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ABSTRACT

Objective: While suicidal ideation is a recognized risk
factor for future suicidal behavior, clinicians often
subtype ideation in an effort to further clarify risk. This
study referred to the SAFE (Suicide Assessment Form in
Emergency Psychiatry) database to examine individuals
who were assessed for suicidal ideation in the emergency
department (ED) to determine whether ideation subtypes
(active desire for death versus ambivalence about living)
differentially predicted future suicide attempt.

Methods: Participants were individuals presenting to
psychiatric services in the ED between January 1, 2009,
and December 31, 2013, at 2 hospitals in Manitoba,
Canada. People presenting with suicidal ideation were
subtyped as having either ambivalence about living

or active suicidal ideation. These presentations were
examined as predictors of suicide attempt (defined by the
Columbia Classification Algorithm for Suicide Assessment
scale) within 6 months in regression models that adjusted
for confounders.

Results: Of the 5,655 individuals presenting to the ED
during the study, 158 (3.1%) presented again within 6
months with a suicide attempt. Individuals presenting with
ambivalence about living showed more than a doubling

in risk for future suicide attempts (odds ratio [OR]=2.57,
95% Cl=1.64-4.02, P<.001). Active suicidal ideation also
predicted attempts (defined by the within 6 months, with
more than a tripling of risk compared to people who were
not suicidal at baseline (OR=3.75, 95% Cl=2.61-5.34,
P<.001).

Conclusions: Psychiatric presentations to the ED often
include suicidal ideation. Both active suicidal ideation and
ambivalence about living are concerning presentations
associated with risk of attempt within 6 months. Clinicians
should be mindful that differentiating between active
suicidal ideation and ambivalence about living may
downplay the severity of the latter presentation.
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S uicide claims more than 800,000 lives each year worldwide! and
is the 10th leading cause of death in people aged 15 to 34 years
in Canada.? For every suicide death, there are approximately 20
attempts.> While prediction of suicide attempts and future suicide
risk is difficult, *7 suicide prevention strategies nevertheless aim to
identify those at risk of future suicidal behavior®’ and attempt to
stratify the level of risk.>'” One area of focus has been the assessment
of individuals with suicidal ideation and the implementation of
appropriate interventions.!%!!

Suicidal ideation is considered a first step in the path leading to
suicidal behavior,”!>!3 and the rate of suicide in those with suicidal
ideation is greater than in the general public.'* Suicidal thoughts
are prevalent: the lifetime prevalence rate of suicidal ideation for
the general population is estimated to be 14%.!> According to
the National Comorbidity Survey,'® 34% of individuals transition
from suicidal ideation to a plan, 72% proceed from a plan to an
attempt, and 26% progress from ideation to an unplanned attempt.
Ninety percent of unplanned and 60% of planned first attempts
occurred within 1 year of the onset of ideation.!” These findings are
replicated in other populations, with studies'”~!? showing that 60%
of individuals transition from ideation to plan and attempt suicide
within 1 year of ideation onset. Fortunately, evaluation of suicidal
ideation coupled with treatment of existing mental disorders can
reduce the number of suicide attempts,'® reiterating the importance
of suicidal ideation as a stage of intervention.?0->*

Early recognition of suicide risk is important, as most males
and a substantial proportion of females die in their first suicide
attempt.”> With 1 in 20 suicide attempts resulting in death,' and
previous suicidal ideation perhaps being one of the strongest
predictors of incident suicide attempts,?* suicidal ideation gives
cause for concern. The risk of attempts increases as a function
of frequency of suicidal ideation, with even mild and relatively
infrequent thoughts leading to increased risk of suicide attempt.?°
Thus, suicidal ideation is important in the assessment of suicide risk
and selection of the level of intervention,?*?* and its assessment is
a priority in the evaluation of those with no current or previous
suicide plan.!>!®

While efforts have been made to revise the nomenclature for the
study of suicidal ideation, ambiguity remains,?*~%° and the point at
which ideation becomes clinically significant is not yet obvious.'?
However, general consensus is that suicidal behaviors fall on a
continuum. Suicidal ideation is defined as a desire for death or
thoughts to kill oneself.'? Suicidal ideation is occasionally specified
as passive (an ambivalence toward living) or active (clear intention
of wanting to kill oneself). These ideation subtypes are poorly
understood in terms of their severity and outcomes, and the limited
literature in this area is conflicting. Active wishes to kill oneself are
thought to be more serious than a passive thought about death,? but
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Clinical Points

B Active suicidal ideation versus ambivalence about living
might not be a useful delineation of risk for future suicide
behavior.

