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Abstract
	The current study establishes a uniform clinical cutting score for the Brief Suicide Cognitions Scale (B-SCS) utilizing a large normative student sample and six distinct clinical samples across a range of settings and levels of suicide risk. Two complementary approaches were used to establish cutting scores: the normative sample comparison method proposed by Jacobson and Truax (1991) and receiver operating characteristic curve analysis. A total of seven samples were included in this secondary analysis: a large normative student sample (N=1,899), three randomized clinical trial samples (Ns=285, 200, and 118), an emergency department sample (N=156), an inpatient consecutive admission sample (N=160), and a clinical sample of individuals seeking treatment for problem gambling but not experiencing a suicidal crisis (N=290). Five of the six clinical samples (the three clinical trial samples, the emergency department sample, and the consecutive inpatient sample) included individuals presenting with elevated acute suicide risk, allowing them to be aggregated for subsequent analyses. The total available N across all samples was 3,108. Cutting scores were calculated for each clinical sample and the aggregated acute-risk clinical sample using both methods. A uniform B-SCS cutting score of 11 was identified for all clinical samples experiencing elevated acute suicide risk, with convergence across methods and both independent and aggregated sample analyses. A lower cutting score of 10 was identified for the gambling clinic treatment seeking sample not experiencing acute suicidality, suggesting that different B-SCS cutting scores may be appropriate for acute suicide-risk samples versus non-acute clinical samples. Implications for screening, clinical assessment, and ongoing care are discussed.  
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Introduction
	The Brief Suicide Cognitions Scale (B-SCS) is a modified version of the original Suicide Cognitions Scale (SCS) (Rudd et al., 2008), which was developed to assess suicide cognitions related to the underlying motivation to die (i.e., reasons for dying). In addition to the original 20-item SCS and B-SCS, a 16-item version of the SCS (SCS-R) was later developed (Bryan et al., 2014, 2020). The B-SCS includes both five- and six-item versions, with the five-item version excluding a single item that explicitly references suicide. Recent research has found that the five-item version demonstrates excellent psychometric properties comparable to the six-item version (Rudd et al., 2025) and shows promise as a brief measure for identifying both elevated acute and latent suicide risk in clinical populations, including those not presenting with acute suicidal distress or upset (Rudd et al., 2026). Available evidence supports several identifiable strengths of the B-SCS, including strong psychometric properties, the ability to complete the five items in only a few minutes across diverse clinical settings and contexts, a unidimensional factor structure incorporating suicide cognitions spanning both identity (i.e., unlovability) and agency themes (i.e., unbearability and unsolvability), along with excellent sensitivity and positive predictive value for future suicidal behavior (Bryan et al., 2020; Bryan et al., 2014, 2017; Ellis and Ruffino, 2015; Rudd et al., 2025; 2026).
The importance of suicide cognitions in understanding and modeling individual vulnerability to both acute, discrete episodes of elevated suicide risk and chronic or enduring latent risk is described in fluid vulnerability theory (FVT; Rudd, 2006) and more specifically, as the cognitive component of the suicidal mode (Beck, 1996; Rudd, 2009). Suicide cognitions are conceptualized as psychological vulnerabilities that contribute to individual variability and fluctuations in suicide risk over time. FVT and the suicidal mode encompass similar constructs that emphasize individual belief systems, interpersonal, and cognitive vulnerabilities, including trait hopelessness (Abramson et al., 1989; Brown et al., 2000), perceived burdensomeness, thwarted belongingness, and acquired capability to die (Joiner et al., 2005; Joiner, 2005), along with individual-specific schemas (Wenzel, 2009) as central to accurately understanding and responding to fluctuations in suicide risk over time. 
A growing body of literature supports the validity, reliability, and clinical utility of the SCS, SCS-R, and B-SCS across a range of clinical settings. Of particular importance, these measures have demonstrated the ability to meaningfully differentiate individuals with a history of suicide attempts from those experiencing suicidal ideation alone, coupled with excellent positive predictive value regarding future suicide attempts, even after controlling for suicidal thinking (Arslan et al., 2024; Bryan et al., 2014; Fischer et al., 2024; Reinbergs et al., 2025; Rudd and Bryan, 2021; Starkey et al., 2025). Collectively, research to date suggests the SCS, SCS-R, and particularly the B-SCS items assess elements of suicide risk that are potentially distinct from traditional suicide-specific indicators central to most approaches to suicide risk assessment such as suicidal thinking, plans, and intent. These measures offer considerable potential as simple tools to identify vulnerability to acute or chronic suicide risk by assessing suicide cognitions that contribute to the emergence and potential persistence of suicidal thoughts and behaviors, as was previously demonstrated with a small treatment seeking sample not in acute suicidal crisis (Rudd et al., 2026).
The current study is a secondary analysis that expands on the growing research foundation supporting the clinical utility of the B-SCS by identifying threshold values or cutting scores for the B-SCS utilizing two common approaches: the Jacobson and Truax (1991) strategy of using a normative comparison group to differentiate “functional and dysfunctional” scores and receiver operating characteristic (ROC) curve analysis based on probability and signal detection theory (Hanley & McNeil, 1982; Nahm, 2022). Given the availability of six distinct clinical samples, we were able to calculate and compare the two approaches across several analytic contexts, including: a) sample-specific cutting scores to identify any potential differences across clinical settings of individuals experiencing acute suicidal crises, b) a cutting score for a clinical treatment-seeking sample not experiencing an acute suicidal crisis, and c) an aggregated clinical sample incorporating the five clinical samples characterized by elevated acute suicide risk ( indicated in Table 1).
Although cutting scores for the B-SCS were previously estimated (Rudd et al., 2025), the current study incorporated a significantly larger normative sample (N=1,899) compared to the much smaller and less representative normative sample previously available (N=236) and a much larger sample of individuals not experiencing an acute suicidal crisis while seeking treatment for problem gambling (N=290). We were able to incorporate data from two additional clinical samples drawn from randomized clinical trials (RCT) of individuals identified for treatment secondary to elevated acute suicide risk. It was hypothesized that the larger, more representative normative sample would allow for more stable and accurate estimates of the B-SCS cutting score, with implications for subsequent sensitivity, specificity, and related ROC curve analyses. Additionally, it was hypothesized that the calculated cutting score for the treatment-seeking gambling clinic sample would differ from that calculated for the samples characterized by active acute suicidality, consistent with observed clinical differences between individuals presenting with elevated acute risk and those presenting with latent suicide risk (Rudd et al., 2026). 


