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Karina Sagmo Høyena,b, Stian Solemc, Lisa Janet Cohend, Astrid Prestmoa,b, Odin Hjemdalc,
Arne Einar Vaalera,b, Igor Galynkerd, and Terje Torgersena,b

aDepartment of Østmarka, St. Olavs Hospital, Trondheim, Norway; bDepartment of Mental Health, Norwegian University of Science
and Technology, Trondheim, Norway; cDepartment of Psychology, Norwegian University of Science and Technology, Trondheim,
Norway; dCarl Icahn School of Medicine, Mount Sinai/Mount Sinai Beth Israel, New York, New York, USA

ABSTRACT
The study explored how common non-disclosure of suicidal ideation is in a sample of adult
psychiatric inpatients (N¼ 171) plus associated patient characteristics. A large percentage
(51.5%) withheld some information on suicidal ideation during admission. In multivariable
analyses, correlates of non-disclosure included a diagnosis of emotionally unstable personal-
ity disorder, low satisfaction with stay, and symptoms of the suicide crisis syndrome. In uni-
variate analyses, therapists’ emotional response to the patient was also a correlate. Findings
indicate that among acute psychiatric inpatients, non-disclosure of suicidal ideation is quite
common, requiring awareness from clinicians relying on this parameter in suicide risk
assessments.

Suicidal ideation (SI) has been associated with an
increased risk of suicide attempts (Bebbington et al.,
2010), as well as actual suicide (Hubers et al., 2018).
Questions concerning SI are often prominent aspects of
clinicians’ suicide risk assessments (American Psychiatric
Association, 2003; Bolton et al., 2015; Norwegian
Directorate of Health and Social Affairs, 2008). Many
patients who later died by suicide, however, denied SI
when last questioned by a clinician (Berman, 2018).
Although some people who attempt suicide may not
experience SI until minutes prior to the attempt
(Deisenhammer et al., 2009), others have SI but withhold
this information from health care professionals (Richards
et al., 2019). Recent research has described reasons why
SI might remain undisclosed, such as fear of hospitaliza-
tion or feelings of shame (Blanchard & Farber, 2020;
Fulginiti & Frey, 2019; Richards et al., 2019).
Consequently, the question of how common such non-
disclosure of SI is, especially among those at high risk for
suicide, is gaining attention.

The population of adult psychiatric patients in
need of admission has a greatly elevated suicide risk
(Hjorthøj et al., 2014). To the extent that suicide risk
assessments focus upon patient-reported SI, such
assessments are dependent upon the patients’ accurate

and honest self-disclosure of any SI they may be
experiencing.

An increasing number of studies have reported preva-
lence rates of non-disclosure of SI within different popu-
lations, e.g., students (Drum et al., 2009; Eskin et al.,
2015) and the general community (Calear & Batterham,
2019; Husky et al., 2016). Studies have explored disclos-
ure or non-disclosure of SI among mental health patients
in non-hospital settings (Blanchard & Farber, 2020;
Cukrowicz et al., 2014; Fulginiti & Frey, 2019; Fulginiti
et al., 2016; Orf, 2014; Way et al., 2013). Among prison-
ers receiving mental health care in a correctional facilities
outpatient clinic (Way et al., 2013), 42% stated they were
not likely to report SI. Among current or former patients
in psychotherapy (Blanchard & Farber, 2016), 31% indi-
cated having not been honest about their suicidal
thoughts. Among patients 60 years and older and diag-
nosed with depression who acknowledged SI during the
past month, only 50% reported having shared that infor-
mation with a health care professional (Cukrowicz
et al., 2014).

To our knowledge, there are few published studies
on non-disclosure of SI in inpatient psychiatric set-
tings. Much that has been published does not address
our specific research question and is many decades
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old (e.g., Fowler et al., 1979; Wolk-Wasserman, 1986).
The primary aim of this study, therefore, is to
describe the rates of non-disclosure of SI in a sample
of adult inpatients admitted to an acute psychi-
atric department.

