
What’s the Harm in Asking about Suicidal Ideation?

Charles W. Mathias, Ph.D.1, R. Michael Furr, Ph.D.2, Arielle H. Sheftall, Ph.D.1, Nathalie Hill-
Kapturczak, Ph.D.1, Paige Crum, B.A.1, and Donald M. Dougherty, Ph.D.1,*

1Division of Neurobehavioral Research, Department of Psychiatry, The University of Texas Health
Science Center at San Antonio
2Department of Psychology, Wake Forest University

Abstract
Both researchers and oversight committees share concerns about patient safety in the study-related
assessment of suicidality. However, concern about assessing suicidal thoughts can be a barrier to
the development of empirical evidence that informs research on how to safely conduct these
assessments. A question has been raised if asking about suicidal thoughts can result in iatrogenic
increases of such thoughts, especially among at-risk samples. The current study repeatedly tested
suicidal ideation at 6-month intervals for up to 2-years. Suicidal ideation was measured with the
Suicidal Ideation Questionnaire Junior, and administered to adolescents who had previously
received inpatient psychiatric care. Change in suicidal ideation was tested using several analytic
techniques, each of which pointed to a significant decline in suicidal ideation in the context of
repeated assessment. This and previous study outcomes suggest that asking an at-risk population
about suicidal ideation is not associated with subsequent increases in suicidal ideation.
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Participant safety is the foremost consideration when conducting research with suicidal or
potentially suicidal individuals. Inquiring about a participant’s level of suicidal thoughts or
behaviors is typically an inherent component to studying these processes. In a clinical
setting, asking these types of questions is a necessary standard of care for effective treatment
of the patient. However, in observational studies that do not offer the benefit of a treatment
or intervention, legitimate questions are raised regarding the risk imparted by asking about
suicidal thoughts or behaviors (i.e., an iatrogenic effect). Might asking questions about
suicide cause the participant to ruminate on suicidal thoughts or act out suicidal behaviors?
This question is of importance to both researchers concerned for the ethical care of their
study participants and also regulatory bodies, like institutional review boards, tasked with
ensuring participant safety compliance. In a survey of ethics committees (i.e., institutional
review boards) about conducting suicide research, the most commonly cited concern was
whether asking about suicidality might exacerbate or reinforce such thoughts or behaviors
(Lakeman & FitzGerald, 2009). Even though regulatory bodies increasingly express
rigorous evaluation of patient safety for studies involving suicidal thoughts or behaviors,
there are few empirical studies testing the effects of suicide assessment on subsequent
suicidality that might inform these safety questions (Deeley & Love, 2010). The purpose of
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the current study was to test outcomes of repeated assessment of suicidal ideation over time
among adolescents who have received inpatient psychiatric care.

The effects of asking questions about suicidal thoughts and behaviors have rarely been
reported in the research literature (Deeley & Love, 2010). A handful of studies have
reported that, at the time of the assessment about suicidal ideation, there are either
infrequent, small (Deeley & Love, 2010; Langhinrichsen-Rohling, Arata, O’Brien, Bowers,
& Klibert, 2006), or no negative (Gould et al., 2005) impact on mood states in general. More
specific to the question, one recent study (“Does Participating in a Research Protocol on
Suicide and Psychiatric Symptoms Increase Suicide Ideation and Attempts?” Cukrowicz et
al., 2010) tested whether asking about suicidality is related subsequent suicidal thoughts or
behaviors. In this study, depressed adults were initially assessed with the Beck Scale for
Suicidal Ideation along with other measures of mood. Then a subgroup (n = 21) were
assessed via telephone approximately 1 and 3 months later and asked open-ended questions
of whether they had experienced a change in thoughts about death/suicide or attempted
suicide since their initial assessment. The primary outcomes of this study were: (1) the
majority of participants experienced a reduction in suicidal ideation from baseline to 1
month follow-up, and experienced no change in suicidal ideation between 1 and 3 month
follow-ups; and (2) none of the research participants experienced an increase in suicidal
ideation or behaviors across follow-ups (Cukrowicz et al., 2010). This outcome was
interpreted as suggesting that basic, non-treatment research on suicidal ideation is not
associated with subsequent suicidal behaviors among depressed adults.

