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l. The Original Suicide Cognitions Scale: Development and History

Introduction

The Suicide Cognitions Scale (SCS) was developed in response to a growing need for an
approach to suicide risk assessment that extended beyond the evaluation of suicidal thoughts,
plans, and intent alone. Although these domains remain fundamental components of
comprehensive clinical assessment, increasing recognition of the limited predictive value of
traditional suicide risk factors prompted efforts to better understand the underlying psychological
processes that contribute to suicidal behavior. Rather than focusing exclusively on the presence
of current suicidal ideation, the SCS was developed to assess suicide-specific cognitions believed
to reflect an individual's enduring vulnerability to suicidal crises, including the original 20-item
SCS (Rudd et al., 2008), the 16-item revised SCS-R (Bryan et al., 2021) and the 5-item B-SCS-5
(Rudd & Bryan, 2021, Rudd et al., 2025; 2026).

The development of the SCS represented a conceptual shift in the assessment of suicide risk.
Instead of viewing suicide risk as a static condition or one defined solely by current symptom
presentation, the instrument was designed to evaluate cognitive vulnerabilities that may persist
beyond periods of acute suicidal distress. This approach reflected the broader theoretical
perspective that episodes of heightened suicide risk emerge from interactions between acute
stressors and more enduring psychological vulnerabilities, emphasizing the importance of
assessing not only the current state of risk but also the cognitive characteristics that may
contribute to future suicidal crises, as detailed in fluid vulnerability theory and the suicidal mode
(Rudd, 2000; 2006).

This manual reviews the development of the original Suicide Cognitions Scale, subsequent
modifications, specifically the B-SCS-5, along with the theoretical principles that guided its
creation, the conceptual framework that ultimately supported subsequent revisions of the
instrument, and clinical applications. Understanding the origins of the B-SCS-5 provides an
essential foundation for understanding the development of later versions of the scale and their
expanding role in suicide risk assessment.

Theoretical Foundation

The conceptual foundation of the Suicide Cognitions Scale is grounded in Fluid Vulnerability
Theory (FVT) (Rudd, 2006), a model that conceptualizes suicide risk as comprising both
enduring vulnerability and discrete episodes of acute risk, specifically a function of the suicidal
mode (Rudd, 2000). Within this framework, individuals differ in their baseline level of suicide
vulnerability consistent with their individual history and experiences, coupled with the associated
threshold for activation of the suicidal mode. Acute suicidal crises emerge when that underlying
vulnerability interacts with internal or external stressors, activating the suicidal mode. Following
resolution of an acute suicidal episode, vulnerability does not necessarily disappear but instead
returns to an individual's characteristic baseline level, where it may remain until activated again
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by future stressors, depending on the individual’s suicidal threshold.

Central to this conceptualization is the role of suicide-specific cognitions. Rather than viewing
suicidal ideation as the primary manifestation of suicide risk, FVT proposes that enduring
cognitive vulnerabilities contribute to the emergence, persistence, and recurrence of suicidal
crises. These cognitive vulnerabilities form part of what has been described as the suicidal belief
system and represent relatively stable ways of interpreting oneself, one's circumstances, and
one's capacity to cope with psychological distress.

Consistent with this theoretical perspective, the original SCS was designed to assess suicide
cognitions related to the underlying motivation to die rather than the immediate presence or
absence of suicidal thinking. This distinction represented an important departure from many
traditional assessment approaches that relied primarily on direct questioning regarding suicidal
thoughts, plans, or intent. Instead, the SCS sought to measure cognitive vulnerabilities believed
to underlie suicidal behavior itself (Rudd & Bryan, 2021), a variable critical to understanding
both acute and latent suicide risk.

Development of the Original Suicide Cognitions Scale

The original Suicide Cognitions Scale consisted of twenty items developed to assess suicide-
specific cognitions reflecting the underlying suicidal belief system (Rudd et al., 2008). Although
later iterations refined both the structure and length of the instrument, the central objective
remained unchanged: to measure cognitive characteristics associated with enduring suicide
vulnerability rather than transient emotional states and to do so in the most accurate and efficient
manner possible. Subsequent revisions therefore represented refinement of the actual
measurement approach rather than changes to the underlying theoretical model.