The secondary aim is to explore patient factors
associated with non-disclosure. Previous studies in the
general population have reported demographic and
clinical correlates of non-disclosure, including male
sex, older age, poor social connectedness, and lower
level of education (Husky et al., 2016). Among
patients with depression, lower quality of life and pre-
vious psychiatric treatment were associated with a
higher probability of disclosure (Cukrowicz et al.,
2014). The severity of psychiatric symptoms has both
shown no association to intent to disclose SI (Fulginiti
et al., 2016) and a positive association with disclosure
among persons who later died from suicide (Zhou &
Jia, 2012). We investigated the association between
non-disclosure of SI and the possible correlates of age,
sex, satisfaction with inpatient stay, as well as with
two novel suicide-specific risk parameters, the suicide
crisis syndrome (Galynker, 2017) and therapist emo-
tional response (Galynker, 2017).

The suicide crisis syndrome is an acute, hyper-
aroused, negative affect state, primarily characterized
by feelings of entrapment, and hypothesized to pre-
cede suicidal attempts. Loss of cognitive control,
involving intense rumination and repeated but unsuc-
cessful attempts to suppress negative thoughts, is also
prominent. Together, these symptoms are posited to
leave the patient with the perception that suicide pro-
vides the only means of escape from an intolerable
situation. Indeed, past studies have shown the suicide
crisis syndrome to be associated with an increased
risk of suicidal behavior in psychiatric patient’s post-
discharge (Yaseen et al., 2019).

Therapist emotional response pertains to clinicians’
emotional response to the patient and represents a
novel tool in the assessment of imminent suicide risk.
The informative nature of clinicians’ emotional
responses to patients as part of suicide risk assess-
ments have been indicated by past research and nega-
tive emotional responses on the part of the therapist
have been associated with patients’ near-term suicidal
behaviors (Barzilay et al., 2018). The fact that neither
construct is reliant on SI in providing suicide risk
estimates makes them especially relevant for the pre-
sent study. To the extent that non-disclosure of SI is a
significant barrier to appropriate care, it is important
to investigate the relationship between predictors of
suicide risk that do not rely on SI and SI

non-disclosure. To our knowledge, the relationship
between the suicide crisis syndrome, therapists’ emo-
tional response to patients and non-disclosure of SI
has not yet been addressed.

Method

The present cross-sectional study was part of a larger,
prospective cohort study exploring multiple predictors
of affective impulsivity in acute psychiatric inpatients
conducted between January 2016 and June 2017 in the
acute psychiatric emergency unit at the St. Olavs
Hospital, Trondheim University Hospital, Norway.
The acute psychiatric emergency unit is a locked-door
unit and had, during the inclusion period, 40 beds.
This unit receives voluntary and involuntary admis-
sions 24 hours per day (Hustoft et al., 2018). The
patients admitted are characterized by severe clinical
conditions and are often in need of acute psychophar-
macological treatment, detoxification, and/or supervi-
sion. There are no other units of this kind in the
catchment area. Hospital staff are available 24/7 and
all patients are assigned a primary nursing staff con-
tact person for each shift. A psychiatrist or clinical
psychologist is responsible for the treatment through-
out admission.

Participants

During the study period, 1,231 patients were admitted
to the acute units and 347 included in the larger pro-
spective cohort study. Participation in the research
project was voluntary and required written informed
consent. The study exclusion criterion was if a psych-
iatrist or clinical psychologist assessed the patient as
being unable to provide informed consent. As many
as 33% of admissions to the units have a duration of
less than 2 days (data from 2016). This represents a
possible explanation for the small number of patients
included in the larger prospective study compared to
the total patient population.

The sample for the current study included 171
patients who provided answers about non-disclosure
of SI. The non-disclosure item, specifically, was
answered at discharge as part of a larger evaluation
form. Discharges often occurred at short notice and
during times of peak activity for hospital staff. This
might have led to fewer patients answering the non-
disclosure item and might explain the reduced sample
size for the present study compared to the larger pro-
spective cohort study.
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Table 1 shows the demographic and clinical charac-
teristics of the study sample. The distributions of age
and sex in this study sample were similar to the
patients from the larger cohort study.

