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Abstract

Background—Within the context of the recent release of the 2012 National Suicide Prevention

Strategy, and as the third leading cause of death for individuals 10- to 24-years-old, suicide

prevention is a national priority. A consistently reported and robust risk factor for suicide is a prior

suicide attempt; however few studies have investigated the consistency of self-reported lifetime

suicide attempts. The goal of this study is to describe the prevalence and characteristics of

inconsistent reporting of suicide attempt in a longitudinal cohort of participants annually assessed

in 12 waves of data collected from middle school (age 12) to early adulthood (age 22).

Methods—Among this cohort (n = 678), we compared those who consistently, inconsistently,

and never reported a suicide attempt according to demographic and clinical variables.

Results—Almost 90% (88.5%) of our sample inconsistently reported a lifetime suicide attempt.

Consistent and inconsistent reporters of lifetime suicide attempt did not differ on demographic or

clinical variables with the exception of higher rates of lifetime suicidal ideation among consistent

reporters (P < .001). Significant clinical differences were evident between inconsistent reporters

and nonattempters.

Conclusions—Some level of inconsistent reporting of suicide attempt is inevitable when

schools or health care systems systematically screen for suicide risk in adolescents. Inconsistent

and consistent reporters of suicide attempt differ on few demographic or clinical variables; further

prospective research should investigate the reasons for inconsistent reporting as well as the

validity and stability of reporting in predicting future suicidal behavior.
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Suicide is the third leading cause of death among individuals 10- to 24-years-old in the

United States (CDC),[1] with recent increases in deaths by suicide in this age group through

2010.[2, 3] Across all age groups, suicide has surpassed motor vehicle accidents as the

leading cause of injury mortality in 2009, with a 15% increase from rates in 2000.[4] As

such, suicide prevention is a national priority. Improving the use of data for surveillance,

research, and evaluation is one goal of the 2012 National Strategy for Suicide Prevention

(NSSP).[5]

Suicide attempt has consistently been shown to be associated with future suicidal

behavior.[6] Questions assessing suicide attempt are included on suicide screens and suicide

risk assessments (e.g., Columbia Suicide Severity Rating Scale [C-SSRS])[7] for

identification and case finding, as well on national surveillance surveys of adolescents and

adults (Youth Risk Behavior Survey [YRBS], National Survey on Alcohol and Related

Conditions [NESARC])[8, 9] to inform policy, monitor changes, and facilitate in the

allocation of resources. However, as suicide attempts are typically investigated using one

retrospective, self-report lifetime item, the reliability and validity of these data have been

called into question.[10] In adult samples, up to half of respondents who report suicidal

ideation later deny having those thoughts.[11, 12] In the only published study examining

consistency of suicide attempt reporting with adolescents and young adults, approximately

one third of the sample was shown to deny an attempt 3–4 years after initially reporting

it,[10] a trend also observed in adults.[13, 14] Although the literature is sparse, the studies with

adult samples demonstrate few overall differences between consistent and inconsistent

reporters of suicide attempt.[13, 14] In contrast, in adolescent and young adult samples,

consistent reporters of suicide attempt are more likely to be females and younger, and to

have depressive and somatoform disorder diagnoses and more co-morbidity than those who

inconsistently report a suicide attempt.[10]

It would be anticipated that as individuals report a lifetime suicide attempt, they would

permanently shift to a different category (i.e., having a history of attempt). Therefore, as

more individuals report new attempts over time (incidence) without a large number leaving

the prevalence estimates (e.g., due to death), it would be anticipated that the rate of lifetime

prevalence should increase. Nevertheless, related diagnoses, such as anxiety and depression,

have demonstrated declines in lifetime prevalence rates, calling into question the utility of

the concept of lifetime prevalence.[15] Although suicide attempt self-reporting over time has

not been similarly evaluated, it stands to reason that lifetime prevalence of suicide attempt is

prone to a similar phenomenon that warrants further investigation.

CURRENT STUDY

Unfortunately, longitudinal studies examining consistent suicide attempt reporting over a

decade and across developmental periods do not exist in the literature. This gap leaves

unanswered questions, such as the prevalence of inconsistent reporting and whether
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sociodemographic and clinical differences exist between consistent and inconsistent

reporters of suicide attempt. In the current study, we examined these issues using annual

lifetime suicide attempt reporting over a 12-year period within a community-based, urban

sample recruited upon entry to first grade.

