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Although the suicide literature is replete with studies 

approaching risk assessment from the standpoint of the exter-

nal observer, research into the intrapsychic mechanisms 

involved is rare. This study investigated the importance of 

hope, threat, competence, succorance, helplessness, and con-

trol among inpatients hospitalized for suicidal behavior. 

A total of 120 subjects, who were patients 18 years of 

age and older admitted to either Terrell State Hospital, 

Terrell, Texas, or the Hillside Mental Health Center, Dallas, 

Texas, or employees of these facilities, participated in the 

research. A psychiatric control group (N = 20) was comprised 

of patients who had no history of suicidal ideation or sui-

cide attempt. The ideator group (N = 20) were persons with 

a history of suicidal ideation within 7 days prior to admis-

sion, but without a history of attempt within 30 days prior 

to admission. Attempters (N = 60) included patients with a 

history of attempt within 7 days prior to admission. A 

fourth, nonpsychiatric group (N = 20) was comprised of indi-

viduals who were employed as Licensed Vocational Nurses or 

nurses aides at one of the facilities. 



The study tested the general hypothesis that there 

existed a significant relationship between membership in the 

various experimental and control groups and the research 

variables. Specifically, Farber's (1968) formulations sug-

gested that there would be a direct linear relationship among 

the groups for each of the variables, as a function of the 

degree of risk, from normals to high-risk individuals inclu-

sively. Groups were compared utilizing data from the Form 

for the Assessment of Suicidal Risk (FASR), a paper-and-

pencil questionnaire comprised of scales measuring hope, 

competence, threat, succorance, helplessness, and control. 

Thought disorder and anxiety were examined concurrently. 

A discriminant function analysis indicated that ideators 

possessed the greatest quantity of helplessness and anxiety 

together with a moderate degree of threat. Attempters 

obtained only moderate scores on these factors. Plausible 

interpretations were offered to explain these results. 

Regarding thought disorder, the psychiatric control 

obtained the highest scores with ideators moderately high. 

These findings called into question the high correlation 

between thought disorder and suicidal behavior heretofore 

observed in the literature. 
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THE ASSESSMENT OF SUICIDAL RISK IN HOSPITALIZED PATIENTS: 

HOPE, COMPETENCE, THREAT, SUCCORANCE, 

HELPLESSNESS, AND CONTROL 

Suicide has ranked high among the killers of men and 

the figures have been astounding. In 1976, just under 

20,000 individuals were victims of murder, but over 26,000 

took their own lives (Hippie & Cimbolic, 19 79). When one 

considered that a large number of suicidal deaths simply 

went unrecorded, and that many people attempted suicide but 

failed, the enormity of the problem loomed even larger. 

While the option of suicide had been a topic of debate 

for philosophers and theologians over the centuries, it was 

only recently that scientific research began to make inroads 

into this area. As in any academic approach, the first step 

in this endeavor was concerned with the definition and clas-

sification of the term "suicide." A current review of the 

literature on suicidal behavior still revealed this topic 

to have been fraught with semantic confusion, lack of clar-

ity, and the use of often contradictory terminology. Some 

authors felt, in fact, that the term had lost whatever mean-

ing it may once have had as a concrete, specific concept 

(Beck, A., Resnik, & Lettieri, 1974). 

The second step in the scientific approach to suicide 

has addressed the development and validation of methods for 



categorizing and measuring such behavior. This concern has 

been especially crucial, because the identification of the 

potentially suicidal individual still rested largely with 

the subjective impressions of the clinician. It was well 

known that clinical judgment was immune neither to emotional 

influence nor to personal differences. Furthermore, in a 

large number of settings, a trained professional was una-

vailable to conduct such an assessment. 

The majority of the categorization methods developed 

have relied upon descriptive or sociological data. These 

measures have enjoyed some success, but tended to lack the 

fine discriminative ability required to keep their cost 

effectiveness ratios low (Diggory, 1969; Rosen, 1954). 

This was also true of the more recent efforts directed to-

wards gauging the degree of lethality and/or intent in the 

suicidal act (Beck, A., Schuyler, & Herman, 1974; Weissman 

& Worden, 19 72). The attempts to elicit correlates of sui-

cidal behaviors from available personality tests have been 

notably unsuccessful (Brown & Sheran, 1972; Lester, 1970a), 

while relatively few efforts have been directed toward 

empirically testing the propositions of theories that were 

not already represented by available tests (Cohorn, 19 74; 

Farber, 1968; Ray, 1978). 

The Classification of Suicidal Behavior 

As early as 19 38, Menninger attempted to incorporate 

in his classification of suicide, self-damaging behavior 



that was not restricted to tissue damage. Chronic suicide 

(insidious, slow self-destruction) thus included ascetism 

and martyrdom, neurotic invalidism, alcohol addiction, psy-

chosis, and antisocial behavior. Focal suicide was confined 

not only to self-mutilations and purposeful accidents, but 

included impotence, frigidity, and malingering. Organic 

suicide was limited to psychological factors that could be 

identified as significant in cases of organic disease, 

Raines (1950) proposed a classification system for 

assessing suicidal risk that was widely used: (a) suicidal 

thoughts, (b) suicidal preoccupation and rumination, (c) 

gestures, and (d) attempts. The distinction between the 

latter two categories was made on the presence of Menninger's 

three necessary elements (wish to kill, to be killed, and to 

die) among attemptors. Lester (1972) appeared to have based 

his schema along similar lines: (a) completed suicide, (b) 

attempted suicide, (c) threats of suicide, (d) thoughts of 

suicide, and (e) no preoccupation with suicide, 

Durkheim (1951) proposed a classification of suicide 

into altruistic, anomic, and fatalistic. Like Shneidman's 

(1963) three logical forms (logical, paleological, and 

catalogical), Durkheim1s schema has been criticized for 

inapplicability to most clinical situations (Pokorny, 1974), 

Dorpat and Boswell (1963) classified suicidal activity into 

degree of intent by (a) gesture, (b) ambivalent attempt, (c) 

serious attempt, and (d) completed suicide. Here again, 



category overlap between the first two groupings was seen as 

a difficulty. 

Shneidman (1969) proposed an additional classification 

into (a) egotic suicide, that was psychological in nature 

and represented a conflict within the personality, (b) dyadic 

suicide, that was related to unfulfilled wishes concerning a 

significant other, and (c) ageneratic suicide, that related 

to the individual's loss of a "sense of a procession of gen-

erations." In ageneratic suicide, the person had no concern 

over guiding the next generation and felt no place in the 

scheme of things. His lack of belongingness was said to 

result in feelings of alienation, stagnation, and interper-

sonal impoverishment. 

One of the most complex systems was also introduced by 

Shneidman (1966). He used the terms cessation, termination, 

interruption, and continuation in an analysis of the subjec-

tive time perspective underlying people's orientation toward 

death. He also proposed four subcategories concerning the 

role played by the individual in his own demise: (a) 

intentioned, (b) subintentioned, (c) unintentioned, and (d) 

contraintentioned. He then employed the term "psyde" to 

refer to "cessation." The intended suicide took every 

precaution to insure the finality of the act. The sub-

intended suicide was less direct in this pursuit of death, 

such as the drug addict. Unintentioned deaths were acci-

dental or fell into the natural death category. The 



individual would have actively sought to prevent it had he 

been given the option. Contraintentioned deaths were design-

ed either to feign a suicidal act by, for example, shooting 

oneself with blank cartridges or to merely threaten without 

intention of commission. Under unintentioned death, 

Shneidman spoke of psyde-seekers, psyde-imitators, psyde-

ignorers, and psyde-darers. Under subintentioned, he 

referred to psyde-chancers, psyde-hasteners, psyde-

capitulators, and psyde-experimenters. The unintentioned 

category included psyde-welcomers, psyde-accepters, psyde-

postponers, psyde-disclaimers, and psyde-fearers. Under 

contraintentioned death, he listed psyde-feighners, and 

psyde-threateners. 

The Shneidmanian classification system appeared to rely 

to a great extent on unconscious factors that had to be 

inferred. It also required the performance of psychological 

autopsies that were impractical for general use. Further, 

the categories were not mutually exclusive and the term 

"psyde" had been deemed unnecessarily obscure (Litman, 

Curphey, Shneidman, Farberow, & Tabachnick, 1963). 

The eighth revision of the International Classification 

of Diseases (U.S. Department of Health, Education, & Welfare, 

1967) still failed to distinguish both completed suicide 

from attempted suicide and suicide from self-inflicted injury. 

Not content with such circumstances, both Neuringer (19 74) 

and Pokorny (1974) had proposed detailed and extensive 



classification systems for national adoption. Pokorny sub-

divided suicidal phenomena into (a) completed, (b) attempted, 

and (c) ideas. Each individual was further rated on five 

dimensions within each category: (a) lethality, (b) intent, 

(c) mitigating circumstances, (d) method, and (e) degree of 

certainty on part of rater, regarding whether or not behav-

ior was suicidal. 

Lethality was expressed as an objective, four-step 

rating of the degree of medically accepted danger, indepen-

dent of what the subject thought or knew about the method. 

High lethality represented a lack of both reversibility and 

of medical rescue. Intent referred to the degree of sincer-

ity of the individual and to his actual or completed action 

with regard to terminating his life. Intent was based upon 

self-report, circumstantial evidence, or upon the intensity 

of the determination to die. It was expressed as a four-

step scale from none to high risk. Mitigating circumstances 

included those aspects of age, intelligence, organic or 

functional illness or toxicity that might have altered 

awareness of the consequences of an individual's actions or 

have predisposed him toward willful self-destruction, A 

four-step scale rated from none to high risk. 

In many cases, the method of injury may have been mul-

tiple or unknown. Correlations with lethality, intent, or 

mitigating circumstances may have been high in some cases, 

In suicide by fire, for example, psychosis was often present. 



Neuringer (19 74a) addressed the issue of classification 

as the "greatest problem" in suicide research. His extensive 

classification system included: (a) intentional suicide as 

an act consciously initiated with full awareness of conse-

quences; (b) psychotic suicide that was motivated by psychotic 

ideation without intention to die? (c) automatization suicide 

that resulted from a type of hypnogogic state (an example was 

the barbiturate user who kept ingesting pills to achieve a 

desired effect, but was unaware that his judgement was pro-

gressively more severely affected); (d) chronic suicide that 

referred to long-term self-mutilative and self-defeating 

mechanisms such as alcoholism and drug addiction; (e) manipu-

lation suicide, where the attempt was a plea or warning and 

lacked lethality, such as light wrist cuts; (f) accidental 

suicide in which, for example, an attempt backfired because 

the planned-for rescurer arrived home too late; (g) neglect 

suicide as in, for example, an individual with a history of 

heart failure who continued to maintain a heavy work load; 

(h) probability suicide that referred to people who gambled 

with their lives, such as race track drivers; (e) self-

destructive suicide occasioned by, for example, over-eating, 

excessive smoking or mountain climbing; (j) suicidal threats 

that lacked the intent of completion; (k) suicidal thinking 

that lacked both accompanying action and verbalization, and 

(1) test suicide that was suggested by suicidal and/or 

depressive responses on psychological tests. 

"7 
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In spite of the existance of these well-conceived 

schema, reseachers continued to avoid choosing any single 

comprehensive system. A meeting of the Committee on Nomen-

clature and Classification held as part of the Conference on 

Suicide Prevention in the Seventies (Pokorny, 19 74) selected 

three broad categories for national adoption. They based 

their classes on conventional, well-known and easily recog-

nizable terms: (a) completed suicides, (b) suicide attempts, 

and (c) suicidal ideas. These broad categories were popular 

to some degree in the literature. The committee also agreed 

to rate each individual on five other dimensions: (a) 

lethality, (b) intent, (c) mitigating circumstances, (d) 

method, and (e) degree of rater certainty. While these 

variables had been employed in investigations in varying 

combinations, a study using the entire system was a rare 

occurrence. 

Sociological Theories 

Durkheim (1951) proposed that the most suitable explan-

ation for suicide resided in the nature of society, rather 

than within any biological or psychological attitude of the 

individual. The morals and values of each society were col-

lected representations that strongly influenced individual 

actions. Individual states, such as depression, were 

largely a function of the imbalance among these representa-

tions and suicide resulted when the individual forces failed 

to counteract their influence. The ideal state was one of 



equilibrium, such that each force counteracted it's opposing 

force. For example, an altruistic force (e.g., over involve-

ment in society) may have opposed an egoistic force (e.g., 

running from involvement). The remaining forces were fatal-

istic (discipline or legitimate control) and anomic (lack of 

discipline or legitimate control). A relative balance of 

these forces must have been present within the individual to 

have prevented suicidal occurrence. 

Gibbs (1968) expanded upon Durkheim's propositions and 

introduced the concept of "disruptive social relations." 

