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The current study explored the clinical utility of the Brief Suicide Cognitions Scale (B-SCS) in multiple samples,
including a normative sample and three clinical samples with varying degrees of suicide risk. Derived cutting
scores were identical across an inpatient randomized clinical trial (RCT) sample, an emergency department (ED)
sample, and an inpatient consecutive admission sample, with B-SCS scores at intake correctly predicting 96 %
and 94 % of suicide attempts over six-month follow-up periods in the RCT and ED samples, respectively.
Additionally, the B-SCS intake scores in the RCT sample predicted differences in high and low suicide ideation
groups over the six-month follow-up period, with those below the B-SCS intake cutoff score reporting suicidal
ideation scores within normal limits throughout the entirety of post-discharge follow-up. Current results support
the recommendation that evaluation of the clinical utility of instruments identifying suicide risk require variable
criteria depending on the specific clinical context and related clinical decision-making. With respect to post-
discharge monitoring and related treatment tailoring for inpatient and ED clinical environments, instruments
with strong sensitivity and high negative predictive value (NPV) estimates are of particular importance given the
need to accurately recognize both the resolution of an acute episode of suicide risk and identify those vulnerable
for future episodes. In the current study, the B-SCS had sensitivity estimates of .96 and .94 and NPV estimates of
.97 and .93. in these clinical settings. Implications for day-to-day practice, the need for future research, and study
limitations are discussed.

1. Introduction

Assessing suicide risk remains one of the most significant challenges
practicing clinicians routinely face. Traditional approaches typically
consider a broad range of risk factors, warning signs, and related vari-
ables to detect risk and inform subsequent clinical decision-making
(Ryan and Oquendo, 2020). Despite reasonable consensus regarding
identifiable risk factors across clinical guidelines published by a range of
leading professional associations and scientific organizations and The
Joint Commission’s (TJC) recent mandate that accredited institutions
use “validated scales to assess the risk of suicide” (TJC, 2019), limited
progress has been made in advancing clinicians’ ability to accurately
identify elevated risk. An area that is particularly challenging is antici-
pating the expected ebb and flow of suicide risk over time, including

changes in suicide risk post-treatment or following significant clinical
decisions such as discharge from an inpatient facility or emergency
department (Riblett et al., 2023).

Traditional methods of assessing risk are now recognized as far less
effective in predicting suicidal behavior than previously believed. A
meta-analysis of 365 studies conducted over the previous five decades
concluded that “traditional risk factors are poor predictors of suicide
thoughts and behaviors”, including common predictive factors for future
suicide attempts such as prior non-suicidal self-injury (NSSI), prior
suicide attempts, prior hospitalization, Axis II diagnoses, and commonly
used screening tools (Franklin et al., 2017). Simpson et al. (2021)
reviewed the significant limitations of traditional approaches that focus
predominantly on suicidal thinking, plans, and suicidal intent, and
called for new tools and perspectives given the remarkably poor
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predictive values for widely used assessment tools like the Columbia
Suicide Severity Rating Scale (C-SSRS; Posner et al., 2011).

The need to identify new approaches to understanding and detecting
suicide risk is coupled with a need to reconceptualize how we define and
evaluate the clinical utility of assessment instruments and how they
relate to underlying theories of suicide risk. As Ryan and Oquendo
(2020) appropriately noted, detecting elevated suicide risk in clinical
assessment is not the same as “prediction.” Rather, it involves recog-
nizing time-limited periods of heightened risk and responding appro-
priately (Bryan and Rudd, 2016). The clinical utility of a suicide risk
assessment measure or tool is not simply a function of overall diagnostic
(or classification) efficiency and related psychometrics. Instruments
with clinical utility offer meaningful information that helps the clinician
identify and understand potentially unique elements of individual
vulnerability to episodes of suicidality, the onset or resolution of discrete
episodes of acute risk, vulnerability for enduring or chronic risk, the
potential for future suicidal behaviors, and individual response to tar-
geted interventions or treatment believed to reduce risk.

