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ARTICLE INFO ABSTRACT

Keywords: Objective: It is sometimes stated that most people who die by suicide deny suicidal thoughts before their deaths.
Suicide This narrative review examines the empirical basis for this assertion.

SUiC_idal ideation Methods: Studies from 2000 to 2021 that examined the prevalence of the denial of suicidal thoughts among
Ezzﬁilsdosure ideators in general, denial before suicide, and denial before and immediately after a suicide attempt were
Concealment reviewed. Twenty-two papers met the inclusion criteria.

Results: About 50% of ideators denied suicidal ideation (SI) during interviews. In addition, about half of de-
cedents denied SI in the previous week or month before suicide, whereas about 30% denied SI in the previous
week or month before a suicide attempt.

Conclusions: The denial of SI among ideators, attempters, and suicide decedents is an alarmingly common
occurrence. Findings support the clinical wisdom that denial of SI is, by itself, an inadequate indicator of suicide

risk.

1. Introduction

As a self-reported symptom, thoughts of suicide pose a special
challenge to clinicians. As with other thoughts, people can prevent their
thoughts of suicide from being detected by concealing or mis-
representing them. However, unlike most thoughts, suicidal ideation
(SD) marks a potentially lethal path. Once SI begins, about 60% of at-
tempts will occur in the following 12 months [1]. Moreover, as the
frequency and severity of SI increases, so, too, does the risk of suicide
attempts and suicide [2]. In addition, numerous case reports highlight
the denial of SI before suicide [3,4]. This combination of lethality and
concealment has led suicidologists to routinely warn that the denial of SI
does not indicate an absence of risk [5,6]. Some have also asserted that
most people who die by suicide deny SI when asked [7].

The empirical literature on the denial of suicidal thoughts has not
been previously reviewed. Knowing the prevalence of denial has clinical
and empirical implications. If denial occurs frequently, then the
assessment of suicidality, which relies heavily on the disclosure of SI to
judge suicide risk, must be reexamined. Ways in which to decrease the
prevalence of denial among ideators would need to become a focus of
research. Accordingly, I review the literature on the denial of SI by
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people who harbor such thoughts. (By denial, I mean the intentional
refusal to acknowledge existing SI upon direct inquiry as opposed to a
“failure” to volunteer SI spontaneously.) I focus on four circumstances:
the denial of SI by ideators in general (that is, not in the context of recent
suicidal behavior), denial before suicide, denial before suicide attempts,
and denial immediately after suicide attempts.

1.1. Indirect evidence that denial of SI is common

Several studies have found that ideators do not disclose SI, or they
misreport their recent or past SI. For example, survey studies suggest
that nearly 50% of ideators never disclose their SI to anyone (range:
23-72% [8-13]). Similarly, roughly 50% of adults reported withholding
their SI or inaccurately reporting it to providers (range: 22-77%
[10,14-18]). In the United States, national data show that about 75% of
decedents do not disclose intent to die before suicide [19]. Although
these studies did not directly examine denial of SI, denial presumably
occurred regularly.

Authors have often cited different types of studies as evidence that
denial is common before suicidal behavior: studies on suicidal
communication, studies on the last contact before suicide, and, less
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commonly, studies on SI's accuracy in predicting suicidal behavior.
However, all constitute indirect rather than direct evidence of denial.
Studies on suicidal communication are retrospective and usually
investigate whether people who died by suicide spontaneously conveyed
their SI or suicidal intent to other people before their deaths. However,
the absence of any recalled spontaneous disclosure of SI by clinicians,
although suggestive, is not the same as SI that is directly assessed and
denied. (For a review of the literature on suicidal communication, see
Pompili et al. [20]).