This term referred to the significance of disruptive eventsr 

such as death of spouse, parent or child, divorce, and term-

ination of employment. Gibbs suggested that (a) the rate of 

suicide was a direct function of the incidence of disruptive 

social relations, and (b) all suicide victims had experienced 

a set of disruptive social relations that were not found in 

the history of nonvictims. 

Psychological Theories 

Freud (1957) speculated that suicide resulted from 

extreme depression that was precipitated by the loss of a 

significant libidinal relationship. Libidinal ties were 

established when one person became emotionally invested in 

another person and identifications with that other person 

occurred. Identification typically involved the acceptance 

of another's personal qualities as our own. Such strong 

emotional relationships were usually ambivalent in nature. 
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). Yap (1958) in Hong Kong and Lester (1969) in 

ral study of 24 countries, have supported the 

Most investigators have placed the ratio of 

les at 1:3 for attempters and 3:1 for completers 

; Lester, 19 69; Resnik & Hathorne, 19 74). It 

hat accounted for approximately 70% of the 

was true primarily because males employed more 

eversible means of self-destruction, such as 

losives, and strangulation (Shneidman & Farberow, 

, 1962). Females, on the other hand, tended to 

rugs, asphyxiation, and cutting instruments most 

y, 1960; Shneidman & Farberow, 1961). Farberow 

hat women tended to use less disfiguring methods 

of societal emphasis on personal beauty and 

required less physical exertion and strength, 

ce clear lines of distinction between men and 

owever, rapidly blurring. More women were using 

methods and were succeeding. The reported 

ng professional women were becoming quite simi-

ta for their male counterparts (Hippie & 

) . 

logical data also suggested a noteworthy pattern 

, divorced, and single individuals. Dublin 

the lowest incidence of suicide among married 

hildren and the highest incidence among the 

hraes (19 69) confirmed Dublin's findings in 
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is patients' households did not include children, 

ound that single and widowed persons typically 

e between the extremes. Rachlis (1970) con-

idowers were more prone to suicide than were 

iduals. In his study of attempters, Yahraes 

failure in the marital role as a significant 

(1970) found that the principle cause for 

males was loss of the male in some manner. 

1 disturbances had long been considered instru-

cide. Dublin and Bunzel (19 33) had stated, ".It 

a significantly large portion of those who 

e have been afflicted with mental disease" (p. 

and Greene (1958) had found that 42% of 175 

uicides had seen a physician for psychological 

thin 6 months of the act. Robins, Gassner, and 

similarly had reported that over one-half of 

cides had consulted a physician within a year 

ymptoms of psychiatric illness. In a study by 

pley (1960), three-fourths of the sample had 

ance and the reported figure had been equally 

nd (Barraclough, Nelson, & Sainsbury, 1968) . 

ty of the suicides in many of the retrospective 

, Dorpat & Ripley, 1960; Motto & Greene, 1958; 

y, & Wilkinson, 1959), had been suffering from 

tive disorder and/or alcoholism. These findings 

earlier results obtained by Lendrum (1933), who 
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d that 50% of his suicidal patients had had dis-

d to alcoholism and by Dean, Miskimins, DeCook, 

^aley (1967), who had stressed the affective 

component in suicide. 

ent investigations that had attempted to predict 

ound, in addition, a substantial representation 

nia among suicide completers. Pokorny (1960) 

t 26.5% of all 117 former Veterans Administra-

patients had received this diagnosis prior to 

berow, Shneidman, and Neuringer (1966) had also 

proportion of their commiters to have received 

f schizophrenia. Nevertheless, the relationship 

disorder had born to suicidal mentation appeared 

red further clarification (Tefft et al., 1977). 

al, one concluded from the available data that 

isk represented by psychiatric patients was 8 to 

of the general population (Diggory, 19 76; 

orne, 1974). Among the mentally ill, then, the 

f suicide with psychosis appeared second only to 

on with depression (Beck, A., 1967; Beck, A., & 

Resnik & Hathorne, 19 74). 

studies have reported that depression was a key 

a large number of both attempted and completed 

k, 1967; Lester, 1972; Resnik & Hathorne, 1974; 

Stengel, 1972). Approximately 45% to 70% of 

itted suicide had been found retrospectively to mm. 
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ndrome characteristic of depression (Barraclough, 

on, 1974? Robins, Murphy, & Wilkinson, 1959). 

al concept of depression was, however, no longer 

eful in suicide prevention (Minkoff, Bergman, 

eck, R., 1973). The severity of the depression, 

did not appear to have born a linear relation-

umber of attempts. Eisenthal, Farberow, and 

66) concluded, after a detailed followup on 

Veteran's Administration hospital, that the 

epression was unrelated to suicide potential. 

psychotic depression were less suicidal than 

ychotics and neurotics. As analyzed by Hippie 

(1979), the probability of suicide in psychotic 

came significant only when the depression lifted 

rgize the patient. 

ent investigations had identified hopelessness 

link between depression and suicidal intent 

issman, Lester, & Trexler, 1974; Minkoff et al., 

r and Beck (19 75), in an investigation of 254 

ttempted suicides admitted to a general hospital, 

importance of the hopelessness factor within 

of considerable discussion in the literature 

relationship between attempted suicide and 

side. The number of attempts had far exceeded 

completions by an estimated ratio of 9:1 
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horne, 1974). Suicidal thinking had been sug-

e occurred even more frequently. Meerlo (1962) 

at as many as 80% of all individuals acknowledged 

perienced suicidal ideation at some point in 

y of completed suicides had been complicated by 

the subject of the investigation was dead, 

the most common type of study had employed the 

stitute subjects (Neuringer, 1962), in which 

s had been made from attempted suicides to com-

es. Three reviewers (Davis, 19 67; Dorpat & 

Wilkins, 196 7) had concluded that, while some 

ed, these populations had been different. Thus, 

ed the method of substitute subjects invalid, 

ter view was initially advocated by Stengel 

gel based his conclusions on a study (Stengel & 

n which only 14% of the sample manifested a real 

Stengel (1962) found that only 22% of those 

allowed over a 20-vear period later finalized 

r an 18-year span, Dorpat and Ripley (19 67) 

ly 10% of their attempt group committed the 

sr distinction, Shneidman and Farberow (1961) 

following profiles that were later supported 

f other investigators (Kessel, 1966; Stengel, 
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1 suicide attempter is likely to be (A) 

(B) Caucasian, (C) in her twenties or 

, probably the former, (D) most likely 

or single [as opposed to separated or 

, (E) a housewife, and (F) native-born, 

J) attempt suicide by barbituates, (H) 

a reason marital difficulties or depres-

3 (I) live in an apartment in an apart-

se area. 

way of contrast, the model suicide com-

likely to be (A) male, (B) Caucasian, 

Is forties or older, (D) married, (E) a 

or unskilled worker, and (F) native-born, 

) commit suicide by gunshot wounds, 

or carbon monoxide poisoning, (H) give 

son ill health, depression, or marital 

ies, and (I) live in an apartment house 

>p. 45-46) 

ument against an assumption of continuity was 

^he fact that many attempters had little inten-

Rubenstein, Moses, and Lidz (1958) reasoned 

rnpts appeared to have been efforts to either 

sistance or to have changed the environment, 

ook (1958) were among the first investigators 

uced the concept of intent as a criterion, 

the general finding that much of what happens 
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ttempts was life preserving, rather than life 

Stengel (19 64) noted that even lethal doses of 

ave been nonfatal if the probability of envir-

rvention had been high, and Kessel (1966) 

atient group who ingested precisely one-half of 

se. 

(1963) developed a means of assessing the inten-

uicidal person, with respect to bodily harm or 

vised schemes to assess both "lethality of 

lethality of intention." He noted that his 

re not scales in any sense and that interjudge 

ould not have been adequately evaluated in his 

sed three judges to independently classify 61 

atients into two categories by lethality of 

a) a "to be" group that received low mean scale 

(b) a "not to be" group that received high mean 

groups were found to differ markedly regarding 

f their suicide attempt. Of the 16 suicidal 

e to be group, 11 had made their attempt in the 

thers or had confided in friends within plenty 

emedial efforts to have been undertaken. Only 

solated himself. The methods employed were 

at nor especially dangerous. 

ast, 34 of the 4 5 patients in the not to be 

own to have been alone. Of the 11 who had been 
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er person, many leaped to their death. Survival 

s in all cases. None of the 45 were known to 

their plans of self-destruction. Methods with 

ences were preferred. Thirteen elected gunshot 

r face, six leaped from buildings, two jumped in 

ns, and five ingested substances in sufficient 

esult in coma or death. The authors concluded 

ts regarding one group made upon the basis of 

other group appeared hazardous and unwarranted, 

ts of the view that attempted and completed sui-

ted points on a continuum often cited a consid-

f evidence that demonstrated that the suicide 

leters with a history of attempts was far higher 

those without such a history. 

(1960) analyzed 44 suicides and found that 14 

r attempts, 8 had threatened, and 8 had shown 

ccupations. Tuckman and his associates (Tuckman 

9 63a, 196 3b, 19 68; Tuckman, Youngman, & Kreizman, 

data collected from police reports and other 

nts, found that multiple attempters had a sig-

gher suicide risk than patients who had made 

attempt. 

al. (1977), in an 11-year study of mortality 

g both psychiatric and nonpsychiatric samples, 

eluded that a significantly higher degree of 

associated with those persons identified as 
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stimate of continuance was cited by Shneidman 

(1961), who discovered that 80% of the Veterans 

h completers had previously attempted the act. 

r (1968) had suggested that the suicidal indi-

through successive stages that identified his 

tireat, attempt, or complete, at any point in 

and Hegert (1966) supported Callendar's propo-

tifying four groups that were said to have 

ee of "suicidality." These groups differed 

such that mean age and male-female ratio 

a direct function of commitment to death. The 

ided: 

ident . . . that suicide is not a dichot-

lavior by which the participants in the 

be meaningfully separated into categories 

whether or not they actually expire. It 

tant to note that the populations of peo-

participate in various types of suicidal 

are in fact different populations, which 

aated along a continuum. Even within the 

up that expires, there are still degrees 

idality' based upon method of injury and 

aphic variables of age and sex. (p. 20) 

19 70d) suggested that lethality could be seen on 

and that, if follow-ups had been undertaken for a 
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eriod, many attempters would have been found to 

.pleters. He noted that Dorpat and Boswell (1963) 

the ratio of males to females in three groups of 

ith differing degrees of intent to die. They 

t the proportion of males had increased monoton-

he seriousness of the intent. Lester suggested 

quality increased monotonically (for example, 

erious attempters to very serious attempters), 

have been predicted that this quality would 

n more common in samples of completed suicides, 

ded that it was possible to order suicidal 

dimension of lethality. 

cent efforts toward the refinement of intent 

en seen to have failed to have clarified the 

inuity (Freeman et al., 1974), it appeared 

D abandon research on the suicide attempter. 

6 8) had cautioned: 

ude, as some investigators have, that these 

Eerent populations'—with the implication 

cannot learn anything about suicide from 

of attempters—is not justified. One can 

2h about a disease from a study of mild 

it. (pp. 9-10) 

pecially Devised Scales 

•towards the development of instruments specially 

sess suicidal risk characterized the most recent 
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ss in the field of suicidology. Analysis of 

revealed two periods with different emphasis, 

itial period, emphasis was placed upon identifi-

se variables necessary to grade the probability 

11 individuals. The underlying assumption was 

mity of suicidal characteristics across subpop-

igh-risk individuals (Devries, 1966c; Dorpat & 

; Efron, 1960; Lester, 1967b, 1968). 

recent era maintained the emphasis on identifi-

finement of variables relevent to risk assessment, 

guished by (a) the relative increase in the 

redictive rather than postdictive research, and 

f multiple regression techniques to combine and 

e factors, so as to construct separate scales 

subgroups in the population. Scale differences 

ated for variations in age and sex, and for 

cific applications such as different hospital 

suicide prevention center callers (Brown, 19 72; 

4; Motto & Heilbron, 1976; Wold, 1968). 

ard to the initial era, perhaps the first of the 

ised scales was designed by Efron (1960). He 

a sentence completion blank to a group of 

had shown suicidal ideation, an assaultive 

nonsuicidal group. Four psychologists sorted 

protocols into the three categories and rated 

confidence in their decisions on each protocol. 
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e of successful identifications of the suicidal 

from 30 to 40. The psychologists classified 

oup of nonsuicidal, nonassaultive patients as 

e rater correctly classified 79% of the suicidal 

he highest level of confidence. 

lieved that a number of highly proficient raters 

tified who could employ the blank successfully, 

t itself, however, appeared capable only of 

atients having current suicidal ideation. 

rvation might have served as well or better, 

.nd Boswell (1963) rated 121 attempters on an 

of seriousness from 1 to 5. The basis was the 

k, so that a rating of 1 corresponded to a ges-

ambivalent attempt, and 5 to a serious attempt, 

uicide was reported to have been associated with 

nd psychosis. Low intent attempters were found 

ulated others by their act. The ambivalent mid-

red this manipulativeness and attempted to test 

of others. 