As research evaluating the SCS has grown, analyses increasingly supported three interrelated
cognitive themes that would become central to subsequent versions of the instrument:
unlovability (reflecting beliefs concerning one's worth and capacity to be loved), unbearability,
(reflecting beliefs regarding the ability to tolerate emotional pain), and unsolvability (reflecting
beliefs that one's problems cannot be resolved). Together, these themes became recognized as
core components of the suicidal belief system and provided the conceptual basis for later
abbreviated versions of the scale, including the B-SCS-5.

Subsequent psychometric investigations further suggested that responses to SCS items were
strongly influenced by a common underlying factor, supporting the conceptualization of the
suicidal belief system as a unified construct while preserving the clinical relevance of its
constituent themes. These findings provided an empirical foundation for later efforts to develop
shorter instruments that retained the conceptual integrity of the original measure while improving
efficiency for routine clinical use.



Early Development and Clinical Significance

From its inception, the SCS was developed to complement rather than replace existing
approaches to suicide risk assessment. By focusing on suicide-specific cognitions associated with
enduring vulnerability, the instrument provides information conceptually distinct from
assessments centered primarily on symptom constellations, emotional distress, current suicidal
ideation, intent, and recent suicidal behavior. Research summarized across subsequent clinical
studies demonstrated that the SCS and later modifications consistently differentiated individuals
with histories of suicide attempts from those experiencing suicidal ideation alone, predicted
future suicide attempts. and provided clinically meaningful information regarding vulnerability
beyond traditional measures of suicidal thinking and behavior.

As evidence supporting the conceptual framework and psychometric performance of the original
SCS accumulated, attention increasingly shifted toward improving the clinical utility of the
instrument across a range of clinical settings. Reducing respondent burden while preserving the
theoretical and empirical foundation of the original measure became the focus of subsequent
instrument development culminating in the B-SCS-5.

The development of the original Suicide Cognitions Scale established a framework for assessing
suicide-specific cognitions associated with enduring vulnerability to suicidal behavior. As
research examining the instrument progressed, attention gradually shifted from demonstrating
the conceptual utility of the scale to improving its practicality for both research and clinical
application. These efforts did not represent a change in the theoretical foundation of the
instrument. Rather, they reflected an ongoing effort to refine the measurement of suicide
cognitions while preserving the conceptual principles that guided development of the original 20-
item Suicide Cognitions Scale (Bryan et al., 2014; Bryan et al., 2020; Rudd & Bryan, 2021).

Subsequent revisions of the SCS were informed by accumulating psychometric evidence and
experience using the instrument across diverse clinical populations. As additional studies
evaluated its structure, psychometric properties, and clinical performance, opportunities emerged
to reduce respondent burden, improve efficiency, and better characterize the underlying construct
measured by the scale (i.e., suicidal belief system). These refinements ultimately resulted in the
development of thel6-item Suicide Cognitions Scale-Revised (SCS-R), which served as an
important transitional step in the evolution of the instrument.

Research examining the structure of the original SCS increasingly suggested that responses to
individual items were influenced by a common underlying dimension representing the suicidal
belief system. At the same time, analyses continued to support the importance of the cognitive
themes of unlovability, unbearability, and unsolvability that had become central to the
conceptualization of suicide-specific cognitions (Bryan et al., 2017; Bryan et al., 2020; Rudd &
Bryan, 2021) that comprise the cognitive component of the suicidal mode (Rudd, 2000).

Rather than indicating that the original scale required conceptual revision, these findings
suggested that its core construct could potentially be represented using fewer items while



retaining strong psychometric properties and maintain its relationship to enduring suicide
vulnerability.

Toward Greater Clinical Utility

As research evaluating both the original SCS and SCS-R accumulated, investigators increasingly
recognized the practical demands associated with suicide risk assessment across diverse clinical
environments. Busy outpatient clinics, emergency departments, inpatient psychiatric units, and
other healthcare settings often require assessment instruments that can be completed quickly
while still providing clinically meaningful information.

The refinement process that produced the SCS-R therefore served as an important bridge
between the original twenty-item instrument and the subsequent development of the Brief
Suicide Cognitions Scale-5. By demonstrating that the suicidal belief system could be
represented more efficiently without abandoning its theoretical foundation, the SCS-R
established the conceptual and methodological pathway for the subsequent abbreviated versions
that followed.