In contrast to assessing the presence or absence of suicidal thinking,
associated plans, and elements of suicidal ideation typical of screening
tools, the original long-form Suicide Cognitions Scale (SCS; Rudd et al.,
2008), a revised version (SCS-R; Bryan et al., 2020; Bryan et al., 2014),
and a brief-form modification (i.e., B-SCS; Rudd and Bryan, 2021) all
represent potentially meaningful additions to a clinician’s suicide risk
assessment framework. All iterations of the SCS assess suicide cognitions
related to motivation(s) to die without asking specifically about the
nature of suicidal thinking. The various iterations of the SCS build on
previous efforts to understand both acute and enduring vulnerability to
suicide and suicidal behaviors as a function of individual characteristics,
including enduring belief systems like trait hopelessness (Abramson
et al., 1989; Brown et al., 2000), perceived burdensomeness, and ac-
quired capability to die (Joiner et al., 2005; Joiner, 2005). The idea of
chronic or enduring suicide risk aligns closely with Wenzel et al.’s
(2009) discussion of the importance of belief systems or “schemas” in
understanding fluctuations and variability of suicide risk over time. This
concept also parallels Rudd’s (2006) idea of enduring vulnerability or
“residual and chronic” suicide risk following the resolution of an acute
suicidal episode fueled by identity-related suicide cognitions of unlov-
ability (belief that one is unlovable), unbearability (belief that one’s
emotional pain is unbearable), and unsolvability (belief that one’s
problems are unsolvable) (Bryan et al., 2017; Ellis and Ruffino, 2015).

Several studies have demonstrated the clinical utility of the original
and modified versions of the SCS for both recognizing and responding to
elevated suicide risk over time and across a range of clinical settings
(Bryan et al., 2014, 2017; Ellis and Ruffino, 2015), with item responses
being strongly influenced by a general latent factor (Bryan et al., 2020).
Similarly, previous work suggests the underlying latent factor of the
original SCS is captured by the unidimensional structure of the B-SCS
(Rudd and Bryan, 2021). There is converging and compelling evidence
to support the validity of the original long-form SCS and brief-form
modifications, with scores from these measures demonstrated to
differentiate those with a history of suicide attempts from those only
experiencing suicidal ideation and to meaningfully predict future sui-
cide attempts after controlling for suicidal thinking in the clinical sam-
ples studied (Bryan et al., 2014; Rudd and Bryan, 2021). These initial
findings suggest the original SCS and B-SCS items assess aspects of sui-
cide risk that are distinct from traditional perspectives focused on
suicide-specific constructs and content such as suicidal thinking, plans,
and suicide intent.

The current study sought to build on the growing foundation for the
clinical utility of the SCS by examining clinically significant change
(CSC) and identifying related threshold values or cutting scores for the
B-SCS, in accordance with recommendations by Jacobson and Truax
(1991). To differentiate “functional and dysfunctional” B-SCS scores as
they described, we used a normative general population sample (with
participants excluded for acute suicidal crisis) and three different
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clinical samples, all with varying degrees of suicide risk. Following the
approach of Jacobson and Truax (1991), a measure of CSC was used to
determine if a B-SCS score is more likely to fall within the normative or
clinical range, establishing a cutting score for B-SCS values indicating
elevated suicide risk. Recent work with the SCS-R (Bryan and Rudd,
2016) found that measurement of CSC is particularly effective at
establishing threshold values to gauge meaningful change in suicide risk
pre- and post-treatment, along with identifying threshold values (i.e.,
cutting scores) that can be used to anticipate acute episodes and chronic
suicide risk, with scores having important implications for subsequent
clinical decision-making and quality of care for individuals at high-risk
for suicide. Coupled with the recent SCS-R findings, this extension to the
B-SCS is, to our awareness, the first time this approach has been used
with a scale targeting suicide risk.

2. Methods

Participants included four diverse samples representing a broad
range of suicide risk:

1) A normative, non-clinical sample of undergraduate students (N =
236) participating in research as a requirement for an introductory
psychology course.