(19 66c) reviewed the suicide literature for 

cs of suicidal individuals and constructed a 

based upon his analysis. He administered the 

a combined group of male psychiatric threaten-

ipters and compared their responses with those of 

ale psychiatric patients. Thirteen items were 

differentiate the groups at the .05 level of 
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The scale discriminated threateners neither 

who had made prior attempts, nor from patients 

threatened and attempted. A cutoff criterion of 

56% of the suicidal patients and 31% of those 

suicidal. 

1967b) administered the 13-item Devries scale to 

dergraduates comprised of 19 students who had 

icide without having taken action, 5 persons who 

suicide, 5 threateners, and 14 students who had 

red the act. The scale failed to differentiate 

om threateners and the two groups combined. The 

ccessfully discriminated among the nonsuicidal, 

icide, and combined attempted-threatened groups. 

ication of the above study, Lester (19 68) con-

lor findings and then attempted to control for 

turbance. All students completed the neuroti-

the Maudsley Personality Inventory (Jensen, 

its who had never considered the act were 

ligh- and low-neuroticism groups on the basis of 

ores. The nonsuicidal high-neuroticism group 

to differ from the suicidal students on their 

tores. With neuroticism controlled, the scale 

cessful in differentiating the suicidal group 

uicidal comparison group. 

red that the Devries scale was capable of 

y differentiating suicidal from nonsuicidal 
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The scale was unable, however, to discriminate 

om threateners. 

icant trend in the identification of high-risk 

nvolved the use of social history data, in 

ith current psychiatric status. This approach 

oted most especially by suicide prevention cen-

ata were readily obtainable from individuals 

e center by phone. The approach was suggested 

an investigation carried out by Pokorny (1960). 

group of psychiatric completers with a group of 

atients and found significant differences regard-

ors as age, hospital status, religion, marital 

r of hospitalizations, suicide history, and 

dical and psychiatric). 

the research conducted on data supplied by the 

uicide Prevention Center (LASPC) had followed 

investigation. Farberow and McEvoy (19 66) 

Dup of Veteran's Administration psychiatric com-

a nonsuicidal matched control. Only diagnoses 

action and depressive reactions were considered, 

ariables were found to significantly differen-

aps, including a history of suicide attempts, 

ial adjustment, and a recent change in family 

factors were grouped into a Suicide Potential-

) that became a primary instrument employed by 

s Suicide Prevention Center. 
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ors then modified the Suicide Potentiality Scale 

ratings of intention to die that were applicable 

ed suicidal patients. Ratings of 0 to 6 were 

ch of three aspects of an attempt: (a) adequacy 

(b) lethality of method (effectiveness), and (c) 

rescue. The sum of the ratings equaled the 

potential for any patient. 

the validity of the revised instrument were 

Dugh it had not been employed extensively out-

rans Administration Center Hospital in Hampton, 

Suicide Potentiality Scale appeared to warrant 

tigation as a promising instrument for risk 

th hospital patients. 

eries of investigations focused upon admission 

asis for risk assessment. The initial steps 

ing such a scale were taken by Tuckman and 

3a) who followed up 3,800 attempters and dis-

went on to complete the act. All data were 

the files of the Philadelphia Suicide Preven-

The completers were found to differ from the 

the following factors: age, race, sex, marital 

mient status, living arrangements, physical 

1 care history, mental condition, method and 

ior attempt, season, time of day of initial 

interval between the act and the moment of 

f-report of intent to kill, presence of a note, 
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f prior threat or attempt. The 17-factor scale 

Scale for Assessing Suicide Risk (SASR). An 

oring system was found to be equivalent to a 

em. 

idal rate per 1,000 for scale scores of 0 to 1 
c • 

be 0.0; for scores of 2 to 5, 6.9 8; of 6 to 9, 

10 to 12, 60.61. As the rate for these last 

00 times the national prevalence statistic (per 

Scale for Assessing Suicide Risk appeared to be 

powerful instrument. 

nd Kendra (19 73) sought to extend the applica-

kman and Youngman's findings to a general 

ospital population. A list of 2,000 admissions 

ia State Hospital yielded data on 63 attempters 

ters. Information was collected on each of the 

cale for Assessing Suicide Risk factors and on 

1 factors of diagnostic category, religion, and 

ontrary to expectation and to the findings of 

ad Youngman study, the predicted relationship 

ased scale scores and increasing suicide rates 

Rather, increasing scores corresponded to 

ijnpletion rates. The authors concluded that the 

Bssing Suicide Risk did not appear to be useful 

trically hospitalized attempters. 

s, Cook, Wilson, and Maley (19 6 7) gathered 

a and information from a psychiatric interview 
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to predict eventual committers from a sample of 

empters. They compared 17 completers with a 

of nonsuicidal patients and discovered a number 

ating items. Using a weighted scoring system, 

identified 75% of the completers. In the group 

ntrols, the percentage of false positives was 

ch ward nominated the three persons having the 

ility of suicide, the scale placed 58.4% of 

e cutoff. The base rates for completers at the 

, however, unreported. 

s and Wilson (1969) conducted a cross-validation 

and instituted a revision in which items of low 

ng power were removed. The Revised Suicide 

le (RSPS) contained 16 items based upon sex and 

3, number of admissions, marital status, educa-

ation, retardation of thought, language use, 

sion, apathy, inappropriate behavior, a social 

ed against others, impaired effectiveness, 

Lpitating stress, and danger to self. Results 

d scale identified 82% of the completers, with a 

sitive rate, and placed 61% above the cutoff, 

•and Wilson (1970) further assessed the practical 

Revised Suicide Potential Scale when compared 

rates of a western mental health center. The 

63 fatalities with 324 attempters and 94 non-

:ols. The Revised Suicide Potential Scale was 
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ectly predict 44.4% of the completers as sui-

nstrument also predicted 17.5% of the fatalities 

idal. When applied to the attempter group, the 

ly identified 57.4%. Of the nonsuicidal group, 

uicide Potential Scale successfully classified 

classified 31.6% as suicidal. 

al, the Revised Suicide Potential Scale appeared 

ut one—third of the health center's total popu— 

entially suicidal, and was, thus, overpredictive. 

uggested that the predictive utility of the 

uld increase in crisis clinic and suicide pre-

ces where higher base rates were common. This 

d yet to be confirmed. 

74) reviewed the various scales available for 

cidal risk (Cohen, Motto, & Seiden, 1966; Dean 

Devries, 1966; Farberow & Devries, 1967). He 

st of common variables and combined them with 

imographic social and environmental variables to 

flex of Potential Suicide (IPS) that was com-

-item clinical scale. The 19 social variables 

into five categories: demographic status, 

status, environmental stress, family history, 

sal history. The 50 variables contributing to 

Linical score were grouped into six categories: 

sorder, anxiety as an affect, alcoholism, cur-

lealth, emotional status, and suicide behavior. 
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lied the scale to 275 patients in residence at a 

nistration neuropsychiatric facility over a 9-

and discovered that while the clinical scale 

d the suicidal from the nonsuicidal individuals, 

differentiate among ruminaters, threateners, and 

The separate form of the clinical scale, using 

succeeded in discriminating between threateners 

i. Items tapping depression, anxiety, and emo-

were found by factor analysis to have been most 

arating attempters from nonsuicidal patients. 

distinctive trend in the literature involved 

erning the distinction between lethality and 

primary components in risk assessment. These 

:£>uld have been seen as separate or intent could 

rred from the lethality of the method. The lat-

ave refined the measurement of each component, 

nd Goodell (19 71) rated the suicidal activity of 

female patient attempters, four of whom subse-

The mode of suicidal behavior was restricted 

edative self-poisonings. The rating form was 

three variables, all of which were graded on a 

from 0 (absent) to 5 (most severe). The first 

of coma, was rated from an already-published 

icond variable, physical danger, was rated from 
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s and effort required of the professional staff 

he effects of the poisoning. The final variable, 

ive intent, was assessed from the patient's 

amount and lethality of the medication ingested, 

tig in which the poisoning occurred. 

snts were also classified into the diagnostic 

personality disorder and depressive illness. A 

y, disturbed life circumstances, was employed 

tfho could not readily be placed into the other 

ations. The authors reported that mean ratings 

nality disordered group were significantly lower 

omparison groups. The depressive group did not 

icantly from the disturbed life circumstances 

Dm the narrow focus of this investigation, in 

:node of attempt, the findings are difficult to 

le study was retrospective and lacked adequate 

B diagnostic classifications were too broad to 

nically. Further, the ratings were made by two 

e training and experience were unstated, and 

ter reliability was unreported. 

finements within the literature have been repre-

by initial efforts to link depression with 

:nt, and second, by the identification of hope-

le component accounting for most of the variance 

ionship. 
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lines of investigation have emphasized the 

intimate relationship between depression and 

vior (Lester, 19 72; Resnik & Hathorne, 1974; 

Silverman (1968) concluded that some form of 

universal to all suicidal acts. Retrospective 

:ver, placed the percentage of diagnosed depres-

eted suicide in the 20% to 80% range (Beck, A., 

11, 1970; Pokorny, 1966). 

2 recent effort to relate objectively determined 

th degree of suicidal intent, Silver, Bohnert, 

^us (19 71) evaluated 45 general hospital patients 

r suicide attempts. Their scores on the Beck 

/entory, omitting the suicidal ideation item, 

be significantly higher than the scores obtain-

ison group of 39 4 psychiatric inpatient controls 

ers, 80% obtained scores in the depressed range, 

iled, however, to distinguish depressed sui-

from their depressed but nonsuicidal counter-

act dropped the clinical utility of the finding 

The patients 1 wish to die was measured by a 

al Intent Scale. This instrument relied 

the physical damage resulting from the attempt, 

demographic or historical data. The omission of 

to the effectiveness of the suicidal act was 
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ms referred to the circumstances related to the 

items dealt with isolation, timing, precautions 

jvery or intervention, acting to gain help after 

final acts in anticipation of death, degree of 

attempt, presence of a note, overt communication 

purpose of attempt. The remaining six items 

patient's self-reported expectations regarding 

he act, conception of method's lethality, con-

riousness" of attempt, ambivalence towards 

•nception of reversibility of the act. 

er reliability was reported to be .95. Scoring 

n information obtained in the interview. The 

re the patient and another reliable person. A 

Drrelation, that was independent of age, was 

depth of depression and degree of suicidal 

t al. (19 73) hypothesized that depression and 

related because each had an underlying, causal 

[Tion. They grounded their hypothesis in (a) 

8) conception of suicide as a disease of despair-

ss, and (b) relatively new theoretical 

depression (Beck, A., 1970) that deemphasized 

troflexed rage and focused upon what A. Beck 

the cognitive triad of depression (i.e., neg-

as toward self, the outside world, and the 
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Empirical support for the Minkoff et al. hypothesis had 

been furnished by Ganzler (1967) who discovered that, while 

all three of his psychiatric groups described their current 

ns in negative terms, only the suicidal group 

ure negatively. Further, a factor analysis of 

ession Inventory (Beck, A., & Mendelson, 1961) 

a factor with high loadings on only two items— 

(r = .40, p < .01) and suicide (r = .34, p < 

k's (1967) own analysis of the Beck Depression 

shown that suicidal wishes correlated more 

opelessness than with any other item. 

st al. sampled 68 consecutive attempters 

general hospital. Each patient acknowledged 

:it, and had gone beyond mere threat or ideation. 

3 measured by the Beck Depression Inventory, 

f intent was determined by the Suicidal Intent 

essness was evaluated by the Generalized Expec-

a reportedly well-validated instrument comprised 

eferring to the future. 

indicated that individuals with high hopeless-

ness scores obtained higher mean intent scores as well. A 

significant positive correlation was also obtained for the 

relationship between depression and intent. The authors 

furthermore discovered that hopelessness showed a signifi-

cantly closer relationship to intent than to depression. The 

causal nature of the relationship could not, however, be 

established. 
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ly disappointed in the performance of the Beck 

ventory, Lester and A. Beck (19 75) explored 

t separate components of depression, as measured 

epression Inventory, would be more useful as 

suicidal intent than the total depression score. 