Analytic approach and plan 
This secondary analysis was conducted to establish threshold values (cutting scores) for the B-SCS, using available data from multiple clinical samples and a large normative student sample. Following the recommendations of Jacobson and Truax (1991), values indicating appropriate cutting scores differentiate “functional versus dysfunctional” B-SCS scores identified as the midpoint between the mean scores of the two groups in each analysis. For these analyses, five of the six clinical samples served as groups with the condition of interest (i.e., suicidal ideation and/or suicidal behaviors within each original study’s assessment window consistent with study inclusion criteria) and the student sample served as the normative comparison group without the condition of interest. For comparisons utilizing the gambling clinic treatment seeking sample, the group of interest was characterized by elevated clinical distress or upset prompting a request for treatment to address problem gambling, rather than an acute suicidal crisis. 
ROC curve analysis was completed separately using the normative student sample coupled with each clinical sample, along with a separate curve analysis for the aggregated clinical sample (i.e., using the five clinical samples characterized by elevated acute risk), with the maximal cutoff score determined by the Gini coefficient (a measure of binary discriminatory power) and the maximum Kolmogorov-Smirnov (K-S) metric (also represents the maximum value of Youden's index possible on the curve).  Given that less than 5% of cases in each sample had missing B-SCS values, case-wise exclusion was utilized with no meaningful reduction in available sample sizes. The data were analyzed using IBM SPSS Statistics (Version 31).
Methods 
Participants were included from seven diverse samples, including one normative, non-clinical college student sample and six clinical samples. Five of the clinical samples included individuals at elevated acute suicide risk, and one clinical sample included individuals enrolled in treatment for problem gambling who were not experiencing a suicidal crisis. The total number of participants across all samples was 3,108 and included: 
1) A normative, non-clinical sample of undergraduate students (N=1,899) participating in research as a requirement for or for course credit in an introductory or advanced psychology course (Starkey et al., 2025). 
2) Participants (N=285) from an RCT of Aviva, a digital adaptation of brief cognitive behavioral therapy for suicide prevention (BCBT-SP), for individuals referred secondary to elevated risk of suicide in a primary care setting (Rudd et al., 2025b).
3) A clinical sample of individuals (N=290) seeking treatment for problem gambling at an outpatient specialty clinic but not experiencing an acute suicidal crisis. 
4) A clinical sample of consecutive inpatient admissions (N=160) to a psychiatric unit in a major tertiary care medical center, the majority of whom indicated elevated suicide risk. Admissions occurred over an 18-month period. 
5) An inpatient sample (N=200) admitted and treated specifically for elevated suicide risk as part of an RCT for an inpatient adaptation of BCBT-SP (Diefenbach et al., 2020).
6) A clinical sample of patients presenting to an emergency department (ED) in a tertiary care medical center (N=156), including individuals who made a suicide attempt (n=51), individuals presenting with suicidal ideation (n=43), and all others reporting significant emotional distress and upset, including morbid thoughts. Not all presentations resulted in subsequent inpatient admission. 
7) A clinical sample (N=118) from the original BCBT outpatient RCT (Rudd et al., 2015) offering treatment for those experiencing suicidal thoughts with associated suicide intent and/or a suicide attempt. 
The seven studies were conducted over a period of several years across different institutions and did not occur simultaneously. All initial study procedures were reviewed and approved by the appropriate institutional review boards, and all participants reviewed and signed informed consent documents at the time of study enrollment or when granting permission for their deidentified data to be retained for future research. Participants in each sample are described in more detail below. As noted above, less than 5% of cases had missing B-SCS data so case-wise exclusion was used prior to analysis. There were no formal exclusion criteria for the normative undergraduate student sample beyond experiencing an acute crisis while completing the study (no participants were excluded for this reason), allowing for a non-clinical normative comparison group. General exclusion criteria for the clinical samples across the RCTs, the gambling treatment sample, emergency department sample, and consecutive inpatient admission sample included: (a) active psychosis, (b) cognitive impairment that prevented participation (e.g., dementia, delirium, diminished intellectual 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). Any additional sample-specific exclusions are summarized below. 