2) An inpatient sample (N = 200) admitted and treated specifically for
elevated suicide risk as part of a randomized clinical trial (RCT;
Diefenbach et al., 2020).

3) A clinical sample of consecutive inpatient admissions to a psychiatric
unit (not all indicating elevated suicide risk) in a major tertiary care
medical center (N = 160). Admissions occurred over an 18-month
period.

4) A clinical sample of emergency department (ED) patients presenting
to an emergency department in a tertiary care medical center (N =
156), including individuals who made a suicide attempt (n = 53) and
individuals presenting with suicidal ideation (n = 41). Not all pre-
sentations resulted in subsequent inpatient admission.

The four studies were conducted over a period of several years and
across different institutions and did not occur simultaneously. All were
reviewed and approved by the appropriate institutional review board,
and all participants reviewed and signed appropriate informed consent
documents. Each sample is described in more detail below. Cases with
missing data were excluded from all clinical samples prior to analysis.
There were no exclusion criteria for the normative undergraduate
sample, aside from evidence of an acute crisis warranting emergency
evaluation and intervention at the time the study was completed (i.e.,
individual distress during the study). No students, however, were
excluded for this reason. General exclusion criteria for the three clinical
samples included: (a) active psychosis, (b) cognitive impairment that
prevented participation (e.g., dementia, delirium, diminished intellec-
tual functioning), and (c) impairment in reading and comprehension
that resulted in an inability to read, understand, and complete study
instruments, as well as the informed consent documents (e.g., severe
learning disorders, non-English speaking). As detailed below, there were
some differences in exclusion criteria for the inpatient randomized
clinical trial sample. See Table 1 below for a summary of demographic
details across all samples.

Normative Sample. The student sample (N = 236) included in-
dividuals self-identifying as female (n = 195, 83 %) and male (n = 41,
17 %) participating in research for extra credit for an introductory
psychology course. Ages ranged from 18 to 33 years old (M = 19). There
was moderate self-identified racial/ethnic diversity in the sample, with
34 Black/African-American participants (10 %), 29 Hispanic/Latino (8
%), 31 Asian (9 %), 1 Native American (.3 %), 1 East Indian (.3 %), 247
White/Non-Hispanic (71 %), and 6 participants designated as “other”
(1.4 %). With respect to marital status, the overwhelming majority were
single and had never been married (n = 345, 99 %), with only 4 (1 %)
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Table 1
Demographic comparisons across samples.
Normative Inpatient Inpatient Emergency
Sample (N RCT (N = Consecutive Department
= 236) 200) Admission (N =156)
(N = 160)

Age Range 18-33 (19) 18-65 (33) 18-81 (40) 18-58 (38)
(mean)

Male 195 (83 %) 83 (41.5%) 47 (29 %) 113 (72.4 %)
Female (%) 41 (17 %) 117 (58.5 113 (71 %) 43 (27.6 %)
Assigned at %)

Birth/
Identifying

Relationship 234 (99 %) 157 (78.5 100 (62.5 %) 133 (85.3 %)
Status 2(1 %) %) 60 (37.5 %) 23 (14.7 %)
Single (never 34(17 %)
married/
divorced/
separated)

Married/Living
Together

History of Mental 40 (11 %) 200 (100 160 (100 %) 156 (100 %)
Health Care %)

History of Suicide 31 (9 %) 200 (100 87 (54 %) 51 (33 %)
Attempt %)

reporting being married.

Although clinical diagnostic assessments were not completed on the
student sample, participants completed additional demographic and
personal history questions, including involvement with previous mental
health care. Additionally, the B-SCS and the full Beck Scale for Suicidal
Ideation (Beck et al., 1979) were administered, and item 20 on the scale
allowed us to identify those with a previous history of suicide attempts.
As would be expected with a non-clinical student sample, a relatively
small number (n = 40, 11 %) reported a previous history of mental
health care (either inpatient or outpatient), and a similarly small num-
ber (n = 31, 9 %) reported a previous history of at least one suicide
attempt, providing limited variability in the sample and an opportunity
for clinical comparisons and identification of meaningful cutting scores
for the B-SCS.