54 consecutive attempted suicides was drawn from 

ral hospital as that employed in the Minkoff et 

t was unclear whether or not the subjects were 

1 across the two investigations. The materials 

ion Inventory, Generalized Expectancy Scale, and 

nt Scale) and procedures were the same, with the 

t an assessment of the medical lethality of the 

ade by the interviewer. No further details as 

of lethality estimation were reported. 

ors found that the total depression scores were 

ntly correlated with suicidal intent. This fact 

d surprising, in that suicide had been consider-

in depressed patients (Beck, A., 1972). Two 

Beck Depression Inventory depression (negative 

onia and retardation) did correlate significant-

t, but when the hopelessness variable was 

he correlations became insignificant. Neither 

s of depression nor those of hopelessness cor-

ficantly with lethality of the attempt. Thus, 

appeared to be a crucial variable in the assess-
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, Schuyler, and Herman (1974b) reported an 

of 500 attempters admitted to two general hos-

Eastern seaboard. Their stated purpose was a 

vision of the Suicidal Intent Scale, which they 

to 20 items for research purposes. The last 

re unscored, as the weighting of the alterna-

ertain. 

idal Intent Scale factors dealt with data such 

elings about the attempt, conceptions of death, 

1, and use of drugs. Separate forms of the 

nt Scale had been designed for completed sui-

cidal ideation, but these were to have been 

er the Intent Scale. 

to further quantify the hopelessness variable, 

al,(1974c) devised a 20-item, true/false Hope-

Nine items were selected from a test of 

arding the future that had been developed in an 

issertation (Heimberg, 1961) and revised. The 

ms were drawn from a pool of pessimistic state-

d by patients and judged by clinicians to have 

ve of hopelessness. 

inistered to 294 hospitalized attempters, the 

Scale demonstrated an acceptable level of 

istency. Concurrent validity was determined by 

elessness Scale scores with clinical ratings of 

in two samples: (a) 23 outpatients in general 
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ice, and (b) 62 hospitalized attempters. The 

were .74 (p < .001) for the outpatient group 

.001) for the attempters, with an interrater 

f .86 (p < .001) . 

of 49 depressed patients was used to further 

Hopelessness Scale by comparing it with scores 

he Stuart Future Test (Stuart, 1962) and with 

item of the Beck Depression Inventory. The 

obtained were .60 (p < .001) for the outpat-

3 (p < .001) for the attempters. 

tor analysis of the Hopelessness Scale, three 

isolated. The first, Feelings about the Future, 

.id affectively toned associations such as hope 

m. The second, labeled Loss of Motivation, was 

i giving up and deciding not to want anything, 

ture Expectations, included anticipations about 

Ld be like in terms of obtaining good things, 

rking out, or the prospect of a dark future. 

3eck, and Weisman (1975) explored further the 

uh hopelessness and depression were related to 

in patients hospitalized subsequent to an 

Hopelessness Scale and Beck Depression Inven-

mistered to 32 males and 55 females, 60% of 

nosed as depressive disorder and 20% of whom 

enic. The Current Suicidal Intent Scale was 

iterion measure. 
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ent Suicidal Intent Scale was designed to pro-

of risk by quantifying various clinical varia-

esearch scale contained 13 items, each comprised 

rnatives scored 0 (least severe), 1, or 2 (most 

items were concerned with the attempter's 

rd the present, his view of problems, his reac-

attempt, feelings of being cared for, presence 

nd death-oriented thoughts, plans about a future 

xpectations of acting them out. For example, 

tions to Failure of Suicide Attempt was scored 

Dinted), 1 (ambivalent) and 2 (disappointed). 

aicidal Intent Scale was completed by an exper-

an on the basis of an interview conducted 

rs of admission. 

rple of 336 attempters, interrater reliability 

:it Suicidal Intent Scale was found to be .90. 

lidity was reportedly supported by: (a) a 

prrelation between Current Suicidal Intent Scale 

patient's self-report of desire to take his own 

, and (b) the finding that the self-harm Beck 

/entory item correlated more highly with Current 

t Scale total score (r = .48) than did any 

•ression Inventory item. 

e interview, patients also completed the 1̂  wish 

following extent single scale. This variable 

0 (not at all) to 8 (very much). 
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of the study indicated that hopelessness again 

er correlation with current suicidal risk than 

n. Similarly, the relationship between hope-

the wish to live remained significant, even when 

f depression were partialed out. When hopeless-

rolled, however, correlation of depression with 

ive dropped to insignificance. 

imension of hopelessness was successfully 

the global concept of depression, and shown to 

i suicidal intent better than depression, A. 

L976) sought to determine whether or not specific 

global intent concept could be identified for 

ive study. The Suicidal Intent Scale, was, 

[ministered to 188 attempters in residence at two 

als. 

analysis yielded four major dimensions of the 

t Scale. Factor I, Attitudes toward attempt, 

ctations of fatality, conception of lethality, 

attempt, attitude toward dying, and conception 

scueability. Factor II, Planning, dealt with 

anticipation of death, active preparations for 

ide note, and premeditation. Factor III, Pre-

.nst intervention, was concerned with timing, 

manner of the act, as well as the degree to 

ent wished to escape from life. Factor IV, 

with others, was specific to actions directed 
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st contribution from the Beck group (Beck, A., 

ssman, 19 79) involved the construction of a 

cide Ideation. The scale was designed to 

intensity of that portion of suicidal intent of 

son was aware. Validated on patients hospital-

-destructive rumination, the scale was comprised 

graded in intensity from 0 to 2. The items 

2 of the characteristics of suicidal thinking, 

overall attitude toward them, the extent of 

die, details of their plans, and so on. The 

igned to be completed by a clinician based upon 

replies to a semistructured interview. 

t scale was discovered to have had moderately 

ions with clinical ratings of suicidal risk and 

ered measures of self-harm. The percentage of 

ween clinicians completing the scale was ade-

3), although one might have expected such a 

fared somewhat better. 

difficulties with the scale were salient, 

s were defined in part as persons who had not 

lit overt attempt. Recency was not itself 

definition became important because proper 

of the results need have addressed the differ-

ce of multiple as opposed to single attempters. 
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ors had been grouped together with threateners, 

und made interpretation difficult. The problem 

d further because "threats'1 had been permitted 

bal or overt behavior. These criticisms appear-

mited the clinical utility of the Beck instrument 

nal scale. 

and Worden (1972) developed a scale that measured 

severity of attempts as reflected in probability 

irreversible damage and death. Their Risk-

was a measure of what the person did and the 

ich he did it. It was based upon external cri-

not subject to the phenomenology of the 

to evaluate the effectiveness of the Risk-Rescue 

uthors applied the scale to 100 attempters ran-

d from 403 suicide cases seen at the Masschusetts 

tal during 1965. The men obtained significantly 

than the women. 

wo main variables, risk was the stronger discrim-

, in that men tended to carry out riskier acts. 

e was also found to have been a better discrimi-

than the rescue score, suggesting that older 

ed out riskier attempts. The rescue score failed 

with age. 

Rescue Rating correlated significantly with 

tment received, with the risk score accounting 
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ity of the variance. The Risk-Rescue Rating 

nated significantly between persons alive or 

tempt, with the total score a more powerful indi-

ther risk or rescue taken alone. In general, 

s and multiple attempts had little correlation, 

sequent study of 25 patients admitted to the 

, the Risk-Rescue Rating was found to have cor-

(|p < .01) with the independent clinical judgement 

kill the self and .60 (p < .01) with A. Beck's 

lity Scale (Beck, A., Beck, R., & Kovacs, 1975). 

oncluded that the Risk-Rescue Rating, taken 

t a predictive instrument. It required consider-

r with intentionality and psychosocial involve-

19 76) evaluated 40 atterapters admitted to the 

Hospital. The patients were selected so that 

fell into high, moderate, and low lethality 

Risk-Rescue Rating. The final data set was 

interviews, observations, and psychological 

ombined into a Terminality-Lethality Index (TLI). 

luded sections on background and personality, 

iemographics. Thirteen'factors were found to be 

skground variables and 14 factors to suicide 

series of multiple regression analyses were 

3 to determine the relative contribution of each 

Risk-Rescue Rating. 
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1 regression equation consisted of four factors 

ckground, three factors related to suicide, and 

lated to demographics. High-level attempts were 

ssociated with persons who had expected serious 

th (high intent to die), showed a history of 

tting along with others, and had few friends 

oor social relationships). A history of mental 

times accompanied by psychosis, was present, 

ze was small (low birth order). Homocidal 

ulses, and frequent outbursts of rage were often 

tireatening behavior) . These patients were typi-

1 attempters had not expected serious injury or 

tent to die). They came from larger families 

order), with whom they were angry prior to the 

om whom they refused offers of assistance 

of family). Some had rebelled against the fam-

(changes from family religion). Their status 

married. While psychiatric history and poor 

relationships were absent, a higher degree of 

life-threatening behavior was present, These 

luded substance abuse and accident proneness. 

rs concluded that the Risk-Rescue Rating was a 

the intent to die. It was a practical instru-

c t ings were assigned apart from the attempter's 

of 



The Weis 

but not witho 

factors (Inte 

part to intra 

been relevant 

occupied prog 

sonable to su 

been classifi 

The study neg[L 

lation. 

Further, 

the above-cit 

larger than t 

tor was, for 

50 

man and Worden study was strongly suggestive, 

ut drawbacks. Two of the Risk-Rescue Rating 

ntion to die and Homocidal thoughts) referred in 

psychic events, and it appeared that both had 

dimensions upon which high-level attempters 

ressively more extreme positions. It was rea-

ppose, then, that all individuals might have 

able upon these universally applicable continua. 

ected, however, to sample the nonsuicidal popu-

should have s 

as the practi 

Rescue Rating 

dynamic, self 

evaluation. 

One aspe 

been the devejL 

the population 

by Brown and 

The initial s 

Seiden (1966) 

it was probable that the item domain from which 

ed factors were drawn had been a great deal 

le samples employed. The Intention to die fac-

example, defined as the "expectation of serious 

injury." Broadening the narrow definitions of the factors 

erved to increase the discriminability as well 

cality of the scale. Whether or not the Risk-

might have benefited from the inclusion of 

report items became a matter worthy of future 

<pt of the current trend in suicide research had 

opment of instruments for specific subgroups of 

This movement had been given strong impetus 

Sheran (19 72) in their review of the literature, 

uggestion was credited to Cohen, Motto, and 

Wold (196 8) extended the idea to suicide 
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nter callers. The concept underlay latter day, 

investigations (Brown, 19 72; Lettieri, 1974; Motto 

976), and became more feasible due to the appli-

tiple regression techniques. 

al. (1966) devised an instrument made up 

mographic variables. Using a procedure similar 

ckman and Youngman (1968) , they evaluated 193 

7 of whom went on to complete the act. Fourteen 

und to differentiate the two groups. These were 

the Instrument for the Evaluation of Suicide 

SP) . 

rument for the Evaluation of Suicide Potential 

ded sex, race, age, marital status, place of 

thod of attempt, state of consciousness, prior 

Dspitalization, prior attempts, poor physical 

olism, drug addiction, delinquency, and recent 

these items were not found to be of use by 

ungman. Furthermore, a set of items found 

Tuckman and Youngman study were of no use in 

al. investigation. These included employment 

arrangements, and presence of suicide note, 

suggested that hospitals should devise their 

scales for identifying suicidal risk. 

of thought was pursued by Wold (1968), who 

]f,os Angeles Suicide Prevention Center data on 

later went on to commit suicide. He 



discovered tw 

and-out" and 

involved sex 

history of pr 

the latter sy 

while the fac 

ly unimportan 

Wold (19 

differentiati 

Wold and Litm 

formed on eig 

Los Angeles S 

The authors c 

pendent of an 

individuals w 

appeared to 

their resourct 

stress or loss 

The impli 

activities tha 

vention tended 

relatively ne 

years. Litmaili 

suicide preve 

classical desct 

ual crisis int 

ha 

52 

o distinct syndromes referred to as the "down-

"I-can't-live-without-you." The former pattern 

and early parental loss as risk indicators. A 

ior attempts failed to attain significance. For 

jndrome, early parental loss was not significant, 

tors of prior attempt and sex remained relative-

t 

68) suggested that lifestyle was one way of 

ng among subgroups of the general population, 

an (1973) reviewed psychological autopsies per-

ht committers who had been in contact with the 

uicide Prevention Center prior to their demise, 

oncluded that the deaths were relatively inde-

crisis that had existed at the time that these 

•̂ re in contact with the center. The suicides 

ve been a result of the gradual exhaustion of 

s, energy, and hope, rather than any sudden 

cation was that current suicide prevention 

t were based upon the model of crisis inter-

to overemphasize the emergency risk, and 

fleeted the danger for the foreseeable 1 to 2 

and Wold (1976) estimated that only 40% of 

tntion center callers conformed behaviorally to 

riptions of crisis states. Moreover, individ-

erventions were relatively ineffective in 
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ntion with individuals who had a long history of 

icidal behavior as part of a self-destructive 

uch persons typically made repeated attempts, 

lly depressed, had masochistic personal rela-

d had a history of alcohol and drug abuse (Wold 

3) . 

existed that was seen to support these conclu-

analysis of Los Angeles Suicide Prevention 

Litman, Farberow, Wold, and Brown (1974) compared 

o had committed suicide within 2 years after 

t with 465 individual who were still alive 2 

enter contact. A stepwise discriminant analysis 

generated a 12-item scale reflecting: (a) older 

>nic alcoholism, (c) absence of recent irritation, 

Lence, (d) lethal prior behavior, (e) male sex, 

ess to accept help at present, (g) longer dura-

nt episode, (h) absence of recent loss or 

j) depression with somatic symptoms, (k) no loss 

alth, and (1) higher occupational level. Items 

(k) were seen to indicate an absence of stress 

le items (f) and (h) apparently reflected an 

to accept assistance. 

st to scales developed for predicting short-

suicide potential (e.g., Cohen et al., 1968; 

groan, 1968), Brown (1972) and Lettieri (1974) 

redictive scales of long-term potentiality 



using patient 

vention Cente 

52 committers 

Lettieri, how 

Brown retaine 

Brown re 

living from t 

of significan 

Increasing ag 

Alcoholism ra; 

rage, or viol 

(4); lack of 

current loss 

(7 )'r no recen 

an assumed as 

variables 3, 

were far from 

icant items c 

or removal of 

Lettieri 

specific group 

He then perfor 

to obtain long 

older and your 

females. 

