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The Predictive Validation of a Suicide Intent Scale:

A Five Year Follow-up

DAVID W. PIERCE

Summary: Five hundred patients who had completed a suicide intent scale
after self injury were followed up over five years. Seven definite and six doubtful
suicides occurred. The future suicides tended to have high scoreson the scalefor
their original self injury episodes and had very high scores for the penultimate
self injury before suicide. Discussion centres on the small number of suicides
ascertained and on the use of the scale as a suicide predictor. A group of very
high risk patients was identified by repeateduse of the scale,and the suggestion
is madethat the scalemight be usedaspart of asuicide prevention programme.

Recognition that patients who injure themselves by
self poisoning or by other means and survive do not
willingly or accurately reveal their true suicidal in
tention as a result of direct questioning has led to the
development of more oblique methods of assessment.
One such way of assessing intent uses a suicide intent
scale(Beck etal,1974),which isa seriesof scored
questions dealing both with the circumstances sur
rounding a suicidal act and with the patient's self
report of his state of mind at the time. This scale was
used by Pallis and Sainsbury (1976) to show that high
intent self injury patients tended to resemble suicides
in that they suffered a serious risk to life, they scored
highly on a predictive suicide risk scale based on
demographic and clinical items (Tuckman and
Youngman, 1968), and finally they showed a higher
incidence of the clinical features of depression than
did low intent patients.

The Beck scale was later modified by reducing and
modifying self report items, and adding two items
dealing with the medical risk of the self injury. This
resulting IS (Intent Score) scale, which was closely
correlated with the Beck scale, was investigated in
detail, found to be reliable, and was also shown to be
related to a number of clinical variables themselves
connected with the incidence of suicide (Pierce, 1977).
Thus the circumstances score was high in men, in
older patients and in the physically ill, while self
report scoreswere high among patientswith a
historyof psychiatrictreatmentor of previousself
injury.

These positive relationships comprise one form of
validation of the scale, but the chief purpose behind
the scale's development has been to enable the

clinician to identify the self poisoners and other
â€˜¿�parasuicides'who are likely to commit suicide in the
future. By far the most important kind of validation
for the scale is therefore predictive. This study deals
with an attempt to demonstrate the predictive validity
of the IS scale by following up a group of suicide
attempters with known scale scores for a five year
period and relating those scores to the occurrence of
suicide.

Method
Five hundred consecutive cases of self injury seen at

a district general hospital during 1973â€”74were inter
viewed as soon as their condition allowed. The great
majority (94 per cent) were self poisoners. An IS score
was recorded for each patient.

The distribution of the scores was very much skewed
towards the lower end, and patients could be con
veniently divided into low intent cases (numbering 125
or 25 per cent of the total) who scored between 0 and 3,
medium intentcases (numbering 244 or roughly 50 per
cent) scoring between 4 and 10, and finally high intent
cases (numbering 131 or again roughly 25 per cent)
who scored 11 or over. The range of scores was 0 to 21.

After the score had been recorded the patients all
underwent a routine psychiatric interview at which a
decision was made about future management. As
expected from similar studies, most of the patients
returned home when they had recovered from the
effects of what they had taken and were referred
either to their general practitioners or to the social
services. Those patients needing psychiatric treatment
were dealt with by the normal services and no special
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suicide prevention scheme was set up as part of the
study.

During the follow up period 108 patients (21 per
cent) repeated their self harming behaviour and IS
scores were recorded for all these episodes if the
patient was admitted to the same hospital. A survey
after two years showed that only about 5 per cent of
repeatepisodeswerebeingdealtwithatotherhos
pitals. The IS scores for the original index episode, and
for repeat episodes including the penultimate one
beforea successfulsuicide,wereusedindetermining
the predictive validity of the scale.

