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Abstract

Background
Prevalence of suicidal ideation increases rapidly in adolescence, and many choose not to seek help and
disclose their ideation. Young people who do disclose suicidal ideation, prefer to do so with peers and
family compared to mental health professionals, who are best placed to provide evidence-based
treatment. This study aimed to identify key factors associated with young people’s decision to, or not to
disclose suicidal thoughts to their mental health practitioner.

Methods
A community-based sample of young Australians (16–25 years), who had experienced suicidal ideation
and engaged with a mental health professional, completed an online questionnaire (N = 513) which
assessed demographic characteristics, severity of depression, anxiety, psychological distress, and
suicidal ideation, lifetime suicide attempts, exposure to suicide loss, personal suicide stigma,
prioritisation of mental health issues, and therapeutic alliance. Logistic regression analyses were used to
identify factors associated with disclosure.

Results
Though the full sample had engaged in therapy, 39% had never disclosed suicidal ideation to their
clinician. Those who had disclosed were more likely to report greater prioritisation of suicidal ideation
(OR = 4.07, 95% CI = 2.34–7.09), therapeutic alliance (OR = 1.04, 95% CI = 1.02–1.06), and personal
suicide stigma (OR = 1.04, 95% CI = 1.01–1.06). The most common reason for not disclosing was concern
that it would not remain con�dential.

Conclusion
These �ndings provide new insights into why young people may not seek help for suicidal ideation,
despite being engaged with a mental health professional, and establish evidence to inform practice
decisions and the development of prevention strategies to support young people for suicide.

Background
Youth suicide prevention is a global priority as intentional self-harm is one of the leading causes of death
amongst youth (World Health Organization, 2019). Suicidal ideation is an important target for youth
suicide prevention efforts, with evidence that ideation increases the risk of a future suicide attempt in
around one-third of young people (Nock et al., 2013). Furthermore, suicidal ideation is one of the most
common behaviours on the spectrum of suicidality, affecting around 15 to 29% of adolescents and
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young adults (Donath et al., 2019; Nock et al., 2008). Given increasing evidence demonstrating a pathway
from ideation to suicide attempt (Miranda et al., 2014; Voss et al., 2019), the high prevalence of youth
suicidal ideation is a matter of concern. While the best approach to treating suicidal ideation is through
traditional therapeutic interventions (e.g., dialectical behavioural therapy and cognitive-behavioural
therapy) delivered in clinical settings (DeCou et al., 2019; Leavey & Hawkins, 2017) a number of barriers
exist preventing indicated populations from accessing such services.

Despite member states of the World Health Organization committing to the implementation of a mental
health action plan in 2013 (World Health Organization, 2013), it is estimated that approximately one-third
of people with past-year suicide ideation, plans, and/or attempts fail to seek and receive help (Hom et al.,
2015). Of the young people who do disclose their suicidal ideation, primarily they choose to do so with
parents and peer groups rather than mental health professionals (i.e., psychologists, school counsellors)
(Rowe et al., 2014). This preference of disclosing to social support networks occurs despite many young
people having access to mental health professionals via school or other settings (see Watanabe et al.,
2012). While help-seeking through close family and friends is encouraged, members of these social
networks often report they lack the con�dence and skills to appropriately support the young person
experiencing suicidal distress (Hooven, 2013; Walsh et al., 2013). As a result, this pathway can leave at
risk young persons insu�ciently supported (Frey et al., 2015; Gri�ths et al., 2011).

To date, there have been no studies which have examined the number of young persons who choose not
to disclose their suicidal ideation, even when they are connected to a mental health professional.
Theoretically, there are a number of barriers that could feasibly prevent disclosure of suicidal thoughts
and behaviours to clinicians, including perceived stigma (Rickwood et al., 2005; Sheehan et al., 2019),
di�culties communicating the need for help, concerns around a lack of privacy, mistrust of an unknown
person, and beliefs that professional help will not be effective (Michelmore & Hindley, 2012; Radez et al.,
2020). Given that non-disclosure may prevent vulnerable young people from receiving targeted support
for suicidal ideation – which has been shown elsewhere to require approaches that differ from
depression or anxiety (Meerwijk et al., 2016; Torok et al., 2020) - it is important to understand the extent to
which non-disclosure is an issue and why it occurs.