B Ambivalence about living is associated with increased risk
for future suicide behavior.

B (linicians should continue to assess level of risk in patients
and provide care as necessary instead of deferring to the
established guidelines for differentiating active suicide
ideation versus ambivalence about living.

passive suicidal ideation can be more persistent and difficult
to treat.’® A wish to die has been shown to be associated with
higher levels of suicide attempts, whereas ambivalence about
living and a wish to live were associated with lower levels
of suicidal behavior.”” Another study'® showed that passive
suicidal ideation did not increase the risk of suicide plans
or attempts and may even decrease these risks. However,
other studies®'* did not find major differences between
those exhibiting passive or active suicidal ideation when
comparing course or outcome. Furthermore, passive and
active suicidal ideation can both occur within the same
individual; 1 study® found that people who experienced
both a passive desire for death and suicidal ideation had a
higher risk for suicide attempts than either subtype alone.
The literature to date has primarily been cross-sectional in
nature, and, as such, the clinical utility of subtyping suicidal
ideation is largely unknown.

The main objective of the current study was to determine
whether the ideation subtypes of active suicidal ideation and
ambivalence about living (or what is commonly referred to
as passive suicidal ideation) are associated with risk of future
suicide attempt within 6 months. A secondary objective
was to examine the clinical and demographic factors that
are correlated with the different ideation subtypes. The use
of a large clinical sample and longitudinal design, along
with standardized measures and physician assessment of all
presentations, allowed this study to overcome many of the
described limitations of prior research. On the basis of past
literature,”** we hypothesized that active suicidal ideation
would be predictive of future suicide attempts within 6
months.

METHODS

Setting

The data used in this study came from the SAFE (Suicide
Assessment Form in Emergency Psychiatry) database
project, a large study involving 2 tertiary care hospitals in
Winnipeg, Manitoba, Canada, that examined risk factors
for suicide after emergency department (ED) presentation.
These 2 hospitals in Winnipeg handle approximately 40%
of all ED visits.>® In addition, individuals who require
psychiatric assessment from other Winnipeg EDs are often
transferred to these 2 hospitals for further assessment. The
study period was 5 years from January 1, 2009, to December

31, 2013. Psychiatric services in the ED'are provided 24 hours
per day by residents and staff psychiatrists associated with
the Department of Psychiatry at the University of Manitoba.

Study Population

The study population included all consecutive
presentations to psychiatric services covering the 2 described
sites during the study period (11,315 presentations). For the
purposes of this study, we differentiated between multiple
presentations made by the same individual and the number
of individuals presenting to the hospital. Presentations with
missing or incorrect health identification numbers were
excluded from the study (n=658), as they could not be
linked to prior or subsequent presentations, leaving us with
10,657 presentations and 6,862 individuals. We excluded
individuals if their index and only presentations occurred
after June 30, 2013 (n=553) and if there were missing
details about their presentation to the ED that would prevent
classification into the different groups (n=654), leaving us
with 9,530 presentations made by 5,655 individuals.

Baseline Patient Assessment

Psychiatric residents conducted the assessment of
the patients and were supervised by staff psychiatrists.
General psychiatric assessment included a review of the
presenting problem, a thorough assessment of mental
disorder symptoms, and treatment history. All patients were
assessed for suicidal thoughts and behaviors. In addition,
basic demographic information (sex, marital status, and age
category) was obtained. The physician then completed the
SAFE database study form, which included items for suicidal
ideation subtypes and other potential risk factors for suicide.
Residents and staff psychiatrists received specific training that
included education about the SAFE form components and
how to correctly complete the form. Baseline presentations
were captured from January 1, 2009, to June 30, 2013, to
ensure that each person had a full 6 months of follow-up
after index presentation. Baseline presentations after June 30,
2013, were included if there was a repeat presentation with
suicide attempt prior to December 31, 2013.

