gradually intensifying. The thoughts were concentrated around one being 
inherently flawed (8) and/or resentment towards other people (7), mostly 
‘others’ being mentioned in general. Thoughts of burden were present for 
some (5). Only two mentioned thoughts representing abandonment.  

Entrapment All participants described thoughts related to entrapment that were present 
for months prior to attempt and for the most part these were experienced as 
gradually increasing.  

Majority of participants described the thoughts as being engulfed by the 
situation (7), that the situation was getting worse, or thoughts representing 
capitulation, especially an intense collapse of expectations (6). 

Overthinking was intense in the hours prior to the attempt (5) and it was 
mainly related to feeling stuck in the situation. Seven participants described 
having free time on the day of the attempt, such as time off work or time to 
think alone, which had not happened often to them. Helplessness was 
mentioned by five participants.  

Suicidal desire   

Suicide as an 
option 

All participants described that suicidal desire was present for weeks before 
the attempt and they could describe the process how suicide became an 
option for them. 

For nine of the participants the consideration of whether to die was an 
internal debate. The other two described it more as an urge, which had been 
lingering for some time. 

Participants described mixed feelings about suicide. Four of the participants 
described that death was a logical choice for them; they had positive 
attitudes towards death for some time. Two of the participants had a 
romanticised view of death, describing it as peaceful sleep. However, five of 
the participants, including two of those describing suicide was a logical 
choice, mentioned being somewhat scared about suicide at some stage, either 
in the weeks leading up to the attempt (2), or even when up till the last 
minutes before the attempt (3).  

Only three of the participants made their mind to suicide in the hour prior to 
attempt. This shift in desire was described as ‘tipping point’ on the day of 
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the attempt. The others made the decision in the weeks or months prior to 
the attempt and the desire was described as gradually increasing. The last-
minute decisions were always associated with being afraid of death 
beforehand and the shift in desire was described as a result of internal 
debate. In total of five cases, though, the final decision to die was 
experienced as calming. 

Communication 
of intent 

Six of the participants mentioned communicating suicidal intent at some 
point in their lifetime. Two of the participants communicated their intent 
prior to the attempt. Two further participants reached out for help 
immediately following the attempt. 

Three of the participants mentioned threatening suicide at some point in their 
life, but not prior to the most recent suicide attempt.  

Implementation thoughts  

Choosing 
method 

Seven of the participants engaged in direct research about suicide attempts, 
five of them in the weeks prior to the attempt. Five participants considered 
prior suicide attempts as a reference point on what method to choose and 
how to ensure lethality. Two of participants mentioned having had 
knowledge about suicide methods, but not certain from where. 

Seven of the participants considered multiple different methods extensively; 
four had preference for one method. 

The main reason for choosing a suicide method mentioned was lethality (10 
participants). However, five participants also considered whether the method 
ensures painless death and five whether they have access to a particular 
method. Only one participant considered her capability of using the chosen 
method for suicide. 

Nine participants made preparations related to suicide method, some very 
extensive, for multiple methods. 

Organising 
matters for after-
death 

Eight of the participants made some preparations related to after-death. Six 
mentioned finding a way to say good- bye to others, four of these 
participants wrote a note in addition to verbal good-byes. Three made 
preparations in regards to settling material possessions, in one case these 
were extensive and included packing/selling his whole possessions. 

Selecting time 
and place 

Nine of the participants described considering the right opportunity for 
suicide, four of them described that when the desire arose the opportunity 
seemed right for suicide (nobody was present, no likelihood of being found), 
while seven considered selection of time and place in advance, either 
directly selecting a time and place for suicide (3) or waiting for the right 
time (4).  

Narrative  

All subthemes Three participants omitted some factual information during the interview, 
mainly related to events prior to the attempt (in two cases a recent separation 
with girlfriend, in one case ongoing difficulty in relationships with parents). 
The same three participants indicated some reluctance to talk about 
particular areas in their life during the interview. Six participants mentioned 
disconnection from internal experience in terms of labelling emotional 
experiences mostly. Five participants had some difficulties remembering the 
attempt, but these were mainly related to details of the attempt, not the 
whole attempt. Three of the participants slightly minimised their 
experiences, especially emotionality, calling it “silly”. 
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Table A13.2. Description of low proximal planning (LPP) group (n = 11) 

Element Description 

 

Context 

 

Salience of 
suicide as an 

option 

Levels vary, but tend towards lower levels of salience.  