The purpose of the current study was to extend research on changes in suicidal thoughts in
the context of repeated assessments of suicidal ideation. The current study assessed suicidal
ideation among a clinical sample of adolescents who have received inpatient psychiatric
care. Suicidal ideation was assessed initially after hospitalization, and then reassessed at 6-
month intervals for up to 2 years. We were interested in testing the relationship between
repeated assessment of suicidal ideation and change in suicidal ideation over time.

Methods
Participant Recruitment

Adolescents who had experienced psychiatric inpatient care were recruited for this study
from both admissions to local adolescent psychiatric inpatient units and from advertisements
broadcast in South Central Texas. Regardless of recruitment source, potential participants
completed a brief screening regarding general demographic and health characteristics.
Participants were included if they were between the ages of 12–17 years old, had received
inpatient psychiatric care, and a parent/guardian was willing to participate in the study.
Participants were excluded if: they had a past or present medical condition affecting the
central nervous system (e.g. seizure disorder or loss of consciousness for > 20 minutes), they
had low intellectual functioning (i.e. IQ < 70; Weschler Abbreviated Scale of Intelligence™,
The Psychological Corporation, 1999), they had psychotic symptoms that would interfere
with the ability to complete the self-report assessments, if they already had a sibling in the
study, or if they or their parent could not speak English.

Respondents who were in the target age range, who reported inpatient psychiatric care for
themselves or their adolescent (in the case of parent respondents), and who were interested
in participating were invited for an initial onsite interview. The interview commenced with
an informed consent process that outlined: the purpose of the study, the procedures involved
in the assessment of clinical symptoms/behaviors, and procedures for intervening during the
study if a patient was at imminent risk of harm to self and/or others. It was explained that
this was not a “for benefit” study, meaning that no treatment was provided as part of the

Mathias et al. Page 2

Suicide Life Threat Behav. Author manuscript; available in PMC 2013 June 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



study. Those who consented to participate completed a health interview, measures of
demographic characteristics, and a variety of clinical questionnaires as part of a larger
longitudinal study of adolescent development and psychiatric symptoms.

Participants—The sample was composed of a diverse group (N = 170) of adolescents who
had previously been treated in an inpatient psychiatric setting; and as such had wide ranging
scores on measures of suicidal ideation at study entry (M = 24.5, SD = 21.9, range 0–79).
There were 85 boys and 85 girls who were on average 14 years old (SD = 1.6) and the
majority of the sample identified themselves as Hispanic (57% Hispanic, 22% White, 7%
African American, 12% more than one race, and 2% of unknown race). Suicidal ideation
was tested in the current sample of former psychiatric inpatients within the context of their
routine psychiatric care occurring outside the study (i.e. a “treatment-as-usual” sample),
which varied widely in terms of intensity (repeated inpatient, outpatient, IOP), frequency/
duration, and modality (pharmacotherapy, counseling) of intervention during the course of
their time in the study.

Procedures and Materials
Adolescents were assessed at study entry and then re-assessed in-person again at 6-month
intervals for a period of up to 2 years (i.e. up to 5 assessments). At each visit, ongoing
informed consent was evaluated and suicidal ideation was assessed. Of the 170 adolescents
completing the initial visit, 159 completed the second assessment (at 6-months), 126
completed the third assessment, 77 completed the fourth assessment, and 54 completed all 5
assessments. Of those with missed assessments, 3 participants were lost due to attrition all
after their 6-month visit. All other missing visits were due to the ongoing nature of the study
(i.e. these participants had not been in the study long enough for their later visits to have
occurred at the time of this analysis).