Inpatient Randomized Clinical Trial Sample. Participants were
recruited from inpatient units of a private psychiatric hospital located in
the northeastern United States from January 2020 through February
2023. The current study represents a secondary analysis using data from
a randomized clinical trial testing a modified inpatient adaptation of
Brief Cognitive Behavioral Therapy for Suicide Prevention (BCBT-I; see
Diefenbach et al., 2020 for complete sample description). Inclusion
criteria included individuals between the ages of 18-65 years old and
either 1) suicide attempt within a week of admission or 2) suicide
ideation with a plan on admission, as well as a suicide attempt within
two years. All participants reported a lifetime history of suicide at-
tempts. Exclusion criteria included the following: current mania, life-
time schizophrenia or schizoaffective disorder, intellectual disability,
organic brain disease, electroconvulsive therapy (ECT) included in the
inpatient treatment plan, expected length of stay less than four business
days, unwillingness or inability to follow study procedures, lack of
proficiency in English, or any other medical or psychiatric condition that
would preclude informed consent or ability to participate in the study.

Study eligible participants (N = 213) were randomly assigned via a
computer-generated stratified block (on current Substance Use Disorder
diagnosis) randomization schedule to either BCBT-I or treatment as
usual (TAU). Data were excluded for participants starting ECT (n = 5) or
for failing to complete at least one BCBT-I treatment session (n = 8),
resulting in a final sample size of 200 (BCBT-I; n = 94; TAU n = 106).
Participants completed study assessment protocols at intake, discharge,
and monthly follow-ups for six months.

Inpatient Consecutive Admission Sample. This sample included
160 consecutive admissions to an inpatient psychiatric unit, including
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individuals self-identifying as female (n = 113, 71 %) and male (n = 47,
29 %). Ages ranged from 18 to 81 years old (M = 40). As with the student
sample, self-identified racial/ethnic diversity was moderate with 16
Black/African-American participants (10 %), 3 Native American (2 %),
17 Hispanic/Latino (11 %), 122 White/Non-Hispanic participants (76
%) and two participants indicating ethnicity as “other” (1 %). In terms of
marital status, 38 were single and never married (24 %), 60 married (38
%), 18 separated (11 %), 34 divorced (21 %), and 10 widowed (6 %).

Participants in this clinical sample were administered a brief de-
mographic interview with a trained nurse to obtain background infor-
mation (ethnicity, education level, marital status, number of previous
psychiatric hospitalizations, if any, and number of previous suicide at-
tempts, if any). Suicide attempt status and Axis I clinical diagnosis(es)
were determined by reviewing the admission note in the medical record.
Fifty-eight participants (36 %) did not receive an Axis I diagnosis in the
chart, with some receiving a deferred diagnosis and others receiving a
primary diagnosis on Axis II. After completion of the history and chart
review, participants completed all self-report measures in random order.
The length of stay for the clinical sample ranged from 1 to 21 days (M =
4.8 days). The most common primary Axis I diagnosis was a depressive
disorder (i.e., major depressive disorder with both single and recurrent
episodes and depressive disorder not otherwise specified), with 60
subjects (38 %) diagnosed with a depressive disorder, followed by
substance use disorder (n = 18, 11 %; including alcohol, cannabis,
opioids, and polysubstance abuse), bipolar disorder (n = 9, 6 %) and
adjustment disorder (n = 5, 3 %). The most frequent Axis II diagnosis
was borderline personality disorder, with 19 participants (12 %)
receiving this diagnosis.

A total of 100 participants (63 %) were admitted for a suicidal crisis
and 68 (43 %) reported multiple admissions over their lifetime, ranging
from 1 to 25 (M = 2). Ninety participants (56 %) reported that it was
their first admission for suicidality. A total of 87 participants (54 %)
reported a prior history of suicide attempts regardless of the status of the
current admission, ranging from 1 to 20 (M = 2.5) previous suicide at-
tempts, providing an opportunity to compare participants solely with
ideation, participants with a single attempt, and participants with
multiple attempts. As mentioned above, suicide attempt status at the
time of admission was determined by clinical chart review, with the
admitting psychiatrist indicating suicide intent and categorizing the
behavior as a suicide attempt.

