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Objectives. Assessment of suicide cognition would help to measure the enduring suicide risk and to predict the risk of a suicide
attempt. However, no previous attempt was identified to validate the suicide cognition scale in Bangla. We aimed to assess the
psychometric properties of the Brief Suicide Cognitions Scale (BSCS) in Bangla. Methods. We conducted this validation study
among 529 medical and university students. We collected the responses by Google Forms with the translated version of BSCS
from 20 August to 20 October 2022. We assessed internal consistency form of reliability, face validity, content validity,
construct validity, concurrent validity, and discriminant validity. Results. The mean age of the respondents was 23:32 ± 1:73
years; 52.5% were males, 92% were single, 75% were undergraduate students, 40.24% were studying in medical schools, 18.53%
had a chronic illness, 9.45% had a mental illness, 4.16% had a family history of suicide, and 11.15% had previous nonfatal
attempts. Cronbach’s alpha was 0.84, and factor analysis revealed unidimensional construct with six items with a good model
fit. The BSCS showed acceptable convergent and discriminant validity. Conclusion. This study assessed the psychometric
properties of Bangla BSCS among students which found acceptable reliability and validity. Further studies could test the
validation especially among clinical samples to assess the predictive validity of the instrument.

1. Introduction

Suicide is one of the major causes of death in early adult-
hood [1]. In 2019, the World Health Organization (WHO)
reported that more than 700,000 people per annum die by
suicide, and the situation is much more threatening for low
and middle income countries [1]. Several prominent factors
have been identified in explaining suicide such as biological,
psychological, social, cultural, and religious [2]. Hence, the
identification of risk factors becomes important in the pre-
vention of suicide [2].

Theories explaining suicide have emphasized cognitive
processes [3], like individual beliefs [4], attitudes [5], expec-
tations [6], and perceptions [7]. Joiner’s interpersonal theory
of suicide (IPTS) [8], O’Connor’s integrated-volitional
model of suicide [7], and Shneidman’s psychache discussed
in Namlı et al.’s [9] accentuated cognitive states like hope-
lessness, helplessness, shame, guilt, burdensomeness, and
thwarted belongingness resulting in entrapment in which
an individual perceives a sense of urgently escaping from
an unbearable situation [7–9]. However, treatment and pre-
ventative approaches to suicide such as dialectical behavior
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therapy [10], cognitive behavior therapy for suicide [11], and
attempted suicide protocol [12] consider suicidogenic
thoughts and cognitions. Suicidogenic cognitions are not
only essential for treatment and prevention but also serve
as predictors or risk factors for suicide attempts.

Assessment of suicidal thinking remains challenging
because of the variable nature of suicide risk over time
[13]. Usually, assessment procedure focuses on measuring
an immediate episode, the intensity of suicidal thought,
intent, and urges [8]. The fluid vulnerability theory (FVT)
explains suicidal beliefs as the main aspect of a suicide
attempt. These beliefs encompass hopelessness, entrapment,
burdensome, etc. [13]. The original suicide cognition scale
measures suicide-specific and identity-based hopelessness.
Scale’s items are related to the two dimensions of the cogni-
tive process: the self and others. Self-domain items address
the cause of despair that is well-documented in recent evi-
dence [14, 15]. The suicide cognition scale has been used
with divergent populations as well as settings and findings
suggested that potential factors (unlovability, unbearability,
and unsolvability) are aligned with the original concept of
suicidal belief system and FVT [16]. Initially, Rudd [13]
identified multidimensionality of suicidal beliefs, but subse-
quent research has explained that multidimensionality has
been influenced by a general latent factor [17, 18] and leads
to the development of Brief Suicide Cognition Scale (BSCS).

BSCS was published in September 14, 2021, assessing the
suicidogenic cognitions (unlovability, unbearability, and
unsolvability) with six items [19]. It was applied in three dis-
tinct types of samples, i.e., students, admitted psychiatric
patients, and emergency room samples, presented after a
suicide crisis. It measures the chronic suicide risk in clinical
settings easily due its easy applicability and reduced number
of items. It revealed an acceptable predictive validity in the
clinical samples [19]. It values the suicide risk associated
with self-belief as unlovable experiences, intolerable emo-
tions, and unresolvable life problems (i.e., suicide belief sys-
tem), leading to an increased risk of suicide or suicidal
tendencies. According to FVT, it is irreversible, intolerable,
and intractable, leading to persistent vulnerability to develop
acute episodes of suicidality [19]. Moreover, it provides a
quick assessment of suicidality as a unidimensional scale
that is not only easy to use with the clinical sample but is
also an effective measure to assess suicide risk and behavior
over time. Moreover, it will be helpful in identifying specific
beliefs that can be targeted in the treatment of suicidality.