Suicidal ideation was assessed throughout the study using the Suicide Ideation
Questionnaire Junior (SIQ-JR; Reynolds, 1988). The SIQ-JR is a 15-item self-report
questionnaire that is widely used to assess adolescent suicidal ideation (e.g., Becker-
Weidman, Jacobs, Reinecke, Silva, & March, 2010; Emslie et al., 2006; Kaminer, Burleson,
Goldston, & Burke, 2006; King, Hovey, Brand, & Wilson, 1997; King, O’Mara, Hayward,
& Cunningham, 2009; Reynolds & Mazza, 1999). Each item examines a specific suicidal
thought (e.g. “I thought about how I would kill myself,” or “I thought about telling people I
plan to kill myself”) and the adolescent rates the frequency that the thoughts have occurred
over the past month on a 7-point scale ranging from 0 (“I never had this thought”) to 6 (a
thought occurred “almost every day”). A total scale score was computed as the primary
dependent variable in the current study; the total score can range from 0 to 90, with scores
over 30 reflecting increased suicide risk (Reynolds, 1988). The SIQ-JR is a stable measure
of suicidal ideation over one to two month periods of time (test-retest reliability = .72 to .89;
Reynolds, 1988; Reynolds & Mazza, 1999) and previous research has shown the SIQ-JR
predictive of future (6-months later) suicidal ideation among adolescent psychiatric
inpatients (King et al., 1997).

Data Analyses
First, Pearson’s product moment correlations were computed for the number of assessments
and final suicidal ideation score. This analysis was repeated, partialling the initial suicidal
ideation score. Then, frequency analyses were used to test overall change in suicidal ideation
across the study. Specifically, we calculated both the direction and magnitude of change for
each individual’s suicidal ideation from their first to last assessment. Direction of change in
suicidal ideation was defined as increased (more suicidal ideation in the last assessment than
the first), no change, or decreased (less suicidal ideation in the last assessment than the first).
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Magnitude of change was defined in terms of effect sizes of change in suicidal ideation from
first to last assessment. That is, each individual’s “magnitude of change” was defined in
terms of the standard deviation units between the initial score and final score and in terms of
commonly cited cut-off for effect sizes (Cohen, 1988): Large change = greater than 80% SD
change from the initial assessment value to the last assessment value, Medium change =
between 50% and 80% SD change from the initial assessment value, Small change =
between 20% and 50% SD change from the initial assessment value, and No Change = less
than 20% SD change from the initial assessment value. We then conducted frequency
analyses, on direction and magnitude of change in suicidal ideation (similar to Cukrowicz et
al., 2010).

Individual growth curve modeling was conducted to examine the two core questions. First,
to reveal the patterns of change in suicidal ideation over time, we examined a set of
multilevel random coefficient growth curve models that test an increasingly complex and
nuanced perspective on change. Specifically, we began by evaluating the degree to which
the average person in the sample experienced steady decreases in suicidal ideation with
repeated assessment. We then examined two additional growth curve models that added the
higher-order trend into each subsequent model. The linear model was defined as:

In this model, Yij represents person j’s suicidal ideation score at time i, and time is coded 0,
1, 2, 3, and 4, B0j reflects person j’s estimated initial suicidal ideation (i.e., his or her SIQ
score at “Time 0”), B1j reflects the degree to which person j’s SIQ scores show a steady
change across time (i.e., a positive B1j indicates a steady increase, and a negative B1j
indicates a steady decrease). Of most general interest is G10 which reflects the average
pattern of linear change across all participants. Subsequent models added terms reflecting
decreases followed by a flattening change (quadratic), or alternating decreases and flattened
trends (cubic) in suicidal ideation with repeated assessment (i.e., the square and cube of the
time variable, respectively).