Accordingly, the key aims of this study are to:

1. Establish the prevalence of non-disclosure of suicidal ideation to a mental health professional
among young people aged 16 to 25 years who are currently, or recently been, in treatment.

2. Identify the key reasons why young people decide not to disclose suicidal ideation to their mental
health practitioner.

This novel study is the �rst the authors are aware of to explore the experience of, and reasoning behind, a
young person’s decision to withhold disclosure of suicidal thoughts from a mental health professional.
These insights could inform the development of policy and practice strategies to improve clinical care for
young people with suicidal ideation.
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Methods

Study design and recruitment
An online cross-sectional survey was designed and advertised to a community-based sample of young
Australians. Ethics approval for this study was obtained from the University of New South Wales Human
Research Ethics Committee (HC200465).

Potential participants completed a short screening survey to determine eligibility based on the following
criteria: aged 16 to 25 years, living in Australia, �uent in English, had experienced suicidal thoughts in the
past 12 months, and had engaged with a mental health practitioner for any reason in the past 12 months.
Participants aged 16 and 17 years could participate without parental consent provided they were deemed
Gillick competent (Gri�th, 2016). There were no study exclusion criteria.

The survey was published using the online survey platform Qualtrics on October 9th 2020, and data
collection remained open until the recruitment objective was met (N = 513) (12th October 2020). During
this period, the survey was promoted on social media via targeted Facebook advertisements (target
parameters: ages 16–25, Australia, interests in National Suicide Prevention, Lifeline, Suicide prevention,
Beyondblue, Headspace, Lifeline, R U OK Day, SANE). When a potential participant clicked on the study
advertisement, they were directed to an online study portal and asked to provide individual digital consent
before completing a �ve-item screening survey to determine eligibility. Participants who did not meet the
inclusion criteria were directed to a webpage thanking them for their time and which provided relevant
support contacts, such as Kids Helpline and Lifeline phone numbers and webchat addresses. Participants
who met the study inclusion criteria were directed to complete a 20-minute online self-report structured
questionnaire, which also included free text options for questions relating to reasons why they chose
whether or not to disclose suicidal thoughts to their mental health practitioner, and what would motivate
them to disclose to a mental health professional in future. Participants who completed the survey were
emailed a $10 e-gift voucher as compensation for their time.

Measures
Demographic characteristics were measured to describe the sample, including age, sex, gender identity,
sexual orientation, rural/remote or metropolitan location, relationship status, and mental health status.

Disclosure

of suicidal ideation (primary outcome) was measured with the question, “Have you told your mental
health professional that you have suicidal thoughts?” (‘yes’ or ‘no’). A follow-up open ended question was
asked based on the response: “What factors made you choose to tell them you have suicidal thoughts?”
or “What factors made you choose not to tell them you have suicidal thoughts?”. Open ended questions
included multiple choice response options based on common reasons observed in the literature and free-
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text options. We also asked participants, “Can you tell us what sort of things would make you more likely
to tell a mental health professional that you have suicidal thoughts?”.

Suicidal ideation was measured using the Suicidal Ideation Attributes Scale (SIDAS, van Spijker et al.,
2014). The SIDAS consists of 5 self-reported items rated on a 10-point scale (0 to 10). The scale provides
a total score ranging from 0 to 50, with a higher score indicating greater suicidal ideation severity.
Negatively worded items are reversed scored and scores of 21 or greater indicate a high risk for suicidal
behaviour (attempt). The scale has demonstrated excellent internal consistency (α = .91, van Spijker et al.,
2014).

Depressive symptoms were measured by the Patient Health Questionnaire Depression Scale (PHQ-9,
Kroenke et al., 2001). This scale consists of 9 items rated on a 4-point scale, ranging from 0 (not at all) to
3 (nearly every day). Higher scores indicate the presence of more depressive symptoms, and the
maximum total score is 27. The scale has demonstrated good internal consistency (α > .80, Kroenke et al.,
2016).