Normative Sample. The student sample (N = 1,899) included individuals participating in research for extra credit for an introductory or advanced psychology course, with the majority self-identifying as female (n = 1,500, 79%) followed by male (n = 397, 21 %), and two participants preferred not to disclose gender (.01%). Ages ranged from 18 to 67, with a mean age of 19 years old. There was moderate self-identified racial/ethnic diversity in the sample, with 456 Black/African-American participants (24%), 190 Hispanic/Latino (10%), 133 Asian (7%), 19 Native American Indian/Alaskan Native (1%), 19 Middle Eastern/North African/Arab Origin (1%), and 1,082 White/Non-Hispanic (57%). Regarding years in school, 54% reported being first year, 21% second-year, 14% third year, and 11% fourth year students. 
Although clinical diagnostic assessments were not completed on the student sample, participants completed additional demographic and personal history questions, along with a range of psychological scales not relevant to the current study (Starkey et al., 2025). 
Aviva Randomized Clinical Trial. In the Aviva RCT (Rudd et al., 2025b), 285 individuals responded to demographic questions, including 228 males (80%) and 57 females (20%). The average age of the sample was 26, with a range of 18 to 51 years. In terms of race/ethnicity, 60% self-reported as White (n=171), 26% Hispanic/Latino (n=74), 14% Black/African-American (n=40). Forty-four percent reported having a high school diploma or equivalent (n=125), 34% some college but no degree (n=100), 10% a bachelor’s degree (n=28), 11% an associate’s degree (n=30), and 1% a master’s degree (n=2). 
Gambling Clinic Treatment Seeking Sample. Participants included individuals presenting for treatment for gambling disorder at a United States-based outpatient psychological treatment center, that specializes in helping those with gambling problems, specifically the subset of clinic clients who completed suicide-related measures as part of the treatment enrollment process between March 2024 and March 2026 (n=290). No participants were experiencing an acute suicidal crisis. The average age of the sample was 42 years (ranging from 18 to 77 years of age). In terms of gender, 66% self-reported as male (n=191), 33% as female (n=96), and 1% preferred not to report (n=3). With respect to race and ethnicity, 73% (n=212) self-reported as White, 16% (n=46) Black, 3% (n=9) Hispanic, 1% (n=3) Native-American, and 7% (n=20) as multi-racial. Forty-one percent of the sample were married (n=119), 39% never married (n=113), and 20% divorced or separated (n=58). Seventy percent were employed full-time (n=203), 13% retired (n=38), 8% employed part-time (n=23), 8% not employed (n=23), and 1% reported to be full-time students n=3). As for education, 35% reported having a bachelor’s degree (n=101), 14% an associate’s degree (n=41), 16% a master’s or doctoral degree (n=46), 25% reported some college (n=72), 9% a high school or GED degree (n=26), and 1.4% some high school experience (n=4). 
Inpatient Consecutive Admission Sample. This sample included 160 consecutive admissions to an inpatient psychiatric unit, including individuals self-identifying as female (n=113, 71%) and male (n=47, 29%). Ages ranged from 18 to 81 years old (M=40). 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 were administered a brief demographic interview to obtain background information (ethnicity, education level, marital status, number of previous psychiatric hospitalizations, if any, and number of previous suicide attempts, 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 a diagnosis in the chart, with some receiving a deferred diagnosis and others receiving a personality disorder diagnosis. 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 the current hospitalization was their first admission for suicidality specifically. 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 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.
Inpatient Randomized Clinical Trial Sample.  This sample included 200 participants from an RCT testing a modified inpatient adaptation of Brief Cognitive Behavioral Therapy for Suicide Prevention (BCBT-I; see Diefenbach et al., 2020 for complete sample description). Participants were recruited from inpatient units of a private psychiatric hospital located in the northeastern United States from January 2020 through February 2023. Inclusion criteria included age between 18–65 years and either 1) a 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 attempts. Exclusion criteria included the following: current mania, lifetime history of 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 (stratified 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). 
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, 43 experiencing suicidal thoughts and the remainder experiencing morbid thoughts. A significant majority of the sample (N = 127, 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). Among those responding to the ethnicity question, 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; T2), allowing an opportunity to address the predictive value of the B-SCS items. A total of 16 suicide attempts were reported at T2. 
	Original BCBT Outpatient Randomized Clinical Trial Sample. All of those participating in the RCT were active-duty service members and all participants were referred secondary to elevated acute suicide risk, with inclusion criteria including either a suicide attempt and/or active suicidal ideation with associated intent precipitating referral. A total of 31 participants (26%) reported a suicide attempt precipitating referral and 87 (74%) reported serious suicidal ideation with associated intent at the time of referral. Exclusion criteria were summarized above. The mean age of the sample was 28, with an age range of 19 to 51 years. The average number of years in military service was 6 years, with a range of one to thirty years. The sample was 86% (N=101) male and 14% (N=17) female with regards to self-reported gender. 