Bangladesh is densely populated country located in
South Asia with about 170 million population. Bangla is
the mother tongue of this huge population. Additionally, it
is also used by people living in West Bengal, India. Suicide
and its prevention yet get the adequate attention in Bangla-
desh as a public health problem. Albeit a recent surge of
research on suicide has been noted in the country, there is
a dearth of studies assessing the chronic risk factors for sui-
cide. Assessment of suicide cognition helps to measure the
enduring suicide risk and to predict the risk of suicide
attempt. No previous attempt was identified to validate the
suicide cognition scale in Bangla. We aimed to assess the
psychometric properties of the BSCS in Bangla. This study

would help assess the prior mental events before suicide in
Bangla speaking populations which in turn will help to prevent
suicide. It will also open a novel avenue of further research
assessing the suicidogenic cognitions in Bangladesh.

2. Methods

2.1. Study Place and Procedure. Data were collected by Goo-
gle Forms to conduct this validation study between 20
August and 20 October 2022 from conveniently selected
medical colleges and universities from Dhaka, Gazipur, Noa-
khali, and Chattogram. We distributed the survey link with
the help of the class representatives. We included the Ban-
gladeshi university students, currently living in Bangladesh,
who speak Bangla as their mother tongue. We excluded for-
eign students enrolled in Bangladeshi universities and Ban-
gladeshi students enrolled in overseas universities.
Informed electronic consent was secured before starting
the survey.

2.2. Instruments

2.2.1. Semistructured Demographic Questionnaire. We col-
lected the responses on the sociodemographic variables by
using our previously used questionnaire among medical
and university students [20]. We collected responses on cur-
rent age in completed years, sex, marital status, currently
enrolled university or medical college, academic, religion,
family structure (nuclear/joint), an average estimated
income of the family (BDT), presence of any long-term ill-
ness, history of preexisting mental illness, medication use,
and exposure to suicidality in family members.

2.2.2. Questionnaire to Assess Suicidal Behavior. We assessed
the suicidality among the respondents by four items that
were used in our previous studies [21]. We assessed lifetime
suicidal ideation, suicidal ideation in the past year, suicidal
plan, and suicidal attempts.

2.2.3. Bangla Brief Suicide Cognitions Scale (B-BSCS). We
adopted B-BSCS from the English version developed by
Rudd and Bryan [19]. The instrument consists of six items
in a single domain. A five-point scale was used to collect
the responses indicating 1 for strongly disagree and 5 for
strongly agree with 3 as a neutral value. It assessed cogni-
tions of unlovable, unbearable, and unsolvable.

2.2.4. Bangla Interpersonal Needs Questionnaire (INQ-B).
We utilized INQ-B to assess the concurrent validity. INQ-
B was validated by Arafat et al. [21]. It consists of twelve
items in two domains. The first six items comprise the per-
ceived burdensomeness, and the last six items (reverse
coded) comprise the thwarted belongingness. The Cron-
bach’s alpha value of perceived burdensomeness domain of
INQ-B was 0.92 in the validation study [21].

2.3. Adaptation of B-BSCS into Bangla. We followed the
standard methods of translations while adapting the B-
BSCS into Bangla [22]. Two forward translations (one dis-
guised and one undisguised) were performed and compared
to create a translated version which was back translated into
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English by another two persons (one disguised and one
undisguised). All versions of forward-backward translations
were compared and presented to the expert committee for-
mulated for this study. Subsequently, pretesting was done
in 16 general populations to get the final B-BSCS. No signif-
icant change was done during the adaptation except the
forward-backward translation.