54 

data furnished by the Los Angeles Suicide Pre-

r. Both authors sampled the identical groups of 

and 465 attempters from the center population. 

e v e r' divided the sample into four groups, while 

d the original two-group subdivision. 

ported 11 items that discriminated the still 

he dead at the .10 level or better. The level 

ce for eight of the items was at or beyond .05. 

e was the cue most indicative of high risk. 

•nked second followed by: no recent irritation, > 

ence (3); lethality of prior suicidal attempts 

prior psychiatric experience (5); absence of 

or separation (6); depressive somatic symptoms 

loss of physical health (8). Reversals from 

sociation with high lethality were found for 

, 6, and 8. Brown cautioned that his results 

conclusive. The ordering and number of signif-

:<(>uld have been easily altered with the addition 

even poorly discriminative cues. 

(1974) derived special scales for age and sex 

s, using 39 years of age as the dividing point, 

med a series of stepwise discriminant analyses 

and short forms for each of four subgroups; 

ger males together with older and younger 
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forms for older males contained 13 items, of 

st seven comprised a brief form. The brief form 

r appraisal with only minimal loss of accounted-

For younger males, the long and short forms 

e and five items respectively. The long forms 

ales contained 10 items, with the first four 

the brief form. For younger females, the long 

eight items, of which the first three comprised 

le. Each item was weighted and the final rating 

ent was classified into low, moderate, or high 

tiality. A prediction of death by suicide within 

Dd postassessment was associated with high leth-

ificant variables for the older male group were: 

tatus; (b) somatic aspects of depression; (c) 

age, and violence; (d) current acceptance of 

) loss via divorce; (f) repeated attempts; (g) 

(h) dual suicidality (both partners attempted); 

ailable; (j) repeatedly discarded; (k) suicidal 

panic anxiety; and (m) conflict over indepen-

ce. Reversals of the weighting assignments 

associated with high lethality were encountered 

h, j, k, and m. The long form successfully 

of the committers and 9 3% of the attempters in 

investigation. 
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e for younger males was comprised of: (a) mari-

ace (Caucasian), (b) thinking, (c) omnipotent 

ings, (d) homocide component, (e) dual suicidal-

via divorce, (g) criminal behavior (excluding 

tions), and (h) culture trap (overstrenuous 

culturally defined sex roles). Weighting 

urred on items b, e, f, and g. The percentage 

assifications for the long form was 77 for com— 

4 for the attempters in a pilot study. 

s for older females included: (a) single status, 

omic status, (c) estimable time for act, (d) 

ble, (e) current drinking, (f) prior psychiatric 

alcoholism (without severe life disruption), 

th nonfamily, (i) lethality of prior suicidal 

(j) repeatedly discarded. Reversals occurred 

, and j. The long scale correctly selected 82% 

3ied and 88% of those still alive. 

jer females, the items enumerated were: (a) 

e vicinity? (b) conflict over independence/ 

c) warm interdependent relationships;- (d) occu-

rratation, rage, and violence; (f) lethality of 

iid (g) criminal behavior. Reversals from the 

tion were noted for variables e and g. The 

correct classification for the long scale was 

:ers and 90 for attempters. 
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the results of the Lettieri study appeared 

omising, but have not been tested upon other 

urther validation. Because validity tended to 

e application, it seemed best to adopt a wait-

re. 

and McKinnon (19 74) devised a long-range pre-

for Veterans Administration patients with a 

of hospitalization. Ratings on 93 committers 

Is were undertaken, using an 81-item schedule, 

e discriminant function analysis was performed, 

were extracted and applied to a second group of 

omly selected from the original population of 92 

d 100 attempters. The final, weighted 11-item 

uced the least number of false positives and 

utoff points for high, moderately high, moder-

d low levels of suicidal risk were then assigned, 

riginal sample, the high and low cutoff points 

cide and nonsuicide with 100% accuracy. Moder-

moderately low risk was predicted with 74.6% 

uracy, respectively. In the validation sample, 

accuracies were reduced. The high-risk group 

with 87.5% accuracy. The low (nonsuicide) 

erately low and moderately high—risk groups 

d with accuracies of 9 3.9%, 65.5%, and 72.1%, 
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erow and McKinnon data were impressive. The 

uracy for additional validation attempts were 

did not appear unreasonable. Application to 

s has not been reported. 

d Heilbron (1976) reported on a large, prospec-

itiated in 1969 and designed to assess estimated 

idal risk. Their sample included 3,006 persons 

ine inpatient psychiatric settings in the San 

a by reason of a depressive or suicidal state 

threateners, or contemplators). 

162 demographic, social, and psychological char-

ere obtained by interview from each patient, 

was comprised of (a) 40 male and 42 female 

lad committed suicide by a predetermined date, 

scharged persons known not to have committed 

t date (487 men, 671 women). Two versions of a 

estimator for each sex were generated: a linear 

ion and a linear discriminant function, 

»n efforts on the index set were twofold. Sub-

ssified as high-risk if their estimated risk 

terion value. Additional validation efforts 

ferent set of patients comprised of: (a) all 

included in the index set (28 men, 22 women), 

leased, known noncommitters who had not been 

e index and were known to have been at risk for 

r (460 men, 587 women). 
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o and Heilbron study found that the best discrim-

en the suicides and the nonsuicides in the index 

from employing the linear logistic function. For 

rocedure identified 70-80% of the committers and 

ncommitters as high-risk. The authors felt these 

o have been overly optimistic and recommended the 

fied linear logistic function value that would 

ed 50% of the committers and 4% of the noncommit-

risk. The figures for females were about the 

alidation sample, the best discrimination between 

nonsuicides was obtained using the modified lin-

function value that classified 32% of the female 

3 16% of the female noncommitters as high risk. 

, the linear logistic function classified 60% of 

and 42% of the noncompleters as high risk. 

o and Heilbron study attempted to comply with 

•coffered by Brown and Sheran (19 74) regarding 

f a relatively large sample size, a prospective 

range of variables, and a rigorous statistical 

falling short of the authors' expectations, it 

•ell a number of practical difficulties. 

efining limited subgroups may have improved 

, but it also reduced the number of subsequent 

ailable in the validation sample. Hence, either 

e needed to be large, or the length of follow-up 

n 
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Should the sample size employed have yielded 

suits, an increase in the instrument's utility 

ve been contingent upon many years of expensive 

changes in related variables, such as the avail-

ecialized treatment programs, may have occurred 

nterval and decreased the number of successful 

and Heilbron (1976) cited evidence to suggest 

k individuals discharged to outpatient therapy 

ere geared specifically to patients' concerns 

ss of subsequent suicide than when discharged to 

>|rograms. 

wide range of variables gathered on a relatively 

high-risk group may have reduced, rather than 

success of validation efforts. The index set 

have been so accurately profiled that chance 

the validation set would have resulted in assign-

stimated risk to validation committers. 

:he differentiation between high and low risk in 

uicidal patients was far more difficult than 

a high-risk group from a nonsuicidal comparison 

Farberow & McKinnon, 19 74; Miskimins & Wilson, 

7 

the decompensation into suicidal behavior was 

ng-term process (e.g., Litman et al., 19 74; 

1973) or as an immediate crisis reaction (e.g., 
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ngman, 196 8; Weisman & Worden, 19 74) or perhaps 

arberow & McKinnon, 19 74; Letteri, 19 74), the 

hope appeared to have been an important intra-

ble in risk assessment (Beck, A., et al., 1974; 

, 1975; Lester & Beck, A., 1974; Minkoff et al., 

Bt al., 1971). The theory upon which much of 

evidence was based, that of Farber (1968), speci-

aitional intrapsychic factors. These variables 

topic of only one investigation. 

19 72) compared 38 psychiatric attempters, 38 

ychiatric patients, and 38 normals on measures 

at, competence, and succorance, in an effort to 

tionship of these variables to suicidal behavior, 

s were matched for age, sex, race, general 

hospital setting. The scales for hope and 

instructed by the author. The succorance items 

im the Personality Research Form (Jackson, 196 7) 

16 Personality Factors test (Cattell, 1950). 

scale was constructed from the 16 PF alone, 

mpt group was found to differ significantly 

>m both the control and normal groups on all 

The correlations of the scales with the 

ification were: hope, r = .61; threat, r = 

e, r = .41; and succorance, r = .40. A dis-

tion analysis yielded a linear combination of 
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t misclassified only one attempter. None of the 

identified as suicidal. 

oncluded that Farber's (1968) variables were 

understanding suicidal behavior. He further 

the prediction of suicidal activities via an 

the individual's phenomenological viewpoint 

e a promising pathway. 

8) sought to determine whether or not separate 

the hopelessness variable could be tapped using 

les. First, he reworded those items which 

ch significance (p > .05) in the development of 

2) hope scale. Then he compared the reworded 

(CHS) with his own 15-item hopelessness scale 

•belessness Scale (Beck et al. , 1974), and the 

Likert-type Hopelessness Scale (RLH). The Ray 

Scale was similar to the other scales in its 

trapsychic emphasis. All the tests were admin-

undergraduates enrolled in an introductory 

arse. 

or discovered that the Cohorn hopelessness scale 

:h the Beck Hopelessness Scale, r = .41, and 

Iflopelessness Scale, r = .26. The Cohorn scale 

the Ray Hopelessness Scale correlated r = .66 

Hopelessness Scale. The Ray Likert-type scale, 

ch reflected extreme hopelessness and the other 

ulness, correlated r = .57 with the combined 
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ale and r = .53 with the Beck Hopelessness Scale 

alone. All correlations were significant at the .05 level. 

Ray acknowledged the normal, rather than hopeless or suicidal 

sample, and stressed the need for devising more 

powerful measures of the Farber (1968) variables. 

In summarizing the empirical literature, one discovered 

that several of the more recent scales had potential for 

future application in risk assessment (Farberow & McKinnon, 

1974; Lettieri, 1974; Motto & Heilbron, 1976; Weisman & 

Worden, 19 76). These scales were seen to rely 

Semographic and objectively defined data, as 

Worden, 1972; 

primarily on 

cable in ever 

While no 

ness (Beck, A 

Research also 

opposed to private feelings and thoughts. They told us very 

little about what goes on inside the mind of the suicidal 

individual. There furthermore appeared to have been a sig-

nificant degree of variability among suicidal persons, both 

within and ac:tross settings, on these public measures. In 

consequence, no single group of objective factors was appli-

V case. 

evidence existed for a suicidal personality, 

common intrapsychic dimensions, along which suicidal individ-

uals varied to a greater degree than nonsuicidal persons, had 

been identified. One such dynamic theme was that of hopeless-

, & Lester, 1973; Beck, A., et al., 1974b, 

1974c, 1975; Cohorn, 1972; Minkoff et al., 1973; Ray, 1978) 

suggested that competence, succorance, and 

perceived thre;at, as suggested by Farber (1968) , were 
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arch literature suggested the existence of 

dimensions along which suicidal individuals 

mselves in significantly different fashions 

nsuicidal counterparts. The work done to date 

ssted by Farber (1968), whose interactional 

into account both environmental and psycho-

rs, but only insofar as these variables were 

he individual. The domains of Farber!s con-

, hope, competence, threat, and succorance) were 

ver, that additional sampling procedures may 

in items that were superior in discriminative 

>se already in use. 

an interpretation of Farber's formulations 

conceivably expanded to include the factor of 

Melges & Bowlby, 1969; Miller, Rossellini, & 

). Helplessness was considered together with 

nifestation of a constricted psychological 

a variable outside the purview of Farber's 

y have proved applicable in risk assessment 

:control. It has been hypothesized that suicidal 

ve abrogated the wish to control both the self 

ons (Adler, 1958; Ansbacher, 1961), and such a 
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to constitute a reasonable extension of Farber's 

Dse of the current study was twofold. First, it 

to examine the possible clinical utility of a 

3 specially devised for the admission screening 

with regard to the assessment of suicidal risk. 