Anxiety symptoms were measured by the Generalised Anxiety Disorder-7 Scale (GAD-7, Spitzer et al.,
2006). The GAD-7 consists of 7 self-reported items rated on a 4-point scale (0 = not at all to 3 = nearly
every day), with a total score ranging from 0 to 21 and higher scores indicating more severe anxiety
symptoms. The scale has demonstrated good internal (α > .80, Kroenke et al., 2016)

Psychological distress was measured using the Distress Questionnaire-5 (DQ5, Batterham et al., 2016),
which consists of 5 self-reported items rated on a 5-point scale (1 = never to 5 = always). The scale
provides a total score ranging from 5 to 25, with a higher score indicating greater psychological distress.
The scale has demonstrated good internal consistency (α = .86, Batterham et al., 2016).

Suicide attempt (lifetime history) was assessed with the question “Have you ever attempted suicide?”
(‘no, never’, ‘yes, once’, or ‘yes, more than once’). For participants who answered more than once, an
additional question asked them to specify the number of attempts.

Exposure to suicide loss was measured by asking, “Has anyone close to you died by suicide?” ‘yes’ or ‘no’.
This question was a modi�ed from a recent study by Maple and Sanford (2020).

Personal suicide stigma was measured using the Personal Suicide Stigma Questionnaire (PSSQ,
Rimkeviciene et al., 2019), which consists of 16 self-reported items rated on a 5-point scale (1 = never to 5 
= very often). The scale provides a total score ranging from 16 to 80, with a higher score indicating
suicide-related stigma experiences. The scale has demonstrated excellent internal consistency (α = .96,
Rimkeviciene et al., 2021).

Prioritisation of mental health issues was measured with the question, “In the following list of mental
health problems, we’d like you to rank the top 3, according to how important these are to you when talking
to your mental health professional.”. Respondents could rank a list of ICD-10 categories of mental health
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diagnoses, including suicidal thoughts, from 1 (most important) to 3 (less important). Prioritisation of
suicidal ideation speci�cally (ranked as top 3; ‘yes’ or ‘no’), was used in regression analyses.

Therapeutic alliance was measured using the Revised Helping Alliance Questionnaire (HAq-II, Luborsky et
al., 1996), which asks respondents to carefully consider their relationship with their most recent therapist
and rate 19 items on 6-point scale according to how strongly they disagree (1) to agree (6) regarding the
mutual collaboration and bond between client and therapist. The scale provides a total score ranging
from 19 to 114, with a higher score indicating greater alliance with the therapist. Negatively worded items
are reversed scored. The scale has demonstrated excellent internal consistency (α ≥ .90, Barber et al.,
1999).

Statistical Analysis
To detect non-disclosure of suicidal ideation in the cohort (primary outcome), a total minimum sample
size of n = 471 was needed. This estimate accounts for a youth population-level incidence of 12-month
suicide ideation of 26% (Nock et al., 2008) and a 34% rate of suicidal ideation in a youth population
engaged with mental health services (Bruffaerts et al., 2011), with power set at 90%, alpha set at 0.01.

Descriptive information was presented as proportions (%) and means (with standard deviation; SD). T-
tests and chi-square (χ2) tests were conducted to establish whether the participants who did and did not
disclose suicidal ideation differed signi�cantly on demographic and clinical characteristics. Signi�cant
variables (with a more liberal cut-off of p < .10, see Ranganathan et al., 2017) were chosen to be entered
into a subsequent binary logistic regression model to examine what factors are independently associated
with disclosure of suicidal ideation to a mental health professional. In this model, disclosure (yes/no) as
the dependent variable was used to estimate odds ratios (ORs) with 95% con�dence intervals (CIs).

Quantitative data were analysed using SPSS version 25.0, alpha was set at p < .05 for interpreting
signi�cant effects. The following guidelines were used to interpret effect sizes: correlation coe�cient (r)
values of .10, .30, .50, and .70, correspond to small, medium, large, and very large effect sizes,
respectively (Cohen, 2013); Phi (ϕ) values of .10, .20, .30, and .40, correspond to small, medium, large,
and very large effect sizes, respectively (Funder & Ozer, 2019); ORs of 1.44, 2.48, and 4.27 correspond to
small, medium, and large effect sizes, respectively (Cohen, 2013); raw means were calculated to estimate
Cohen’s d, with values of .20, .50, and .80 corresponding to small, medium, and large effect sizes,
respectively.