Emergency Department Sample. This clinical sample included a
total of 156 participants presenting to an emergency department at a
tertiary-care medical center during an acute episode of suicidality,
including 51 making suicide attempts and 43 experiencing suicidal
thoughts. A significant majority of the sample (N =77, 81.9 %) reported
previous episodes of suicidality. The mean age was 38 years (SD = 10.5;
range = 18-58), with individuals self-identifying as female (n = 113)
and male (n = 43). Self-identified racial/ethnic diversity was moderate,
with 58 reporting as White (61.7 %), 22 Black (23.4 %), 12 Hispanic
(12.8 %), and 2 Native American (2.1 %). With respect to marital status,
32 reported being single/never married (34 %), 23 married (24.5 %), 19
divorced (20.2 %), 7 separated (7.4 %), 9 cohabitating (9.6 %), and 4
widowed (4.3 %). Although additional measures were not collected,
participants agreed to a six-month follow-up phone call to assess the
presence of any subsequent suicide attempts (i.e., suicide attempt Time
2), allowing an opportunity to address the predictive value of the B-SCS
items. A total of 16 suicide attempts were reported at T2 (17 % of the
original sample).

2.1. Measures

The Brief Suicide Cognitions Scale (B-SCS; Rudd and Bryan, 2021)
was administered across all four samples. The B-SCS includes both a
5-item and 6-item self-report version designed to measure
suicide-specific cognitions (unsolvability, unlovability, and unbear-
ability) consistent with the suicide mode (Rudd, 2006). The
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suicide-specific cognitions targeted by the B-SCS address core beliefs
revolving around both identity (unlovability; “I’m completely unworthy
of love™) and agency (unbearability; “I can’t imagine anyone being able
to withstand this kind of pain”; unsolvability; “nothing can help solve
my problems”). Both the 5-item and 6-item versions have comparable
psychometric outcomes and perform similarly across a range of clinical
settings (Rudd and Bryan, 2021). The advantage of the 5-item version is
that no scale items mention the word “suicide”, with the one item
mentioning the word suicide removed in the 5-item version. The 5-item
version was evaluated across all samples for the current study.

The items are measured on a 5-point Likert scale ranging from 1
(Strongly Disagree) to 5 (Strongly Agree). Total scores range from 5 to 25,
with lower scores indicating lower risk and higher scores indicating
higher risk and the presence of suicide cognitions. The B-SCS has
demonstrated strong reliability, validity, and both positive and negative
predictive value in previous studies utilizing both clinical and non-
clinical samples.

In addition to B-SCS scores, all four samples provided additional data
on history of suicide attempts, suicide attempts over six-month follow-
up (for the inpatient RCT and the ED sample), suicide attempt status at
initial evaluation, and lifetime suicide attempt status.

2.2. Analytic approach and plan

We calculated CSC using the methods recommended by Jacobson
and Truax (1991), with values indicating appropriate cutting scores for
differentiating “functional versus dysfunctional” B-SCS scores. When the
distributions of scale scores between groups with and without a condi-
tion of interest overlap, Jacobson and Truax recommend defining CSC as
the midpoint between the mean scores of the two groups. In this anal-
ysis, all three clinical samples served as the group with the condition of
interest (i.e., suicidal ideation and/or behaviors within the past month)
and the normative student sample (in which participants in acute sui-
cidal crisis were excluded) served as the comparison, normative group
without the condition of interest.