Second, to more comprehensively examine patterns of change in suicidal ideation, we also
tested the possibility that participants’ initial levels of suicidal ideation affected their
patterns of change with repeated assessment. That is, do adolescents who began the study
with a relatively high level of suicidal ideation experience a different pattern of change in
suicidal ideation with repeated assessment than those with initially lower levels of suicidal
ideation? We examined this by extending the set of growth curve models to include
participants’ initial suicidal ideation as well as interaction terms between initial suicidal
ideation and each of the three potential patterns of change (i.e., linear, quadratic, and cubic).
Again, each higher-order element was added in subsequent models. Ultimately, the most
comprehensive model included predictors reflecting all three elements of change as well as
initial status as a “cross-level” interaction term with each element of change:
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Note that this model includes Initial SIQ score as a moderator of each component of change.
We will use the parameter estimates from this comprehensive model to estimate and plot the
patterns of change for participants who begin the study with various levels of suicidal
ideation. [To avoid statistical redundancies and problems with the error variance/covariance
matrix, we did not estimate a random component (u0j) for the G10 term in the full model].
Finally, to examine the influence of demographic characteristics on study outcomes, we also
repeated multilevel random coefficient growth curve models to test for effect of completion
status (including only those completing all 5 study visits), recruitment source (recruited via
advertisements vs clinics), ethnicity (Hispanic vs non-Hispanic), age, and gender as
predictors of suicidal ideation. Only the test of patients with all 5 study visits altered the
relationship to change in suicidal ideation and is reported in the Results. All analyses were
conducted via SAS 9.2.

Results
Correlation between Suicidal Ideation and Number of Assessments

There was a significant relationship between frequency of assessment and suicidal ideation
at the end of the study. Being assessed more often was related to less suicidal ideation by the
final assessment (r = −.20, p =.008), and this negative correlation remained significant even
after accounting for suicidal ideation at study entry (partial r = −.22, p =.003).

Change in Suicidal Ideation from First to Last Assessment
The most common change in suicidal ideation from first to last assessment was a decrease in
suicidal ideation. Overall, significantly more participants experienced a decrease in suicidal
ideation than other patterns of change: about half (51%) of the sample experienced a
decrease, whereas 29% experienced no change, and 21% experienced an increase in suicidal
ideation from their first to last assessment (Chi-square = 24.51, df = 2, p < .001).

The magnitude of change varied based on whether suicidal ideation decreased or increased
from first to last assessment. Among those who experienced decreased suicidal ideation,
significantly more participants experienced large decreases than moderate decreases (Chi-
square = 8.67, df = 1, p = .003) or small decreases (Chi-square = 4.31, df = 1, p = .04). In
contrast, of those who experienced increased suicidal ideation, significantly more
participants experienced small increases than moderate increases (Chi-square = 5.54, df = 1,
p = .02) or large increases, though the latter difference only approached significance (Chi-
square = 3.57, df = 1, p = .06). The number of participants who experienced small, medium,
or large decreases (A) or increases (B) in suicidal ideation is shown in Figure 1.

Suicidal Ideation across Repeated Assessments
Suicidal ideation did not vary randomly throughout the study, but changed in a
monotonically decreasing pattern. Had there been an absence of significant effects in the
growth curve modeling, this would have suggested that there was no consistent pattern of
change in suicidal ideation in the context of repeated assessment. However, there was in fact
a significant, linear reduction in suicidal ideation across assessments, indicating a nearly 3
point decline in ideation per assessment (see Table 1 Model 1 Linear Slope = −2.95, p < .
0001). The implication being that the adolescents experienced less suicidal ideation with
each assessment. There are, however, two caveats to interpreting this decline with repeated
assessment: (1) non-linear patterns of suicidal ideation change across repeated assessment;
and (2) the influence of initial suicidal ideation scores on subsequent scores. Table 1’s
Models 2–7 represent increasingly complex and comprehensive hierarchical examinations of
these caveats; the key result for each model is the final slope (in bold) in its row. Model 7 is
the most complete and complex growth curve model, taking into account all three patterns of
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change (linear, quadratic, and cubic) and their interaction with initial suicidal ideation
simultaneously.

