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history of suicide attempts is one of the most im-
portant risk factors for completed suicide.1–3 It is
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Objective: A history of suicide attempts is a major
predictive factor for completed suicide with repeated
self-harm constituting a particularly high risk. This
study was undertaken to investigate suicide attempters’
reports on the length of the period between consider-
ation and accomplishment of a suicide attempt.

Method: Eighty-two patients referred to a psychiatric
university hospital after a suicide attempt were ap-
proached within 3 days after the act. A semistructured
interview focusing on the duration and related aspects
of the suicidal process, the Barratt Impulsiveness Scale,
the Beck Suicide Intent Scale, and the Montgomery-
Asberg Depression Rating Scale were administered.
Data were collected from July 2004 to December 2005.

Results: Nearly half of the patients (47.6%; N = 39)
reported that the period between the first current thought
of suicide and the actual attempt had lasted 10 minutes
or less. Those patients in which this process had taken
longer showed a higher suicidal intent (p < .001). Im-
pulsivity was not associated with the duration of the
suicidal process. Although the majority of the patients
were alone during the suicidal process, 76.8% (N = 63)
reported having had any kind of interpersonal contact.

Conclusion: The process from the emergence of
suicidal thoughts to the accomplishment of a suicide
attempt, and thus the time for intervention, generally
is short. However, in a considerable number of suicide
attempters, there is at least some readiness for interper-
sonal contact with partner, family, or friends. Profes-
sional helpers appear to have limited potential for inter-
vention during this phase. Thus, spreading information
on signs of suicidality and interventional measures
among the general population should be incorporated
into suicide prevention strategies.
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A
estimated that suicide attempts outnumber completed sui-
cides 10 to 25 times.4 Two percent of suicide attempters
die from suicide within 1 year after the attempt5 with the
highest risk within the first 6 months after an attempt.6 Up
to two thirds of suicide victims have a history of a prior
suicide attempt.7 Repeated self-harm behavior appears to
constitute a particularly high risk.8

A large number of risk factors for attempted suicide
have been identified including female gender, younger
age, being previously married, psychiatric morbidity, sub-
stance abuse, impulsivity, smoking, a family history of
psychiatric disorders or suicidal behavior, and others.9–15

Strategies for suicide prevention may be basically clas-
sified into 2 approaches, namely, population-based strat-
egies and strategies related to high-risk individuals.16–18

Population-based strategies include measures such as
general restriction of access to means of suicide, training
of primary health care personnel, and implementing crisis
intervention facilities,19 and thus predominantly consti-
tute the task of professional helpers. The focus of the sec-
ond approach is to provide help and treatment for the indi-
vidual subject/patient currently experiencing a suicidal
crisis. On this level, besides physicians, teachers, or cler-
gymen, nonprofessional helpers, including family and
friends, may be involved in suicide prevention.

The suicidal process, defined as the time span between
the first current thought of suicide and the accomplish-
ment of the suicidal act, has been described as a period
consisting of 3 phases.20 The first stage is a phase of “con-
sideration.” Suicide is seen as a potential solution for sub-
jectively perceived problems. If the process continues, the
next stage is characterized by “ambivalence” between
or “confrontation” of self-destructive and self-preserving
forces. Finally, the phase of “decision making” leads to
the actual accomplishment of the suicidal act.20

Since the length of the suicidal process, and thus the
time available for intervention, has a major impact on the
success of suicide prevention strategies, it is essential
to know more about the nature of this process, its dura-
tion, and its specific circumstances. This study assessed
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the duration of the suicidal process as reported by patients
who survived a suicide attempt and examined the demo-
graphic and clinical factors correlated with the duration.

METHOD

Subjects
Data were collected on consecutive patients referred to

the Department of Psychiatry, Innsbruck Medical Univer-
sity, Innsbruck, Austria, after a suicide attempt. The study
period covered 18 months from July 2004 to December
2005. Eligible patients were contacted after admission and
asked to participate in the study. Written informed consent
was obtained from those who agreed. Interviews took
place within a maximum of 3 days after the attempt in or-
der to keep the recall bias as low as possible. The study
procedure was approved by the Ethics Committee of the
Innsbruck Medical University.