Baseline Measures

Suicidal ideation subtype. Unstructured clinical
interviews were used to determine if the patient displayed
active suicidal ideation or ambivalence about living.

Active suicidal ideation. This item was coded as present
if the person presented with a clear and current intention
of wanting to kill himself/herself (eg, voicing a firm desire
for death, having a plan in place and intent to carry it out).

Ambivalence about living. This item was coded as present
if the person described current thoughts about death with
no clear intent to act on them (eg, showing no preference for
living or dying, thoughts of not wanting to be alive but no
plan for self-harm).

Sociodemographic correlates. The following
sociodemographic correlates were captured on the SAFE
data form as dichotomous measures: sex, age (19-45, >45

For reprints or permissions, contact permissions@psychiatrist.com. ¢ © 2019 Copyright Physicians Postgraduate Press, Inc.

e2 [E PRIMARYCARECOMPANION.COM

Prim Care Companion CNS Disord 2019;21(2):18m02361



years), marital status (single, married), presence of stressors
(yes, no), and presence of social support (yes, no).

Mental and physical disorder correlates. The following
health variables were encoded dichotomously (present or
absent at time of presentation): depression, substance abuse,
psychosis, anxiety, impulsivity, and physical illness.

Primary outcome measure. Suicide attempt within 6
months. People who presented again to 1 of 2 study hospitals
with a suicide attempt within 6 months of their baseline
presentation were included. A suicide attempt was defined
using the Columbia Classification Algorithm for Suicide
Assessment scale (C-CASA),* a standardized scale developed
to classify suicidal behavior. The C-CASA specifically assesses
self-harm behaviors with intent to die and separates those
from self-harm behavior without suicidal intent.

Individuals who made a repeat presentation to the ED
during the study period were categorized according to the
type of suicidal behavior using the C-CASA. Seven mutually
exclusive categories were considered: (1) suicide attempt;
(2) preparatory acts toward imminent suicidal behavior;
(3) suicidal ideation; (4) self-injurious behavior, no suicidal
intent; (5) self-injurious behavior, intent unknown; (6) not
enough information; and (7) presentation did not feature
suicidality or self-injurious behavior.

Statistical Analysis

Study participants were categorized into 3 groups at
baseline: active suicidal ideation, ambivalence about living,
and no suicidal ideation (reference group). If assessors
checked both suicidal ideation categories as present, they
were considered as active suicidal ideation. The “no ideation”
group included individuals with index presentations that
featured no suicidal ideation or self-injurious behavior, as
determined by C-CASA. Descriptive prevalence rates for each
of the variables at baseline were generated using SPSS 21.0.3”
Binary logistic regressions were conducted to investigate the
associations between baseline measures and suicidal ideation
subgroups. Logistic regression was also used to generate odds
ratios for the risk of subsequent suicide attempt among each
ideation subtype, both unadjusted and adjusted by sex (male,
female) and age (19-45, >45 years). These demographic
factors were selected as potential confounders given their
consistent association with suicide and suicidal behaviors.*
A survival analysis was conducted using the Cox proportional
hazards model to determine time to suicide attempt after
initial presentation based on subtype of ideation. Finally,
for each of the 3 subtype groupings, rates of subsequent
presentations to the ED (categorized by type of subsequent
presentation coded by the C-CASA scale) were determined
among those individuals with multiple presentations. The
purpose of this analysis was to examine the stability versus
change of presentation types over time.

Ethical Approval
The study was approved by the Research Ethics Board at
the University of Manitoba.