Non-Linear Patterns of Suicidal Ideation Change—First, there was significant
variation indicating that individuals differed in the degree to which they experienced a
steady change in suicidal ideation with repeated assessment (Variance = 14.36, z = 3.66, p
< .0001). In other words there were significant individual differences in the degree to which
participants experienced a steady pattern of suicidal ideation change with repeated
assessment. This led us to test other, non-linear, models of change in suicidal ideation over
time. These tests revealed significant models indicating patterns of initial decreases with a
flattening slope as suicidal ideation approached zero at the later assessments (Model 2
Quadratic Slope = .69, p < .05) or even patterns in suicidal ideation showing initial declines
followed by flattening and later decline again across repeated assessments (Model 3 Cubic
Slope = −.71, p < .01). The Model 2 and Model 3 rows of Table 1 present the intercept and
slopes for these models.

Influence of Initial Suicidal Ideation on Subsequent Assessments—Second, the
pattern of decline in suicidal ideation was contingent upon the level of suicidal ideation at
study entry. Participants who began the study with higher levels of suicidal ideation showed
greater significant decreases in suicidal ideation over time (Model 5 Linear Interaction Slope
= −.19, p < .0001), meaning that, for participants who began the study with above-average
levels of suicidal ideation, there were even greater declines in suicidal ideation, over and
above the nearly 3-point linear decrease experienced by the average participant. More
specifically, for every point above the average SIQ-JR score (M = 24.5) that a participant
began the study with, the participant’s rate of decline was enhanced by approximately .20
points. In other words, while the average patient entering the study (with a mean initial
suicidal ideation = 24) would be expected to experience a nearly 3 point decline in ideation
with each repeated assessment, someone with an initial score of 34 would show a decline of
5 points in ideation over time. Seventy of the 170 patients had a suicidal ideation score of 34
or higher at study entry. Going further, results indicate that participants who began the study
with higher levels of suicidal ideation showed significantly greater curvature in their pattern
of change in suicidal ideation, whereas participants who began the study with lower levels of
suicidal ideation showed a flatter, straighter pattern of SIQ-JR scores across the assessments
(Model 6 Quadratic Interaction Slope = .07, p < .001; Model 7 Cubic Interaction Slope = −.
03, p < .10).

The Comprehensive Model: Suicidal Ideation, Patterns of Change, and Initial
Values—The most comprehensive model allowed for simultaneous influence of the
different patterns of change in suicidal ideation and initial values on suicidal ideation
measured over time. Taking into account all these influences, those participants entering the
study: (1) with low levels of suicidal ideation tended to not experience meaningful increases
in suicidal ideation with repeated assessment; (2) with average initial suicidal ideation
generally experienced a decline only from the first to second assessment and no meaningful
change thereafter; and (3) with the highest initial levels of suicidal ideation experienced a
rapid decline during the first year of assessments (i.e. assessment 1, 2, and 3) followed by a
more shallow decline in the second year (assessments 4 and 5). Again, Model 7 is the most
complete and complex model, taking into account all three patterns of change in their
interaction with initial suicidal ideation simultaneously. Based on estimates from Model 7,
Figure 2a presents these patterns of change across repeated assessment (x-axis) plotted as a
function of initial level of suicidal ideation (separate lines).

To explore patterns of suicidal ideation change in the absence of missing data, these
analyses were repeated for only those cases completing all 5 assessments (n = 54). There
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was a slight change in the magnitude of decline of suicidal ideation described by the final
model (Model 7) for those completing all assessments in comparison to the full sample
(slope −.4, p < .01). Those cases with very high suicidal ideation and high initial change
experienced a more robust decline than was found in the full sample, while those with
average or low initial suicidal ideation declined less robustly (Figure 2b).

Discussion
This study tested patterns of change in self-reported suicidal ideation with repeated
assessment across a period of up to two years. The primary outcome of the study was that
repeated assessments of suicidal ideation were associated with decreases in suicidal ideation.
This pattern was supported by findings that: (1) suicidal ideation at the end of the study was
inversely related to the number of assessments; (2) the most common pattern of change was
a large reduction in suicidal ideation from initial to last assessment; (3) there was a
significant linear decrease in suicidal ideation in the context of repeated assessment; and (4)
the magnitude of the linear decrease in suicidal ideation was modified by influence of other
patterns of change (quadratic and cubic) and level of suicidal ideation at study entry.