The evolution of the Suicide Cognitions Scale illustrates the progressive refinement of a
psychological instrument while maintaining continuity with its original theoretical framework.
Across each stage of development, the central objective remained unchanged: assessing suicide-
specific cognitions associated with enduring vulnerability to suicidal behavior rather than relying
exclusively on direct assessment of suicidal ideation, intent, and behaviors.



l. Emergence of the Brief Suicide Cognitions Scale

Introduction

The progressive refinement of the Suicide Cognitions Scale ultimately culminated in the
development of the Brief Suicide Cognitions Scale (B-SCS-5). Rather than representing a
departure from the original instrument, the B-SCS-5 reflected the continued evolution of the
same theoretical framework. Development efforts focused on preserving conceptual continuity
and assessment of the suicidal belief system while substantially improving efficiency for routine
clinical use. As evidence accumulated supporting the conceptual and psychometric foundation of
the original SCS and SCS-R, attention increasingly shifted toward identifying the smallest
number of items capable of representing the core construct without sacrificing clinical usefulness
(Rudd & Bryan, 2021; Rudd et al., 2025; 2026).

Development of the B-SCS

The Brief Suicide Cognitions Scale was developed by selecting items that best represented the
underlying suicidal belief system while reducing respondent burden. Continued investigation
supported the representation of the construct through beliefs reflecting unlovability,
unbearability, and unsolvability, themes that had consistently emerged throughout previous work
with the original SCS and the SCS-R. The resulting instrument substantially reduced
administration time while preserving continuity with the theoretical framework established by
the original scale (Rudd & Bryan, 2021).

The Five-ltem Version

Continued refinement of the B-SCS resulted in development of a five-item version that excluded
the single item containing explicit suicide-related language. Available evidence suggested that
removal of this item preserved the psychometric characteristics of the instrument while
expanding its potential applicability across clinical settings where indirect assessment of suicide-
specific cognitions may be advantageous, including identification of latent risk in clinical
populations not experiencing acute suicidal distress (Rudd et al., 2025; 2026).

Role Within the SCS Family

Viewed collectively, the progression from the original SCS to the SCS-R and ultimately to the B-
SCS represents a process of measurement refinement, increasing conceptual clarity, clinical
efficiency and utility, rather than theoretical revision. Across each stage of development, the
central objective remained unchanged: assessing suicide cognitions associated with enduring
vulnerability while improving the practicality of the instrument for routine clinical use. This
continuity distinguishes the B-SCS-5 as the product of an evolving research program rather than
an entirely new assessment measure, one with unique clinical utility for assessing both active and
latent suicide risk.

The emergence of the B-SCS-5 also created opportunities for more extensive investigation of the



instrument's psychometric performance across diverse clinical settings. The following sections
review the evidence supporting its reliability and validity, followed by its clinical utility,
application to the recognition of latent suicide risk, and the establishment of clinically
meaningful cutting scores.



Il Reliability

Introduction

Reliability refers to the extent to which an instrument produces consistent and dependable
measurement of the construct. For the Brief Suicide Cognitions Scale (B-SCS-5), evidence of
reliability is essential because the instrument is intended to assess the suicidal belief system and
the enduring cognitive vulnerability that underlies suicide risk rather than transient fluctuations
in suicidal ideation and related distress. As the instrument evolved from the original Suicide
Cognitions Scale (SCS) through the SCS-R and ultimately the B-SCS-5, reliability was evaluated
across multiple studies and clinical populations to determine whether the abbreviated versions
retained the measurement characteristics of the original instrument (Rudd & Bryan, 2021; Rudd
et al., 2025; 2026).

Internal Consistency

Across the available body of literature, the B-SCS has consistently demonstrated good to
excellent internal consistency across a broad range of clinical and non-clinical samples, despite
its brevity. Collectively, these findings suggest that the items function cohesively to measure a
common underlying construct while preserving the conceptual emphasis on the suicidal belief
system. This consistency across investigations supports the decision to reduce the number of

items while maintaining continuity with the theoretical framework established by the original
SCS (Rudd & Bryan, 2021; subsequent B-SCS manuscripts).

Temporal Stability

Evidence summarized in the available manuscripts also supports acceptable temporal stability.
Because the B-SCS-5 was developed to assess relatively enduring suicide-specific cognitions
rather than rapidly changing psychological states, moderate stability over time is conceptually
consistent with Fluid Vulnerability Theory and the intended purpose of the instrument, as suicide
cognitions are believed to possess trait features and are more resistant to change without
targeted, specific treatment. At the same time, the measure remains sensitive to changes in
cognitive vulnerability that may occur through treatment or other clinically meaningful
experiences, clinical intervention, and treatment (Rudd & Bryan, 2021; Rudd, 2025; 2026).