The calculated cutting score values were 8.8 for the ED sample, 9.1
for the inpatient RCT sample, and 9.3 for the inpatient consecutive
admission sample. With rounding to the nearest B-SCS scale value,
calculated cutting scores were identical across all three clinical samples,
with an identified B-SCS threshold value of <9 as within the normative
range and those above consistent with elevated suicide risk. To assess
the validity of this CSC value, we compared follow-up suicide attempt
rates between patients in the ED sample and the inpatient RCT sample
who fell above and below the threshold value. In both studies, follow-up
suicide attempts were assessed as a binary outcome (yes or no). The
inpatient consecutive admission sample included suicide attempt status
at admission and lifetime history of suicide attempts, allowing us to
compare the B-SCS threshold value in terms of those with and without a
recent attempt, along with those with and without a lifetime history of
suicide attempts. The inpatient RCT sample also included multiple as-
sessments of suicide ideation over a six-month follow-up period,
enabling the comparison of suicide ideation for those falling above and
below the B-SCS cutting score value post-discharge over the entire
follow-up period.

Given the very limited number of cases with missing data and that
missingness was consistent with the core assumptions of MCAR (missing
completely at random), case-wise exclusion was utilized with no
meaningful reduction in available samples. The data were analyzed
using IBM SPSS Statistics (Version 30), with the assumptions for the
subsequent chi-square comparisons and related odds ratios being cate-
gorical data, independent observations, and adequate sample sizes.
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3. Results
3.1. Clinically significant change and cutting-score values in B-SCS scores

In accordance with Jacobson and Truax (1991), we calculated clin-
ically significant change (CSC) as the midpoint between the mean
normative sample (M = 6.31, SD = 2.85) and each of the three clinical
samples, including the inpatient RCT randomized clinical trial sample
(M = 15.03, SD = 5.74), the inpatient consecutive admission sample (M
= 14.67, SD = 5.03), and the ED sample (M = 13.42, SD = 5.27). The
B-SCS cutting-score value was estimated at < 9 across all three clinical
samples, with those scoring above the cutoff indicating elevated risk.

3.2. Validity of B-SCS cutting score: suicide attempt risk over six-month
follow-up

For the inpatient RCT sample (N = 192), the number of suicide at-
tempts reported during the six-month follow-up differed significantly
between patients scoring below and above the B-SCS threshold value at
baseline (X = 5.90,p =.01; OR =5.26, 95 % CI [1.20, 23.03]), with 46
of 48 suicide attempts (96 %) reported over the six-month follow-up
period correctly classified as having elevated suicide risk based on the B-
SCS cutting score. In the ED sample (N = 156), 15 of the 16 suicide
attempts (94 %) reported during the six-month follow-up period were
correctly classified as having elevated suicide risk using the B-SCS cut-
ting score (X2 = 2.84,p =.03; OR = 5.00, 95 % CI [.64, 39.2]). Finally,
116 of the 132 suicide attempts at admission (88 %) for the inpatient
consecutive admission sample were correctly classified as having
elevated risk using the cutting score x? = 4.10, p=.04;0R=2512,95
% CI [1.01, 6.27]).

As mentioned above, suicide ideation was assessed at each follow-up
point for the inpatient RCT sample. There were significant differences in
suicide ideation between those scoring above and below the B-SCS
threshold value at intake over the entirety of the six-month follow-up
period (F(1) = 10.31, p = .002, np? = .15), with those scoring below the
threshold, on average, not experiencing clinically elevated levels of
suicidal ideation as measured by the Adult Suicidal Ideation Question-
naire (Reynolds, 1991) throughout follow-up (see Fig. 1), with a large
effect size.

The availability of six-month follow-up for the ED sample and the
inpatient RCT sample allowed for calculation of sensitivity, specificity,
positive predictive value (PPV), and negative predictive value (NPV)
estimates. In the ED sample, sensitivity was .94, specificity .25, PPV .13,
and NPV .97. The B-SCS demonstrated strong sensitivity, correctly
identifying 15 of 16 individuals who made a suicide attempt during

Those Above BSCS Cutoff
-
—

50.00

40.00
Grand Mean

30.00

2000 S

o Those Below BSCS Cutoff

Estimated Marginal Means

10.00

1 2 é 4 5 6
Mean ASIQ Scores at Each Monthly Follow-up Point

Fig. 1. Mean ASIQ Scores for those above and below BSCS cutoff.
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follow-up, and its high NPV indicated that 97 % of those classified as low
risk did not attempt suicide. Similarly, in the inpatient RCT sample,
sensitivity was .96, specificity .19, PPV .28, and NPV .93. The B-SCS
accurately identified 46 of 48 suicide attempts, and 93 % of those
scoring below the cutoff did not attempt suicide during the follow-up
period.

