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Overall the Candidate did a good work on a very important topic in the field of Psychiatry. Understanding how 

to better identify people at risk for suicidal behavior is crucial for suicide prevention. The real world setting and 

the use of reliable assessment tools represent strengths of her research. 

 

I would suggest the revision of some minor issues before admitting the thesis to the discussion: 

Check for typos (e.g. page 4 "Psychach", title on page 29: "Matherials") 

Page 29: consider specifying what you mean by “emergency therapeutic intervention”. 

Page 32: you mention the Psychache Scale – PAS, but a few lines below you mention the Pain Attitudes 

Scale (PAS): please clarify. 

Page 34: you describe the laboratory tests included in the assessment, but there seems to be no 

explanation/reference to support your choice. Please consider adding at least a couple of references. You 

actually mention some in the discussion session, which could be updated (the most recent one you mention is 

from a 2019 study). 

Page 47: please note that sometimes you mention “SA” for suicide attempt, sometimes “AS”: maybe it 

would be easier to choose one and use it consistently in the text. 

I think that in the conclusion section there is too   much focus on the possibility to use the scales in the primary 

care setting, while this topic has not been previously introduced or discussed, and it was not even included in 

the study objectives. I would then suggest to target the conclusions more on what the study actually achieved, 

suggesting only in the end the issue of primary care as a further, possible development. 

 

Novara, 15/01/2024 

 

Patrizia Zeppegno 
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RISPOSTA AL REVISORE 1 

 

 

Gent.ma prof.ssa Zeppegno, 
 

la ringrazio per la revisione e per gli spunti di approfondimento forniti. 
 

Ho provveduto a correggere gli errori di battitura e ad approfondire i temi da lei indicati al fine di renderli 

più completi e comprensibili per la lettura. 

Ho aggiornato la letteratura rispetto al tema dei parametri laboratoristici rendendo la descrizione introduttiva 

più mirata a quanto di nostro interesse. 

Ho rielaborato le conclusioni per renderle più aderenti agli scopi del lavoro, come da sua indicazione. 
 

La ringrazio ancora e spero che il lavoro possa essere un punto di partenza per futuri cambiamenti positivi nel 

panorama della prevenzione suicidaria. 

 

 

Cordialmente, 
 

Dottorando dott.ssa Giulia Lucca 
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La Candidata ha provveduto a rivedere il proprio lavoro secondo le indicazioni fornite. Non ho ulteriori 

osservazioni. 
La tesi può essere ammessa alla discussione davanti alla Commissione che assegnerà il titolo di Dottore di 

Ricerca. 

 
 

Patrizia Zeppegno 
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RISPOSTA AL REVISORE 2 

 

 

Gent.mo prof. Ostuzzi, 
 

la ringrazio per la revisione e per gli spunti di approfondimento forniti. Passo ora a rispondere punto per 

punto ai suoi commenti, alcuni dei quali applicabili, altri no. 

 

 

Abstract (p. 4-5) 
 

“[…] described as an unbearable subjective experience to which the person wishes to end by any means, including 

death”. Remove “to”. Fatto 

“The works conducted so far”. I would suggest “Available literature on this topic”. “Mental pain is a 

measurable parameter through psychometric scales …”. I would suggest “Mental pain is a construct that can 

be measured through …”. Fatto 

“…and to propose the measurement of the same as a large-scale screening tool”. Considering that we are in the 

background section, I suggest against suggesting such relevant implication at this point. Aggiunto una sezione 

obiettivi 
 

“The sample, representative of the main psychiatric diagnoses carried out in accordance with the DSM-VTR, 

consists in 179 adult patients, recruited at psychiatric services of Varese”. I suggest: “The sample consists in 179 

adult patients, recruited at psychiatric services of Varese, and suffering from the main psychiatric diagnoses 

according to the DSM-V-TR”. Maybe DSM-5-TR is more accurate. Fatto, ho tolto “main” in quanto fuorviante. 

Ogni diagnosi, purchè codificata secondo il DSM5TR è, infatti, stata inclusa. 

 
 

I would suggest also briefly explain which diagnoses are included. “[…] As occurred in the follow-up period 

were detected and they were related to the levels of mental pain, measured at the baseline”. I would stop the 

sentence after “detected”. Afterwards, I suggest providing some more details on the statistical approach used 

to assess the possible association between mental pain and risk of suicide. Ho aggiunto la descrizione della 

statistica come da lei suggerito e ho modificato la frase da lei indicata. Toglierla completamente tempo possa 

far perdere ai lettori il senso del lavoro. 
 