Measures

The non-disclosure item was: “Did you have thoughts
about hurting yourself or ending your own life with-
out telling it to a nurse or clinician?” answered on a
100mm Visual Analog Scale (VAS) from not at all (0)
to to a very large extent (100), with a higher score
indicating higher degree of non-disclosure. Patients
made an X-mark on the line, and research staff subse-
quently translated the X into a number using a ruler.
To provide an indication of how many patients, cat-
egorically, reported non-disclosure of SI, a cutoff off
�5 was used. The cutoff was chosen to reflect res-
ponders who marked their non-disclosure response at
what was deemed to be a reliable distance from the 0-
anchor (5mm and beyond).

The Satisfaction with stay item was: “How satisfied
are you with the help you received for your prob-
lems?” Answers were on a VAS scale from very dissat-
isfied (0) to very satisfied (100).

The Suicide Trigger Scale-Short Form (STS-SF;
Calati et al., 2020; Hawes et al., 2017) is an eight-item
scale addressing symptoms of the suicide crisis syn-
drome in terms of feelings of entrapment and somatic
distress due to excessive thoughts. Answers are on a
scale from 0 (not at all) to 4 (extremely). Patients
completed the STS-SF as part of the initial assessment
interview with a psychiatrist or clinical psychologist.
Preliminary data screening showed that two items
(addressing fear of dying) did not correlate well with
the remaining scale items and were therefore not
included in the STS-SF used in the analysis. The ver-
sion of the STS-SF referred to in the remainder of
this paper therefore included six items. Cronbach’s
alpha for the six-item version of the STS-SF was satis-
factory, a ¼ .80.

Therapist Response Questionnaire-Short Form
(TRQ-SF; Calati et al., 2020; Hawes et al., 2017)
includes 10 statements about the therapist’s emotional
responses upon meeting the patient and was com-
pleted after the initial clinical interview. Items were
answered on a scale from 0 (not at all) to 4
(extremely), with the total score reflecting the degree
of negative emotional response. Cronbach�s alpha for
the TRQ-SF in this sample was .81. A sample item

Table 1 Demographic and clinical description of study sample (N¼ 171).
n (%) M (SD)

Demographic variables
Age 38.7 (15.4)
Sex (female) 91 (53.2)
Relationship status (n¼ 170)
Married 29 (17.1)
Partner/Living partner 30 (17.6)
Divorced/Separated/Widow/Widower 24 (14.1)
Single 87 (51.2)

Clinical variables
Satisfaction with help during inpatient stay (0-100) 77.3 (24.7)
Referral status
Voluntary referral 150 (87.7)
Involuntary referral 21 (12.3)

Suicidal thoughts at or prior to intake admission (n¼ 170) 124 (72.9)
Suicidal behavior prior to admission (n¼ 164) 30 (18.3)
Duration of stay in days 8.1 (7.1)
Primary psychiatric diagnosisa

Disorders due to psychoactive substance use (F10-F19) 23 (13.5)
Schizophrenia spectrum disorders (F20-F29) 11 (6.4)
Bipolar disorder (F31) 25 (14.6)
Depressive disorders (F32-F33) 40 (23.4)

Neurotic, stress-related and somatoform disorders (F40–F48) 25 (14.6)
Emotionally unstable personality disorder (F60.3) 13 (7.6)
Other disorders 34 (19.9)

Suicide Trigger Scale- Short Form (n¼ 166)b 12.4 (6.3)
Therapist Response Questionnaire- Short Form (n¼ 152)c 7.7 (4.1)

Note. aICD-10, WHO (1993).
bEight patients had one or more missing items on the STS-SF. Three patients lacked only one item, which was
imputed using each patient’s mean STS-SF score. The remaining five lacked all items and were removed from STS-
SF analyses.

cNineteen patients had missing scores on all TRQ-SF items and were not included in any TRQ-SF analysis. One patient had
only two TRQ-SF items missing, which were imputed using that patients�mean TRQ-SF score.
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from the TRQ-SF is “I felt dismissed or devalued”
(Calati et al., 2020).