Studies on the last contact with a provider before suicide also provide
indirect evidence of the denial of SI. One systematic review found that
during the month before death, nearly half of decedents met with health
care providers, and about one in five patients saw a mental health
provider before dying by suicide [21]. Still, it is unclear whether SI was
denied during these last contacts. Similarly, many patients discharged
from psychiatric units kill themselves within the first week or month
[22]. A reasonable assumption is that inpatients were asked about SI
before discharge and denied it [23], although studies have shown that
clinicians sometimes neglect to inquire about SI [24,25].

More indirect evidence of denial comes from studies examining SI's
sensitivity for identifying who will die by suicide. For example, in a
meta-analysis by McHugh and colleagues [26], SI's sensitivity was
41%—a false negative rate of nearly 60%. This finding suggests that
people deny SI so often that asking about SI is a poor test of who will die
by suicide. The hitch, however, is the length of the average follow-up
period in the study: 9.1 years. Many of the false negatives may well
have been people who each accurately reported on their SI at the time of
assessment but developed it at a later point.

Taken together, the aforementioned investigations only suggest that
SIis underreported; they do not shed light on how often ideators deny SI
when asked. For the purpose of better estimating the prevalence of
denial of SI, this review focuses on studies that directly measured the
denial of SI.

2. Method

I searched PubMed and PsycInfo for quantitative, peer-reviewed
studies published in English from January 1, 2000, to April 24, 2021.
To qualify, studies must have reported the prevalence of either ideators
who denied SI or people who denied SI upon direct inquiry and shortly
thereafter died by suicide or made suicide attempts. Studies on denial
after a suicide attempt were also included. Because the denial of SI has
been labeled in different ways, I included several search terms. Each
query used variations of “suicide” plus variations of one of the following:
denial, disclose, conceal, hide, and nondisclosure. Queries yielded 1368
unduplicated studies. I screened out irrelevant papers in several phases.
First, I reviewed titles, then abstracts, and finally, I read the articles. I
supplemented the electronic searches with hand searches of relevant
papers. I also added papers that I knew to be relevant but did not appear
in either the electronic or hand searches. I excluded studies on suicidal
communication as well as studies that examined the traits of conceal-
ment or nondisclosure rather than the actual denial of SI. Finally, I
excluded studies on denial before suicidal behavior if the denial
occurred more than one month before the behavior; this was done on the
basis that older denials were more likely to reflect accurate reporting.

3. Findings

Twenty-two papers met inclusion criteria: 13 were relevant to denial
of SI generally, seven to denial before suicide, two to denial before a
suicide attempt, and one to denial following a suicide attempt. One
study was relevant to the denial of SI before suicide and before a suicide
attempt. (See Supplementary Table 1 for a list of all included studies.)
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3.1. How common is the denial of SI generally?

Investigators who examined methods of assessing SI have found that
ideators often deny SI. For example, researchers studying the role of
anonymity in the disclosure of SI found evidence of denial. In a large
sample of Army soldiers (N = 1712), Warner et al. [27] found that re-
spondents to an anonymous survey disclosed four times as much SI as
they did on a non-anonymous survey (1.2% vs. 4.7%). A similar pattern
was observed in another study of Army soldiers [28], as well as in
samples of National Guard soldiers [29], veterans, and community
adults [30].

Researchers have also consistently found that ideators commonly
endorse SI on self-report measures but deny it during subsequent in-
terviews (Table 1). For example, Gratch et al. [31] asked depressed
adults to report the presence of SI on a smartphone app during a one-
week monitoring period. Nearly 60% of those reporting SI on the app
denied the experience during a telephone interview held within 24 h of
the study’s completion. Using different methods, other investigators
have produced similar findings using outpatients [32], inpatients
[33,34], primary care patients [35], and cancer patients [36]. Across
studies, the average rate of denial was 57% (range = 18-94%). These
data are consistent with older findings [37] and with a well-known
phenomenon: People are more likely to report sensitive information
on questionnaires than they are to reveal it during interviews [38].