Four participants had interrupted suicidality in lifetime. They 

described having had suicidal thoughts in early teenage years (10-15) 
at varying levels from fleeting thoughts to suicide attempts, which 

reappeared in a period varying from 1 day to 2 years prior to index 
attempt. One described having suicidal ideation since teenage years, 
which appear “randomly”, at least several times a year. For others 

thoughts appeared in the period from 6 months to several days, 
without prior thoughts. 

Five participants denied having had any suicidal thoughts apart from 
the day of attempt. For three of them medical records indicated prior 
mention of suicidal thoughts to other clinicians/family members. The 

other five participants described having had either fleeting (3) or 
intense, ongoing thoughts about suicide (2) in the weeks prior to 

attempt. None had ongoing thoughts about suicide outside the weeks 
leading up to the attempt. 

Five participants had no prior suicide attempts, further two 

participants had several suicide attempts in a short period prior to 
attempt (2 days and 2 weeks), but none outside that period. Two had 

suicide attempts in teenage years, 5 and 8 years prior to index 
attempt. Two participants had made an attempt in the year prior to 
index attempt. 

Five participants had relatives or friends die by suicide or closely 
new about their suicide attempts (e.g. had to ring ambulance 

following their attempt). 

Stressful events Little consistency in the stressors surrounding the attempt.  

Two participants described ongoing stressors that affected multiple 

areas of life (chronic physical illness that appeared in recent months 
causing disability, financial struggles and inability to work). Other 

participants described stressful events in one area of their life.  

Three participants described ongoing difficulties with work/studies, 
such as difficulties concentrating, poor organisation at work, which 

makes the schedule unpredictable and anxiety about academic 
achievements at university.  

Two participants mentioned struggling financially in the recent 
months. Two other participants had to move home in the week prior 
to attempt due to interpersonal difficulties. One participant 

mentioned ongoing legal issues with regards to childcare.  

One participant did not mention negative life events as contributing 

to suicide attempt process.  
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Gap me-other 
widens 

Eight participants identified interpersonal stressors occurring on the 
day of the attempt or the day prior as the main triggers for the suicide 

attempt. 

Five participants described critical commentary from others as the 

event that set off the suicidal thoughts. Further three identified a 
conflict as the main trigger. Four participants were thinking that the 
relationships will break apart after the conflict.  

Two participants had a recent separation (in the week of the attempt); 
other four had a separation in the months prior to the attempt. Four 

participants mentioned issues related to infidelity in the weeks 
leading to the attempt, three were suspecting their partner was 
unfaithful, one was unfaithful herself.  

Two participants experienced a recent loss in the month of the 
attempt (sibling and friend), for other two the loss was a less recent 

one (in the same year).  

All but one participant mentioned behaviours which perpetuated the 
gap between me-other, mostly avoiding others altogether (5), but also 

not trusting others (4) and emotional withdrawal when in the 
relationship (4). 

Distress Participants described a mixture of depressive, anxiety and irritability 
symptoms. Five participants described intense anxiety before the 
attempt, for three it arose on the day of the attempt or one day prior. 

One participant experienced panic attacks in the weeks leading up to 
the attempt. The last one of the five experienced heightened anxiety 

and panic attacks for about 5 months prior to the attempt. Three 
participants mentioned depressive symptoms, such as ongoing 
hopelessness, low mood, apathy in the months prior to attempt. For 

another participant mentioning of depressive symptoms in the 
months prior to attempt was present only in case records, but not 

interview data. Five participants mentioned being angry and irritable 
in the weeks prior to attempt, for two it was the main sign of distress 
mentioned.  

Six participants described psychotic symptoms, for five of them the 
predominant was that of paranoia.  

Three participants mentioned frantic behaviour prior to the attempt.  

Insufficient 
coping 

Nine of the participants used drugs or alcohol prior to attempt, seven 
of them used drugs (methamphetamines and amphetamines mostly) 

ongoingly in the months leading up to the attempt.  

In five cases others attempted to help the people participating to cope  

in the days (3) and weeks (2) leading up to the attempt.  

Two participants described self-cutting in the days prior to the 
attempt and on the day of the attempt.  

Negative thinking  

Interpersonal 
disappointment 

Eight participants described thoughts representing interpersonal 
disappointment. The thoughts were a mixture of resentment (6), 
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mostly representing anger at a particular person (5) and feeling that 
one is a burden (6), that they damage an important relationship 

irreparably.  

Five participants described thoughts related to abandonment. 
Thoughts related to one being inherently flawed were less common 

(3 participants) 

The interpersonal disappointment thoughts were present for weeks 

prior to the attempt, mostly intensifying on the day of the attempt.  