MATERIALS AND METHODS

PARTICIPANTS

Data were drawn from a randomized controlled trial and longitudinal follow-up evaluating

the effectiveness of two first-grade interventions (i.e., family- or classroom-based) aimed at

reducing risk behaviors and improving long-term mental health and psychosocial outcomes

(n = 678). For the current analyses, annual in-person interviews were administered from

sixth grade (mean age = 12 years) through early adulthood (mean age = 22 years). The

interviews averaged 90 min in duration, with an annual incentive ranging from $10 during

grade school to $100 for each young adult survey. Written informed consent was obtained

for each participant and the study was approved by the Johns Hopkins School of Public

Health Institutional Review Board.[16]

ANALYTIC STRATEGY

In order to explore differences in longitudinal self-report of suicidal behaviors, three groups

were identified, those who (1) consistently, (2) inconsistently, and (3) never reported a

lifetime suicide attempt. To examine stability of reporting, two conceptualizations of

lifetime suicide attempt reporting were explored. These conceptualizations were chosen to

capitalize on the longitudinal study design and to maximize power and sample size.[17]

• One-year follow-up (1YR): Investigated responses for the year following initial

reported suicide attempt (e.g., an individual would be considered inconsistent if he

answered “yes” to the lifetime attempt item in eighth grade followed by “no” in

ninth grade). Using the year following first report (regardless of when report

occurred) allowed us to examine all individuals who reported an attempt and how

they respond 1 year later; that is, all reporters shared the same follow-up time

frame.

• At any time following an initial report (EVER): Investigated responses each year

after initial reported attempt (e.g., an individual would be considered inconsistent if

she answered “yes” to the lifetime attempt item in sixth grade followed by “no” at

any of the data collection waves through young adulthood). This conceptualization

resulted in different follow-up periods, in that each reporter was investigated

following their first-reported attempt, regardless of when that attempt was reported

(i.e., the first attempt could have occurred during young adulthood leaving an

individual with only one follow-up wave to report an attempt vs. reporting an

attempt in middle school with 10 follow-up waves).

Comparisons were conducted among the groups using a series of analyses of variance

(ANOVA) for each conceptualization (i.e., 1YR, EVER). A Bonferroni correction was used

to adjust for the large number of tests, resulting in a statistically significant P-value of ≤.004

(i.e., .05/12). Additional comparisons were made between the attempter groups to see if

Hart et al. Page 3

Depress Anxiety. Author manuscript; available in PMC 2014 July 07.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



characteristics of the attempt or of the attempter at the time of the attempt distinguished the

consistent from the inconsistent reporters (e.g., age at first suicide attempt, plan, medical

care for an attempt). After Bonferroni correction, a statistically significant P-value was ≤.01

(i.e., .05/5).

Sociodemographic and clinical characteristics were chosen for comparisons that have

demonstrated in community or clinical samples statistically significant differences between

adolescent and young adult suicide attempters and nonattempters. A variety of demographic

(i.e., gender,[18] race, and socioeconomic status[19]); and clinical variables (depression[20]

and anxiety[21] symptoms, suicidal ideation,[22] Major Depressive Disorder (MDD),[23] and

Drug and Alcohol Dependence Disorders[24, 25]) were assessed prospectively during

childhood, adolescence, and young adulthood. Characteristics of the suicide attempt such as

age at the time of first suicide attempt, the presence of suicide plans, and medical care for

suicide attempt(s) might also distinguish inconsistent and consistent attempters.[22, 26, 27] All

analyses were conducted using SPSS version 19.0.

Missing Data—Participation rates at each of the postintervention yearly assessments

averaged 80%. Those who did not consent, either refused to participate, could not be

located, failed to respond to our consent requests, or had died. In order to address missing

data associated with attrition, we allowed for list-wise deletion as is the default and an

acceptable strategy if the reduction in power that results is not detrimental to the results.[28]

MATERIALS

Demographic Information—Race and gender were self-reported. Free and reduced meal

status—a proxy for income—was collected from elementary school records.