Free-text responses were qualitatively analysed using re�exive thematic analysis via NVivo version 12.
Responses were thematically analysed, with similar responses grouped together by two authors (LM and
DR) independently. Individual responses were then reviewed between the two authors and discrepancies
were discussed until agreement was reached.

Results
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Descriptive statistics
In total 513 participants completed the survey, with a median age of 17 years. The majority of
participants reported being diagnosed with a mental disorder (n = 412, 80.3%). Other demographic
characteristics are displayed in Table 1.

Most participants reported having disclosed suicidal thoughts to another person (n = 413, 81.9%),
however when asked if they had disclosed to a mental health professional more than one third said they
had not (n = 191, 39%). In ranking the importance of different mental health issues when talking to a
mental health professional, 304 (59.3%) participants prioritised suicidal ideation as being important, but
depressive (n = 349, 68%) and anxiety-related disorders (n = 328, 63.9%) were prioritised as the top two
concerns. Other clinical characteristics are displayed in Table 1.

Characteristics Of Non-disclosure
Sample characteristics by disclosure status (disclosure, non-disclosure) are reported in Table 1 alongside
signi�cance testing and effect sizes. Disclosure was signi�cantly associated with sexual minority status,
prioritisation of suicidal ideation, a history of suicide attempt, having disclosed to another person in the
past, greater suicidal ideation severity, greater personal suicide stigma, and greater therapeutic alliance
with their most recent therapist.
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Table 1
Sample Characteristics and Disclosure of Suicidal Ideation to a Mental Health Professional

  Total
sample

No
disclosure

Disclosure Signi�cance test and effect
size

Gender

Female

Male

429
(83.8%)

83 (16.2%)

161
(84.3%)

30 (15.7%)

251
(83.9%)

48
(16.1%)

χ2(1) .01, p = .919, ϕ = .005

Sexuality

Heterosexual

Sexual minority

161
(31.4%)

352
(68.6%)

78 (40.8%)

113
(59.2%)

74
(24.7%)

225
(75.3%)

χ2(1) 14.10, p < .001*, ϕ 
= .170

Language at home

English only

Multilingual

460
(89.7%)

53 (10.3%)

173
(90.6%)

18 (9.4%)

267
(89.3%)

32
(10.7%)

χ2(1) .21, p = .648, ϕ = .021

Relationship status

Single/not dating

Partner/dating

367
(71.5%)

146 (28.5)

148
(77.5%)

43 (22.5%)

202
(67.6%)

97
(32.4%)

χ2(1) 5.63, p = .018, ϕ 
= .107

Location

Metropolitan

Rural/remote

401
(78.5%)

110
(21.5%)

153
(80.1%)

38 (19.9)

233
(78.5%)

64
(21.5%)

χ2(1) .19, p = .661, ϕ = .020

Prioritisation of suicidal
ideation

No

Yes

209
(40.7%)

304
(59.3%)

112
(58.6%)

79 (41.4%)

78
(26.1%)

221
(73.9%)

χ2(1) 52.02, p < .001*, ϕ 
= .326

Lifetime suicide attempt

No

Yes

273
(53.6%)

236
(46.4%)

137
(71.7%)

54 (28.3%)

123
(41.1%)

176
(58.9%)

χ2(1) 43.79, p < .001*, ϕ 
= .299

Exposure to suicide loss

No

Yes

416
(81.9%)

92 (18.1%)

161
(84.7%)

29 (15.3%)

237
(79.3%)

62
(20.7%)

χ2(1) 2.30, p = .130, ϕ 
= .069
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  Total
sample

No
disclosure

Disclosure Signi�cance test and effect
size

Disclosed to anyone

No

Yes

91 (18.1%)

413
(81.9%)

80 (41.9%)

111
(58.1%)

5 (1.7%)

294
(98.3%)

χ2(1) 131.45, p < .001*, ϕ 
= .518

Age (years M, SD) 17.6 (1.9) 17.36
(1.83)

17.71
(2.05)

t(488) = -1.91, p = 0.057, d 
= .191

Depressiona (M, SD) 27.45
(5.33)