Information concerning the death of any patient
was obtainedfrom a number of sources.Several
patients died in local hospitals after being admitted for
long term care, and in these cases information was
passed directly to the author. All post mortem examin
ations from the catchment area of the hospital were
undertaken at the hospital itself and these were
scrutinized. Notes of local inquests were obtained and
lists of deceased patients sent routinely to the local
community physician were examined. In addition a
two year interview follow up of nearly 200 cases was
undertaken by a social worker as part of a project on
repetition of self injury.
At theendoffiveyearsa postalsurveywascarried

out to trace all patients other than those still in con
tact with the local psychiatric services and those who
were known to have diedâ€”atotalof 110.This
produced a response of 213 (55 per cent) out of 390
patients. One hundred and twenty-two of the re
maining 45 per cent were found through the local
Family Practitioner Committee, leaving 55 cases
untraced. A search was made of death certificates at
the OPCS to establish whether any of these patients
had died. In all cases where death was confirmed it
proved possible to determine the cause either from
post mortem reports, death certificates, or from the
coroner's verdict if the death had been the subject of
an inquest. Wherever death had occurred from other
than natural causes enquiries were made to discover
whether any self poisoning or other self injury had
taken place before death even if this was not given as
the major cause of death. An estimate was then made
of the likelihood that the death had been suicidal even
if a formal verdict of suicide had not been recorded.

Six cases fell into the category of â€˜¿�doubtfulbut
likely' suicides. There were two cases recorded as
death by misadventure. One involved a patient who
died after jumping from a high window in a psych
iatric hospital. He had a history of brain damage and
it is probable that his actions were impulsive and
genuinely suicidal. The IS score for his original
episode was 5, within the medium range. The other
patient was a middle aged man whose identical twin

brother had committed suicide five years previously.
He died after taking a relatively small quantity of
drugs with excess alcohol. He had on many occasions
expressed determined suicidal ideas to join his twin.
His original score however was zero, although he was
given a score of 7, in the medium range, for his
penultimate attempt.

Two inquests led to verdicts of accidental .death
although more than the therapeutic dose of a drug had
been swallowed shortly before death. Both these male
patients had received extensive psychiatric treatment;
had certainly threatened suicide in the past and had a
history of impulsive behaviour and alcohol abuse. The
index episode scores for these patients were 14 and 10.

Finally there were two cases in which death was
recorded at inquest as due to natural causes but the
ingestion of a drug was mentioned as a contributing
cause of death. Moreover there was evidence that
more than a therapeutic dose had been taken shortly
before death. Both these patients had been treated for
depression and their original IS scores were 19 and 5.

Results
These are given first for legally defined suicides, that

is for deaths recorded as suicide at inquest. A second
group of results is then described dealing with the
likely suicides.

Legally defined suicides
The number recorded during the five year follow up

was only seven out of the original 500 cases. Only one
of the seven was a woman and the mean age of the
patients at the time of death was 40. This number is
much smaller than that reported in many other
studies, and the result will therefore be discussed in
detail below. The clinical and social details of the
suicides are listed in Table I.

The mean IS score for the index self injury episode
during 1973â€”74was 10.29 i@.44 for these patients who
later killed themselves. This compares with a mean
score of 7.49 Â±4.9 for the original 500 consecutive
cases. These means are not significantly different
although the trend is clear for future suicides to obtain
high scores. The IS score for one episode cannot
therefore be regarded as a clear indicator of later
behaviour for the individual patient. The calculations
were of course appreciably affected by the unexpec
tedly low number of suicides.

Four of the suicides repeated their self injuring
behaviour a number of times before they ended their
lives. The mean IS score for the penultimate episodes
was 13.57 Â±4.12, which was significantly different from
the mean of the 500 cases at a level of P <0.001 (t =
3.28). The mean score for all the self harm episodes of
the eventual suicides during the five year follow up was
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Case
numberAge SexCivil

Social Physical
state isolation healthPrevioustreatmentPrevious

Alcohol
self injuryproblem138

MM No GoodNoINo224
MS No GoodNo3No349
FM No GoodYes4No426
MM No GoodNoIYes527
MM No PoorYes1Yes665
MW Yes GoodNo0Yes733
MM No GoodYes0NoTAsi@

II
intent scale scores for legalsuicidesCase

numberScore
for index self

injury 1973-4Scores

for repeat episodes
-Mean for total number of

episodes in fiveyearsFirst SecondThirdFourth18â€”

â€”¿�â€”¿�â€”8215â€”

â€”¿�â€”¿�â€”153196

1918â€”15.54212
18â€”¿�â€”10.75814
â€”¿�â€”¿�â€”11610â€”
â€”¿�â€”¿�â€”1071010

14 101111

Case
numberScore

for index
self injury

1973-4Scoresfor

repeatepisodesFirstSecondThird15â€”â€”â€”20-â€”â€”314â€”â€”â€”419â€”â€”â€”5100756512â€”
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T@ii I
Clinical and social details of legal suicides at time of Index self injury

almost as high at 12.4 Â±5. All the IS scores for
episodes during follow up are listed in Table II. No
score for a penultimate episode lay within the low
intent range.