Reliability Across Populations

The reliability of the B-SCS has been examined across diverse samples, including university
students, inpatient, emergency department, outpatient, and other treatment-seeking populations
described in the development and validation literature. Although sample characteristics vary
across studies, the overall pattern of findings has been remarkably consistent, providing support
for the reliability of the instrument across a range of clinical contexts, with Cronbach Alpha
estimates routinely falling between .80 to .92.



Summary

Taken together, the available literature indicates that the B-SCS maintains reliable measurement
despite substantial reduction in length from the original SCS, with good to excellent reliability
estimates across student samples, inpatient, outpatient, emergency department, and other
treatment seeking samples. The consistency of these findings across multiple investigations
supports the use of the instrument in both research and clinical settings.
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IV. Validity

Introduction

Validity concerns the extent to which an instrument measures the construct it was designed to
assess, its ability to differentiate from dissimilar constructs, and the degree to which
interpretations of scores are supported by empirical evidence. For the B-SCS-5, validity extends
beyond demonstrating associations with suicidal ideation or other psychological symptoms.
Rather, the development program sought to determine whether the instrument adequately
measures the suicidal belief system and whether those beliefs provide clinically meaningful
information regarding enduring suicide vulnerability, including sensitivity, specificity, and
positive predictive power (Rudd & Bryan, 2021, Rudd et al., 2025; 2026).

Construct and Factorial Validity

The original development and subsequent refinement of the SCS family of instruments were
guided by a common theoretical framework grounded in Fluid Vulnerability Theory. As the
measure evolved, psychometric investigations examined whether the retained items continued to
represent the suicidal belief system (i.e., unlovability, unbearability, unsolvability). Across the
available literature, findings consistently support a common underlying dimension while
preserving the conceptual importance of unlovability, unbearability, and unsolvability as central
features of the suicidal belief system (Rudd & Bryan, 2021, Rudd et al., 2025).

Convergent and Discriminant Validity

The validity literature has also examined the relationship between B-SCS-5 scores and other
measures of suicide risk and psychological functioning. Collectively, these findings suggest that
the B-SCS-5 demonstrates meaningful associations with theoretically related constructs while
maintaining sufficient distinction to support its intended purpose to capture enduring cognitive
vulnerability, providing information that complements more traditional assessments of acute
suicide risk (Rudd & Bryan, 2021; Rudd et al., 2025).

Incremental and Predictive Validity

A central objective of the B-SCS-5 research program has been determining whether assessment
of suicide-specific cognitions contributes information beyond conventional indicators of suicide
risk. The available studies support the positive predictive power of the B-SCS-5 in identifying
risk after accounting for more traditional clinical variables. Collectively, this body of work
supports continued investigation of the B-SCS as an instrument capable of contributing unique
clinical information regarding enduring suicide vulnerability.

Use in EMA Studies
Preliminary findings in ecological momentary assessment studies (EMA) suggest the B-SCS-5

reliably captures both trait-like and state-like components of suicide cognitions in daily life,
useful for tracking cognitive vulnerability separately from suicidal ideation (Gerner et al., 2026).
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Excluding the suicide-referent item appears to improve conceptual clarity without sacrificing
predictive value. Replication in larger, more diverse samples and additional study is needed.

Summary of Validity Evidence

Taken together, the available evidence supports the validity of the B-SCS as a measure of
suicide-specific cognitions associated with enduring vulnerability. Rather than replacing
established approaches to suicide risk assessment, the instrument appears to provide
complementary information regarding the suicidal belief system that may enhance clinical
understanding of risk. The following section considers how these psychometric findings translate
into practical application across clinical settings.
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V. Clinical Utility

Introduction

The value of any clinical assessment instrument ultimately extends beyond its psychometric
properties. Although evidence of reliability and validity provides the scientific foundation for an
instrument, clinical utility reflects the extent to which that instrument contributes meaningful
information that can inform assessment, clinical decision making, clinical intervention, and
treatment planning. For the B-SCS-5, clinical utility centers on its ability to assess enduring
suicide-specific cognitive vulnerability while complementing, rather than replacing, traditional
approaches to suicide risk assessment (Rudd & Bryan, 2021; Rudd et al., 2025; Rudd et al.,
2026).