“…a lesser risk…” à a lower risk “ Fatto 
 

…Increases the probability […]”, I would add “of AS”. Fatto 
 

I see you alternate the use of “,” and “.” for numbers with decimal figures. Please amend this throughout 

the text to make the style consistent. Fatto 
 

“A significant association was found between suicide attempts and antipsychotic therapy […]”. In which 

direction is the association, is treatment a protective factor? I assume it is, but this should always be clear.  

No, il contrario, per questo è stato scritto “è stata riscontrata un’associazione tra terapia antipsicotica e 

mailto:farmacologia.medica@uninsubria.it
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TS”. Ho aggiunto “assumption” sperando di renderlo più chiaro. Ho preferito non scrivere che la terapia 

antipsicotica aumenta il rischio in quanto non sarebbe corretto, tuttavia, credo sia ridondante dare 

spiegazioni sull’interpretazione del risultato nell’abstract, che sono invece rimandate al testo (sezione 

discussione). 
 

“A previous AS is related with an increased probability of carrying out a new AS. It would be interesting to 

assess whether there is a cumulative effect, ie, if the risk increases with the number of previous suicide 

attempts. Sono pienamente d’accordo, tuttavia la numerosità campionaria è troppo limitata (i pz con TS al 

follow up di 12 mesi  sono solo 26). 
 

“Regarding biological markers, […]”. Did you measure any specific biomarker in your cohort? If so, this 

should be mentioned in the Methods section. Fatto 
 

“…were searched for, […]”. I would stop the sentence here. Ho modificato l’intera frase, togliendo la parte 

statistica, già chiarita nella sezione metodi. 
 

“[…] while no clear association with mental pain scales was identified at 12 months, several scales (C-SSRS, BDI, 

BHS, PAS) were statistically significant at 6 months in detecting patients with a higher suicide risk (p < 0,05)”. 

According to the Methods, I figured that you assessed the number of events at 12 months only, while here it 

looks like you assessed AS at 6 months as well. Please clarify in the Methods section. Fatto. 
 

“…and characteristics of good applicability even in contexts other than psychiatric, proving suitable to be used 

as potential tools…”. I would amend “providing suitable”. Put it this way, it looks like your study showed that 

these rating scales have “characteristics of good applicability”, but this is not what you looked for. You might 

provide some reasoning why you believe these tools might be feasible and in which contexts to contribute to 

suicide prevention. Ho modificato la frase rispondendo solo all’obiettivo del lavoro e lasciando il resto alla parte 

conclusiva del testo. 

 
 

Introduction 
 

In general, the Introduction contains many important background information, and the references are generally 

up-to-date. 
 

p. 16: I notice that the terms DSM-5-TR and DSM-V-TR are both use. Please revise for consistency. Fatto 
 

p. 24 “Tabella 2: Commonalities of suicide”. I would suggest using the original wording in English rather 

than translating to Italian. Trattasi di testo copiato da altro autore (Shneidman) e dunque non modificabile. 
 
 

Materials and Methods 
 

p. 29: “[…] through the administration of the following evaluation scales of the levels of depression, 

anxiety, hopelessness and mental pain)”. I would remove “following” (no rating scales’ names are reported 

thereafter) and remove the final bracket. Ha ragione, era un refuso, tolto 
 

“The aim was to calculate any correlation […]”. I would suggest “to assess”. In general, this sentence is 

rather long fatto 

mailto:farmacologia.medica@uninsubria.it
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“Complete suicides were considered, or suicidal attempts […]”. This sentence might reflect some of the 

issues that I outlined below ok 
 

I have some concerns on how the objectives are described: “The objectives of this study are as follows: 1. To 

assess the relationship between levels of mental pain and history of suicide attempts. 2. To evaluate the existing 

relationship between severity of mental pain and suicide attempt, independently from the symptomatic 

condition of the individuals. 3. To assess whether incorporating biochemical markers can 

enhance the accuracy of suicide risk screening.” Point 2 and point 1 are broadly overlapping. The only apparent 

difference is that the objective “2” takes into account the symptoms of psychopathology, arguably through a 

statistically adjusted model, while objective “1” considers only the “raw” association. As it is formulated, 