Procedure

Demographic information used for this study was col-
lected on admission as part of a larger research intake
protocol by the physician on duty, who also per-
formed a suicide risk assessment for each patient. A
second suicide risk assessment was performed by a
psychiatrist or clinical psychologist within 24-hours of
intake. The STS-SF and therapist emotional response
measures were also administered within 24-hours of
admission. The TRQ-SF was predominantly (93%)
completed by a psychiatrist or clinical psychologist,
and the remaining questionnaires by either a phys-
ician, psychologist, or psychiatrist-in-training (rater
data missing for three TRQ-SF records). Information
on any SI or behavior at the time of intake or within
the last month prior to admission was collected from
intake medical charts based on definitions of suicidal
thoughts and behavior in the Columbia- Suicide
Severity Rating Scale (C-SSRS; Posner et al., 2011). SI
was measured as a yes/no item and suicidal behavior
was coded according to the definitions of different
types of behavior provided by the C-SSRS (Posner
et al., 2011). We collapsed the suicide variable into a
dichotomous variable reflecting the presence or
absence. Information on duration of stay and volun-
tary or involuntary referral status came from medical
charts. Diagnoses were reached at assessment meetings
held twice a week with a minimum of two psychia-
trists or clinical psychologists present and were based
on ICD-10 (World Health Organization (WHO),
1993). The regional ethical committee approved this
research project (reference number 9565).

Results

The median non-disclosure score was 5.0
(Interquartile range [IQR]¼ 46.7), the mean was 23.79
(SD¼ 31.05), and 51.5% (n¼ 88) had scores at 5 or
above. Among patients scoring 0-4 (n¼ 83), 63.9%
(n¼ 53) had medical charts reporting SI at time of
admission or within the last month prior to admission
and 14.3% (n¼ 11; 6 missing scores for suicidal
behavior) had suicidal behavior during the same
period. Among patients scoring 5 or above, 81.6%
(n¼ 71; 1 missing score for SI) had medical charts
reporting SI and 21.8% (n¼ 19; one missing score for
suicidal behavior) had suicidal behavior. Chi-square
test indicated a significant difference between the two

groups for SI, v2 (1, n¼ 170) ¼ 6.78, p ¼.010 (Exact
sig), Phi ¼.20, Exact sig ¼.010, but not for sui-
cidal behavior.

Non-disclosure was significantly correlated with age
(rs ¼ �.199, p ¼ .009). Women (Md¼ 12.4,
IQR¼ 60.0; Mann–Whitney U¼ 2879.5, z ¼ �2.36, p
¼ .018) and men (Md¼ 3.9, IQR¼ 23.3) differed sig-
nificantly in non-disclosure. Figure 1 shows boxplots
with the median non-disclosure scores according to
primary diagnosis. Between-group analysis by
Kruskal-Wallis test demonstrated a significant overall
difference on non-disclosure between primary diagno-
ses, H(6) ¼ 18.21, p ¼.006. Pairwise comparisons
indicated that inpatients diagnosed with emotionally
unstable personality disorder (EUPD; F60.3 in ICD-
10) reported significantly higher non-disclosure than
those with psychoactive substance use (Adjusted p ¼
.010), bipolar disorder (Adjusted p ¼ .002), depressive
disorders (Adjusted p ¼ .017), anxiety and stress
related disorders (Adjusted p ¼ .007), and other disor-
ders (Adjusted p ¼ .014). No significant difference
was found between patients diagnosed with EUPD
and schizophrenia spectrum disorders (Adjusted p ¼
.432). None of the other disorders (including schizo-
phrenia spectrum disorders) differed significantly
from one another.

Non-disclosure was also significantly correlated
with satisfaction with stay, rs ¼ �.187, p ¼.014, STS-
SF, rs ¼.206, p ¼ .008, and TRQ-SF, rs ¼ .194, p ¼
.016. In other words, higher levels of non-disclosure
were associated with younger age, female sex, less sat-
isfaction with the inpatient stay, more intense symp-
toms of the suicide crisis syndrome, and eliciting a
more negative emotional response from one’s clin-
ician. All aforementioned variables were included in
the multiple regression analysis, as well as diagnosis of
EUPD, as univariate analyses identified it as a signifi-
cant correlate of non-disclosure of SI.