Assessments
Assessment tools included a list of demographic

and clinical variables, the Barratt Impulsiveness Scale
(BIS)21,22 as a trait measure for impulsivity, the Beck Sui-
cide Intent Scale,23 and a semistructured interview focus-
ing on the duration of the suicidal process, its circum-
stances, and accompanying thoughts, including the wish to
contact someone, as well as patient-reported ideas on what
might have deterred him/her from committing the suicide
attempt. All of the assessment tools were applied within
one contact. Patients were instructed to refer to the suicidal
process as the period between the emergence of the first
current and persisting suicidal thoughts and the suicide
attempt and to refer to the decision-making period as the
period between the decision and the accomplishment of
the attempt. Most patients were able to distinguish be-
tween these periods. Current suicidality (at the time of
the interview) was assessed using Montgomery-Asberg
Depression Rating Scale (MADRS)24 item #10. For the
classification of suicide methods, patients’ reports as well
as information from treating physicians were used. All in-
terviews were conducted by the same rater (C.M.I.), who
was trained for all scales used.

Statistical Analysis
The primary objective of the statistical analysis was an

investigation of factors potentially affecting the duration
of the suicidal process. As this duration could easily be di-
chotomized in a clinically meaningful way (rapid develop-
ment of the process within a time span of at most 10 min-
utes vs. a less rapid development), logistic regression was
used as the main analysis tool. Simple logistic regression
was applied to investigate the independent variables sepa-
rately; multiple logistic regression with forward variable
selection was used to study the combined effect of the in-
dependent variables on the duration of the suicidal pro-

cess. Odds ratios were calculated to quantify the associa-
tion of the independent variables.

In addition, Spearman rank correlation coefficients
were calculated to analyze associations between several
continuous or ordinal variables, owing to the nonnormal
distribution of the variables involved. The Mann-Whitney
U test was used to compare subgroups of patients with re-
spect to the scales described above (BIS and Beck Suicide
Intent Scale).

RESULTS

A total of 105 eligible patients were screened for study
participation. Twelve suicide attempters refused to partici-
pate, 7 were not able to communicate in German suffi-
ciently or were—due to the inclusion limit of 3 days after
the attempt—still impaired by consequences of the suicide
attempt (e.g., sedation after drug ingestion), and 4 were
discharged from the hospital before they could be ap-
proached by the study rater. Thus, 82 patients eventually
participated in the study. Seventeen patients were con-
tacted within 1 day and 65 interviews took place between
2 and 3 days after the attempt. Excluded subjects did not
differ significantly from participants in terms of age, gen-
der, or violence of suicide method.

Demographic and clinical data of the study participants
are presented in Table 1. In 28 subjects (34.1%), the
present suicide attempt was the first attempt; 54 patients
(65.9%) were repeaters. The mean number of suicide at-
tempts was 3.4 (range, 1–30; SD = 4.6). With regard to
suicide methods applied for the index attempt, 27 patients
(32.9%) used a violent method (cutting, 18 [22.0%]; hang-
ing, 4 [4.9%]; other, 5 [6.1%]) and 55 (67.1%) used a
nonviolent method (drug ingestion, 52 [63.4%]; gas, 3
[3.7%]).

Figure 1 displays the percentages of patients reporting
how much time had elapsed between the first current
thought of suicide and the attempt. Thirty-nine attempters
(47.6%) reported a time span of 10 minutes or less for
the suicidal process. There was a second, less pronounced
peak of patients who reported more chronic suicidal ide-
ation (at least 1 day). Most of the patients were able to dis-
criminate between the occurrence of suicidal ideation and
the actual decision to commit the suicide attempt. Sixty-
one (74.4%) said that the decision-making period (i.e., the
period between decision and attempt) was very short (i.e.,
10 minutes or less; Figure 2).