Measures. All of the samples included in this secondary analysis completed the B-SCS items (Rudd and Bryan, 2021). As noted previously, the 5-item version used for cutting scores in the current study removes one item that explicitly uses the word “suicide.” 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 (Bryan et al., 2020; Bryan et al., 2014, 2017; Ellis and Ruffino, 2015; Rudd et al., 2025a; 2026). 
Results
The B-SCS demonstrated good to excellent reliability across all samples, despite only comprising five items. Cronbach’s alpha coefficients ranged from .81 to .90 across individual samples, with a coefficient of .92 in the aggregated clinical sample. Specifically, internal consistency estimates were .89 for the normative student sample, .81 for the Aviva RCT sample, .86 for the gambling clinic sample, .90 for the consecutive admission sample, .89 for the BCBT-inpatient RCT sample, .83 for the emergency department sample, and .87 for the BCBT outpatient RCT sample. 
The two cutting scores derived from the normative sample comparison approach (Jacobson & Truax, 1991) and ROC curve analysis respectively are presented in Table 1, along with sample-specific B-SCS means and standard deviations. The B-SCS cutting-score values were consistent across clinical samples and convergent across both approaches. Both approaches estimated a cutting score of 11 across the five clinical samples primarily composed of individuals presenting with acute elevated suicide risk and a cutting score of 10 for the gambling clinic treatment seeking sample. Notably, the range of scores across all samples, including the normative student sample, spanned the full range of possible scores from 5 to 25, again suggesting the B-SCS taps elements of suicide risk independent of suicide-specific markers common to elevated acute suicide risk such as active suicidal ideation, plans and intent. 
The area under the curve (AUC) for the ROC curve analysis and 95% confidence intervals for each clinical sample and the aggregated sample (which excludes the gambling sample as previously noted) are available in Table 2; the corresponding cutoff scores are summarized in Table 1. As illustrated, AUC values for the acute-risk samples included in the aggregate sample were excellent, indicating strong discrimination between those at significant elevated acute risk and a normative comparison group For the aggregated sample, the AUC was .869, with a corresponding sensitivity estimate of .79 and specificity of .20, (Gini coefficient=.74; max K-S=.59, also maximum value of Youden’s index). The gambling treatment sample showed acceptable discrimination (AUC = .777). These findings support the potential of the B-SCS to inform clinical screening and decision-making in day-to-day clinical practice beyond traditional indicators of acute suicide risk, as discussed below. 
Several clinical samples included variables that allowed exploration of classification efficiency and positive predictive value, recognizing the unique purpose of the B-SCS and limited specificity from the ROC analysis and corresponding high false positive rates. For those in the emergency department sample, a total of 16 made suicide attempts during the brief follow-up interval. The B-SCS cutting score correctly classified 100% of those who made suicide attempts during follow-up (X2=6.78, p=.009). Follow-up data was also available for the BCBT inpatient sample. Although the B-SCS cutting score correctly classified 83% of suicide attempts during following up in the inpatient RCT sample it did not reach significance, likely secondary to the unique nature of the sample (i.e., significant percentage of sample-193 or 97% with past suicide attempts) and related high false positive rates on B-SCS intake scores. This finding raises questions about what constitutes a false positive in populations characterized by substantial suicide vulnerability, an issue discussed in more detail in the discussion.
For three samples without follow-up data, classification efficiency was explored given available individual historical data. For the consecutive inpatient admission sample, the B-SCS cutting score correctly classified 87% of those with a prior history of suicide attempts (X2=4.72, p=.03). For the gambling sample, the B-SCS cutting score correctly classified 84% of those with a prior history of suicide attempts (X2=4.84, p=.03). For the Aviva RCT data, although follow-up is not yet available, the BSCS correctly classified 90% of those with prior suicide attempts at intake but did not reach significance given high false positive rates similar to those experienced with the inpatient RCT sample and generally a product of the unique purpose of the B-SCS discussed below.  
Discussion