Entrapment Nine participants described thoughts related to entrapment (two 
remaining participants did not describe any negative thinking prior to 

attempt; they had difficulties recollecting the attempt, one participant 
described entrapment, but not interpersonal disappointment).  

The thoughts were related to feeling engulfed (6) and/or feeling 
helpless (5) and wanting to escape the situation, these were 
predominant themes in the participant’s stories. Two part icipants 

described feeling stuck in a situation they did not know how to fix.  

Entrapment thoughts concentrated in the two hours prior to the 

attempt, but for three participants these were present for weeks 
before the attempt. The latter participants were the only ones that 
mentioned thoughts representing capitulation.  

Three participants described a period of intense rumination on the 
day, which related to thoughts about helplessness and wish to escape.  

Suicidal desire  

Suicide as an 
option 

For all participants suicide became an option immediately before the 
attempt (9) or in the hour prior to the attempt (2). The two 
participants who considered suicide in the hour of attempt had either 

thought about suicide in the week prior to the attempt, or the week 
before.  

Seven of the participants did not remember of had difficulties 
describing how suicide became an option to them. For the remaining 
four of them the suicidal desire was described as an urge that 

overcome them.  

Communication 

of intent 

Only four participants mentioned communication of suicidal intent at 

some point in their lifetime, one of them immediately prior to the 
attempt and another after taking the overdose.  

 One of the participants mentioned threatening suicide before taking 

the overdose. 

Implementation thoughts  

Choosing 

method 

Two participants mentioned direct research into suicide, for one the 

research was ongoing for several years and she looked up methods 
for suicide several weeks prior to attempt. Another participant 
mentioned doing research twice, several months prior to the attempt. 

One participant mentioned prior suicide attempts as a source of 
information how to obtain method for suicide and what specific 

medication would do. Two participants mentioned having knowledge 
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about suicide methods from indirect sources, such as movies. 

Nine of the participants had only a very brief consideration of suicide 

methods, but two had previous fleeting thoughts about different 
methods and one participant described having preference for a 
particular method. 

The main reason for choosing a suicide method mentioned by all 
participants was access to method. Three participants considered 

whether they were comfortable using a particular method, one of 
these also considered whether the method ensured a painless death. 
One participant briefly considered lethality of the method chosen.  

None of the participants made preparations in relation to suicide 
method. 

Organising 
matters for after 
death 

Two participants described writing a suicide note immediately before 
the attempt. Another participant mentioned considering buying an 
insurance policy months prior to the attempt “just in case”.  

Selecting time 
and place 

None of the participants considered time/place of suicide in advance; 
two considered whether the time and place was right for suicide.  

Narrative  

All subthemes Eight of the participants showed reluctance to speak about some 
events surrounding their attempt. Five of them omitted factual 
information during the interview. In four cases it was related to prior 

suicidality, one participant omitted information related to drug use 
and in another case some of the events surrounding the attempt were 

omitted. Nine of the participants showed some disconnection from 
internal experience, five of them were uncertain about the reasons for 
the attempt or their emotional state, four had difficulties speaking 

about emotions in general. Six had difficulties recalling the attempt; 
in three cases the person barely remembered anything about the 

attempt. 
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Table A13.3. Description of low ongoing suicidality (LOS) group (n = 11) 

Element Description 

Context  

Salience of 
suicide as an 
option 

Low salience. Six had no prior suicide attempts. One additional 
participant denied having had any suicide attempts, but chart data 
indicated a hospitalisation for a suicide attempt 8 years prior. One 

participant had two suicide attempts in two days, but no prior 
attempts. One person had an attempt in teenage years (7 years prior), 

but no recent attempts. The remaining two participants made an 
attempt in the year prior to the index attempt. The attempts were 
related to the same ongoing issues. 

Six participants had relatives or friends die by suicide or closely new 
about their suicide attempts 

Three mentioned having had suicidal ideation in teenage years (10-
15), which later subsided. For one the ideation started in the two 
years prior to the attempt, for others only in the months or days 

leading up to the attempt. Seven claimed that thoughts about suicide 
appeared only on the day, but not in the weeks leading up to the 

attempt. 

Stressful events Six participants mentioned some financial stressors as contributors to 
the suicide attempt, one of them indicated financial issues as the 

main trigger for the attempt. 