Table 2 presents the results of the regression ana-
lysis on log-transformed continuous non-disclosure
scores. The adjusted R2 of the model was .25.
Satisfaction with inpatient stay, EUPD, and STS-SF
were each independently associated with non-disclos-
ure of SI. Patient age, sex, and TRQ-SF score did not
reach significance.

Discussion

Findings from this study indicated that non-disclosure
of SI was quite common in a sample of acute psychi-
atric patients, and that distinct patient characteristics
are associated with non-disclosure. It has been pointed
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out that the question of disclosure versus non-disclos-
ure of SI might be more complex than what is cap-
tured by a yes/no answer (Hom et al., 2017). Allowing
patients to report on a continuous scale, such as the
one used for this study, may have resulted in a more
clinically valid picture of the extent patients perceive
they are letting clinicians “in on” their experience of
current SI.

Half of the patients surveyed in this study (51.5%)
reported non-disclosure of SI (score �5). In terms of
observed rates of non-disclosure, a comparison of the
current findings with past rates is complicated by the
use of different measures. However, the rates of non-
disclosure reported in this study are higher than pre-
viously reported in a study that asked prison inmates
receiving psychiatric treatment to indicate the likeli-
hood of non-disclosure (42% and 31%; Way et al.,

2013). Present rates are comparable to the rates pre-
sented among patients with depression at about 50%
(Cukrowicz et al., 2014).

Possible explanations for the high rates reported
among the patients in this study cannot be gleaned
directly from the data but may be suggested by
prior research and literature. Prior studies on non-
disclosure or concealment in therapy settings have
demonstrated the importance of shame as a reason
for non-disclosure of symptoms of depression (Hook
& Andrews, 2005) and SI (Blanchard & Farber, 2020).
Similarly, feelings of shame concerning SI might have
contributed to the observed rates. Fear of being hospi-
talized has also been cited as a reason for non-disclos-
ure of SI in psychotherapy (Blanchard & Farber,
2020). Among psychiatric inpatients in this study, fear
of not being discharged or of a delay in the discharge

Table 2. Multiple linear regression analysis of patient factors on non-disclosure of suicidal idea-
tion (N¼ 151).

B SE (B)
Stand.
beta. p 95% CI for B

Age –.01 .003 –.12 .120 [–.012, .001]
Sex –.12 .100 –.09 .236 [–.317, .079]
Satisfaction with stay –.01 .002 –.19�� .008 [–.009, �.001]
EUPDa .62 .158 .30��� <.001 [.309, .933]
Suicide Trigger Scale-Short

Form (STS-SF)
.02 .008 .17� .022 [.003, .033]

Therapist Response
Questionnaire-Short Form (TRQ-SF)

.02 .012 .12 .107 [–.004, .043]

Note. Log transformed non-disclosure scores as outcome variable, a Emotionally unstable personality disorder (F60.3; ICD-10)
as primary or secondary diagnosis (n¼ 17). �p< .05, ��p< .01, ���p< .001.

Figure 1. Graphical display of non-disclosure scores according to diagnostic categories.
Note: Box-plots displaying median (Md), inter-quartile range (IQR), upper-and lower 25% of scores; outliers and extreme scores.
Psychoactive substances (n¼ 23) Md¼ 3.8 (IQR¼ 23.1); Schizophrenia spectrum disorders (n¼ 11) ¼ 18.1 (52.0); Bipolar disorder
(n¼ 25) ¼ 3.0 (15.7); Depressive disorders (n¼ 40) ¼ 4.4 (53.2); Neurotic, stress-related and somatoform disorders (n¼ 25) ¼ 3.8
(14.7); Emotionally unstable personality disorder (n¼ 13) ¼ 62.0 (42.2); “Other” disorders (n¼ 34) ¼ 3.9 (43.8).
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process might be a possible explanation why patients
chose not to disclose SI. As the non-disclosure item
did not distinguish between SI and non-suicidal self-
harm, this might also have increased the rates of
reported non-disclosure when comparing with studies
asking about disclosure of SI only. Concerning therap-
ist related factors, Quinnett (2019) argued that therap-
ist factors such as fear of a confirmative answer about
SI and the language used by clinicians implicitly elim-
inates or limits the extent to which patients elaborate
about SI. The Quinnett (2019) arguments regarding
the impact of language builds on prior research show-
ing clinicians’ excessive use of closed- and negatively
worded questions when asking about SI (e.g., McCabe
et al., 2017) and how seldom SI was discussed in clin-
ical encounters (Vannoy & Robins, 2011).