26.99, 5.02 27.94,
5.43

t(488) = -1.94, p = 0.053, d 
= .189

Anxietyb (M, SD) 20.31
(4.97)

20.48, 4.86 20.29,
5.04

t(488) = .41, p = 0.679, d 
= .039

Distressc (M, SD) 19.04
(3.54)

18.98, 3.45 19.17,
3.52

t(488) = − .60, p = 0.547, d 
= .055

Suicidal ideationd (M, SD) 12.66
(5.99)

10.99, 4.99 13.77,
6.31

t(482) = -5.10, p < 0.001*, d 
= .557

Personal suicide stigmae

(M, SD)
51.20
(13.89)

46.66,
14.46

53.12,
13.22

t(382) = -4.23, p < 0.001*, d 
= .447

Therapeutic alliancef (M,
SD)

79.76
(17.84)

74.20,
16.88

83.23,
17.58

t(462) = -5.46, p < 0.001*, d 
= .329

*p < .003 denotes signi�cance after Bonferroni adjustment

aMeasured with the Patient Health Questionnaire Depression Scale (PHQ-9, Kroenke et al., 2016).

bMeasured with the Generalised Anxiety Disorder-7 Scale (GAD-7, Spitzer et al., 2006).

cMeasured with the Distress Questionnaire-5 (DQ5, Batterham et al., 2016).

dMeasured with the Suicidal Ideation Attributes Scale (SIDAS, van Spijker et al., 2014).

eMeasured with the Personal Suicide Stigma Questionnaire (PSSQ, Rimkeviciene et al., 2019).

fMeasured with the Revised Helping Alliance Questionnaire (HAq-II, Luborsky et al., 1996).

Bivariate correlations were calculated between all variables under consideration (17 variables). After
making Bonferroni corrections (p < .003), disclosure of suicidal ideation to a mental health professional
(yes) had a large signi�cant association with disclosure to anyone (r = .518, p = .000), a medium
association with prioritisation of suicidal ideation (r = .326, p = .000), history of suicide attempt (r = .305, p 
= .000), and small associations with greater therapeutic alliance (r = .246, p = .000), greater suicidal
ideation severity (r = .226, p = .000), greater personal stigma of suicide (r = .211, p = .000), and sexual
minority status (r = .170, p = .000).
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Results from the binary logistic regression are presented in Table 2. ‘Disclosure of suicidal ideation to
anyone’ was not included in the model as an independent variable due to low cell frequency (i.e., n = 5 had
disclosed to anyone and not a mental health professional). The addition of eight independent variables
to a model that contained only the intercept signi�cantly improved the �t, χ2 (8) = 97.21, p < .001. The
model explained between 23.4% (Cox and Snell R square) and 33.7% (Nagelkerke R square) of the
variance in disclosure of suicidal ideation to a mental health professional. When compared to no
disclosure, signi�cant unique contributions to disclosure of suicidal ideation were made by prioritisation
of suicidal ideation, personal suicide stigma, therapeutic alliance, and lifetime history of attempt.
Participants that were signi�cantly more likely to disclose suicidal ideation to a mental health
professional prioritised suicidal ideation as one of the top three most important mental health issues to
discuss (4.07 times greater odds than those who did not prioritise suicidal ideation in their top three
ranking) and had a history of suicide attempt (3.04 times greater odds than those with no attempt
history). Participants had greater odds of disclosing suicidal ideation to a mental health professional for
every one-point increase on the therapeutic alliance scale (by 4.1%) and personal suicide stigma scale (by
3.7%).

Table 2
Binary Logistic Regression on Disclosure of Suicidal Ideation to a Mental

Health Professional
Predictors B Wald χ2 OR 95% CI

Age .149 3.530 1.161 0.99 to 1.36

Sexuality (heterosexual) − .273 .846 .761 0.42 to 1.36

Suicidal ideation .057 3.764 1.058 1.00 to 1.12

Prioritisation of SI (yes) 1.404 24.681*** 4.072 2.34 to 7.09

Depression − .049 2.034 .952 0.89 to 1.02

Personal suicide stigma .036 8.321** 1.037 1.01 to 1.06

Therapeutic alliance .040 24.723*** 1.041 1.02 to 1.06

Lifetime attempt (yes) -1.111 13.838*** .329 0.18 to 0.59

*p < .05; **p < .01; ***p < .001

Reasons Behind Disclosure
Participant responses to questions relating to disclosure of suicidal ideation to a MHP are presented in
Table 3.
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Table 3
Reasons why participants chose to disclose, chose not to disclose, and what would motivate disclosure

of suicidal ideation to a mental health professional.
Reasons for disclosing suicidal thoughts to their mental health professional