Finally, Millner, Lee, and Nock [39] found that people who deny a
gate question about SI subsequently endorse other forms of SI. Specif-
ically, participants completing an online survey were asked the
following gate question: “Have you ever seriously thought about killing
yourself?” Regardless of their answers, they were asked whether they
experienced various forms of SI. Remarkably, of the participants who
replied “no” to the gate question, 31% endorsed as their most severe
thoughts one of the following: “I should kill myself,” “Maybe I should kill
myself,” and “I wish I was dead.” Deming et al. [30] found similar results
using an anonymous exit survey.

3.2. How common is the denial of SI before suicide?

Seven studies examined the denial of SI in the week or month before
suicide (Table 2). Most relied on chart reviews for evidence that a pa-
tient was asked about but denied SI. Three used item 9 of the Patent
Health Questionnaire (PHQ-9 [40]) as the indicator of denial (a “not at
all” response to “Thoughts that you would be better off dead, or of
hurting yourself in some way” during the past two weeks). Although
some variability existed, on average, about half of the decedents denied
SI within the week or month before suicide.

Several noteworthy patterns also exist. Patients’ denial of SI to

Table 1
Studies in which SI was self-reported but denied during a subsequent interview.
Study Time between self- Sample of ideators Percentage
report and interview denying

Glassmire et al. unclear (over several forensic inpatients 81%

(2016) testing sessions) (N = 229)

Gratch et al. no more than 7 days community adults 58%
(2020) (N =50)

Uebelacker etal.  mean of 9 days primary care 66%
(2011) patients (N = 166)

Terril et al. same day outpatients (N = 73%
(2021) 485)

Viguera et al. same day outpatients (N = 94%
(2015) 343)

Walker et al. mean of 10 days cancer patients (N 25%
(2011) = 330)

Yigletu et al. 24 h inpatients (N = 50) 18%
(2004)

Average 59%

Note: Samples are of ideators without known recent suicidal behavior.


[obegi_denial_2021] §3.3: 57% average denial rate in interview studies — direct refutation of surface-form prompt-response safety benchmarks.


J.H. Obegi

Table 2
Studies examining denial of SI in the week and month before suicide.

Study Measure Sample Percentage denying
Berman (2018) chart mixed 67% (final month, N =
review 132)
Busch et al. (2003) chart inpatients 78% (final week, N = 76)
review
Denneson et al. chart mixed 67% (final month, N = 61)
(2010)° review
Smith et al. (2013)" chart mixed 73% (final week, N = 43)
review 73% (final month, N =
111)
Louzon et al. (2016)" PHQ mixed 50% (final week, N = 6)
61% (final month, N = 31)
Simon et al. (2013) PHQ outpatients 0% (final week, N = 3)
17% (final month, N = 12)
Simon et al. (2016) PHQ mixed 47% (final week, N = 17)

36% (final month, N = 78)
52% (overall)

50% (final week)

54% (final month)

Average

2 Denotes studies on veterans. PHQ, Patient Health Questionnaire. “Mixed”
means the sample included inpatients and outpatients.

providers is considerably more common in studies using chart reviews
than in studies using item 9 of the PHQ as the indicator of denial (70%
vs. 41%). This is consistent with the finding discussed earlier: The denial
of SI is more likely in interviews. In addition, the denial of SI appears to
be more common among veterans, regardless of the method used to
assess SI. Finally, although some studies included post-discharge sui-
cides, only Berman [25] reported these data separately. In that sample,
discharged patients were more likely to have denied SI than patients still
in treatment at the time of death were (87% vs. 38%).

3.3. How common is the denial of SI before suicide attempts?

Denial before attempts has been less frequently studied, but findings
indicate that denial is somewhat less common before attempts than
before suicides. In two retrospective studies of outpatients, Simon and
colleagues [2,41] found that 25-36% of attempters denied SI on item 9
of the PHQ the week before a suicide attempt, and the figure was
27-39% in the month before a suicide attempt. In the 2013 study, they
also found that 31% (N = 13) of those denying SI each made a suicide
attempt within one day of completing the PHQ.