:ition was to employ scale dimensions that were 

and along which all individuals fell to greater 

ees. Further, the intent was to take into con-

degree of objective danger to the suicidal 

well as the probability of rescue once an 

en initiated. 

;he study was designed to provide empirical 

set of hypotheses propounded by Farber (1963) 

icidal behavior. The intention was to refine 

factors of hope, competence, threat, and 

ile appending those of control and helpless-

.y tested the general hypothesis that there 

ificant relationship between membership in the 

mental and control groups, as they were defined, 

bles of hope, threat, competence, succorance, 

and control. More specifically, Farber's form-

sted that there would be a direct linear 



relationship 

function of t 

individuals i 

66 

among the groups for each of the variables, as a 

he degree of risk, from normals to high-risk 

nclusively. 

Method 

to 

Subj ects 

The 120 

age and older 

Terrell, Texak 

Texas, between 

and a group o 

One grou]|? 

dal ideation, 

to admission, 

tive answer 

about taking 

as the (psych 

A second 

a history of 

sion without 

admission. Tit 

A third 

history of at^ 

patients were 

A fourth 

individuals wti 

subjects were comprised of patients 18 years of 

admitted either to Terrell State Hospital, 

, or the Hillside Mental Health Center, Dallas, 

the dates of April 17 and October 15, 19 79, 

employees of these facilities. 

of 20 patients had a history of neither suici-

nor suicide attempt, within the 30 days prior 

Suicidal ideation was defined as an affirma-

the query, "Have you really planned how to go 

^our own life?" These patients were referred to 

atric) control group. 

group of 20 patients consisted of persons with 

uicidal ideation within 7 days prior to admis-

history of attempt within 30 days prior to 

ese patients were referred to as ideators. 

ĉ roup of 60 patients included persons with a 

empt within 7 days prior to admission. These 

referred to as attempters. 

nonpsychiatric group was comprised of 20 

o were employed at Terrell State Hospital as 
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tional Nurses and nurses aides. These subjects 

to as normals. 

xpected that an equal proportion of men and women 

en represented across groups. This assumption 

d the findings reported in the Results section. 

f Hope Scale. This scale was comprised of 35 

items. Ten o 
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f these items were adapted from Cohorn (1972). 

inal 25-item Hope Scale had been found to cor-

icantly (r = .61, p < .001) with the suicidal 

n of his sample. Those 10 items having the 

lations with the total score were selected out 

altered for employment in this investigation, 

evised his initial set of items by following 

propositions set forth by Stotland (19 69). 

suggested that hopefulness was a necessary 

or all forms of self-initiated action. Indi-

ibed as hopeless had been described as quiet, 

d unable to activate themselves internally, 

opositions included the following: (a) that an 

motivation to achieve a goal was a direct func-

abjective probability of attaining the goal and 

of the goal; (b) the greater the probability 

an important goal, the greater the likelihood 

ng a positive feeling and elevated mood; (c) the 

iety experienced increased with the perceived 
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ional 10 items were adapted from A. Beck et al. 

Beck 20-item Hopelessness Scale (HS) has been 

elate significantly better than the Beck Depres-

with clinical ratings of hopelessness among 

:n a general medical practice (r = .74) and among 

suicide attempters (r = .62). Minkoff et al. 

the Beck Hopelessness Scale, found hopelessness 

antly more related to seriousness of intent 

0n. 

set of items were comprised of the Ray Hope-

(RHS) (Ray, 1978). The Ray Hopelessness Scale 

other entirely intrapsychic scale available that 

to relate to suicidal behavior. It has been 

elate .31 with the Beck Hopelessness Scale among 

ts. The Cohorn Hope Scale, when administered 

oup of students, correlated .41 with the Ray 

£cale. 

retest reliability of these 35 items was estab-

nistering the scale to a group of students 

introductory psychology class. The items for 

have been included in Appendix A. 

ce Scale. Competence has been proposed as a 

serious deficit in the suicidal individual (Farber, 1968). 
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no published test designed to measure competence, 

s devised by the investigator following the 

chema set forth by White (1959, 1961). 

s proposed that the child first begins to act 

ronment merely out of curiosity motivation or 

on discovering that his actions brought about 

sequences, he developed a schema that linked 

1 attainment. The schema was followed by a 

motive termed "efficacy motivation" or the moti-

effective. Such motivation was seen in the 

various things, and coping with the world in 

in the absence of apparent need satisfaction, 

actions increased his sense of competence. 

motivation acted to increase the invocability 

s developed early in life. Efficacy motivation 

under conditions of anxiety arousal. Thus, in 

nt individual, the need to achieve security had 

repeated strengthening of the invocability of 

schemata such as "I very often do not obtain my 

r than "whenever I feel bad I am helped by be-

oup of people," or "whenever I do something 

1 less anxious." 

-retest reliability of these items was estab-

inistering the scale to a group of students 

:i introductory psychology class. The Competence 

:n presented in Appendix B. 
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Dught to measure what had been identified as a 

of the suicidal individual (Farber, 19 6 8) by 

Succorance items from the Personality Research 

, 196 7). Jackson had defined an individual with 

on his scale as one who frequently sought 

sympathy, and the reassurance of others. 

retest reliability of these items was estab-

nistering the scale to a group of students 

introductory psychology class. The 10 items 

uded in Appendix C. 

cale. This scale consisted of 10 items adapted 

9 72). Cohorn's 25-item Threat Scale was found 

n 

ignificantly (r = .62, p < .001) with the sui-

cation of his sample. Those 10 items having 

correlation with the total score were selected 

ed for inclusion in this investigation. 

^rived at his initial item set via a studius 

both the theoretical and practical aspects of 

expounded by Lazarus (19 66) . Lazarus defined 
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reat and stress reactions as consequences of 

ses that were in turn dependent upon cognitive 

cused upon the impending harm. As threat 

e coping method became more primitive. Suicide 

a coping mechanism of last resort for an intol-

parently insoluble threat situation. Coping was 

porate the following response types (Haan, 1963): 

purposive choice behavior, (b) behavior that 

e of present need but bore a future pull, (c) 

had a reality-orientation, (d) behavior marked 

by secondary process, differentiated thinking, (e) behavior 

that involved 

of magical th 

behavior that 

tempered and 

The test 

lished by adm 

Farber (1968) 

suicide. The 

at defining s 

stated: 

a monitoring of the disturbing affects, in lieu 

linking regarding removal of the problem, and (f) 

allowed need expression in a manner that was 

Drdered. 

-retest reliability of these items was estab-

linistering the scale to a group of students 

enrolled in an introductory psychology class. The 10 items 

that comprisei the Threat Scale have been presented in 

Appendix D. 

Helplesshess Scale. The presence of a constricted psy-

chological space of free movement has been identified by 

as a condition bearing a strong relationship to 

feeling of helplessness constituted one attempt 

jch constriction. In fact, Schneidman (19 69) 
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ly, we have seen that suicidal individuals 

high lethality are often characterized by 

hing combination of hopelessness and help-

, that conjoint feeling that nothing can 

and that no one can do it. (p. 9) 

was no published scale designed to measure 

this scale was constructed by the investigator 

already-published model (Miller et al., 1977). 

teria employed were: (a) helplessness referred 

lase with a present, rather than a future, ori-

the helpless individual was disinclined to 

lis own immediate actions would be effective in 

goals; and (c) that the helpless person had 

hologically passive posture. 

-retest reliability of these items was estab-

Lnistering the scale to a group of students 

introductory psychology class. The items for 

i/e been included in Appendix E. 

Scale. This set of items was devised by the 

n 

It followed directly from the maturational 

lards (19 46), the concept of locus of control 

, and the Adlerian notion of "striving for 

It took into account the idea that control 

dualized along two dimensions—control of self 

others. 
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proposed that, as the individual matured, self-

oped as: (a) an emotional involvement with the 

hat was tempered and somewhat restrained, and 

<n that became more reflective in nature. A 

sst in and involvement with others developed 

ausible to assume that suicidal individuals had 

th self-control and, in fact, the research on 

Lction in suicide bore this out (Neuringer, 

58) theorized that suicidial individuals 

influence others (strive for superiority) via 

laints and suffering. In the face of stress or 

and due primarily to a lack of social interest, 

appeared to wish to die. That is, this desire 

ers had been abrogated. 

19 73), in reviewing the literature on locus of 

luded that whenever an individual developed the 

t he was no longer in control of the occurrence 

nt, he found it less useful to generalize from 

e. He was unable to employ successively 

lounts of experience to develop better concep-

the future held. Thus, when confronted with 

e performances or with a series of chance 

the individual learned a great deal less. This 

earning appeared directly attributable to a 
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e had little control over the response-

relationship in a given situation. Phares 

lat control and predictability reduced the aver-

oxious stimulation, and that an inability to 

:ited generalization from past experience. 

ausible to assume, then, that under noxious 

g., threat), an individual who had difficulty 

rom past experience would have relinquished 

ontrol he might have believed he had over others 

would no longer have looked to the future, and 

iome suicidal in ideation. 

retest reliability of these items was estab-

nistering the scale to a group of students 

introductory psychology class. Items com-

ntrol Scale were classified along the self/ 

>n and have been presented in Appendix F. 

Disorder Rating Scale. Most of the research had 

on psychiatric samples. It was reasonable to 

ore, that suicidal behavior was in part a func-

gree of thought disorder in some people. The 

.er Rating Scale was devised by the author as a 

ure of thought disorder. It was a concise and 

t was designed to evaluate the relative contri-

inking disturbance to suicidal behavior. The 

e been presented in Appendix G. 
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usive, the Minnesota Multiphasic Personality 

earch reviewed in the literature suggested that 

may have played a role in identifying suicidal 

s combination was often associated with anxiety, 

by agitated depression. Hippie and Cimbolic 

:ed agitated depression to be characterized by 

ating anxiety" (p. 24). It, thus, appeared 

night reasonably function as a covariate of 

fior. 

Anxiety Form X-l of the Self-Evaluation Ques-

I) (Spielberger, Forsuch, & Lushene, 1968, 1970) 

idated, 20-item scale that was brief and easily 

ts purpose in this investigation was to evalu-

ve contribution of anxiety to scores obtained 

nental scales. Only a sample of the items was 

order to honor copyright requirements (see 

the Assessment of Suicidal Risk (FASR). The 

the prior tests were combined into a single 

er of presentation was randomly assigned. The 

t[led the Form for the Assessment of Suicidal 

Each item was answerable on a 4-point scale: 

ree, 2—moderately agree, 3—moderately disa-

trongly disagree. Instructions were printed 

if necessary, further instructions were given 



verbally. Ea 

scale members 

sh item bore a code that was associated with 

•lip: Hope (HO) , Competence (CM) , Threat (TH) , 

Succorance (SU), Helplessness (HE), or Control (CL). The 

FASR has been 

Procedure 

Those persons 

the Form for 
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presented in Appendix I 

The experimental subjects were tested within 72 hours of 

the initial admission interview. This procedure was imple-

mented in an effort to evaluate the patient's thoughts and 

feelings in a:> close temporal proximity to the event as 

feasible. The normal individuals were tested over a 4-week 

period concurrent with the third month of data collection on 

the patients. 

All individuals were first read a description of the 

study and the|r informed consent obtained (Appendix J) 

agreeing to participate were then administered 

the Assessment of Suicidal Risk (FASR), together 

with the Self--Evaluation Questionnaire (STAI Form X-l) by a 

mental health professional (psychiatrist or psychologist) who 

also completed the Thought Disorder Rating Scale (TDRS). The 

first 10 patients were seen by both a psychiatrist and a 

psychologist in order to establish an index of interrater 

reliability for the Thought Disorder Rating Scale. 

The author assigned patients to groups by reviewing the 

relevant history data. This material consisted of behavioral 

descriptions and results of the mental status examination. 
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minant function analysis of the scores obtained 

oups yields two discriminant functions. The 

iability accounted for by these two factors is 

alts of the analysis may be found in Table 1. 

nation of the loadings, utilizing an arbitrarily 

of r = .45 for interpretive significance, sug-

ction 1 represents a state of helplessness with 

ithout perceived threat. Helplessness and 

ombined because the direction of the obtained 

is similar. The obtained direction for the 

e is in the opposite direction from these two 

ant factors. Function 2 appears to represent a 

threat that increases as a function of age. 