In the current study, non-disclosure was reported
across all psychiatric disorders. The highest median
non-disclosure scores were reported by patients diag-
nosed with EUPD. Patients diagnosed with bipolar
disorder, anxiety and stress-related disorders
(F40–48), and disorders due to psychoactive substan-
ces reported the lowest median scores. In a study
from the general population in France, the presence
of certain disorders (depression, certain anxiety disor-
ders, and drug dependence), having several disorders,
and suicidal behavior, were associated with higher
probability of disclosing SI to both family or friends
and health care professionals (Husky et al., 2016).
This corresponds to the finding from the present
study showing low non-disclosure scores among per-
sons with substance abuse disorders and anx-
iety disorders.

In univariate analyses, we found associations
between higher non-disclosure and younger age,
female sex, and lower satisfaction with the help
received during the admission. The results also
showed associations between higher non-disclosure
scores and more negative emotional responses from
therapists as well as more severe suicide crisis symp-
toms. Multiple regression analysis demonstrated that
having a primary or secondary diagnosis of EUPD,
low satisfaction with help received during the stay,
and symptoms of the suicide crisis syndrome were
individually associated with non-disclosure.

Among characteristics associated with non-disclos-
ure, having a diagnosis of EUPD, the diagnostic cat-
egory in ICD-10 corresponding to borderline
personality disorder, appeared in the forefront.
Clinical characteristics of EUPD in combination with
the context of this study (an inpatient psychiatric
acute emergency unit) might provide some insights

for these findings. Suicidality and self-injury are fre-
quent among patients with a diagnosis of borderline
personality disorder (Black et al., 2004). In terms of
unplanned admissions to acute psychiatric units, sui-
cidal behavior might be the reason why these patients
are referred to admission. Moreover, the topics which
patients choose not to disclose can relate to symptoms
central to their disorder, as indicated by a finding
showing that 42% of patients treated for depression
reported non-disclosure of information related to their
depression (Hook & Andrews, 2005). To the extent
that this applies to other disorders, because suicidality
might be so prevalent among psychiatric inpatients
diagnosed with EUPD, this might have increased the
probability of information on SI not being disclosed.
Furthermore, such patients are hypersensitive to per-
ceived rejection or invalidation (Linehan, 1993), and
such feelings might have occurred during the stay,
undermining open self-disclosure to staff.

Satisfaction with the help one had received during
the admission was also associated with non-disclosure.
Reporting less satisfaction might have reflected a lack
of therapeutic alliance with members of the hospital
staff and/or clinicians. In line with this, a past study
has shown a positive association between disclosure of
SI and working alliance (Orf, 2014).