4. Discussion

In contrast to traditional screening instruments, the B-SCS has a
potentially unique role in both recognizing and responding to elevated
suicide risk across a range of clinical settings by assessing suicide cog-
nitions related to motivation to die around suicidal beliefs of unlov-
ability, unbearability, and unsolvability rather than specific suicidal
thoughts, plans, and intent. As Riblett et al. (2023) noted, no single
traditional measure has demonstrated the necessary positive and nega-
tive likelihood ratios for effective clinical use. Similarly, Seyedsalehi &
Fazel (2024) recently the importance of evaluating clinical utility across
different clinical contexts requires flexibility in the interpretation of
positive and negative predictive values, with variable tolerance for high
false positive rates given clinical acuity and related consequences. As
originally conceptualized, suicide cognitions as measured by the B-SCS
are hypothesized to be a critical component of the suicidal mode (Rudd,
2006). The suicidal mode is hypothesized to fluctuate between active
and inactive states, depending on individual activation thresholds. Once
the suicidal mode is activated, suicide cognitions emerge as part of a
discrete process that elevates suicide risk for time-limited periods. Evi-
dence has accumulated supporting this approach to suicide risk as a
discrete process rather than a continuous one (Bryan et al., 2020; Rufino
et al., 2018).

In the current study, the use of the CSC strategy allowed us to identify
B-SCS cutting scores differentiating high versus low risk and consistent
with identifying a threshold value for an active suicidal mode and a
discrete period of elevated suicide risk. Identified cutting scores with
both the RCT and the emergency department clinical samples resulted in
accurate classification of 96 % and 94 % of suicide attempts over the six-
month follow-up period, respectively, with those scoring above the
cutting score at five times higher risk of making a suicide attempt in
contrast to those scoring below the threshold value. In these particular
clinical contexts, it is arguable that sensitivity and negative predictive
value are of particular importance and, given the nature of clinical
decision-making, may counterbalance poor specificity and positive
predictive value estimates.

Current results indicate that both sensitivity and negative predictive
value estimates for the B-SCS were quite good, although specificity and
positive predictive value estimates were poor. In addition, results from
the RCT sample illustrate the clinical utility of the B-SCS in relationship
to other clinical measures like suicidal thinking, with those scoring
below the cutting score reporting, on average, non-clinical levels of
suicidal ideation throughout the entirety of the follow-up period and
those scoring above experiencing clinically significant ideation over the
same period. These findings suggest that there may be value in using a
constellation of measures—such as the B-SCS, suicidal ideation, and
suicidal behavior—in combination to assess treatment response or track
post-discharge risk, making the B-SCS most useful as part of a broader
clinical risk assessment rather than as a standalone predictive tool.