Sixty-eight patients (82.9%) reported being alone when
the idea to commit suicide emerged for the first time
within the suicidal process (others were together with the
partner or friends), and nearly the same portion (86.6%;
N = 71) were alone when they made the eventual decision
to do so. When asked what they had thought about during
the suicidal process (i.e., the period between first suicidal
thought and attempt), the most frequent answers referred
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to “reflecting on one’s current and past life” and “thinking
of the partner or family.” Only 1 patient reported feelings
of revenge, and only 1 reported problem-solving thoughts.

Nearly all patients (97.6%; N = 80) stated retrospec-
tively that they had had the possibility of contacting
somebody between the first current suicidal thought and
the attempt, and 63 (76.8%) actually reported any kind of
interpersonal contact, in most cases via telephone, pre-
dominantly with the partner, family, or friends. Sixteen
(25.4% of those with any contact) gave notice of their
wish to die, and 25 (39.7%) gave—as they felt subjec-
tively—at least some kind of hint. When asked what
might have deterred them from the suicide attempt, the
answers generally remained vague. Typical statements
included “If my life had taken a different course…,” “If
we wouldn’t have argued…,” or “If I wouldn’t have been
depressed/anxious/drunk…”

Figure 3 shows BIS and Beck Suicide Intent Scale
mean scores of patients in which the suicidal process

Table 1. Demographic and Clinical Variables of
Suicide Attempters (N = 82)
Men/women, N (%) 35 (42.7)/47 (57.3)
Mean age (range; SD), y 38.5 (18–74; 12.1)
Relationship status, N (%)

Single 37 (45.1)
Married/living with partner 23 (28.0)
Divorced 20 (24.4)
Widowed 2 (2.4)

Smokers, N (%) 61 (74.4)
Main diagnostic categories (ICD-10), N (%)a

F1 16 (19.5)
F2 8 (9.8)
F3 28 (34.1)
F4 15 (18.3)
F5 3 (3.7)
F6 12 (14.6)

Prior psychiatric hospitalizations, N (%)
None 24 (29.3)
1–3 28 (34.1)
4–10 15 (18.3)
> 10 15 (18.3)

Family history, N (%)
Psychiatric disorders 38 (46.3)
Suicide 14 (17.1)
Suicide attempts 26 (31.7)

MADRS item #10 score, mean (range; SD) 2 (0–5; 1.3)
Barratt Impulsiveness Scale total 65.4 (48–93; 10.4)

score, mean (range; SD)
Beck Suicide Intent Scale total score, 14.2 (5–25; 4.8)

mean (range; SD)
Beck Suicide Intent Scale “circumstances” 7.3 (3–14; 2.4)

subscore, mean (range; SD)
Beck Suicide Intent Scale “self report” 6.9 (0–12; 3.1)

subscore, mean (range; SD)
aICD-10 codes: F1 = Mental and behavioral disorders due to

psychoactive substance use; F2 = Schizophrenia, schizotypal and
delusional disorders; F3 = Mood disorders; F4 = Neurotic, stress-
related, and somatoform disorders; F5 = Behavioral syndromes
associated with physiological disturbances and physical factors;
F6 = Disorders of adult personality and behavior.

Abbreviations: ICD-10 = International Classification of Diseases,
10th Revision; MADRS = Montgomery-Asberg Depression Rating
Scale.

Figure 3. Impulsiveness and Suicide Intent Scores Related to
Length of Suicidal Process
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Figure 2. Time Between Decision to Commit Suicidal Act
and Attempt
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Suicide and Suicide Attempt
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developed rapidly (within 10 minutes) versus those in
which this phase lasted longer. Patients who reported a
longer time span until the suicide attempt showed a sig-
nificantly higher suicidal intent, while impulsivity was
not associated with the duration of the suicidal process.
Similarly, no significant association was found between
the length of the suicidal process and age, gender, rela-
tionship status, smoking status, suicide attempt history,
contact with other people during the suicidal process, or
violence of suicide method, as detailed in Table 2.