Two participant mentioned conflicts and mistakes they made at work 

as a major source of stress, further two indicated inability to get work 
as increasing the stress. One of them had to turn a job offer on the 
day of the attempt because he found out about a failed exam. Three 

participants had to move house (two in the week of attempt, one 3 
months prior to attempt). One of them was evicted from home due to 

drug use. 

One participant was an asylum seeker and indefinite detention was 
the main source of stress. One participant did not mention any 

negative life events. 

Gap me-other 

widens 

Nine participants in this group described avoiding others and/or not 

trusting them. Six of the participants described themselves as being 
lonely. Six participants had a loss of a close friend or relative in the 
year of the attempt, for two it occurred in the same month as the 

attempt. 

Four participants described an interpersonal event on the day that 

triggered suicidal thoughts. Three had an altercation with a partner or 
ex-partner on the day, which they experienced as rejection, another 
participant had a conflict with partner where he experienced her as 

nagging.  

Six participants experienced a separation in the months prior to the 

attempt. For three it occurred on the day or several days leading up to 
the attempt.  
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Distress Five participants described feeling low and irritable in the weeks 
leading up to the attempt, further two described only feeling low and 

three other only irritated and angry. One participant described being 
anxious in the days leading up to the attempt.  

Seven participants had psychotic periods in the days leading up to the 

attempt. Six of them had paranoia. For majority the psychotic 
symptoms emerged during drug use. Three participants mentioned 

frantic behaviour prior to the attempt.  

Insufficient 
coping 

Nine of the participants used drugs or alcohol prior to attempt, eight 
of them used drugs (metaphetamines and amphetamines mostly) 

ongoingly in the months leading up to the attempt.  

For four of the participants relatives attempted to help in the days 

leading up to the attempt. One participant sought help from friends 
himself. One participant mentioned that thoughts about his daughter 
were what usually helped him to not attempt suicide.  

Negative thinking  

Interpersonal 
disappointment 

Eight participants described thoughts representing interpersonal 
disappointment. Resentment was dominating (7 participants), 

particularly anger and exasperation immediately before the attempt 
(6 participants). Five participants described thoughts related to seeing 
oneself as a burden (that others would be better off without them).  

For most interpersonal disappointment thoughts were ongoing for 
weeks prior to the attempt, but for two these emerged only in the 

hours leading up to the attempt  

Entrapment Eight participants described thoughts related to entrapment (two 
participants did not describe any negative thinking prior to attempt; 

they had difficulties recollecting the attempt, one described only 
interpersonal disappointment and another only entrapment).  

The thoughts were related to feeling engulfed (5) or feeling helpless 
(5) and wanting to escape the situation.  

Entrapment concentrated in the hours prior to the attempt, but for 

three participants these were present in the weeks prior to attempt, 
these were then mainly related to a sense of capitulation. 

Three participants described a period of intense rumination on the 
day, which related to thoughts about collapse of expectations and 
helplessness. 

None of the participants described thoughts to feeling stuck in a 
situation they wished to fix.   

Suicidal desire  

Suicide as an 
option 

In total, for eight participants suicide became an option only shortly 
before the attempt. Eight of the participants had difficulties 
describing how suicide became an option or they did not remember 

it. For one, it became an option following a brief internal debate.  

Three participants stood out in this group, as they considered suicide 
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as an option in the week (1) of for months (2). The latter two had 
positive attitudes towards death for some time. They described 

suicide as a logical decision. One additional participant, who could 
not remember how the suicidal desire emerged, mentioned that he 
always had positive attitudes towards suicide.  

Communication 
of intent 

None of the participants mentioned communication of suicide in the 
period surrounding the attempt, two participants mentioned prior 

communication of intent, but these occurred more than a year prior, 
during other episodes of suicidality.  

Implementation thoughts  

Choosing 

method 

One participant mentioned direct research into suicide in the weeks 

leading up to the attempt. Two participants indicated they drew on 
past suicide attempts regarding the lethality of the methods chosen. 

Three participants mentioned having knowledge about suicide 
methods from indirect sources, such as movies, overheard 
conversations or being comfortable with a method through repeated 

exposure, such as riding on the back of trains and their railings.  

Eight of the participants considered suicide method only very briefly 

(seconds) or did not describe considering what method to use at all. 
The three remaining participants differed in that they carefully 
considered multiple methods and chose method in advance.  

Two participants were uncertain why they chose the specific method 
for suicide. Majority considered accessibility as the main reason (8), 

but three participants also considered lethality and two participants 
thought about capability of using a particular method. One 
participant chose a particular method because it ensured painless 

death. 

Two participants made extensive preparations related to method, the 

others made none at all.  