The ability to identify those at elevated enduring or chronic risk for
future suicidal behavior (i.e., in this case, suicide attempts) at discharge
from an inpatient facility or emergency department when traditional
measures of suicidal thinking, plans and intent have resolved or are
within normal limits is potentially critical. As Berman (2018) reported,
over 70 % of those dying by suicide within a week of evaluation in a
healthcare setting denied suicidal thinking at the time of evaluation.
With current B-SCS results mirroring those with the SCS-R (Bryan and
Rudd, 2016), the use of the B-SCS cutting score would allow the clinician
to anticipate the need for additional suicide prevention care following
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discharge, targeting enduring vulnerability or chronic suicide risk in
particular. This is consistent with the idea of treatment tailoring
(Almirall et al., 2014). Clinical information that facilitates treatment
tailoring offers individual insights that can inform subsequent treatment
decisions with individuals at high-risk. Similarly, current results suggest
the B-SCS may have particular utility in assessing post-treatment
response, likely in addition to traditional measures of suicidal
thinking, plans, and intent, and related symptom measures, consistent
with the characteristic features of an active suicidal mode (i.e., suicidal
thoughts, suicide cognitions, associated symptoms, and behaviors).
Rather than focusing efforts on the use of a single screening tool,
effectively recognizing and responding to suicide risk may require a
more comprehensive approach. This would involve clearly connecting
underlying theories of risk to specific assessment and monitoring tools,
and strategically using a combination of measures. Given the natural
variability across different clinical scenarios with varying probabilities
of suicide risk, it is essential to tailor the risk assessment process to the
specific context and clinical purpose. This approach should weigh the
clinical utility of assessment tools while considering factors such as
variable sensitivity, specificity, and negative and positive predictive
value estimates in accordance with the identified clinical question.
The current study is not without significant limitations. The
normative sample did not represent the general population and offered a
restricted age range of participants. More representative samples are
needed for normative comparisons and calculation of B-SCS cutting
scores in future research. Additionally, the normative sample appeared
to potentially be overrepresented with respect to both a past history of
mental health care (11 %) and prior suicide attempts (9 %), an issue that
needs careful scrutiny in subsequent normative comparisons. Although
the clinical samples offer a range of suicide risk; they are small,
demonstrate demographic imbalance, are naturally limited in the
representativeness of risk and related clinical diagnoses, a problem
compounded by a brief follow-up window of six months for the current
study, the use of self-report measures, and the retrospective nature of
chart reviews. Ideally future studies would allow for longer follow-up
windows (i.e., 12-24 months) to address the critical issue of enduring
or chronic suicide risk. There is also a need for clinical samples across
the full spectrum of clinical assessment and treatment environments,
including additional outpatient, emergency department, partial hospi-
tal, and intensive outpatient settings. Similarly, there is a need for future
samples to address potential clinical confounds such as comorbid di-
agnoses, particularly given our exclusion of those struggling with psy-
chosis, and variable treatment histories in an effort to improve internal
validity. The small and non-representative samples require caution in
interpretation, clinical application, and generalizability across various
clinical contexts. Similarly, longer follow-up windows would allow for
more accurate estimates of predictive values of identified cutting scores.
Given the identified limitations, it is most appropriate to interpret
the current study as initial evidence supporting the need for flexible
interpretation of classification indices for suicide risk measures (i.e.,
sensitivity, specificity, NPV, PPV) given the particular clinical demands
and related nuance, consistent with the arguments of Riblett et al.
(2023) and Seyedsalehi and Fazel (2024). As Seyedsalehi and Fazel
(2024) appropriately note, there are not optimal threshold values and
cutting scores that apply across all clinical practice settings, with vari-
able costs and benefits of true positives, false positives, and false nega-
tives depending on the specific clinical context. For example, in an
emergency department considering the need for possible hospitaliza-
tion, available support from family and friends, coupled with accessible
outpatient care, with higher thresholds for admission if the individual
has accessible support and outpatient care. Also consistent with the
argument of Seyedsalehi and Fazel (2024), current results highlight the
need to be flexible in the clinical application of suicide risk measures like
the B-SCS. In particular, combining tools like the B-SCS with other
validated measures like the Columbia Suicide Severity Rating Scale
(C-SSRS) (Posner, 2007) to capture different aspects and dimensions of
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suicide risk is critical for an accurate understanding of suicide risk that
informs both immediate clinical decisions, along with ongoing
treatment.

The B-SCS is a brief measure that can help inform clinical decision
making in identifying individuals at elevated suicide risk across diverse
clinical populations. Of particular importance, though, the information
provided by the B-SCS complements information gathered by more
traditional tools like the C-SSRS and can help generate a more
comprehensive understanding of suicide risk across the full spectrum,
one that informs both immediate clinical decisions regarding acute risk
and safety, coupled with longer term treatment decisions and directions
for those at chronic risk.
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