The mean number of self injury episodes for these
patients, including the index episodes, was 2.15 over
the five years. As four of the suicides had a history of
self injury before entry into the study the mean
number of episodes during life was 2.85.

Likelysuicides
All the IS scores for the self injuries of the doubtful

suicides are listed in Table III. The mean IS score for
the index self injury was 9.62 Â±5.94, while the mean
score for their penultimate episodes was 11.23 Â±5.59.
This penultimate mean was significantly higher than
the mean for the 500 consecutive cases, which was
7.49 Â±4.9 (t = 2.75, P <0.01). There was a consistent
but non significant tendency for the doubtful cases to
have lower scores than the legally defined suicides.

In view of the small number of suicides, suicide
rates were calculated for the combined group of
legally defined and doubtful cases. The suicide rate for
the low intent cases identified among the 500 consecu
tive patients in 1973â€”74was 0.8 per cent per five years

T@i@si..aIII
intent scale scores for doubtful suicides

while the rate for the medium and high intent groups
combined was 2.9 per cent per five years or 0.64 per
cent per annum.

During the five year follow up regular use of the
scale identified a small group of patients who made
repeated high intent suicide attempts. Out of this
group of eighteen there were three (17 per cent) who
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SourceNumber
of

patientsPeriod
surveyed

in yearsSuicidepercentageBatchelor

andNapier1954â€”Scotland20012Stengel
andCook1958â€”England2102â€”51.4Kessel

andMcCulloch1966â€”Scotland51111.6GreerandLee1967â€”England522.53.8BuglassandMcCulloch1970â€”Scotland51133.3Greer

andBagley1971â€”England2041.52Buglass
andHorton1974â€”Scotland280910.8Rosen1975â€”Scotland88653.8
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committed suicide during the study. This rate is very
significantly higher than the rates for the other
patients (P <0.001). They had penultimate IS scores
of 18, 18 and 11. This result showed the ability of the
scale to identify a group of patients with a very high
suicide rate and the practical implications of this
finding are discussed below.

Discussion
lt is necessary first to comment on the small number

of suicides ascertained during the follow-up. The
legally defined suicides amounted to only seven
patients and this number increased only to 13 by
adding all doubtful cases. This led to a maximum
suicide rate of 0.52 per cent per annum for the 500
cases, a much lower figure than has been found in
many other comparable studies including some car
ried out in this country (see Table IV).

There are several possible explanations for this
result. The first one is that it was simply due to a
failure to ascertain some suicides. This cannot be
supported in view of the very extensive search through
death certificate files for all cases which had not been
traced by other means. Some patients might have left
the area and subsequently died, but this seems un
likely as the area in which the study was carried out is
not one of high social mobility.

Next it was considered that some deaths among the
500 cases might have been â€˜¿�hiddensuicides' reported
for instance as being due to accidents. The maximum
number of deaths in this category was however only 3
and there was no evidence suggesting suicide in the
coroners' reports.

If the low suicide rate for these self injury case is
real it is important to clarify the reasons for this
finding. One of the more optimistic explanations could
be that the low rate was caused by the successful
intervention of the psychiatric services after the
original episode. Unfortunately there is no firm
evidence to support this argument. Four of the legal

suicides and the two patients who died by mis
adventure were in fact under psychiatric care when
they killed themselves. Two of this group of six died in
hospital, while the other four were in-patients on leave.
All but one of the six had recently shown a clinical
improvement after treatment for a depressive illness, a
findingwhich highlightsthe dangersof a recovery
period when discharge from hospital is being planned.

The next possible explanation of the low suicide
rate lies in the duration of the study. It has been a
general finding in the follow-up of self injury cases that
longer studies report higher rates of suicide. Excess
suicides might occur among the 500 cases during the
next five years and it will therefore be important to
continue following up this group.

The decline in the suicide rate in the country as a
wholemightexplaintheresults,butthisdeclineisnot
sweeping enough to account for the very marked
difference between the suicide rates for parasuicides
reported in other studies in Great Britain between 1954
and1971andthepresentresults(seeTableIV).