Ambivalence About Living and Future Suicide Risk

Figure 1. Categorization of Individuals Presenting to the
Emergency Department (N=5,655) Based on Suicidal
Ideation Subtypes
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RESULTS

Over the course of the study period, 5,655 individuals
were enrolled in the SAFE database project who could be
classified into 1 of 3 subgroups (active suicidal ideation:
n=1,241, 22%; ambivalence about living: n=2809, 14%;
and no ideation: n=3,605, 64%) (Figure 1). Prevalence of
sociodemographic factors and mental and physical illnesses
is presented in Table 1 stratified by suicidal ideation subtype
at baseline presentation. Suicide attempts within 6 months
of initial presentation varied across subgroups (active
suicidal ideation: n =68, 5.6%; ambivalence about living:
n=31, 3.9%; and no ideation: n=55, 1.6%).

Table 2 displays the association between types of
ideation and the baseline variables. Depression was
strongly correlated with both groups: active suicidal
ideation (OR=12.56, 95% CI=10.59-14.59, P<.001) and
ambivalence about living (OR=7.39, 95% CI=6.19-8.82,
P<.001). Younger age was associated only with active
suicidal ideation (OR=1.19, 95% CI=1.04-1.36, P<.05).
Psychosis was negatively associated with suicidal ideation
in both groups when compared to individuals who were not
suicidal (active suicidal ideation: OR=0.35,95% CI=0.30-
0.40, P<.001) or ambivalent about living (OR=0.38, 95%
CI=0.31-0.46, P<.001). Physical illness and impulsivity
were factors associated with both ambivalence about living
(physical illness: OR=1.35, 95% CI=1.14-1.61, P<.001;
impulsivity: OR=1.24, 95% CI=1.06-1.45, P<.001)
and active suicidal ideation (physical illness: OR =1.74,
95% CI=1.49-2.01, P<.001; impulsivity: OR=1.34, 95%
CI=1.18-1.53, P<.001).

The survival analysis (Figure 2) showed that over the
course of the study, approximately 97% of the no suicidal
ideation subgroup remained attempt free. With regard to
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Table 1. Prevalence of Baseline Measures and Suicide Attempt
Outcome Among the Study Population Grouped by Subtype of
Suicidal Ideation at Baseline Presentation

No Suicidal Ambivalence Active Suicidal
Ideation About Living Ideation
(n=3,605) (n=809) (n=1,241)

Variable n % n % n %
Sex

Male 1,881 525 408 50.4 630 523

Female 1,705 47.5 401 49.6 605 47.7
Age,y

19-45 1,546 434 330 410 479  39.1

>45 2,020 56.6 475 59.0 746 609
Marital status

Single 2,019 60.6 513 68.9 726 642

Married 1,314 394 232 314 405 358
Depression

Yes 1,044 298 605 758 1,023 842

No 2,461 70.2 193 24.2 192 158
Substance abuse

Yes 1,436 414 408 51.6 601 49.8

No 2,034 586 383 484 607 50.2
Psychosis

Yes 1,389 392 156 19.6 219 183

No 2,150 60.8 640 80.4 977 817
Anxiety

Yes 757 249 238 34.6 369 303

No 2,291 75.1 455 65.4 643  69.7
Stressor

Yes 1,634 487 470  60.1 787  66.7

No 1,722 513 312 39.9 393 333
Physical illness

Yes 824 249 229 31.0 344 309

No 2,481 75.1 510 69.0 768  69.1
Impulsivity

Yes 1,581 45.6 399 510 625 529

No 1,887 544 384 490 556 47.1
No social support

Yes 1,034 29.7 326 410 569 473

No 2450 703 470  59.0 634 527
Suicide attempt within
6 months

Yes 55 1.6 31 3.9 68 5.6

No 3,468 984 761 96.1 1,143 944

Table 2. Bivariate Associations Between Suicidal Ideation Subtype
at Baseline and Sociodemographic, Psychiatric, and Psychosocial
Factors?