Suicidal Ideation and Behaviors—Questions from the Diagnostic Interview Schedule

for Children (C-DISC-IV)[29] were asked each year beginning in sixth grade (mean age 12

years). Lifetime suicide attempt was measured by the question: “Have you ever, in your

whole life, tried to kill yourself, or made a suicide attempt?” In addition, several questions

were asked regarding suicidal ideation (“In the last year did you think seriously about killing

yourself?,” “Did you think about killing yourself many times in the last year?”), which were

combined and averaged over the 12 years to measure lifetime suicidal ideation. Finally,

other suicide-related behaviors, such as a suicide plan and medical care for an attempt were

measured for attempters only (i.e., inconsistent or consistent reporters), using the following

questions: “In the last year did you have a plan for exactly how you would kill yourself?”

(plan) and “Did you go see a doctor, go to an emergency room, or go into a hospital because

of trying to kill yourself?” (medical care). Age at the time of each suicide attempt, whether

they had also reported ideation, and number of suicide attempts was also recorded. Due to

budget constraints in the 11th and 12th grades, all individuals were not asked the suicide

questions in the DISC MDD module. Therefore, these data points were used only if an

individual reported a first attempt.

Depressive and Anxious Symptoms—Items pertaining to depressive and anxious

symptoms over the last 2 weeks were obtained using the Baltimore How I Feel
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Questionnaire (BHIF).[15] The BHIF contains 45 self-reported items measured on a 4-point

Likert-type scale from “Never” to “Most Times,” and were developed to map onto the

Diagnostic and Statistical Manual of Mental Disorders-Fourth Edition (DSM-IV).[30]

Symptom averages were calculated for childhood (i.e., 1–3 grades) and adolescence (i.e., 6–

12 grades). Reliability estimates averaged α = .79 over elementary school and α = .81 for

the middle school years.

Psychopathology—Several lifetime diagnoses were investigated using data collected

during the waves from ages 17–18 through 22–23 and variables were considered endorsed if

diagnostic criteria were met at any wave. MDD was assessed using items from the C-DISC-

IV,[29] whereas the Drug and Alcohol Dependence Disorder diagnoses were assessed using

criteria from the National Survey on Drug Use and Health.[31] These disorders were coded

as present if the individual endorsed items in three or more symptom categories. Both

measures are consistent with criteria set forth by the DSM-IV.[30]

RESULTS

Descriptive statistics for nonattempters, and inconsistent and consistent reporters of suicide

attempt, separated by conceptualization (1YR and EVER), are displayed in Table 1. Overall,

19.3% of the sample reported a suicide attempt at any time during the study, with females

significantly more likely to report a lifetime attempt than males (t = 2.89, df = 618, P = .

004). The incidence of suicide attempt (i.e., new cases reporting a suicide attempt each year)

ranged from 0.40 to 3.5%. Figure 1 displays the annual lifetime prevalence (i.e., any cases

who reported a lifetime attempt during each wave of data collection) superimposed on the

cumulative incidence of attempt (i.e., what we would expect given the increase in new cases

being added each year). It can be seen that although the lifetime prevalence of suicide

attempt reporting would be expected to increase over time, the rates appear stable in our

sample.

DEMOGRAPHIC AND CLINICAL CHARACTERISTIC COMPARISONS

Comparisons between the three groups (i.e., consistent, inconsistent, and nonattempt

reporters) based on the different conceptualizations are displayed in Table 2. Overall, the

pattern of statistically significant differences is quite similar for both conceptualizations,

with omnibus tests indicating no significant differences on demographic variables and

significant differences evident for clinical variables particularly in adolescence. There were

significant differences in childhood self-report of depression, rather than anxiety, across the

groups.

Regardless of conceptualization, post hoc analyses among the groups indicated a statistically

significant difference between consistent and inconsistent reporters on only one variable-

suicidal ideation (1YR: F [2,624] = 124.59, P < .001; EVER: F [2,651] = 124.33, P < .001).

Consistent reporters reported the highest mean levels of suicidal ideation, followed by

inconsistent reporters, then nonattempters. All other differences were accounted for by

comparisons between attempter (i.e., either consistent or inconsistent reporters of suicide

attempt) and nonattempter groups. Indeed, when statistically significant differences did

exist, both attempt reporter groups (i.e., inconsistent and consistent) demonstrated
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significant differences from the nonattempters. Although there were more differences

between the inconsistent reporters and nonattempters using the EVER conceptualization, it

is important to note that small numbers of consistent reporters may have made it difficult to

detect any differences.