Organising 
matters for after 

death 

In total five participants mentioned some preparations with regards to 
after-death. One participant made extensive preparations months in 

advance. Two others left the money they had at that time for specific 
people to find after they died. One participant postponed the attempt 

to see his son for the last time. Another participant mentioned 
considering the insurance policy. 

Selecting time 

and place 

In total five participants considered whether the time and place was 

right for suicide. Three participants determined the place and time of 
suicide in advance, in the remaining two cases the participants 

considered whether the time was right immediately prior the attempt.  

Narrative  

All subthemes Eight of the participants showed reluctance to speak about some 
events surrounding their attempt. Seven of them omitted factual 

information during the interview, in one case the omissions were 
related both to prior suicidality and events surrounding the at tempt, 

in three cases it was related to prior suicidality only and in other three 
omissions pertained to events surrounding the attempt. In one case 



494 

 

 

the person denied drug use, but the records indicated the drug test 
was positive following the attempt. Nine of the participants showed 

some disconnection from internal experience. Six had difficulties 
recalling the attempt; in three cases the person barely remembered 
anything about the attempt.  
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Table A13.4. Description of high ongoing suicidality (HOS) group (n = 10) 

Element Description 

Context  

Salience of 
suicide as an 
option 

High salience. 

Three participants had only ongoing thoughts about suicide in life, but not 
prior suicide attempts. The rest had from 2 to 20 prior attempts, majority 

in similar circumstances as the index attempt.  

Ongoing suicidality since early or later teenage years (from 4 to 25 years, 

depending on age of participant).  

Participants described suicidal thoughts as a default reaction to stressful 
situations or as always present at the back of their minds. For seven the 

thoughts intensified in the weeks leading up to the attempt, others 
experienced them as more intense only on the day of attempt.  

Three participants had knowledge of other relatives/friends suicide or 
suicide attempts 

Stressful events Little consistency in the stressors surrounding the attempt.  

Three participants did not mention negative life events as related to their 
suicide attempt process. Two participants were victims of crime (rape 7 

weeks prior, robbery 1 day prior to attempt). Another participant was 
accused of stealing on the day of attempt.  

Two participants had difficulties keeping a home, reported frequent 

moving, feeling uncomfortable at current living space (bad 
neighbourhood, difficult relationships).  

One participant had long-term chronic illness that caused disability and 
contributed to other stressors: loss of job, financial stress. Another 
participant had difficulties dealing with everyday issues (paperwork, car 

registration), which led to loss of job, financial strain, loss of home and 
needing to go to court in several days following the day of attempt.  

One participant had a daughter recovering from leukaemia; in the months 
prior to the attempt the daughter got better. She herself had minor health 
issues in the days prior to attempt. 

Gap me-other 
widens 

Nine of the ten participants in this group described an interpersonal event 
precipitating suicidal thoughts on the day. For six of them it was a conflict 

with partner or parents. Three could not reach the help they expected and 
felt rejected (Lifeline call dropped, no response from clinicians, friend did 
not show up).  

Nine of the participants described ongoing difficulties in relationships in 
that they had few contacts, few sources of support or the re lationships with 

their partners and/or parents were ongoingly conflictual. For seven the 
lack of support and loneliness became more prominent in the days leading 
up to the attempt. 

All but one participant described behaviours how they further perpetuate 
the interpersonal issues, mainly by emotional withdrawal (5), but also to 
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avoiding others as well (6).  

Distress Nine of the participants described low mood and apathy in the months 

leading up to the attempt, the symptoms intensified prior to the attempt. 
Another participant described that the psychotic symptoms (derogatory 
voices) were getting worse in the period prior to attempt. In addition, four 

participants described anxiety symptoms and five had anger – irritability in 
the weeks leading to the attempt. 

In total three participants described psychotic symptoms, which were a 
mixture of derogatory voices and paranoia. Only one participant 
mentioned frantic behaviour prior to attempt.  

Insufficient 
coping 

Attempts to cope were mainly related to relationships. Four participants 
described seeking help, but mainly in a non-direct way. Four described 

misguided attempts to help from others. For three participants the practical 
help from others received on the day of the attempt or leading up to it was 
helpful, but was insufficient. 

Three participants had pets whom they described as a way to cope with 
ongoing stressors. 

Two of the participants self-cut on the day before the suicide attempt to 
cope with overwhelm. 

Four of the participants used alcohol and drugs (marihuana) in the days 

prior to the attempt to cope, but only for one of them the drug-use was 
ongoing.  