No Suicidal Ambivalence Active Suicidal
Ideation About Living Ideation

Variable (n=3,605) (n=809) (n=1,241)
Sex: male 1.00 1.10 (0.94-1.28) 1.12(0.99-1.28)
Age (<45y) 1.00 1.10(0.94-1.29) 1.19(1.04-1.36)*
Single marital status 1.00 144 (1.21-1.71)%* 1,17 (1.01-1.34)*
Depression 1.00 7.39 (6.19-8.82)*** 12.56 (10.59-14.89)***
Substance abuse 1.00 1.51(1.29-1.76)***  1.40(1.23-1.60)***
Psychosis 1.00 0.38(0.31-0.46)***  0.35(0.30-0.40)***
Anxiety 1.00 1.58 (1.33-1.89)***  1.74(1.49-2.01)***
Stressor 1.00 1.59 (1.36-1.86)***  2.11 (1.84-2.42)***
Physical illness 1.00 1.35(1.14-1.61)** 1.35(1.16-1.57)***
Impulsivity 1.00 1.24 (1.06-1.45)** 1.34(1.18-1.53)***
No social support 1.00 1.64 (1.40-1.93)*** 2,13 (1.86-2.43)***
2Data are presented as odds ratio (95% ClI).

#P<.05. ¥*P<.01. **#*P<.001.

the ambivalence about living subgroup, approximately 93% did
not attempt suicide, with approximately 4% of this population
making a suicide attempt within the first 6 months of the index
presentation. Similar patterns were observed for the active
suicidal ideation subgroup, with approximately 90% remaining

attempt free and approximately 5% making an attempt
within the first 2 months of the index presentation.

Table 3 presents the regression analysis showing
the odds of suicide attempt within 6 months for each
baseline ideation subgroup. The results reveal that
presentations that featured active suicide ideation had
a strong magnitude of association with future attempts,
with a nearly 4-fold risk when compared to ED visits
without suicidal ideation (adjusted OR=3.82, 95%
CI=2.65-5.50, P<.001). Interestingly, ambivalence
about living was correlated with future suicide attempts
(adjusted OR=2.61, 95% CI=1.67-4.10, P<.001).

Figure 3A-C shows the subsequent presentations
made to the ED after initial index presentations
among the 3 baseline ideation subgroup members who
presented on multiple occasions. Among people with
no suicidal ideation at baseline who later returned to the
ED, 10% of subsequent presentations featured suicide
attempts and 23% featured suicidal ideation, indicating
that one-third became suicidal over the course of the
study period. Whereas one-quarter of people with
ambivalence about living subsequently presented with
no suicidal thoughts or self-harm behavior, that was
only true for 12% of future presentations among the
active suicidal ideation group.

DISCUSSION

The main objective of this article was to study the
correlates and outcomes of suicidal ideation subtypes
to determine if they suggest specific risk profiles among
psychiatric patients in the ED. Using a very large
sample of physician-assessed patients with longitudinal
follow-up, this study showed that both ambivalent
thoughts about living and active suicidal ideation
are risk factors for future suicide attempts. Whereas
previous studies’®*° and even clinical intuition suggest
that ambivalence or passive suicidal ideation are less
concerning than active plans for suicide, this study
reveals that the former presentations are important
markers of risk. Other findings include the high rate of
suicidal ideation in psychiatric presentations to the ED
and the observation that suicidal presentations change
markedly over time among ED patients. Depression
was a recurring marker in both ideation groups,
highlighting the role played by mental disorders in
suicidal ideation. However, psychosis was negatively
associated with suicidal ideation in all 3 groups,
suggesting the existence of unmeasured confounding.

These results question the clinical utility of
distinguishing between active suicidal ideation and
more ambivalent thoughts about life. In the ED,
clinicians often use the terms active and passive when
describing a patient’s suicidal thoughts and occasionally
may even base disposition decisions on this distinction.
This study suggests that even without a firm intent
to suicide, ambivalent thoughts about life are not a
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Figure 2. Survival Curves for Time to Suicide Attempts by Suicidal Ideation Subtype at Bas
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Table 3. Risk of Suicide Attempt Within 6 Months From Baseline Presentation by Suicidal Ideation

Subtype?®

No Repeat Suicide Repeat Suicide

Attempt (n=5,371),  Attempt (n=154), Odds Ratio Adjusted Odds Ratio®
Suicide Ideation Subtype n (%) n (%) (95% Cl) (95% Cl)
No suicidal ideation 3,468 (64.6) 55(35.7) 1.00 1.00
Ambivalence about living 761 (14.2) 31(20.1) 2.57 (1.64-4.02)* 2.61(1.67-4.10)*
Active suicidal ideation 1,143 (94.4) 9(5.6) 3.75(2.61-5.34)* 3.82 (2.65-5.50)*

2Adjusted for age and sex.
*P<.001.