There was no difference in either BIS or Beck Suicide
Intent Scale scores between patients who used a violent
method for the suicide attempt and those who applied a
nonviolent method. Suicidal intent but not impulsivity
was significantly higher in men than in women (mean ±
SD Beck Suicide Intent Scale total score of 15.5 ± 4.7
vs. 13.2 ± 4.7, respectively; Mann-Whitney U test, z =
2.02, p = .044) and was positively correlated with current
MADRS item #10 scores (Spearman rank correlation,
ρ = 0.23, p = .042). Age was not associated with either
impulsivity or suicidal intent. Among the entire sample,
BIS and Beck Suicide Intent Scale scores did not correlate
with each other.

DISCUSSION

This study investigated the duration of the period be-
tween the first current emergence of suicidal thoughts and
a suicide attempt as reported by patients shortly after the
attempt. Nearly half of the attempters reported that the

suicidal process had taken no longer than 10 minutes.
Those in which this phase had lasted longer showed a
higher suicidal intent, whereas impulsivity was not asso-
ciated with length of the suicidal process. The vast major-
ity of suicide attempters were alone during the suicidal
process; however, a considerable portion did not seclude
themselves completely but sought or showed at least
some readiness for interpersonal contact.

This study specifically targeted the duration of and
related issues in the period immediately preceding a sui-
cide attempt. Although acute suicide risk is generally
considered to be brief,25 reliable data on length of the sui-
cidal process are sparse. Williams and Pollock26 reported
50% of suicide attempters saying later that they had not
thought of suicide for more than 1 hour beforehand. In
a sample of young female Chinese suicide attempters,
Pearson et al.27 found 40% having considered self-harm
for 10 minutes or less before the attempt, and as many as
11% acted within 1 minute. It must be noted that the defi-
nition of the suicidal process applied here was that of the
period starting with the first current suicidal thought and
with a suicide attempt as end point. In another context, the
term suicidal process has been used for the time between
the first suicidal ideation in lifetime and a suicidal act,28,29

and in some studies, duration of suicidal ideation was
assessed in individuals who had previously attempted
suicide,30,31 making comparison with our duration data
unreliable.

We found a higher suicidal intent in men, in patients
with a higher suicidality score at the time of the interview,

Table 2. Association of Length of Suicidal Process With Patient Characteristics and Impulsivity:
Results of Logistic Regression Analysis

Length of Suicidal Process (subgroup) Statisticsa

Independent Variable ≤ 10 min (N = 39) > 10 min (N = 43) Odds Ratiob 95% CI p Value

Men/women, N (%) 16 (41.0)/23 (59.0) 19 (44.2)/24 (55.8) 0.88 0.37 to 2.11 .773
Age
   Mean ± SD, y 39.8 ± 11.5 37.3 ± 12.6
   Age ≥ 40 y, N (%) 21 (53.8) 17 (39.5) 1.78 0.74 to 4.29 .194
Existing relationship (married/living with partner), N (%) 22 (56.4) 21 (48.8) 1.35 0.57 to 3.15 .493
Smokers, N (%) 28 (71.8) 33 (76.7) 0.77 0.29 to 2.08 .608
Prior suicide attempts, N (%) 27 (69.2) 27 (62.8) 1.33 0.53 to 3.34 .539
Contact with somebody during suicidal process, N (%) 29 (74.4) 34 (79.1) 0.77 0.28 to 2.16 .614
Violent method (current suicide attempt), N (%) 11 (28.2) 16 (37.2) 0.66 0.26 to 1.68 .386
BIS total score
   Mean ± SD 66.2 ± 10.3 63.2 ± 10.9
   Score ≥ 66 (median), N (%) 22 (56.4) 20 (46.5) 1.49 0.62 to 3.56 .371
Beck Suicide Intent Scale
   Total score, mean ± SD 13.1 ± 4.5 17.2 ± 4.3
   Total score ≥ 14 (median), N (%) 12 (30.8) 33 (76.7) 0.13 0.05 to 0.36 < .001
   “Circumstances” subscore, mean ± SD 6.9 ± 2.4 8.2 ± 1.9
   “Circumstances” subscore ≥ 7 (median), N (%) 14 (35.9) 27 (62.8) 0.35c 0.12 to 1.03c .056c