2.4. Data Analysis. Data were analyzed by IBM SPSS version
28.0 software and Stata version 16. We performed confirma-
tory factor analysis by IBM SPSS AMOS version 25.0. We
presented the frequency and percentages of socio-
demographic variables and suicidal behavior. We assessed
the internal consistency form of reliability measured by
Cronbach’s alpha coefficient. We considered a value of
≥0.70 acceptable [23]. We assessed the construct validity of
B-BSCS by exploratory and confirmatory factor analysis
(CFA). Initially, we conducted principal component analysis
with varimax rotation and assessed the scree plot. The model
fitting approach was used to conduct confirmatory factor
analysis through AMOS. The concurrent validity was
assessed by assessing the correlation with the perceived bur-
densomeness domain of INQ-B. The normality of the BSCS
score was checked using the Shapiro-Wilk test, histogram
with Gaussian curve, and Q-Q plot. We found that the data
were following a right-skewed distribution. Therefore, we
used the Mann-Whitney U test to compare the scores of
the variables with binary categories. We presented the data
as median (interquartile range).

2.5. Ethical Aspects. We obtained a formal permission from
Professor M. David Rudd on August 14, 2022, before initiat-
ing the project. We collected ethical approval from the ethi-
cal review committee of Enam Medical College on August
23, 2022 (EMC/ERC/2022/08-1). We confirmed an elec-
tronic informed consent from the respondents before start-
ing the survey. We maintained a strict anonymity during
the data collection.

3. Results

3.1. Demographic Characteristics. We collected 531
responses. Among them, two students did not provide con-
sents. Therefore, we analyzed 529 responses for this study.
The mean age of the respondents was 23:32 ± 1:73 years
(range: 18-30 years); 52.5% were males, 92% were single,
75% were undergraduate students, 80.35% were living in
nuclear families, 40.24% were studying in medical schools,
18.53% had chronic illness, 9.45% had mental illness, and
4.16% had family history of suicide (Table 1). Among the
students, 88.47% were Muslims, 10.21% (n = 54) were
Hindus, and the rest 1.31% (n = 7) were Buddhists. Among
the 529 students, 63.33% (n = 335) were reading at Noakhali
Science and Technology University, Noakhali, 16.64%
(n = 88) at Tairunnessa Memorial Medical College, Gazipur,
11.53% (n = 61) at Enam Medical College, Dhaka, 5.29%
(n = 28) at Chattogram International Medical College, Chat-
togram, and the rest 3.3% (n = 17) were reading at other
institutes. The B-BSCS score was significantly higher among

females (p = 0:022), students living in nuclear families
(p = 0:033), and among students with mental illness, chronic
illness, lifetime suicidal ideation, past year suicidal ideation,
having suicidal plan, family history of suicidal attempt, and
previous nonfatal attempt (p = <0:001) (Table 1).

3.2. Reliability Assessment. We measured internal consis-
tency form of reliability measured by Cronbach’s alpha.
The Cronbach’s alpha of B-BSCS was 0.84. A value of
≥0.70 is considered as acceptable based on previous recom-
mendations [23].

3.3. Exploratory Factor Analysis. The Kaiser-Meyer-Olkin
(KMO) measure of sampling adequacy of INQ-B was 0.84,
and it revealed a statistically significant value (p = 0:0001).
The item-wise distribution of responses is mentioned in
Table 2. The mean of BSCS items ranges from 1.43 (±0.89)
to 2.35 (±1.2). The highest mean was noted in item 3, while
the lowest mean was found in item 6. The corrected item-
total correlation among the items ranged from 0.43 to 0.75.
The majority of the respondents (30.06-75.8%) endorsed 1
(strongly disagree) in the range from 1 to 5 as the survey
was conducted among apparently healthy university level
students.

3.4. Validity Assessment

3.4.1. Face and Content Validity. We measured the face and
content validity while performing the translations and back
translations and expert committee meeting. Only cultural
adaptations were performed and no changes in the items
were done.

3.4.2. Construct Validity. The principal component analysis
with varimax rotation extracted only one component with
six items covering the 56.24% of the variance. The scree plot
indicated a unidimensional construct. The CFA revealed a
unidimensional construct with good model fit.

3.4.3. Convergent Validity. We assessed convergent validity
of B-BSCS by assessing the correlation with perceived bur-
densomeness domain of INQ-B which revealed a correlation
value of 0.61 indicating a moderate correlation.