COMPARISONS OF CHARACTERISTICS OF THE ATTEMPT OR ATTEMPTERS

To further understand specific suicidal thoughts and behaviors among individuals who had

reported an attempt at any wave of data collection, additional comparisons were made

regarding characteristics of the attempts. As indicated in Table 3, the only significant

difference after Bonferroni correction occurred in the EVER conceptualization with age at

first reported attempt. Inconsistent reporters were significantly more likely to be younger

(mean = 9.73, SD = 3.11) than consistent reporters (mean = 13.6, SD = 3.48). Interestingly,

age at first attempt was approaching significance for the 1YR conceptualization, and the

results were in the opposite direction for the EVER conceptualization, with inconsistent

reporters older (mean = 10.3, SD = 3.47) than consistent reporters (mean = 8.83, SD = 2.89).

No other significant differences (P > .01) were evident between consistent and inconsistent

reporters, regardless of reporting conceptualization.

DISCUSSION

Using prospective data from 12 annual waves of data collection from adolescence to young

adulthood, we estimated the lifetime prevalence of suicide attempt in our sample to be

19.3%. Although rates may vary (e.g., 4.1–23.5% in European samples[32]), these rates

appear higher than in nationally representative samples (i.e., approximately 3.0% with U.S.

adolescents[18]). However, if data were analyzed cross-sectionally, as is common, the rate of

lifetime suicide attempt in our sample would be commensurate with established rates (i.e.,

yearly rates ranged from 3.5 to 5.9% with an average of 4.8%). Further, as is highlighted by

our analyses and similar results from related disorders,[15, 33] current estimates of lifetime

prevalence of suicide attempt may in fact represent an underestimate of these behaviors.

Although there should be an increase over time as new cases are added (i.e., cumulative

lifetime prevalence), there instead remains a fairly constant yearly rate of approximately 5%

of the sample. As would be expected, inconsistent reporting of suicide attempts was quite

common, with the large majority (i.e., between 65.3 and 88.5% based on one wave or over

12 waves, respectively) inconsistently reporting a suicide attempt.

Another goal of the current study was to compare characteristics of those who consistently,

inconsistently, and never reported a suicide attempt. There did not appear to be any

demographic differences among the groups, while statistically significant clinical

differences did exist between attempters and nonattempters (i.e., either inconsistent reporters

and nonattempters or consistent reporters and nonattempters). Importantly, few differences

existed between those who consistently and inconsistently reported a lifetime suicide

attempt. In fact, the only way in which these reporters differed was on measures of lifetime

suicidal ideation. Consistent reporters had a higher prevalence of suicidal ideation over time,

followed by inconsistent reporters and finally nonattempters. These findings are similar to

comparable studies with adult samples,[13, 14] yet diverge from adolescent and young adult
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research in this area, which has found that consistent reporters are more likely to be female

and to have increased mental health diagnoses.[10] Additionally, Christl et al.[10] observed

age differences within their sample, with younger participants more likely to be consistent

reporters. Our findings indicate that age differences might be a function of follow-up, in that

when the follow-up extended over the length of the study (EVER), inconsistent reporters

were significantly more likely to be younger, yet when follow-up was 1 year (1YR),

inconsistent reporters tended to be older. No further differences were evident between

consistent and inconsistent reporters on suicide attempt characteristics such as age at first

reported attempt, medical care for an attempt, plan for the attempt, or lifetime multiple

attempts.

Previous research has suggested that inconsistent reporting of suicide attempt may be related

to forgetting and that such forgetting might have a protective effect[10, 11] or might be

related to less depression at the time of follow-up assessment.[14] It is important to note that

in this sample, consistent and inconsistent reporters were more similar than different.