Response options n (%)

I’m worried that suicidal thoughts will not go away, and I want help to manage them 153
(29.8%)

Suicidal thoughts are interfering with my life as much as/more than other mental health
problems

152
(29.6%)

I believe that a mental health professional can help with my suicidal thoughts 125
(24.4%)

Someone I know told me I should tell my mental health professional 110
(21.4%)

Other reason/s (free text response)a 69
(13.5%)

I’ve talked about suicidal thoughts with a mental health professional in the past and found
this helpful

52
(10.1%)

Suicidal thoughts have become a relatively new problem and I want to deal with them 38
(7.4%)

Reasons for not disclosing suicidal thoughts to their mental health professional

I’m concerned that my mental health professional wouldn’t kept this information
con�dential

133
(25.9%)

Suicidal thoughts are not interfering with my life as much as other mental health problems
are

81
(15.8%)

I think that suicidal thoughts will eventually go away, or are just a phase I’ll grow out of, so
there’s no point talking about them

80
(15.6%)

I’ve not talked about suicidal thoughts with a mental health professional in the past, but
think that they will judge me or not respond well

74
(14.4%)

Suicidal thoughts have become a normal part of my life 74
(14.4%)

I don’t think a mental health professional can do anything about my suicidal thoughts 65
(12.7%)

My mental health professional has never asked about suicidal thoughts so I’ve never
brought it up

61
(11.9%)

I’ve talked about suicidal thoughts with a mental health professional in the past, was upset
by their response, and don’t want to share again

25
(4.9%)

Other reason/s (free text response)b 18
(3.5%)
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Reasons for disclosing suicidal thoughts to their mental health professional

Factors that would increase motivation to disclose suicidal thoughts to a mental health professional

If I knew this information would be kept con�dential and not be shared with others 340
(66.3%)

If my mental health professional asked about suicidal thoughts 278
(54.2%)

If I thought that suicidal thoughts could be treated/ helped 274
(53.4%)

If I thought my mental health professional would respond without judgement 269
(52.4%)

If the suicidal thoughts became more frequent or severe 267
(52.0%)

If the suicidal thoughts started to interfere more with my work/ school/ relationships 241
(47.0%)

Other reason/s (free text response)c 20
(3.9%)

Note: each survey question allowed for endorsement of multiple response options.

aThe most common themes were ‘Wanting to get help for their suicidal thoughts’ (n = 25, 36.2%) and
‘Fear of current or future outcomes of acting on their suicidal thoughts’ (n21, 30.4%). Additional
themes and exemplar quotes are provided in Appendix B.

bThe most common themes were ‘Fear and consequences of disclosing’ (n = 11, 61.1%) and ‘They
were dismissive of their own thought’ (n = 4, 22.2%). Additional themes and exemplar quotes are
provided in Appendix B.

cThe most common themes were, ‘Assurance of no hospitalisation’ (n = 7, 35.0%) and ‘If they had a
good relationship with their mental health professional’ (n = 6, 30.0%). Additional themes and
exemplar quotes are provided in Appendix B.