>n of the group centroids indicates the group 

the two significant functions. For purposes 

graphic presentation, the signs of the corre-

Ibeen reversed. Placement data are presented in 

nation of Figure 1 suggests that the nonpsychi-

is high on Function 1, but moderately low on 
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Table 1 

Summary of Discriminant Analysis 
Using Seven Variables 

Coefficients 
Variable 

Function 1 Function 2 

Helplessness -1, .051 0, .088 8, .058 .001 

Threat 0, .707 -0, .793 6, .362 .001 

Anxiety -0. .499 0. .294 5. .068 .001 

Age -0. .090 -0, .531 1. .848 .250 

Succorance -0. .313 -0. .141 1. ,691 .250 

Control 0. .432 0. .078 1. .280 .250 

Sex 0. ,153 0. . 165 1. ,089 .250 

Function 1: 

Function 2: 

Canonical R = .510 
Wilk's Lambda = .725 
p = .0003 

Canonical R = .441 
Wilk's Lambda = .900 
p = .0355 

Group Centroi 3s Function 1 Function 2 

Nonpsychiatrip 

Psychiatric C 

Ideators 

Attempters 

Control 

bntrol 

.909 

.497 

-.944 

-.154 

.292 

-.922 

-.367 

.333 
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Function 2. 

and moderatel 

A second 

groups yields 

of this analy 

Attempters place moderately high on Function 1 

y low on Function 2. 

discriminant function analysis run on the four 

one additional discriminant function. Results 

sis may be found in Table 2. 

Table 2 

Summary of Discriminant Analysis 
Using Two Variables 
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Variable Coefficients 
Function 1 

TDRSSUM 

Hallucination^ 

1.497 

-.887 

2.70 

1.78 

25 

25 

Function 1; Canonical R = .260 
Wilk's Lambda = .980 
p = .163 

Group Centroids Function 1 

Psychiatric Control 

Ideators 

Attempters 

.485 

.088 

-.191 

An examir 

represents the 

the symptoms e 

ation of the loadings suggests that Function 1 

presence of a thought disorder, as defined by 

numerated on the Thought Disorder Rating Scale, 
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•4 .3 .2 .1 0 .1 .2 .3 .4 .5 (+) High 

Presence of Thought Disorder 

Group placement on one significant function. 

nation of Figure 2 suggests that the psychiatric 

is highest on the function. Ideators place 

h, and the attempters place low. 

for the Assessment of Suicidal Risk, admini-

introductory psychology class at North Texas 

:Lty and readministered 1 week later, yields 

eliability indices for subscale and total scores 

ble 3. 

Table 3 

Test-Reteit Correlations and Means for FASR Subscales 

Scale Mean 

Hope: 
Comp 
Thre 
Succ: 
Help 
Cont 
To 

etence 
at 
orance 
lessness 
rol 
tal Score 

73 
74 
68 
80 
78 
76 
81 

54.8 
2 6 . 8 
21.1 
23.1 
23.5 
30 .0 

179.4 
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mption that an equal proportion of men and women 

esented across groups was tested and fails to 

ypothesis of an unequal proportion of men and 

groups (X2 = 2.27, p > .05). 

ficant difference is found between values 

he two raters on the Thought Disorder Rating 

ermined by the Fisher Exact Probability Test 

) . 
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amount present 

fo 

to 

all hypothesis of this study—that a significant 

exists between group membership and each of the 

is confirmed for the dimensions of helplessness 

threat. This finding supports the results 

ohorn (1972) and Ray (1978), having followed the 

:ided by Farber (1968) . The helplessness varia-

re appears to be tied to the anxiety factor, so 

owing observations and interpretations appear 

of normals' scores classify them not only as 

sly anxious, but also as only slightly percep-

; in their surroundings. This finding is 

llow from the definition of group membership 

ry of neither attempt nor ideation). Further, 

suspiciousness can be expected to accompany 

al task. For this reason, the obtained level 

ception may be an overestimate of the true 

in this group. 
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hiatric control group scores reflect moderately 

anxious helplessness and a good deal of sensi— 

sat in their environment. There are a number of 

anations for this finding. One possible inter-

a function of the investigator's experience, is 

erception forms the basis for the obtained level 

helplessness. Many state hospital patients 

{ frightened by other inpatients, and many 

ings, and other attacks go unreported outside 

community. 

ors possess the greatest amount of helplessness 

together with a high degree of threat perception, 

easonable to assume that such individuals are 

ambivalent regarding commission, have few feel-

.ty and protection because they have only 

admitted and lack the abreactive emotional 

sized by some investigators to occur following 

:ner & Wylie, 1977; Schneidman & Farberow, 1957). 

levels of threat perception may be due to the 

patients are newly admitted to a setting that 

degree of redundancy for them. They are, 

certain of what to expect and suspicious of 

them. Another reasonable explanation may be 

fact that their plans have somehow been dis-

ve led to their admission with a resultant level 

hers that is far lower than may usually be the 
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.]? of attempters obtained only moderate levels 

ss and anxiety. It is plausible to assume here 

ned levels are reduced from high preattempt 

act of attempt. This equation of attempt 

release is not inconsistent with the litera-

Cimbolic, 1979; Mintz, 1971: Schneidman & 

), and may be seen to follow a continuity model 

68; Lester, 1970d). Such a model views idea-

empters in much the same manner as attempters 

precommitters by some investigators (Lester, 

& Hegert, 1966). 

interest to note that the hopelessness variable 

be significant in this investigation. It is 

t helplessness, as herein defined, may be con-

t.he hopelessness factor as employed in other 

A., 1967; Beck, A. & Lester, 1973; Resnik & 

). Such a difficulty would be a function of 

scale construction. Alternative explanations 

e, however. 

ipters also show moderately low levels of threat 

.1 though this finding is not readily explainable, 

may be equivalent to a cathartic residual of a 

o that to which we alluded in the above-cited 

moderate levels of helplessness for this group, 

rd to the grouping of perceived threat with the 

creasing age, further examination of the data 
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the influence of age is closely related to that 

atus in individuals aged greater than 39 years. 

3 is not significant, however, in persons 39 

jer. 

ding suggests that for the younger person (<39) 

problems (i.e., perceived threat, helplessness 

play the most significant roles in suicidal 

the older individual (>39), however, reality 

s, perhaps, the absence of a spouse or a midlife 

primary significance. In such cases, suicidal 

^e tied more directly to, for example, having 

divorced, or separated or never having been 

t a spouse because of severe long-term intra-

culties. Further, this age group is more 

uestion their purpose in life and to deal with 

$onal worth. 

It may be seen to lend direct support to data 

Brown (1972), Lettieri (1974), Litman et al. 

^snik and Hathorne (19 74). It constitutes a 

for the development of instruments for spe-

s of the population, as suggested by Brown and 

nt 

on to those variables that confirm portions of 

'pothesis, the presence of thought disorder is 

nguish among the three inpatient groups. The 

control group scores reflect the highest ratings 

rder. 
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of attempters show moderately low scores on 

sorder variable. This finding suggests that 

lile presenting a danger to themselves, do not 

aditional symptoms of thought disturbance sam-

tale. 

of ideators shows moderately high levels on 

Here it may be reasonable to suppose that 

^sent for admission at a location having a high 

symptoms of thought disorder and who are also 

king about suicide may be more likely to be 

estionably hallucinatory than are their nonsui-

ric counterparts. Furthermore, the telescopic 

ng that is linked to ideators (Hippie & 

; Schneidman & Farberow, 195 7) in their intense 

act or plan, may increase the probability of 

udged overly obsessional to the point of delu-

^garding ideators, it may be the case, as it 

in the investigator's experience, that indi-

1):he age of 50 with histories of chronic alcohol 

matically assumed to be confabulated (i.e., 

led in gaps in recent memory because organic 

has permanently affected their functioning). 

^cores on the rating scale may reflect such bias 

rs. 
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Drtantly, this finding calls into question the 

ion in the literature between thought disorder 

of suicide attempt (Avery & Winokur, 19 78; 

; Resnik & Hathorne, 1974). It is plausible to 

le high degree of concordance observed by other 

is due to a selection bias in their sampling 

That is, that the only similarity that 

r to psychiatric inpatients is the fact that 

jlnterred under the same roof. 

ntion to the theoretical implications of this 

is also warranted. First, from a purely socio— 

oint, the obtained results appear to disconfirm 

) in that aspects of the psychological attitudes 

do appear to be discriminatory variables in 

ttempters. It is difficult, however, to select 

jjiitants of, for example, helplessness and to 

re, the degree to which the morals and values 

fluence individual states. 

ruptive social relations" concept introduced by 

bears a more logical relationship to the obtain-

state of helplessness with anxiety of moderate 

n associated with losses of various sorts, such 

Id, and employment. 

psychological perspective, one might interpret 

ss and anxiety of the ideators as a manifesta-

sh to be killed that is allegedly one factor 
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suicides (Freud, 1957; Menninger, 1938). 

this line, the moderately low degree of per-

among attempters may well be related to escape 

ssively perceived environment (Garraa, 1944). 

t of suicide would be even more important if the 

perceived threat among attempters were higher, 

in the cathartic-residual notion cited earlier, 

neous" category of Bergler (1946) , involving 

ection of unacceptable impulses, is also amena-

ine of reasoning, as is Horney's (DeRosis, 1961) 

nst others. 

rian (1958) notion of suicide as an abrogation 

o control others is not supported. Loss of 

in the sense of a more tempered emotional 

ith the environment (Richards, 1946), is simi-

ned by these findings. 

of control espoused by Phares (19 76) is, 

orted in this investigation. It may be that 

ho perceive themselves as having control over 

contingencies are better able to generalize 

erience. Feelings of helplessness would be 

hese individuals. The logical extension of this 

s to decreased feelings of hopelessness and 

nto question the matter of confound between the 

and hopelessness variables in this investigation, 

that helplessness may be seen to reflect overly 
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hopelessness as a single variable is not found 

ive, other aspects of depression initially 

. Beck (1967) may be seen to be reflected in the 

factor. Helplessness can be seen as a set of 

tudes acquired by an individual regarding him-

ld, and others, and the notions of personal 

elf-blame, and pessimism are all reflected there-

Stotland, 1969; Stotland, 1969). It is a tribute 

<ity of the topic that the variables explored 

eatly in meaning. Accordingly, although Farber 

hope as a function of competence and threat, 

ratable as to whether or not helplessness is the 

ompetence. Here again, the importance of item 

g is clearly viewed. 

r of clinical utility also warrants direct 

quires an integration of the findings obtained 

cale as well as the thought disorder measure, 

is investigation suggests that, under stress 

result in high amounts of perceived threat, 

may either elect psychosis or suicidal behavior, 

ernative is generally accompanied by worry and 

ay assume an obsessional quantity, but is typi-

d in anxiety. Once psychosis is chosen, however, 

worry and doubt appear to lose their impact. 

to 
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attempters appear to have discovered the solu-

difficulties. They no longer feel threatened, 

use the matrix of their lives has been altered 

by the act itself. Without threat, worry and 

lso minimized. Remorse, however, is close to 

motion and it may be this affect that maintains 

moderate level. No data are available, however, 

aal makeup of these individuals at a point 6 

Dstdischarge. 

3 1 and 2 having been identified, the data for 

;re resubmitted to the computer in order to 

proportion of subjects correctly classified by 

lip. The percentage of individuals correctly 

eir appropriate groups was 82%. This figure is 

overestimate, as the dependent variable is the 

ially generated the functions. Samples from 

might provide lower numbers of correct assign-

scale alone would classify 82% of the attempters 

>mparison with other available scales reveals 

ce to be lower than that of other available 

xow and McKinnon (1974), for example, classi-

eir attempters correctly and Cohorn (1972) 

>ne misclassification. The differences in 

j[tion, however, preclude final judgment as to 

ross scales. 
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This matter of predictive validity may be more important 

on a within-study rather than a between-study basis. Employ-

hought Disorder Rating Scale in the absence of 

s enables almost a 12% increase in predictive 

the full scale figure. This ability to correct-

3% of the attempters based upon the presence or 

absence of thought disorder supports the notion that persons 

who elect psychosis do not attempt suicide for reasons simi-

lar to those of nonpsychiatric individuals. 

This increase in predictive validity may be a function 

of the fact that the construct domains from which the full 

scale items were developed do not sample the thought disorder 

dimension. Perhaps it is possible that the other available 

scales that appear to have greater predictive utility are 

heavily loaded with items that sample the thought disorder 

continuum. 