Negative thinking  

Interpersonal 
disappointment 

All ten participants described thoughts related to interpersonal 
disappointment, mainly representing abandonment (8 participants) and/or 
resentment (6 participants). Five participants described intense anger and 

exasperation prior to the attempt. Dispensable (3 participants) and/or 
burden (3 participants) pertained to separate participants more rather than 

the group as a whole. 

The interpersonal disappointment thoughts were ongoing in the weeks 
prior to the attempt, but got much more intense in the hour of the attempt. 

Entrapment All participants described entrapment thoughts that were intense, ongoing 
for months or years and became stronger on the day of the attempt. All 

participants described the entrapment as a sense of capitulation. The 
thoughts related to feeling helpless (5), stuck (4) and engulfed (4) were 
more specific to particular participants, but not group as a whole.  

Four participants described periods of ruminating for several hours on the 
day of the attempt and the day leading up to it.  

Suicidal desire  

Suicide as an 
option 

Although all the participants in this group described ongoing suicidal 
ideation, they differed in terms of presence of suicidal thoughts in the 
weeks leading up to the attempt. Seven of the participants described daily 

thoughts about suicide in the period prior to the attempt, which gradually 
intensified. For three the thoughts about suicide were absent in the week of 

the attempt, two of them mentioned not having thoughts about suicide for 
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more than two weeks; for all latter three the thoughts then emerged in the 
hour prior to the attempt. 

Half of the participants described thoughts about suicide as an internal 
debate and half as an urge or feeling. Six described they “snap into” a 
suicidal stage, indicating the shift was quick. 

Four of the participants had a romanticised view of death and two more 
described as feeling desensitised to the thoughts about death and not 

paying attention to whether they intensify or not.  

Communication 
of intent 

Eight participants communicated their intent asking for help in the two 
weeks before the attempt. Two other participants had prior 

communications of intent which was outside the weeks leading up to the 
attempt. One of the participants described their suicide attempt as a 

communication for help. 

Three participants described their communications of intent on the day of 
suicide as threats for suicide rather than merely a communication for help.  

Implementation thoughts  

Choosing 
method 

All participants described research into suicide methods, but for half of 
them the research dated several years prior to the attempt, without any 

research in the months leading up to the attempt. The research was mainly 
on painless ways to die. Half of the participants drew on their past suicide 
attempts as a source of information about suicide methods. They mostly 

described that they chose the method for suicide because they have 
attempted suicide like that in the past; only one of these participants 

adjusted the method to ensure lethality.  

Two participants mentioned other sources, such as prior medical training 
and information obtained from the clinician prescribing medication.  

All participants described having considered multiple methods in the 
months and weeks prior to the attempt, but four participants indicated they 

still had a clear preference for a particular method.  

Accessibility of method (8) and ensuring that suicide by that particular 
method is painless (7) were the main reasons. Some of the participants 

considering whether the method ensures a painless death considered their 
capability of using that method as well (4). Lethality was considered by 

half of the participants (5), one further participant described that she chose 
a method that ensured she had time to change her mind and reverse the 
effects afterwards, if she wanted to.  

Seven of the participants described preparations in relation to suicide 
method, but for four these were a few minutes before the attempt, when 

they searched for the method nearby, popped out the pills and stared at 
them or took anti-emetics to prevent throwing up from the overdose. In 
one case the person made preparations with regards to suicide method 

“just in case” he would want to kill himself. Two participants mentioned 
some prior preparations in regards to suicide method in the weeks prior to 

the attempt, but they ended up using a different method than that prepared.  

Organising 
matters for after 

Eight of the participants mentioned preparations for after-death. In one 
case the person mentioned writing a will “just in case” a few months prior 
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death to the attempt. In seven cases preparations were related to other people, 
mainly in the form of saying good-bye (5) and attempting to make the 

death less painful to them (4), such as considering who will find them and  
how they look once they are found.  

Selecting time 

and place 

Three of the participants described considering that the opportunity was 

right for suicide, the others did not consider this. None of the participants 
determined the place and time of suicide in advance.  

Narrative  

All subthemes Only one participant showed some reluctance to talk about the events 
surrounding the attempt, in none of the cases there were indication of 
omission of factual information. Two participants mentioned 

disconnection from internal experience; they had difficulties describing 
their emotional state prior to the attempt. Three participants minimised 

their emotional experience calling it silly, abnormal. Five participants had 
some difficulties recollecting the details of the attempt, but not the attempt 
as a whole.  
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