Assessment of Enduring Vulnerability

Consistent with Fluid Vulnerability Theory, the principal clinical contribution of the B-SCS-5
lies in its assessment of enduring vulnerability rather than transient psychological states or
symptoms. By evaluating suicide-specific cognitions reflecting unlovability, unbearability, and
unsolvability, the instrument provides clinicians with information regarding cognitive
characteristics that may persist even when acute suicidal ideation and related distress has
diminished. This distinction has important implications for understanding residual suicide risk
and the potential for future suicidal crises (Rudd & Bryan, 2021; Rudd et al., 2025; Rudd et al.,
2026).

Application Across Clinical Settings

The B-SCS has been evaluated across a variety of research and clinical settings, including
inpatient psychiatric units, emergency departments, outpatient services, and other treatment-
seeking populations. Collectively, these investigations demonstrate the flexibility of the
instrument across diverse clinical contexts while maintaining consistency with its original
theoretical purpose. Although the specific role of the instrument may differ according to the
clinical setting, its primary objective remains the assessment of enduring suicide-specific
cognitive vulnerability.

Summary

Collectively, the published literature demonstrates that the B-SCS-5 provides clinically
meaningful information regarding enduring suicide vulnerability that complements traditional
suicide risk assessment. Rather than functioning as a substitute for comprehensive clinical
evaluation, the instrument contributes additional information regarding the suicidal belief system
that may enhance clinical understanding of risk across a variety of treatment settings. Although
the clinical applications discussed thus far have largely focused on individuals presenting with
known suicide risk, subsequent investigations expanded evaluation of the B-SCS to populations
not experiencing an acute suicidal crisis in an effort to identify latent risk. These studies
examined whether the instrument could identify latent vulnerability that might otherwise remain
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undetected, extending the potential application of the B-SCS beyond conventional suicide risk
assessment. The following section reviews this emerging area of investigation.

VI. Recognizing Latent Risk in Non-Suicidal Populations

From Acute Risk to Latent Vulnerability

Traditional suicide screening frequently relies on the identification of active distress, current
suicidal thoughts, intent, or recent suicidal behavior. Although appropriate in many clinical
settings, these approaches may not identify individuals whose underlying cognitive vulnerability
remains elevated despite the absence of overt suicidal symptoms.

Extension to Non-Acute Clinical Populations

One of the most significant recent developments in the B-SCS-5 literature has been investigation
of the instrument's ability to identify latent suicide risk among individuals not presenting with an
acute suicidal crisis. Rather than focusing exclusively on patients seeking care for suicidal
thoughts or behaviors, this work examined treatment-seeking individuals receiving services for
other clinical concerns. By extending assessment into these populations, investigators explored
whether suicide-specific cognitions could identify individuals whose underlying vulnerability
might otherwise remain undetected through conventional suicide screening procedures.

The findings of this work suggest that the B-SCS-5 may identify clinically meaningful cognitive
vulnerability even in the absence of an acute suicidal presentation. Although intended to
complement rather than replace comprehensive suicide risk assessment, these results provide
preliminary evidence that assessment of the suicidal belief system may contribute useful clinical
information in settings where suicide risk might otherwise remain unrecognized.

Clinical Implications

Recognition of latent suicide risk has important implications for prevention. Identification of
enduring cognitive vulnerability may provide clinicians with an opportunity to conduct more
comprehensive suicide evaluations, increase clinical monitoring when appropriate, and consider
interventions targeting suicide-specific cognitions before an acute suicidal crisis develops.
Rather than functioning as a stand-alone screening instrument, the B-SCS may provide an
additional source of information that complements established assessment procedures and
supports clinical judgment.

Current Evidence and Future Directions

Although investigation of latent suicide risk represents a relatively recent extension of the B-SCS
research program, the initial findings highlight an important direction for future work. Continued
evaluation across diverse clinical populations will help clarify the role of the instrument in early
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identification and prevention efforts while determining the settings in which assessment of
suicide-specific cognitions provides the greatest clinical benefit.

VIl. Establishing a Uniform Clinical Cutting Score

Introduction

The continued use B-SCS-5 across diverse clinical and research settings created a need for
consistent interpretation of scores. Although the instrument demonstrated favorable
psychometric properties and increasing clinical utility, variability in recommended threshold
values across studies limited straightforward application in practice. To address this issue,
investigators examined data across multiple samples to determine whether a uniform clinical
cutting score could be identified while remaining consistent with the theoretical framework
underlying the B-SCS.