	The B-SCS assesses suicide cognitions related to motivation to die (i.e., reasons for dying) and theorized to be a critical element of the cognitive component of the suicidal mode (Beck, 1996; Rudd, 2000; 2006). Consistent with FVT, the B-SCS taps elements of suicide risk that are enduring in nature and diverge in some respects from traditional risk factors routinely assessed during periods of elevated acute suicide risk (i.e., suicidal thoughts, plans, and intent), which recent ecological momentary assessment (EMA) studies have demonstrated fluctuate dramatically over brief periods of time (Kivela et al., 2022). The current study established a threshold value or cutting score for the B-SCS across various clinical settings and contexts. Several notable findings emerged - most notably, cutting scores demonstrated strong consistency across the acute suicide risk clinical samples, with both the normative comparison method (Jacobson & Truax; 1991) and ROC curve analysis converging on a cutoff score of 11. Additionally, a lower cutting score of 10 was established for the gambling clinic treatment seeking sample, which also converged using both methods. Collectively, these findings provide compelling support for a uniform B-SCS cutting score for those at elevated acute suicide risk while also suggesting that lower thresholds may be appropriate for identifying latent suicide risk in clinical populations not experiencing an acute suicidal crisis but potentially evidencing latent and enduring suicide vulnerability. 
	Consistent with the unique role of the B-SCS, the identified cutting scores can inform and complement traditional approaches to suicide risk assessment by allowing clinicians to more effectively identify themes related to reasons for dying and motivation to die, both of which are strong predictors of future suicidal behavior. For example, when the B-SCS threshold value is reached it would suggest the need for the clinician to more thoroughly probe suicide cognitions related to unlovability, unbearability, and unsolvability independent of the presence of active suicidal thoughts, specific plans, access to method, or associated suicide intent. Similarly, the lower threshold value for the B-SCS in the gambling clinic treatment-seeking sample is particularly telling with respect to the potential need to expand our approach to risk assessment and how we conceptualize active versus latent suicide risk. More specifically, B-SCS scores at the threshold values indicate evidence of heightened vulnerability for suicide that, consistent with FVT, may be latent and not active. In short, B-SCS scores at 11 or above in clinical samples at elevated acute risk and those at 10 or above in clinical settings without expressed suicidal distress suggest the need for a more thorough exploration and understanding of suicide cognitions revolving around unlovability, unbearability, and unsolvability. Current findings suggest even limited endorsement of B-SCS items may reveal underlying vulnerability that warrants additional clinical evaluation. This particularly important since hesitation and denial of suicidality in clinical evaluations have long been identified as a significant clinical challenges. As Berman (2018) reported, up to 75% of those dying by suicide following a clinical assessment in the prior few weeks, denied active suicidal ideation and related upset. 
As noted above, one of the limitations of the B-SCS is poor specificity and corresponding high false positive rates. It is important to consider that, with the classification efficiency results presented, the samples utilized are clinically unique and distinctive in that all of the RCT data samples include remarkably high percentages of individuals with prior suicide attempts. For example, 97% of the inpatient RCT sample reported prior suicide attempts. Accordingly, defining false positives requires thoughtful consideration of past versus future behaviors, coupled with recognition that prior suicide attempts is the single best predictor of future attempts (Franklin et al., 2017). In the samples with greater sample variability, such as the ED sample, the B-SCS correctly identified 100% of those making suicide attempts during the brief follow-up window. 
As previously emphasized, the B-SCS has a unique clinical purpose, that is, identify the presence of suicide cognitions consistent with heightened vulnerability to suicide. Current findings suggest the presence of these suicide cognitions elevates vulnerability but does not always correspond to an active acute suicidal crisis. This distinction highlights the need to expand the traditional perspective regarding suicide risk assessment, a point supported in an earlier pilot study with treatment seeking individuals in a gambling clinic (Rudd et al., 2026). Consistent with FVT, elevated acute risk is evident when the presence of B-SCS suicide cognitions (i.e., reasons for dying) are coupled with active suicidal thoughts, plans, access to method(s), and suicide intent, all indicators of an active suicidal mode (Beck, 1996; Rudd, 2000). In the absence of an acute crisis, elevated B-SCS scores suggest enduring vulnerability and the need to integrate these themes and clinical issues into ongoing care. One implication of this perspective is that it will not always correspond with suicide attempts during follow-up, and will potentially result in higher false positive rates. However, given the brief and efficient nature of the scale it is well worth the limited expenditure of time and resources.  Similarly, the B-SCS provides the practicing clinician with a simple and efficient tool to address potential underreporting, hesitation to actively engage, and denial of suicidality in manner distinct from exploring active suicidal ideation, plans, or intent.  