   “Self report” subscore, mean ± SD 6.2 ± 2.9 9.0 ± 3.1
   “Self report” subscore ≥ 7 (median), N (%) 9 (23.1) 33 (76.7) 0.12c 0.04 to 0.36c < .001c

aFor all independent variables, except Beck Suicide Intent Scale subscores, statistics shown were derived from simple logistic regression analyses.
Adjustment for the other independent variables by multiple logistic regression did not affect the statistical significance of any of the results.

bFor continuous variables, the odds ratio per unit increase in the independent variable is displayed.
cStatistics shown were derived from multiple logistic regression analysis with forward variable selection (without including the total Beck Suicide

Intent Scale score, to avoid problems with multi-collinearity).
Abbreviation: BIS = Barratt Impulsiveness Scale.
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and in those in which the suicidal process had lasted
longer (i.e., more than 10 minutes). The latter result
may imply a higher risk for suicide completion in ideators
who ponder suicide more intensively. However, neither
suicidal intent nor impulsivity was associated with the
choice of method for the suicide attempt. Moreover, im-
pulsivity was not associated with the length of the suicidal
process. Increased impulsivity has been reported to be a
risk factor for suicidal behavior,32–34 although study find-
ings are not consistent.35–37 Moreover, it has been sug-
gested that impulsivity may be inversely related to lethal-
ity of a suicide attempt.38,39 In our study, there was no
association between impulsivity and suicidal intent.

The vast majority of suicide attempters in this study
were alone when the idea to commit suicide emerged, dur-
ing the subsequent period before their attempts, and when
they carried out the plan to harm themselves. This finding,
in combination with the short spell the suicidal process
lasts in most cases, refers to the importance of proximity
for people suffering psychic pain40 and subsequently de-
veloping suicidal ideation. Having the possibility of com-
municating with a familiar and trustworthy person may
help someone pondering suicide to overcome this period
by being distracted from suicidal thoughts. Moreover,
more than three quarters of the suicide attempters had any
form of contact with a potentially helpful person, and a
considerable portion of them tried to give notice of their
suicidal intent. There may have been many cases in which
this communication resulted in a timely enough interven-
tion that prevented a suicide attempt. These cases thus
were not the object of this study. To improve the knowl-
edge of the general population regarding potential sui-
cidal signs and to enable as many people as possible to
understand the psychosocial needs of a partner, relative,
or friend in such a situation is an important tool within the
range of suicide prevention measures.

The findings of this study are limited by several issues.
First, the results rely on the patients’ subjective reports.
Although interviews took place within 3 days after the
attempt, there might have been some kind of recall bias.
Even more important may be a (conscious or uncon-
scious) tendency to try to alter the circumstances of a
suicide attempt when reporting on it retrospectively. The
subjective perception of an “unsuccessful,” since sur-
vived, suicide attempt may cause the desire to either dis-
simulate or exaggerate what one has done. However, it is
questionable whether including reports of relatives would
have increased the reliability of the data. Moreover, it
was the aim of this study to obtain the subjective view of
the victims. Second, the number of patients included in
the study was relatively low and may not entirely reflect
the general suicide attempter population. Finally, we do
not know whether circumstances during the suicidal pro-
cess resulting in a suicide attempt reflect those of the
process resulting in completed suicide.

In this study on the duration of the suicidal process
(i.e., the phase between the emergence of current suicidal
ideation and a suicide attempt), most patients reported a
very short period during which potential helpers might in-
tervene and deter them from proceeding to an attempt.
Health care or other professionals rarely had contact with
a person at risk during this period. Thus, awareness of po-
tentially present suicidality in a relative or friend and the
readiness to at least consider the possibility of a suicidal
crisis in a significant person is essential for everyone. Sui-
cide prevention strategies should include education of the
general population to be generally aware of potential sui-
cidality, to recognize signs of suicidality, and to under-
stand that it is better to ask about suicidal ideation in a
potentially troubled person one time too many rather than
one time too little.
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