Development of Uniform Clinical Cutting Scores

The uniform cutting score project integrated evidence across multiple clinical and normative
samples to evaluate score distributions and identify thresholds that could be applied consistently
across settings. Rather than establishing a diagnostic threshold, the objective was to identify
clinically meaningful scores that could assist interpretation of B-SCS results while preserving the
role of comprehensive clinical judgment. This work represents the culmination of the broader B-
SCS development program by translating psychometric evidence into practical clinical guidance.

Clinical Interpretation

The recommended cutting scores are intended to aid interpretation of B-SCS-5 results rather than
replace comprehensive suicide risk assessment. Consistent with the overall philosophy of the
instrument, score interpretation should always occur within the broader clinical context,
including evaluation of current suicidal ideation, history of suicidal behavior, psychiatric
presentation, and other relevant clinical factors. Elevated B-SCS-5 scores should therefore be
viewed as indicators of increased suicide-specific cognitive vulnerability rather than independent
indicators of imminent suicide risk.

Application Across Clinical Settings

One of the principal advantages of establishing uniform cutting scores is improved consistency
across clinical environments. Whether the B-SCS-5 is administered in emergency departments,
inpatient psychiatric units, outpatient clinics, or other treatment settings, standardized
interpretation provides clinicians with a common framework for understanding instrument scores
while allowing flexibility for setting-specific clinical judgment.
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Recommended Uniform Clinical Cutting Scores

The table below summarizes the recommended score interpretations described in the uniform
cutting score manuscript. Exact thresholds and supporting analyses should be verified directly

against the published article prior to final publication of this manual.

Clinical Context

Recommended Cut
Score

Intended
Interpretation

Primary Source

Acute clinical
populations

11

Elevated suicide-
specific cognitive

Rudd et al. 2026

vulnerability in
acute clinical
settings
Identification of
latent cognitive
vulnerability
outside acute crisis
settings

Scores
complement—not
replace—
comprehensive
suicide risk
assessment

Non-acute / latent- Rudd et al. 2026

risk populations

10 (or 9 where
validated)

General Rudd et al. 2026

interpretation

Clinical judgment
required

Clinical Interpretation and Application in Clinical Settings

Clinical interpretation and application of the B-SCS-5 is a function of Fluid Vulnerability Theory
(FVT) (Rudd, 2006), its relation to Beck’s (1996) modal theory, and specifically the suicidal
mode (Rudd, 2000). As a quick recap, FVT makes the following assumptions:

1. Elevated suicidality emerges in identifiable, discrete episodes of acute risk, with a
starting point and an endpoint.

2. Individual vulnerability for acute episodes of elevated risk (baseline risk) varies from
person to person based on genetic, developmental, and related individual growth
trajectory that is context —dependent and fuels enduring or chronic vulnerability.

3. The suicidal mode is the conceptual framework for organizing, understanding, and
treating identified acute and chronic factors.

4. Activation of the suicidal mode is synchronous

The suicidal mode is essentially a syndrome comprised of cognitive, emotional,
physiological, and behavioral elements. The cognitive component is characterized by
what are referred to as suicide cognitions, that is, the core beliefs that fuel motivation to
die.

)]

Although only 5 items the B-SCS-5 captures the three identifiable themes of suicide cognitions,
including Unlovability (e.g., ’'m unworthy of love, I’'m a failure, defective, useless),
Unbearability (e.g., I can’t live with the way I feel), and Unsolvability (e.g., My problems can
never be solved). All three themes represent identity and agency core beliefs fueled by
underlying motivation to die and the pervasive hopelessness characteristic of episodes of
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elevated suicide risk. In short, the B-SCS-5 offers a clinical tool that can capture identity and
agency themes critical to understanding individual vulnerability, active episodes of elevated
suicide risk, and latent or chronic suicide risk.

The B-SCS-5 allows for creation of a personalized conceptual model of suicide risk, often
completed during a narrative assessment (Bryan & Rudd, 2018), one that helps inform the
clinician’s understanding of both an acute episode of risk, persistent individual vulnerability, and
latent risk. Regardless of the presenting problem or the clinician’s theoretical orientation, the
three themes of Unlovability, Unbearability, and Unsolvability can readily be integrated into
ongoing therapy, particularly after resolution of an acute suicidal crisis. Ultimately, FVT and the
suicidal mode argues that meaningful reductions in suicide risk, that is, significantly lowering
long-term or latent risk requires change in underlying suicide cognitions and related motivation
to die.