Discussion
Although 100% of the current sample had reported experiencing suicidal ideation in the previous 12-
months, we found that over one third (39%) chose not to disclose, despite being engaged with a mental
health professional. This �nding suggests that each year many young people at risk for suicidal
behaviour are missing out on the opportunity to receive clinical care for suicidal ideation. Young people
who are engaged with a mental health professional are in the best possible position to receive effective
evidence-based therapeutic intervention for their suicidal thoughts (D'Anci et al., 2019; Hofstra et al., 2020;
Högberg & Hällström, 2018), so understanding why they choose not to disclose is critical to developing
strategies to address this issue.
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The �ndings in the present study showed that young people reported a number of barriers to disclosing
suicidal ideation that were different to those preventing young people from seeking help for mental health
concerns, as noted in earlier studies (e.g., Sheehan et al., 2019). A hesitancy to disclose suicidal ideation
was greater among those who did not have a suicide attempt history, potentially leading to a lower
prioritisation of suicidal ideation as a key concern. Just over half of the participants (59%) ranked
suicidal ideation as one of their top three most important mental health issues to discuss with a mental
health professional, which was unexpected given that the entire sample had experienced suicidal
ideation, compared to anxiety-related and depressive disorders, which were both ranked higher in priority.
Consistent with this �nding was that approximately half of the sample reported they would be motivated
to disclose in future if their suicidal thoughts became more of a concern. The risk associated with suicide
attempt and death is higher for suicidal ideation than it is for depression and anxiety, particularly as
many suicide attempts by young people are a result of impulse rather than planning linked to intensity of
ideation (Beckman et al., 2019; Conner et al., 2005; Jiang et al., 2010). Therefore, educating young people
on the risk that suicidal ideation poses to their wellbeing could potentially encourage disclosure to mental
health professionals.

Lower therapeutic alliance (less perceived closeness to and collaboration with the therapist, and lack of
trusting the therapeutic process) was also associated with non-disclosure, as was the (false) belief that
mental health professionals could not do anything to treat suicidal thoughts. Fewer positive expectations
of treatment are typical amongst adolescents with depression and suicidal ideation, and this has been
shown to predict future suicidal behaviour (Horwitz et al., 2017) and impede help-seeking (Michelmore &
Hindley, 2012). The challenges of establishing a strong therapeutic alliance with adolescents and
engaging them in therapy is well known (Kim et al., 2012): youth are typically not self-referred and often
enter into treatment unaware of their problems, and/or in con�ict with their parents (DiGiuseppe et al.,
1996; Shirk & Karver, 2003). The success of establishing strong therapeutic relationships with young
people is essential to improving their mental health outcomes (Karver et al., 2018) and may help to
strengthen some of the motivations young people gave to disclose suicidal ideation in future (e.g.,
providing hope that suicidal thoughts can be treated/ helped, assurance that they would not receive
negative judgement).

Gaining a young person’s trust has emerged as a signi�cant aspect of the alliance development in
adolescents, particularly by explaining limits of con�dentiality (Hawks, 2015; Manso et al., 2008). When
participants were asked to indicate reasons for not disclosing suicidal ideation, the most reported reason
was concern that their mental health practitioner would not keep this information con�dential. The most
common themes derived from free-text responses to reasons for not disclosing, and for motivating future
disclosure, were ‘fear and consequences of disclosing’ (e.g., fear of being hospitalised) and ‘assurance of
no hospitalisation’, respectively (see Appendix). Taken together, these �ndings indicate fears around
uncertainty of repercussions for some young people if they choose to disclose. In general, adolescent
concerns around con�dentiality have been well documented (Michelmore & Hindley, 2012; Radez et al.,
2020). Research in medical settings also indicates that young people's motivations to disclose sensitive
information are impeded when con�dentiality is not assured (Ford et al., 2004; Lehrer et al., 2007). While
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psychologists practicing in Australia, America, and the UK are under no legal obligation to report this risk
to others, unless there is an immediate and speci�ed risk of harm to the young person that can be averted
only by reporting this information (American Psychological Association, 2017; Australian Psychological
Society, 2007; British Psychological Society, 2017), determining whether or not to breach con�dentiality
with a client in order to prevent harm can be a complicated and challenging process. Despite there being
guidance about and support for con�dentiality, ethical dilemmas and confusion amongst mental health
professionals about when to breach con�dentiality are widespread (Koocher, 2003; Walker, 2019). Better
training concerning con�dentiality and ethical decision-making processes have been proposed as a
necessary strategy to maintain the delicate balance of managing con�dentiality in a way that respects
adolescents’ developing autonomy, and protects the therapeutic relationship, while simultaneously
protecting the young client from harm (Duncan et al., 2015; Sullivan et al., 2002). Training may also
prompt clearer discussions with young people about the basic rules of con�dentiality, what information is
protected, and the limits to con�dentiality. Doing so may alleviate unrealistic fears held by the young
person and mitigate the likelihood of them choosing to conceal symptoms or forgo care altogether (as
has been demonstrated in medical settings; Farrant & Watson, 2004; Jones et al., 2005; Lehrer et al., 2007;
Reddy et al., 2002).