A barrier to conducting research on suicidality has been the concern that asking questions
about suicidal thoughts may result in an iatrogenic effect of subsequent suicidal ideation.
The current study of adolescent-aged former inpatients builds on previous research with
depressed adults (Cukrowicz et al., 2010) suggesting that there is no relationship between
being repeatedly asked about suicidal thoughts and subsequent increased self-reported
suicidal ideation. One proposed mechanism of reduction in suicidal ideation with repeated
assessment has been that such research interactions provide an experience of interpersonal
connectedness (Cukrowicz et al., 2010), a protective factor for suicidal behavior in the
context of the Interpersonal Theory of Suicide (Van Orden et al., 2010). Alternatively,
connectedness may promote a response bias for the participant to report what they think the
experimenter anticipates with regard to suicidal ideation change over time (i.e., the good-
subject effect, Nichols & Maner, 2008).

For the current sample, the observed reductions in suicidal ideation may just as likely have
been the result of the patient’s usual care or regression-to-the-mean of suicidal ideation
scores. Because we tested suicidal ideation among a high-risk group of former psychiatric
inpatients, they were all receiving ongoing, routine psychiatric care that may have acted to
reduce suicidal ideation over the course of the study. Given the current findings, future
research may consider testing for the interaction of repeated assessment of suicidal ideation
and psychiatric treatment (and types of treatment) on change in suicidal ideation.
Furthermore, suicidal ideation has been conceptualized and measured as a state rather than a
trait, which would be expected to fluctuate in intensity over time (Reynolds, 1988). The
pattern of fluctuation in suicidal ideation observed in the current study (i.e. steepest
reduction in suicidal ideation for those with the highest initial suicidal ideation scores) is
consistent with a regression-to-the-mean outcome. Future research may consider
randomized control trial methodology for intervention studies or lead-in assessment for
observational studies to minimize regression-to-the-mean effects (see Yudkin & Stratton,
1996). While mechanisms of change are a question for future studies, the current findings
support the interpretation that patient safety, as it pertains to thoughts of taking one’s own
life, is not compromised by assessment of suicidal ideation in the context of participating in
a non-treatment research study.

Besides concerns surrounding the safety of particular assessments, another ethical concern
to be dealt with in studying high-risk samples is the inherent risks the sample poses to
themselves. In other words, “The risk of suicide is not so much intrinsic to the research
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process as to the individual and population [being studied]” (Lakeman & FitzGerald, 2009;
p. 15). Sometimes safety concerns about the sample are erroneously extended to the
assessment process; the fear being that those with the highest level of suicide risk (in this
case as measured by suicidal ideation) would be most susceptible to adverse impact of being
asked about suicide. In fact, the current study found a robust relationship, such that those
entering the study with the highest suicidal ideation experienced the greatest reductions in
ideation in the context of repeated assessment.