Figure 3. Subsequent Presentations Made to the Emergency Department by Type of Presentation Categorized Using the

Columbia Classification Algorithm for Suicide Assessment?

A. No Suicidal Ideation (n=534)
4% 2%

2%

2%

B Suicide attempt
I Suicidal ideation

W Self-injurious behavior, intent unknown

B. Ambivalence About Living (n=172)
4%

Presentation did not feature suicidal ideation
or self-injurious behavior

M Preparatory acts toward imminent suicidal behavior

C. Active Suicidal Ideation (n=619)
4%

1% 2% 2%

2%

M Self-injurious behavior, no suicidal intent
B Not enough information

@Each pie chart groups people by their suicidal ideation subtype at baseline presentation and then provides the distribution in follow-up presentations by
Columbia Classification Algorithm for Suicide Assessment category. For example, among the group of people presenting at baseline with active suicidal
ideation who had subsequent presentations to the emergency department (n=619), 28% of the subsequent presentations were a suicide attempt.

reassuring presentation. Furthermore, this subtyping is
misleading since passive suicidal ideation is traditionally
thought to be less of a risk of future suicide attempt, yet our
results found it to be associated with an increased risk. This
finding is consistent with previous research, which has found
the risk for lifetime suicide attempt is similar among those

with passive suicidal ideation when compared to those with
more active suicidal ideation.*® Further, although suicides
are prevalent among high-risk patients, most suicides are
completed by those never identified as high risk.***! Simon
and colleagues*? suggest that “suicidal ideation should be
viewed as an enduring vulnerability rather than simply a
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short-ferm crisis; P2 emphasizing its importance as a risk
factor for subsequent suicidal behavior.

Important limitations exist when interpreting these
results. First, we did not measure completed suicides but
rather only suicide attempts. It is possible that the rate
of completed suicides may differ between the ideation
subgroups, and, as such, their inclusion could influence
the results. Also, we were unable to assess the influence
of hospitalization, which may be correlated to both the
presentation type and the outcome of suicide attempt. We
were also limited to 2 EDs in this study. However, these EDs
combined handle approximately 40% of all ED visits in the
city, being the largest tertiary care hospitals in Winnipeg.
Another area of limitation was that we did not use a
standardized tool for assessing suicidal ideation, its type,
or severity (ie, the Beck Scale for Suicide Ideation®® or the
Suicide Intention Scale**). This lack of a standardized tool
potentially introduces greater variability in the assessment
of suicidal ideation and could lead to coding errors based on
practitioner inquiry or skill. Correlates such as depression
were dichotomously coded and, therefore, likely to yield both
false positives and negatives. This method was employed as

a-way of rapidly capturing a variety of measures in a busy
clinical setting wherein lengthier standardized assessments
were not feasible on large volumes of patients. Additionally,
we were limited in the sociodemographic variables that
could be assessed in this study, including the inability to
assess race or ethnicity. Research into the relationship
between ethnicity and suicidal behavior shows a higher
prevalence among the Canadian indigenous population,
especially among indigenous women.*

In conclusion, psychiatric presentations to the ED often
include suicidal ideation. While increasing the risk for
future suicide attempts within 6 months from presentation,
differentiating between active and passive suicidal ideation
does not appear to help in predicting outcomes and may
even provide a false sense of security by downplaying
the severity of presentations that include ambivalence
about living. Mental health professionals should view
presentations involving any form of suicidal ideation as a
serious risk for future attempts and consider appropriate
resources, support, and treatment. Future studies looking
at passive versus active suicidal ideation and completed
suicides are warranted.
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