Concerningly, some young people reported not disclosing suicidal thoughts to their mental health
practitioner because they were not directly asked. It may help to address non-disclosure and associated
suicide risk of young people seeking treatment if mental health professionals incorporate into their
continual professional development plan, activities and practices to enhance their therapeutic
relationships with young clients (e.g., see Ackerman & Hilsenroth, 2003; Becker et al., 2018) and the
quality and scope of their risk assessments. For example, conducting periodic assessments of suicide
risk over the course of treatment, and not just during the initial session, is necessary because suicidal
ideation �uctuates dramatically (Harmer et al., 2020; Kleiman et al., 2017). Moreover, conducting suicide
risk assessments more routinely may increase provider con�dence in handling suicide risk while also
increasing the young person’s exposure to – and potential comfort in answering these questions
(Cukrowicz et al., 2014).

Interestingly, reports of greater personalised suicide stigma were associated with disclosing suicidal
ideation to a mental health professional. This �nding is counter intuitive, as suicide stigma has been
found to be a reported barrier to young people seeking help for mental health problems (Rickwood et al.,
2005; Sheehan et al., 2019). As most of the items on the Personalised Suicide Stigma Scale focus on
perceived rejection from friends and family following disclosure - rather than health professionals - this
scale appears to be a measure of stigma resulting from negative interactions with informal supports,
speci�cally. Therefore, an explanation for our �nding might be that a greater degree of personalised
suicide stigma, resulting from negative interactions with informal supports, leads to a desire to disclose
suicidal ideation to formal support as an alternative when seeking help for suicide. Future research
should examine whether different types of stigma (of which there are at least eight, see Sheehan et al.,
2017) in�uence pathways for young people seeking help for and disclosing suicidal thoughts and
behaviours.
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Limitations
There are several limitations that should be acknowledged. First, there were a disproportionate number of
females (84%) and participants identifying as having a sexual minority status (69%) compared to what is
represented in the general Australian population, at 50.7% (Australian Bureau of Statistics, 2016) and 4%
(Australian Bureau of Statistics, 2021), respectively. However, considering our inclusion criteria to
participate, this pro�le was not surprising as young females report experiencing higher rates of suicidal
ideation (Fergusson et al., 2000) and help-seeking for help for mental health problems than males
(Bergeron et al., 2005). This trend is also seen amongst sexual minority youth compared to their
heterosexual peers (Williams & Chapman, 2011). However, given the exploratory nature of this study,
imbalances in the sample are less of threat to validity than con�rmatory studies. Second, as most of our
sample were aged 17 years, the �ndings may not fully re�ect the experience of young people outside of
this age range. Third, the study was based on cross-sectional data and causal relationships cannot be
determined. Fourth, the pre-determined answers on our questionnaire may have led participants, and
though we did include free text responses, qualitative interviews would have provided a richer
understanding of the topics explored. Fifth, the sample size was not large enough to conduct sub-
analyses (e.g., to examine whether con�dentiality was more of a concern for young people under 18
years). Last, the accuracy of self-report measures is limited by honesty and introspective ability of
respondents, and a multiple method approach to data collection would be ideal.

Conclusions
Young people engaged with a mental health professional are best placed to receive treatment for their
suicidal thoughts, yet this study shows that more than one-third of young people choose not to disclose
suicidal thoughts to their mental health practitioner. These participants were more likely to report no
history of suicide attempts, a low priority of their suicidal thoughts, lower therapeutic alliance, and lower
personal suicide stigma. The �ndings suggest several strategies for improving disclosure to mental
health professionals, including ways to psycho-educate young people on why disclosing ideation is
important, and allaying fears around uncertainty of repercussions if they choose to disclose. For
clinicians, training in how to conduct ongoing risk assessments over the course of treatment – including
how to directly ask about ideation and respond to it - will be important to implement in tandem with any
strategies directly focused on young people, to create a systems response to creating safety to disclose.
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