Summary

The establishment of uniform clinical cutting scores represents the culmination of the B-SCS-5
development program described throughout this manual. Beginning with the original Suicide
Cognitions Scale, continuing through refinement of the SCS-R and the development of the B-
SCS-5, and culminating in recommendations for standardized clinical interpretation, this body of
work reflects a sustained effort to improve assessment of enduring suicide-specific cognitive
vulnerability. Collectively, the available literature supports the B-SCS as a theoretically
grounded, psychometrically supported, and clinically useful instrument that complements
comprehensive suicide risk assessment while providing unique insight into the suicidal belief
system.
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Appendix A

Brief Suicide Cognitions Scale (B-SCS-5)

Instructions: The following statements are intended to assess your beliefs about your current problems. Please read each statement
carefully and circle the number that best describes how you feel right now. Remember to rate each item and circle only one number for
each item.

Strongly | Disagree | Neutral | Agree | Strongly
Disagree Agree
1. I'am completely unworthy of love. 1 2 3 4 5
2. Nothing can help solve my problems. 1 2 3 4 5
3. I can't cope with my problems any longer. 1 2 3 4 S
4. | can’'timagine anyone being able to withstand this kind of pain. 1 2 3 4 S
5. There is nothing redeeming about me. 1 2 3 4 5
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Appendix B

Administration, Scoring, and Interpretation Guide

The Brief Suicide Cognitions Scale (B-SCS-5) is a brief self-report measure designed to
assess suicide-specific cognitions associated with the suicidal belief system. Consistent
with Fluid Vulnerability Theory, the instrument is intended to evaluate enduring
cognitive vulnerability to suicidal behavior rather than transient suicidal thoughts or
emotional states. Accordingly, the B-SCS is designed to complement traditional suicide
risk assessment by providing additional information regarding an individual's underlying
suicide-specific cognitive vulnerability.

Administration
The B-SCS is intended to be completed as a self-report questionnaire and generally
requires only a few minutes to administer.

The instrument has been evaluated across multiple settings, including:

* Outpatient behavioral health clinics

* Inpatient psychiatric settings

* Emergency departments

* University populations

* Additional treatment-seeking clinical populations

The B-SCS-5 should be administered as one component of a comprehensive clinical
assessment and should never be used as the sole basis for determining suicide risk.

Scoring
Each item is scored using the response options provided on the instrument.

Scores are summed to produce a total B-SCS score.

Higher total scores reflect greater endorsement of suicide-specific cognitions associated
with the suicidal belief system and greater enduring cognitive vulnerability.

Clinicians should consult the current scoring procedures accompanying the instrument to
ensure scoring is performed consistently.

Interpretation
The B-SCS is designed to identify enduring suicide-specific cognitive vulnerability rather
than acute suicidal intent.

Interpretation of scores should always occur within the broader clinical context,
including:
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Appendix B

* Current suicidal ideation

* History of suicide attempts

* Psychiatric diagnosis

* Current psychosocial stressors

* Clinical interview findings

* Additional suicide risk assessment procedures

The instrument is intended to complement—not replace—comprehensive clinical
judgment.

Recommended Clinical Cut Scores
Current evidence supports the use of standardized clinical cut scores to facilitate
consistent interpretation across settings.

Clinical Context Recommended Cut Score*
Acute clinical settings >11
Non-acute / latent-risk screening > 10 (or > 9 where validated)

*Interpretation should always be integrated with the complete clinical evaluation.

Clinical Considerations
Elevated B-SCS scores should prompt clinicians to consider further evaluation of suicide-
specific cognitions and enduring vulnerability.

Possible clinical actions may include:

* More comprehensive suicide risk assessment

* Increased clinical monitoring

* Development or revision of a safety plan

* Consideration of suicide-focused interventions

» Reassessment during treatment when clinically indicated

The B-SCS was developed to provide clinically meaningful information regarding the
suicidal belief system and should be interpreted as one component of a comprehensive
suicide assessment strategy.

Important Considerations

The B-SCS does not diagnose suicidality.

The instrument does not replace a clinical interview.

Low scores should not be interpreted as evidence that suicide risk is absent.
Clinical judgment remains the primary determinant of suicide risk assessment and
clinical decision making.
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