3.4.4. Discriminant Validity. We assessed the discriminant
validity of B-BSCS by comparing the values in different dis-
tinct groups. The B-BSCS clearly demarcated the variations
between students with previous suicide attempt and not. It
also revealed different values between respondents with
and without mental illness and with and without suicidal
behavior.

3.4.5. Confirmatory Factor Analysis. We present outcome of
the CFA of the B-BSCS in Table 3 and Figure 1. The revealed
unifactor model with an acceptable fit of data and a statisti-
cally significant value (p < 0:01): the NFI, CFI, and TLI
values were above 0.9, and the PCFI and RMSEA values
were 0.519 and 0.089.
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4. Discussion

4.1. Main Findings of the Study. We found that the B-BSCS
fits a unidimensional component structure with approxi-

mately 56% of the common variance accounted for the six
items in the measure. Additionally, the tool demonstrated
good reliability (internal consistency) estimates, displayed
moderate positive correlations between B-BSCS and

Table 1: Participant characteristics and BSCS score (n = 529).

Variable n (%)
BSCS score

Median (IQR) p value

Total 529 (100) 11 (8–15)

Sex

Male 278 (52.55) 10 (8–14) 0.022

Female 251 (47.45) 12 (8–16)

Education

Undergraduate 399 (75.43) 11 (8–15) 0.824

Graduate 130 (24.57) 10 (8–15)

Marital status

Single 487 (92.06) 11 (8–14) 0.338

Married 42 (7.94) 12 (7–17)

Religion

Islam 468 (88.47) 11 (8–14) 0.327

Others 61 (11.53) 12 (8–16)

Faculty

Medical 213 (40.26) 11 (8–15) 0.801

2003Others 316 (59.74) 11 (8–15)

Family type

Nuclear 426 (80.53) 12 (8–15) 0.033

Joint 103 (19.47) 10 (8–13)

History of mental illness

Yes 50 (9.45) 13.5 (11–17) <0.001
No 479 (90.55) 11 (7–14)

History of chronic disease

Yes 98 (18.53) 13 (10–17) <0.001
No 431 (81.47) 10 (7–14)

Lifetime suicidal ideation

Yes 270 (51.04) 13.5 (10–17) <0.001
No 259 (48.96) 9 (6–12)

Past year suicidal ideation

Yes 151 (28.54) 15 (12–18) <0.001
No 378 (71.46) 10 (7–13)

Suicidal plan

Yes 135 (25.52) 14 (11–18) <0.001
No 394 (74.48) 10 (7–13)

Family history of suicide

Yes 22 (4.16) 12 (9–15) 0.494

No 507 (95.84) 11 (8–15)

Family history of suicide attempt

Yes 70 (13.23) 14 (10–17) <0.001
No 459 (86.77) 11 (7–14)

Suicidal attempt

Yes 59 (11.15) 15 (12–20) <0.001
No 470 (88.85) 10 (7–14)

p value was determined by Mann-Whitney U test. Significant p values are shown in boldface.
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perceived burdensomeness subscale of INQ-B, and revealed
good discriminant validity by its ability to distinguish
between respondents with and without prior history of sui-
cidal behavior.

4.2. Implications of Study Findings. Our findings have three
main implications of theoretical and clinical significance.
First, our findings provide preliminary support for assess-
ment of the suicide cognition construct in the Bangladesh
setting. Next, it also supports the use of BSCS to assess sui-
cide cognitions among Bangladeshi adults. Finally, the uni-
dimensional component structure of BSCS supports the
use of BSCS as a continuous measure to assess suicide belief
system in our setting.

From a theoretical standpoint, the suicide cognitions
scale (SCS) intends to capture enduring vulnerability to sui-
cide by assessing the source of suicide-related hopelessness
within two subthemes: self and others [24]. The within-self
theme addresses reasons for hopelessness such as inability
to do anything to solve one’s life problems (unsolvability)
[25, 26], beliefs about self as unlovable (unlovability) [24,
27], and one’s emotional circumstances as unbearable
(unbearability) [10]. The within-other theme assesses the
construct of perceived burdensomeness [28] which, together
with acquired capability for suicide [29], are central to
understanding chronic and enduring vulnerability to suicide
as per the IPTS [8]. The moderate correlation we observed
between B-BSCS scores and perceived burdensomeness sub-
scale of INQ-B supports this understanding and implies that
the SCS items may tap into residual suicide risk by indicat-
ing underlying vulnerability for suicide.