A further possible reason for the low rate was that
the group of 500 cases was atypical. This explanation
can be firmly rejected as the patients were already
known to show no significant differences from a
group of suicide attempters studied in Chichester at
about the same time (Pallis and Pierce, 1979).
Finallyithastobeconsideredthatthesuiciderate

for the catcbment area of the hospital might have been
abnormally low. Records showed, however, that the
annual rate was around 8.6 per 100,000, which is
comparable with the rest of England and Wales.

The rest of the discussion deals with the use of the
IS scale as a practical means of predicting suicide
among cases of self injury. The scale, which was
described in detail in earlier work (Pierce, 1977) and is
given in Appendix A, is short, consisting of only
twelve questions. It can be easily learnt, is reliable and
is suitable for completion either as part of a compre
hensiveintervieworduringa brieftalkifthepatientis

TArnlIV

Risk of suicide following parasulcide United Kingdom reports
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insistent on leaving hospital quickly. As two questions
deal with medical risk the scale is not suitable for use
by staff from other disciplines without medical
guidance. There is evidence from this follow up that it
would be useful as a screening device in the assessment
of all self injury cases particularly in casualty depart
ments when patients leave before psychiatric staff can
interview them. The results show the general tendency
of potentially suicidal patients to achieve high scores,
but there are some more important specific findings.
None of the patients who scored in the low range (0-3)
died by definite suicide as a result of their next self
injury. Therapeutic intervention to avert suicide
should probably be centred on the medium and high
intent groups, although even amongst these cases the
suicide rates were lowâ€”7out of 244 and 4 out of 131
respectively over a five year span.

The most potentially valuable result was the suicide
rate of three out of the eighteen patients (17 per cent)
who were identified by regular use of the scale as â€˜¿�high
intent repeaters'. These patients are clearly at great
risk. There is therefore a case for offering them a
special suicide prevention service, although it is by no
means clear what form such a service should take.
These three patients were under routine psychiatric
care for depression when they killed themselves, but it
is of interest in view of the comments of Barraclough
(1972) that none of them was taking lithium. Psych
iatric after-care services (Choudhury et al, 1973) and
special social work provisions (Gibbons et al, 1978)
have so far failed to prevent the repetition of para
suicidal behaviour. There is no evidence that the
suicide prevention centres in the USA have reduced the
suicide rate while opinions are divided on the effective
ness of the Samaritan organization in preventing
suicide.

The finding that the suicides had made an average of
nearly three non fatal attempts emphasizes the im

portance of repetition along with high intent in the
prediction of at least some suicides. It suggests that the
scale may be most appropriately used regularly to
identify patterns of parasuicidal behaviour over
periods of time.
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Appendix A
INTENTSCORESCALE

Circumstances relatedto suicidal attempt

1. Isolation

2. Timing

0 Somebody present.
1 Somebody nearby or in contact (as by phone).
2 No one nearby or in contact.

0 Timed so that intervention is probable.
1 Timed so that intervention is not likely.
2 Timed so that intervention is highlyunlikely.

3. Precautions against discovery and/or inter
vention

0 No precautions.
1 Passive precautions e.g. avoiding others but doing nothing to

prevent their intervention. (Alone in room, door unlocked).
2 Activeprecautions, such as locking doors.
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4. Acting to gain help during or after the attempt 0 Notified potential helper regarding attempt.
1 Contacted but did not specifically notify potential helper

regarding the attempt.
2 Did notcontact or notify potential helper.

5. Final acts in anticipation of death 0 None.
1 Partial preparation or ideation.
2 Definite plans made (e.g. changes in a will, taking out

insurance).

6. Suicidenote 0 Absenceofnote.
1 Notewrittenbuttornup.
2 Presenceof note.

Self report
1. Patient's statement of lethality 0 Thought that what he had done would not kill him.

1 Unsurewhetherwhathehaddonewouldkillhim.
2 Believedthat what he had done would killhiin.

2. Stated intent. 0 Did not want to die.
1 Unoertainordidnotcareifhelivedordied.
2 Didwanttodie.

3. Premeditation 0 Impulsive,no premeditation.
1 Considered act for less than one hour.
2 Considered act for less than one day.
3 Considered act for more than one day.

4. Reaction to the act 0 Patient glad he has recovered.
1 Patient uncertain whether he is glad or sorry.
2 Patient sorry he has recovered.

Risk
I. Predictable outcome in terms of lethality of 0 Survivalcertain.

patient's act and circumstances known to him 1 Death unlikely.
2 Death likelyor certain.

2. Would death have occurred without medical 0 No.
treatment? I Uncertain.

2 Yes.
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