Table 1
Mean B-SCS scores and standard deviation across samples
	Sample
	Mean
	SD
	Min
	Max
	Cutting Scores1
(Normative – ROC Analysis)

	Normative (N = 1,899)
	7.73
	3.67
	5.00
	25.00
	----------------

	Primary Care (N = 285)*
	15.00
	4.06
	5.00
	25.00
	11.10 (11); 11

	Gambling (N = 290)
	11.98
	4.58
	5.00
	25.00
	9.62 (10); 10

	Consecutive Admission (N = 160)*
	15.03
	5.74
	5.00
	25.00
	10.56 (11); 11

	Inpatient (N = 200)*
	14.35
	5.01
	5.00
	25.00
	10.53 (11); 11

	Emergency Department (N = 156)*
	14.56
	5.39
	5.00
	25.00
	10.50 (11); 11

	Outpatient (N = 118)*
	16.01
	5.40
	5.00
	25.00
	11.02 (11); 11

	Aggregate Clinical (N = 919)
	14.92
	5.00
	5.00
	25.00
	10.77 (11); 11


1 Sample-specific cutting score calculated approach recommended by Jacobson & Truax and ROC curve analysis
*Included in the aggregate clinical sample
The normative sample mean (7.73) was significantly lower than every clinical sample F(6)=311.52, p<.001, and eta squared =.394, indicating a large effect size.











Table 2
Receiver Operating Characteristics Curve Analysis Area Under the Curve (AUC)
	Clinical Sample
	AUC
	95% Confidence Interval

	
	
	Lower Bound
	Upper Bound

	Aggregated Sample
	.869
	.854
	.883

	Primary Care
	.896
	.878
	.915

	Gambling
	.777
	.727
	.826

	Consecutive Admission
	.850
	.814
	.886

	Inpatient
	.855
	.827
	.883

	Emergency Department
	.846
	.812
	.880

	Outpatient
	.878
	.839
	.917






























Figure 1. Receiver operating characteristics curve and overall model quality for the aggregated clinical sample1
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1Aggregated clinical sample included the five clinical samples comprised of those experiencing elevated acute suicide risk
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