Clinically, this also implies that the SCS may be useful to
identify a subset of individuals with enduring suicide risk. In
such individuals, the suicide belief system, characterized as
described earlier by thoughts of unsolvability, unlovability,
and unbearability, results in heightened vulnerability for
reemergence of acute suicidal crisis following the resolution
of an acute suicidal episode; in other words, there is a resid-

ual risk state that confers a greater likelihood of experiencing
repeated suicidal crisis over time.

Prior researches across settings [14, 15, 30]) have sup-
ported the role of these constituent components (unsolvabil-
ity, unlovability, and unbearability) in making up the suicide
belief system and its clinical utility in assessing chronic
enduring suicide risk [18]. This is also consistent with con-
temporary models of risk conceptualization in suicide, such
as the FVT of suicide [13], that conceive suicide risk along
two planes: chronic and acute risk. By virtue of its good dis-
crimination between respondents with and without prior
suicidal behavior, the B-BSCS may be used in our setting
to direct targeted suicide prevention activities by identify a
subset of suicide attempters at greater risk for future suicidal
crisis.

The BSCS has shown robust psychometric properties for
the BSCS across clinical and nonclinical samples [18]. Our
results from a different cultural setting further strengthen
and support the use of BSCS among adolescents and young
adults in Bangladesh as a screening measure to identify those
with enduring vulnerability to suicide. This is particularly
relevant because of the paucity of assessment instruments
for chronic suicide risk which has historically received less
clinical and research attention compared to acute risk. The
brevity, reliability, and validity of BSCS in our setting mean
that it can be employed in busy outpatient settings to iden-
tify chronic risk of suicide and supplement conventional
approaches to suicide risk assessment and triaging. As an
aside, documenting the chronic risk can be helpful to both
the client’s family, by flagging the enduring vulnerability,
and also to the treating physician, for whom, in the absence
of such documentation, a future suicide episode may be seen
as a legal liability [31].

4.3. Strengths and Limitations. We assessed the psychomet-
ric properties of BSCS in Bangla which is the first attempt
in the country. Nevertheless, there are several limitations of
the study that should be considered while considering the
study findings. We only determined a single form of reliabil-
ity (internal consistency). Assessment of other forms of reli-
ability like test-retest and interrater reliability would assess
the construct more vigorously. We recommend further stud-
ies to assess those. We validated the instrument in a specific
group of populations (nonclinical sample and medical and
university students) which may challenge the generalization
of the findings. We included the institutions purposively
which could be source of selection biases. However, our

Table 2: Item characteristics of BSCS.

Item Mean Std. deviation Item-total correlation
% endorsing each response option

1 2 3 4 5

BSCS 1 2.02 1.10 0.43 42.34 27.79 19.09 7.56 3.21

BSCS 2 1.98 1.11 0.64 43.67 30.43 13.61 8.89 3.40

BSCS 3 2.35 1.20 0.68 30.06 30.43 18.53 16.07 4.91

BSCS 4 2.14 1.18 0.66 38.75 27.79 18.90 9.64 4.91

BSCS 5 1.82 1.04 0.75 50.28 28.35 14.36 3.40 3.59

BSCS 6 1.43 0.89 0.55 75.80 12.09 7.37 2.84 1.89

Table 3: Summary of CFA (N = 529).

Scale χ2 df p NFI CFI TLI PCFI RMSEA
BSCS 41.205 8 .000 .944 .951 .918 .519 .089

Note: NFI: normed fit index; CFI: comparative fit index; TLI: Tucker Lewis
index; PCFI: parsimony comparative fit index; RMSEA: root mean square
error of approximation.
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institutions covered both public and private organization
that may reflect the all sphere of society. The study was con-
ducted based on the responses collected by Google Forms
which may be a potential source of biases while face-to-
face interview is more reliable and rigorous in assessing the
psychological disorders.

5. Conclusion

This study assessed the psychometric properties of BSCS in
Bangla among students which found acceptable reliability
and validity. However, cautious interpretation is necessary
while generalizing the study results. Further studies could
test the validation especially among clinical samples to assess
the predictive validity of the instrument. Regular utilization
of the instrument in clinical and research would foster the
better services for suicide prevention in the country.
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