Another interesting finding is that the greater
severity of suicide crisis symptoms was associated
with non-disclosure of SI. Prior research demonstrated
how an acute psychiatric state, with clinical elements
seemingly corresponding to the suicide crisis state,
affected patients’ ability to recognize thoughts related
to ending their life while in the acute state. The recog-
nition of having experienced SI came only afterward,
as the patient recovered (Fredriksen et al., 2017). This
might also have been the case for the patients in the
present study, with the intensity and severity of SI
experienced during admission becoming more appar-
ent as they approached discharge and thus, recovery.
A second possible explanation for the finding on sui-
cidal crisis symptoms and non-disclosure concerns the
main characteristic of entrapment. For patients
already experiencing intense feelings of entrapment,
commitment in a locked ward could exacerbate these
feelings, providing strong disincentive to disclose SI
and thereby possibly delay discharge. A third explan-
ation pertains to the previously established association
between the suicide crisis state and future suicidal
behavior (Yaseen et al., 2019). Patients may have
withheld information on their SI to prevent staff from
interfering with any suicidal plans they might have
had (Simon & Gutheil, 2009).
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Consistent with our finding in univariate analyses
that therapist emotional response to patients corre-
lated with non-disclosure, prior research has demon-
strated that the way clinicians asked about SI (i.e., in
a “biased” or “awkward” manner) was negatively asso-
ciated with disclosure of SI (Orf, 2014). Despite reach-
ing significance in univariate analysis, the association
between therapist negative emotional responses and
non-disclosure did not retain significance in multi-
variable analyses. This was surprising and not consist-
ent with prior research showing a relationship
between therapist response and other suicide parame-
ters, such as suicidal risk (Calati et al., 2020) and clin-
ical decision making (Barzilay et al., 2019). There may
be several reasons for this. First, prior research has
documented a relationship between personality disor-
ders and therapist countertransference (Michaud
et al., 2020). As a diagnosis of EUPD had a strong
relationship to SI non-disclosure, it might have
masked the impact of therapist emotional response on
non-disclosure. Future research could examine this in
more detail; however, the small cell size of EUPD in
our sample limited such analyses in this study.
Second, there may be differences across study sites in
therapists’ comfort level in disclosing negative feelings
toward their patients. Moreover, this study was con-
ducted in a different country than was prior research
on the TRQ-SF. Future research could explore the
effect of clinician training on the sensitivity of the
TRQ-SF to a wide range of suicide parameters, includ-
ing non-disclosure.

This study has some notable strengths, perhaps
the most prominent relating to the clinical inpatient
setting where the study was conducted, representing
initial exploration of non-disclosure of SI among
severely ill psychiatric inpatients. However, some
limitations should be mentioned. One limitation
concerns the inability to identify whether patients
denied SI when asked (Cukrowicz et al., 2014) or
whether they failed to communicate SI spontan-
eously as the thoughts appeared throughout the
admission. It remains unknown to what extent the
patients may have disclosed SI at one-point and not
disclosed at another point during the stay.
The inherent difference between non-disclosure and
concealment is worth addressing in this regard.
Non-disclosure pertains to something simply not
communicated, and concealment pertains to efforts
of keeping something hidden (Frey et al., 2020).
This distinction is subtle, but important. In the pre-
sent study, we cannot determine the proportion of
responses that may have referred to concealment;

that is, active efforts to keep the SI from clinicians
or staff. Also, as the non-disclosure item referred to
both SI and non-suicidal, self-harm, it is not pos-
sible to determine the types of self-harm the
patients had in mind when providing their answer.
The lack of a control group (e.g., an outpatient
control group) to assess whether the reported non-
disclosure scores are specific to psychiatric
inpatients, also constitutes a limitation. Finally, the
relatively small sample size reduced the sensitivity
to the effects of variables with relatively low cell
sizes. Another important limitation is that non-dis-
closure and satisfaction were only one item each.

Findings from the present study indicate that
among inpatients at an acute psychiatric emergency
unit, withholding information on SI is quite common
and observed across psychiatric disorders.
Implications include a necessary awareness among
clinicians and staff working at such units of the rela-
tive frequency of non-disclosure of SI in this patient
population and the inherent limitations of relying on
self-disclosed SI as a substantial part of the suicide
risk assessment. Furthermore, in exploring the pres-
ence of SI, we recommend that clinicians attend to
their manner of assessing suicidal risk, such as using
open-ended rather than close-ended questions and
using follow-up probes when high-risk patients
such as those with EUPD deny SI, to ensure fuller
self-disclosure by their patients (McCabe et al., 2017;
Vannoy & Robins, 2011). Further, clinicians should be
mindful of patients’ potential fears related to disclos-
ing SI (Richards et al., 2019). Finally, the high rates
of non-disclosure demonstrated in this study support
previous recommendations of broadening the scope of
suicide risk assessments from screenings of SI to more
state-dependent assessment procedures (e.g., Simon
2008), such as those assessing the suicide crisis syn-
drome. Given the limited research on non-disclosure
of SI among psychiatric inpatients, future
studies should continue to explore the rates of this
phenomenon, and also seek to further elucidate the
nature of non-disclosure (i.e., non-disclosure vs. con-
cealment) as well as the reasons behind this lack of
communication, as seen from the perspective of
the patients.
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