3.4. How common is denial following a suicide attempt?

Although several examined studies were not about the denial of SI
per se, the investigators explored whether people who had engaged in
apparent suicide attempts acknowledged them as such. McClay and
colleagues [42] reviewed the medical records of the survivors of self-
inflicted gunshot wounds. Twenty-nine percent of patients who were
admitted to emergency rooms for self-inflicted gunshot wounds to their
heads, chests, or abdomens denied to the consulting psychiatrist that
they had intended to die. Of these, in more than a third (43%), evidence
was found that the gunshot wounds occurred under suspicious circum-
stances (e.g., collaterals reported seeing the person place the gun in his
or her mouth). Older studies using a similar method arrived at compa-
rable findings [43].

4. Discussion

As part of a systematic inquiry, asking people about suicidal thoughts
is a common-sense way of assessing suicidal thinking. Although experts
have warned that decedents usually deny SI before suicide, the current
review shows that the denial of SI is more widespread and common than
previously acknowledged. Regardless of context—be it outside of sui-
cidal behavior, before suicide, or before or after a suicide
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attempt—ideators deny SI roughly one-third to one-half of the time. This
is an alarming finding. Without reliable information about SI, providers
will make less accurate risk assessments, and treatment opportunities
will be lost [44]. Morbidity and mortality are obvious consequences.

This review’s findings indicate that a considerable gap exists be-
tween what patients are thinking and how providers currently solicit
disclosure. Technical factors, such as phrasing and assessment compe-
tence, and relational factors, such as warmth and trust, are clearly in
play and need further study. Additionally, the mental health field may
need to do more to earn the trust of those living with suicidal thoughts.
This could include adopting a view of suicidal ideation as a signal of
unbearable pain rather than only as a risk to be managed [45],
embracing a stepped care model of responding to suicidality [46], and
incorporating the recommendations of suicide attempt survivors for
improving treatment [47]. Hospitalization, although commonly relied
upon for acutely suicidal individuals, is not a risk-free treatment choice
[48,49].

Why do ideators deny SI but engage in suicidal behavior within days
or weeks? Although some authors have speculated that ideators are
attempting to avoid discovery [50], the reasons may be more complex.
Some may truly have no SI at the time of assessment but later experience
a sudden onset. Indeed, studies using ecological momentary assessments
of SI have demonstrated gross fluctuations in frequency can occur over
short periods [51]. Studies on reasons why people withhold SI suggest
that fear may lead to denial. For example, patients report fears of hos-
pitalization, overreaction, shame, and stigma [14,52,53]. In addition,
some may believe that their symptoms are not serious, that disclosure is
pointless, or that trusted confidants are not available [52].

This review’s findings should be understood in light of several lim-
itations. First, although I attempted to methodically cull relevant
studies, the review was not a systematic one. As such, bias is possible,
and there were no checks on the quality of included studies. Second, the
assessment of SI was not uniform in the reviewed studies. Regarding
questionnaires, many studies relied on item 9 of the PHQ, the phrasing
of which covers thoughts of death as well as thoughts of self-injury with
unspecified intent. Other studies coded SI as present if either active or
passive thoughts of SI were endorsed. Still others relied on questions
with different frequencies of SI (e.g., from an unspecified frequency to “I
have thought a lot”). In studies that compared questionnaires with
structured interviews, the timeframe for SI (e.g., the past week) was not
always the same, and the two methods often used different questions to
ask about SI. In addition, the time between the administration of the
questionnaire and the interview varied from 24 h to three weeks. Many
studies relied on medical records to determine whether SI had been
denied. As a result, we cannot know how providers asked about SI.

In summary, the denial of SI appears to be more common than pre-
viously appreciated. The rates of denial found in this review signal an
urgent need to investigate why ideators deny SI as well as to improve
how clinicians assess SI in the consulting room. In the meantime, cli-
nicians would be well served by following the longstanding clinical
wisdom that denial of SI is, by itself, an inadequate indicator of suicide
risk.
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