This investigation also highlights another matter related 

to clinical utility. If persons who elect psychosis do not, 

in fact, attempt suicide for reasons comparable to nonpsycho-

tics, classification issues again become paramount. It may 

be that some psychotics either never really intend to kill 

.g., engaging in a purification ritual that is 

ing when judged by observers), or do so for 

delusional reasons (e.g., martyrdom as the Christ figure or 

belief in ability to fly). Further, some inpatients may be 

life-threateneid due to iatrogenic effects of treatment (e.g., 
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ter of classification becomes important when one 

high correlation in the literature between 

presence in a mental facility) and suicidal 

• existence of such a strong relationship should 

t the majority of attempters are psychotic. In 

be that many of the "psychotic" suicides were 

persons labeled "psychotic" for reasons unrelat-

sence of a thought disorder. There has been, in 

e confusion on this point and this issue contin-

the development of assessment scales. 

stigator feels some obligation to report three 

are neither controlled nor considered in this 

are diagnosis, level of impairment, and medica-

i d to diagnosis and level of impairment, it was 

form proportions of each diagnostic category 

esented across conditions, with the exception of 

ondition, through the randomization procedure, 

mplicit. assumption of the study. However, this 

may not be the case. Not only was diagnosis not 

t the severity of the psychological impairment 

diagnosis was not taken into account. These 

y warrant additional consideration in future 

, as either controlled or dependent variables. 
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pect to medication, once again the present study 

tie assumption of randomization across conditions, 

ay not be the case. It is further noted that 

le type of medication ignored, but also the dur-

, and drug response are not considered. It is 

t these parameters be incorporated into future 

o noted that the present study was conducted 

zed inpatients. Appropriate cautions are urged 

o generalization to other populations. The 

ecommends that this matter be taken into con-

future studies. 

estigation suggests two major tasks for adoption 

earch. The first task centers about further 

intrapsychic variables under study (Farber, 

ve to other available instrumentation, the Form 

ment of Suicidal Risk does not appear to have 

<j:al in risk assessment. The test requires the 

of four superfluous subscales which, from a 

ness standpoint, means a great deal of wasted 

ack of significant findings in this area may be 

item selection. This parameter may be proven 

icant predictor should more representative 

Construct domain be formulated. 

task is concerned with further exploration of 

ip between thought disorder and suicidal 

nd 
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that prior research has shown thought disorder 

ted with suicide. The present study fails to 

variable as a predictor. The lack of support 

Dr may have a temporal basis, i.e., the finding 

tion of the temporal relationship between admis-

ospital and administration of the instruments. 

esearch has been accurate, it is possible that 

in thought may actually be increased as a func-

aration of hospital stay. This is viewed merely 

is, but it aids in explaining the confusing 

le present study with respect to thought dis-

or research. 
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ment of Suicifl 
the Degree of 

There is 
the odds 

2. 

3. 

I believe I'll feel more cheerful in the future. 

Things tljiat other people find easy to do are difficult 
for me. 

There's little reason to believe that my dreams will 
come true, 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

17. 

Things a 

My futur^ 

I really 

Since I 
all. 

Why shou 
to. 

When I' m 
away. 

There is 
anyway. 

I try to 
worry abd 

I have li 

When I lQ' 
haven't, 
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Appendix A 

Degree of Hope Scale 

wing items, included in the Form for the Assess-
al Risk (FASR) and designated (HO), constitute 
Hope Scale. 

no point trying hard to get what I want, when 
are I won't succeed. 

.ways change for the better. 

looks bright to me. 

don't know what the future holds for me. 

ikever get what I ask for, it's foolish to ask at 

I've received almost everything I ever wanted in life. 

I seriously doubt that I'll get what I'm looking for. 

Things a^e likely to get worse, rather than better. 

d I try? It never comes out the way I want it 

inolved in something, it's hard for me to break 

no use trying, since it wouldn't do any good 

do something about my problems, rather than 
ut them. 

ttle confidence in the future. 

ok at all the important things I want to do but 
I get edgy and upset. 



Appendix A—Continued 

18 

19, 

2 0 . 

21, 

2 2 , 

23. 

24 . 

25 , 

26 . 

27 . 

2 8 . 

2 9 . 

30 . 

31 . 

32 . 

3 3 . 

3 4 . 

3 5 . 

Anyone who had my trouble would give up too. 

There is really no reason to look forward to better days 

If I keet> trying, I'll eventually get what I want. 

er been really pleased with the things I've I' ve nevi 
done. 

I have f 

The path 

Dund that you can't change your future, 

ahead looks tough and unpleasant. 

hig It is 
in the f 

All I ca 

I'm not 

It's mos 
much bet 

My plans 

I have g 

The futu: 

I can exi 

I have h: 

hly unlikely that I will be any more satisfied 
lture than I am now. 

n expect in the future is unpleasantness. 

asually angry at anyone. 

: unlikely that things are going to get very 
:er. 
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seldom work out the way I hope they will, 

eat hope about what the future holds for me. 

e looks black to me. 

:ij>ect more things to turn out good than bad. 

gh hopes when looking ahead to the future. 

There are just a few things that I can get done right 
the first time around. 

I really can't expect to get what I want out of life. 

Those whcb expect most from me know me best. 
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Appendix B 

Competence Scale 

swing items, included in the Form for the Assess-
|Jal Risk (FASR) and designated (CM) , constitute 
Scale. 

Changes 
able. 

in my routine make me feel anxious and uncomfort-

2 , 

3 

4. 

I frequently do not obtain my goals 

I am good at all sorts of things. 

No matter what the challenge, I know that I stand a good 
chance of succeeding. 

My actions lead to desirable changes in the world around 
me. 

6 , 

7, 

8, 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

16. 

I genera 

I do thin 

I do thin 

Novel si 

Other pe 

I can han 

I try to 

Problem' 

I know wh 

97 

ly accomplish what I set out to do. 

gs right most of the time. 

gs effectively. 

tuations appeal to me. 

<pple trust my judgement. 

die almost any situation I meet. 

avoid running even mild risks. 

lving is satisfying to me. 

at I am good at. 

few moments in my life when I have really felt 

-so 

There are 
competent 

If at fiif-st you don't succeed, it's not worth any more 
effort. 
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Appendix C 

Succorance Scale 

owing items, included in the Form for the Assess-
dal Risk (FASR) and designated (SU), constitute 
e Scale. 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

I prefer 
it. 

When I b 
to look 

I often 
they mig! 

I prefer 

No matte 
one. 

I have f 

Enforcin 

I tend t 
rely upo 
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to be with people who will protect me if I need 

elieve that I am in danger, my first reaction is 
to someone else for help. 

inform others of my misfortunes in the hope that 
tit help me out. 

to be alone than with friends. 

r what my injury, I would want sympathy from no 

ound it best to share my problems with others. 

3 the law has little appeal to me. 

o feel uncertain, unless I'm with someone I can 
n for support. 

I am typically very self-reliant. 

I usually make decisions on my own. 
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Appendix D 

Threat Scale 

owing items, included in the Form for the Assess-
dal Risk (FASR) and designated (TH), constitute 
ale. 

Some people believe that I have no worse enemy than 
myself. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

I have 1 Dst the thing I value most in life. 

There ar< 
inj ured. 

My thoug 

Give somi 
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The things I worry about are so small that I would be 
embarrassed if others knew. 

I seem to always be afraid, and I don't know why. 

I told myself everything would work out, even though I 
doubted it. 

It's hard for me to discover new ways to approach the 
same problem. 

The first thing I tell people who criticize my work is 
that they have no idea what's going on. 

e people who believe that my feelings are easily 

its keep returning to the past. 

ebody a break and he'll take everything you own. 
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Helplessness Scale 

owing items, included in the Form for the Assess-
dal Risk (FASR) and designated (HE), constitute 
ess Scale. 

1, 

2 . 

3. 

4. 

5. 

6. 

7. 

8 . 

9. 

10. 

11. 

12. 

13. 

14. 

I feel 

I can't 

No matte 
can. 
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I wish someone would help me out. 

I just don't count anymore 

What difference would my doing anything make? 

I'll bet I couldn't even kill myself without help. 

I'm not sure I can go on without help. 

I don' t icnow what to try next. 

I wonder what will happen to me next, 

I don't seem to be able to run my own life. 

I feel s<b small and unimportant. 

Nothing j[ do seems to make much difference. 

My world is falling in around me and nothing I try will 
stop it. 

ftill of zest and energy. 

igure out what's going on anymore. 

' how hard I try to get things to work, I never 

15. I wish someone would tell me what to do. 
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Control Scale 

owing items, included in the Form for the Assess-
dal Risk (FASR) and designated (CL), constitute 
cale. 

1. 

2 . 

3. 

4. 

5. 

6 . 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

I' m a lway 

I'm tire 

They wi 

I trust 

When I 

Which wa 

I have t 

l.L 

kn 
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I feel i|n charge of my life. 

It's bes|t to let others make their own mistakes 

I always try to get my way, 

I know exactly how to kill myself, and thinking about it 
doesn't ^larm me, 

The path that I take in life will be my choice alone 

People can't be better, unless someone tells them what 
they are doing wrong. 

I rarely get upset to the point of hitting someone or 
smashing something. 

s trying to beat the other guy out. 

of running other people's lives, 

be very sorry when I'm gone. 

p.o one but myself to make my decisions, 

ow I'm right, I try to convince others. 

{ I go is no longer my decision. 

urned control of my life over to God. 
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Appendix G 

Thought Disorder Rating Scale 

Date Rated 

Time 

TO: The psychiatrist or psychologist who conducted the 

interview. P lease rate the presence/absence of the following 

symptoms of t hought disorder. 

NONE QUESTIONABLE 
CLEARLY 
PRESENT 

1. hall ucinations 0 1 2 

2. delu sions 0 1 2 

3. tang ential thinking 0 1 2 

4. loos e associations 0 1 2 

5. conf abulation 0 1 2 

Degree 



NAME 

DIRECTIONS: 
describe theijii 
then [mark th 
ment to indie: 
moment. Ther 
too much time 
seems to des 

1, 

2 , 

3, 

4, 

5, 

6 , 

7. 

I feel c 

I feel se 

I am tens 

I am regr 

I feel at. 

I feel up 

I am pres 
over pc 
tunes 

I feel rested 

Sample 
STAI Form X-l 
(1968) . 
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Appendix H 

Self-Evaluation Questionnaire' 

DATE 

A number of statements which people have used to 
selves are given below. Read each statement and 
e appropriate number] to the right of the state-
ate how you feel right now, that is, at this 
e are no right or wrong answers. Do not spend 
on any one statement but give the answer which 

dribe your present feelings best. 

Very Much 

Moderately So 

Somewhat 

Not At All 

lm 

cure , 

e . . 

etf ul 

ease 

set 

ently worrying 
ssible misfor-

1 

1 

1 

1 

1 

1 

1 

1 

2 

2 

2 

2 

2 

2 

2 

2 

3 

3 

3 

3 

3 

3 

3 

3 

4 

4 

4 

4 

4 

4 

4 

4 

of questions from Self-Evaluation Questionnaire, 
, developed by Spielberger, Forsuch, and Lushene 
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Appendix J 

Description of the Experiment and Consent Forms 

The pres 
the ways in w! 
course of the 
thoughts you 
as any attemp 
suicide, some 
method you ch 
might have in 

ent study is an experimental investigation of 
hich people perceive crisis situations',1 In the 
study, you will be interviewed regarding any 

may have had about taking your own life, as well 
ts you may have made. If you have attempted 
of these questions will be concerned with the 
ose and how likely it was that another person 
tervened. 

In addit 
in two paper 
ent feelings 
easy-to-compl 
cle to mark y 
and the quest 
time will you 

The know 
helpful to yo 
reactions to 
study will al 
our treatment 
view the resu 
by contacting 
following the 
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ion to the interview, you will be asked to fill 
and-pencil questionnaires concerning your pres-
and attitudes. These questionnaires are brief, 
ete forms that require only a check, X, or cir-
our answers. Your answers to both the interview 
ionnaires will be held confidential and at no 
r name be used. 

ledge gained from this investigation may prove 
u in understanding more about your personal 
stressful circumstances. The results of the 
so be beneficial in broadening the realm of 
of people in crisis states. If you wish to 
Its of the study, you may make an appointment 
Cliff Kary by phone (214-563-6452, ext. 361) 
termination of the project. 



Appendix J—Continued 

I, 
ticipate in a 
Clifford Kary 
will be parti 
length, and, 
to fill out i 

I have heard 
and purpose < 

I understand 
the study anc 
tial. There 
this investiq 

I understand 
in nature and 
sent at any 
the provision 

With my under 
consent to th 

Witness 

Witness 
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, DO HEREBY CONSENT to par-
n investigation of suicidal risk conducted by 
or his representative. I understand that I 

cipating in an interview of about 15 minutes in 
that following the interview, I will be asked 
wo questionnaires. 

a clear explanation and understand the nature 
f this study. 

that my anonymity will be maintained throughout 
that the test materials will remain confiden-

is no risk involved during my participation in 
ation. 

that the procedure to be performed is research 
that I have the option of withdrawing my con-

ime. Such withdrawal will have no effect upon 
of services. 

standing of this information, I voluntarily 
e procedure stated above. 

Signed Date 
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