Several important differences should be noted between our study and those demonstrating

statistically significant differences between consistent and inconsistent reporters of a suicide

attempt. For example, many of the independent variables used in our study were collected

prospectively and averaged over distinct developmental periods (e.g., depression over the

adolescent years) rather than retrospective measurement at one time point, our comparisons

included nonattempters, and the number of consistent reporters was small in several

comparisons, perhaps influencing the lack of significant results for consistent reporters in

our EVER conceptualization. Our results point to the need to further investigate the stability

of suicide attempt reporting. It may be that the consistent and inconsistent reporters

represent different subtypes of suicide attempters (e.g., depressive and impulsive,

respectively) and each are associated with different pathways and trajectories over time.

Our results have important implications for both clinical care and research. From a clinical

perspective, our results demonstrate that inconsistent reporting is common; the prevalence

and the lack of consistent association with clinical or demographic variables suggests that

inconsistent reporting is likely not “less severe” than consistent reporting. As a result, every

positive response on questions related to suicide attempts requires appropriate follow-up

examination and discussion. In addition, due to inconsistent reporting, repeated screening,

and assessment, in settings such as outpatient and inpatient mental health services, primary

care, and schools, is likely needed. From a research perspective, inconsistent reports of

suicide attempt will be an inevitable part of longitudinal suicide research. Due to our results,

we propose that exclusion of inconsistent reporters from analyses is not necessary and may

in fact be detrimental to the science.

As with any study, there are important limitations to discuss. The current study was not

designed for the primary purpose of investigating suicidal thoughts and behaviors. However,

since one of the goals of the original study was to examine depression over the lifespan,

suicidal ideation and behaviors were assessed from sixth grade through adulthood, providing

a unique longitudinal data set in the field of suicide research and an opportunity to study

these behaviors over the lifespan. Additionally, consistency of reporting was investigated

over the transition from adolescence to young adulthood in an urban community sample. It
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is not clear whether the results would generalize to other populations of interest such as

adults and clinical populations. Important risk and protective factors for suicide attempt such

as childhood abuse, medical lethality or suicide intent, social and academic competence

were also not assessed.

Furthermore, a large number of tests were conducted on the data, resulting in a very small P-

value identifying statistical differences between the groups. Despite this, there were few

variables for which a more lenient P-value would have changed the determination of

significance. Additionally, as the study was primarily descriptive and exploratory in nature,

there can be no discussion regarding etiology. Future directions will include examining

developmental trajectories of depressive, anxious, aggressive, and impulsive symptoms over

time in order to investigate the possibility of multiple pathways to suicidal behaviors. This

study was an important first step in this exploration, particularly in the investigation of

consistency in reporting.

Finally, no confirmation of suicide attempt was available. As data were acquired starting in

sixth grade, it may be that participants did not fully understand the meaning of suicide

attempt (and reported that an aborted or interrupted attempt was an actual suicide attempt). It

is possible that more serious thoughts about suicide resulted in a participant affirming an

attempt when no action was taken. However, there were significant differences between

attempters and nonattempters on most variables (including suicide ideation). Additionally,

differences related to age of first attempt reported were not consistent, and therefore offer

little clarity to the hypothesis that consistent reporters were older and more likely to

understand the concept of suicide attempt.

CONCLUSIONS

The recently updated NSSP has called for more nationally representative data collection on

suicidal behaviors and improved data quality in suicide research. The issue of inconsistent

reporting will likely become more prevalent as longitudinal screening and assessment is

conducted as part of routine clinical care or patient-centered outcomes’ initiatives. As

demonstrated in the current study, inconsistency in reporting suicidal behaviors over time is

frequent. Inconsistent reporters add to our understanding of suicidal thoughts and behaviors.

Further research on motivation, memory, and perception of suicide attempts should be

conducted to improve the quality of research in this important area.

Within the context of the recent proliferation of routine screening for depression and suicide

risk by systems of care (primary care, emergency departments, inpatient and outpatient

psychiatry settings), it is inevitable that inconsistency in reporting of suicide attempt will

occur. This may leave those responsible for the care of these individuals wondering what to

do and how to make sense of these inconsistencies. Nonetheless, our results imply that

inconsistent reporters require additional assessment and follow-up when identified.
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Figure 1.
Lifetime suicide attempt reporting based on observed versus expected reporting. Note. Due

to anomalies related to budgeting, the years 2004 and 2005 are not represented in the table.

OBSERVED, percentage of the sample per year that reported lifetime suicide attempt;

EXPECTED, what would be expected based on the cumulative incidence.
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