While the current, and Cukrowicz et al., 2010, study outcomes offer encouragement that
inquiring about suicidal ideation is not generally associated with later increases in suicidal
thoughts, there are inherent challenges to drawing causal inferences about these outcomes. It
is difficult to develop safe/ethical control groups for testing causal effects of suicidality
assessment on subsequent suicidal thoughts and behaviors when working with at-risk
groups. One previous study did develop a research design that safely employed a control
group in a general population, screening setting (Gould et al., 2005). In this study, suicidal
ideation screening was performed among a sample of high schoolers randomly assigned to
one of two groups: an experimental group asked about mood and suicidal ideation twice (2
days apart) and a control group asked about mood the first day and mood plus suicidal
ideation on the second assessment day. Suicidal ideation did not differ between the twice
assessed (experimental) and once assessed (control) group (Gould et al., 2005). This
approach allows for causal inferences to be drawn about the influence of asking about
thoughts of suicide and subsequent changes in suicidal ideation. Further, this procedure was
justified as safe in the general population screening context in which it was conducted; the
sample was not selected on the basis of known risk factors for suicide that might have
obligated the researchers to inquire about suicidal ideation at study outset. Applying this
approach in the context of the current study would not have been safe. Failure to assess
suicidal thoughts, or otherwise establish imminence of suicide risk, in a clinical sample (i.e.
a population selected by virtue of their elevated suicide risk) is not ethically justified. The
risks to safety outweigh the benefits of being able to draw causal inferences. Therefore, in
the absence of proper control groups or ethical control conditions, causal relationships
between questions of suicidal ideation and subsequent expression of suicidality among at-
risk populations are not feasibly tested. As unsatisfying as this is, some would argue that this
question misses the point of ethical research on suicidal thoughts and behaviors. The
prevention and intervention fields have concluded that asking about suicidal ideation is a
necessary and justifiably safe practice (Pearson et al., 2001): asking about suicidal ideation
is a “best practice” for screening the general public and an accepted standard of care for
patients. A better question for researchers to pursue may be to test “best practices” for what
to do when elevated suicidal ideation is detected in a research setting. While recommended
guidelines have been proposed for clinical trials and treatment studies (Pearson et al., 2001),
there remain no clear guidelines for managing suicide risk in non-intervention research.

Interpretation of this study’s outcome must be tempered by its limitations. First and
foremost, the study design did not allow for causal inferences to be drawn about repeated
assessment and subsequent change in suicidal ideation. While there are safety issues
inherent to the selection or treatment of a proper control group (described above), their
inclusion is necessary for drawing causal inferences and interpreting the direction or
magnitude of observed response. Second, the study did not test for mechanisms that might
account for change in suicidal ideation observed over time. Consistent with the hypothesis
the scope of the study was limited to a test for a relationship between suicidal ideation and
repeated assessment, which was confirmed; a test that has been lacking in the literature
despite debate about this topic (Cukrowicz et al., 2010). Third, the lack randomization or
lead in methodologies precludes us from ruling out regression-to-the-mean as an explanation
for the observed reduction in suicidal ideation. Fourth, the study focused solely on suicidal
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ideation, which is phenomonologically distinct from a suicide plan, suicide attempts, or
suicide death (Silverman, Berman, Sanddal, O’Carroll, & Joiner, 2007). Finally, the study’s
tests were conducted with a high-risk sample experiencing their usual psychiatric care
delivered outside of the study; other outcomes may be expected in the general population or
among those not receiving ongoing psychiatric care.

Conclusion
Participant safety is an issue inherent in research with populations at-risk for suicide. Both
researchers and oversight committees are sensitive to the population risks and iatrogenic
risks of suicide assessment (Lakeman & FitzGerald, 2006, 2009). The level of concern about
these risks has not been matched by an outpouring of empirical tests of patient safety of
suicidal populations or instruments. Indeed, fears for patient safety may discourage pursuit
of empirical evidence necessary to advance our understanding of how to safely conduct
research on suicidal thoughts and behaviors. The few studies that have tested safety issues
regarding asking about thoughts of taking one’s own life suggest that this assessment is not
associated with increases in suicidal ideation.
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Figure 1.
The number of adolescents with decreases (A) or increases (B) in suicidal ideation,
classified by magnitude of change from first to last assessment.
Small effect 20–50%, medium 50–80%, and large > 80% SD group suicidal ideation change
from first to last assessment.
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Figure 2.
Pattern of change in suicidal ideation score plotted as a function of suicidal ideation at the
study outset across 2-years of repeated assessments for the full sample (2a N = 170) and for
those cases completing all 5 study visits (2b N = 54).
Very High = 2 SD above the average initial suicidal ideation value, High = 1 SD, Average =
the average initial suicidal ideation value, and Low = 0.5 SD below the average initial
suicidal ideation.
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