objective “3” seem to suggest that you used a model to predict suicide risk which includes the assessment of 

biochemical markers and then verified the accuracy of this prediction. As far as I understand, you rather 

explored the possible association between risk of suicide and biochemical markers. In addition to the objectives 

of the study, I would expect primary and secondary outcomes to be detailed. The “association between mental 

pain and suicide attempts” might mean different things. I understand that you will use “mental pain” as a 

continuous outcome, but this should be specified along with the rating scale on which you primarily rely to 

measure this variable. In general, I strongly advise to make a list of primary and secondary outcomes. Further, I 

strongly advise to be more precise in the wording. Objectives 1 and 2 refer to “suicide attempts” only (therefore, 

no complete suicides and no suicide ideation), while 

objective 3 refers to “suicide risk”. Are you referring to a broad/inclusive definition of suicide? In this case, 

the term “suicidal behavior” (which include ideation, attempt, and death by suicide) should be advised. 

Obiettivi riformulati in modo più chiaro 
 

p. 30: Sample. Do you mean that they were referred to the UOP of Varese from the CPS and the specialized 

outpatient clinic? Please rephrase to increase clarity. Riformulata 
 

“[…] homogeneous in clinical and sociodemographic characteristics”. This consideration pertains to the 

results/discussion sections. Ok 
 

p. 30: Tools. If understand correctly, such tools were administered only at baseline, and not at follow-up, as the 

information on suicidal behavior was derived from clinical records and from the psychiatrist in charge for the 

case. Is this correct? I strongly suggest making this clear in the text fatto 

p. 33: I suggest to specify that biological markers were collected under ordinary clinical routine, so to make clear 

that participants did not undergo laboratory assessments which were not consistent with normal practice fatto 

 
 

p. 34: Statistical analysis. The main limitation here is that you performed only univariate binary analyses. At least 

for the primary outcome I suggest to set up a multivariable model in order to adjust for possible confounders 

(age, sex, symptoms of depression and anxiety, previous suicide attempts, duration of disease, type of core 

diagnosis, etc.). Non applicabile per numerosità campionaria ridotta. Come spiegatomi dallo statistico che si è 

occupato delle analisi, introducendo altre variabili la numerosità del campione con è sufficiente e vengono violati 

gli assunti della regressione. Su sua indicazione l’ho comunque aggiunto nei limiti. 
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p. 34: If I understand correctly, the study was not formally submitted to the local Ethics Committee? Apart from 

signing an informed consent, did the participants sign also a privacy consent to allow an anonymous use of their 

data for scientific purposes? Si, la frase dove è specificato è la seguente: “signing of an informed consent for the 

use of data anonymously for research purposes”, nei criteri di inclusione. L’ho riportato nuovamente nella parte 

sulla protezione dei dati per maggiore chiarezza e completezza. 
 

Results 
 

I think that the main issue here is that you describe a number of variables and analyses, without giving 

preference to one over another, while one would expect the primary outcome to be addressed first. In 

general, I noticed that sometimes you reported decimal separated by a comma and some other times by a 

point. Please revise and make consistent throughout the text. Fatto 
 

Tables look a bit blurred. Can you insert the table within the text, rather than an image? Fatto 
 

p. 36: I would suggest including a table with the amin socio-demographic variables. Ho preferito riportare in 

tabella solo le variabili statisticamente significative, per non appesantire eccessivamente il lavoro con troppe 

tabelle non essenziali. I riferimenti sono comunque presenti nel testo. 
 

P. 37: Table 3: I suggest to re-order diagnoses according to their frequency. If you use acronyms, there should be 

a legend in the caption or as a footnote. Fatto. 
 

p. 38: “[…] incongruous ingestion of drugs […]”. It might worth specify “prescribed” drugs, or “medications”, as 

opposed to “psychoactive substances”. Fatto. 
 

Figure 8: Interesting that no significant differences between groups emerged according to the HAM-D, 

while the BDI-II shows some differences. Some reasoning about this point should be included in the 

discussion. È già presente nel testo della discussione, al quale si rimanda. 

 
 

Discussion 
 

p. 45: “This longitudinal study aimed to evaluate the role of mental pain in predicting effective suicide 

attempt and its interactions with other sociodemographic, clinical, and psychometric factors, […]”. I think that 

the binary analysis actually prevents from exploring such interactions, which a multivariable model might 

address. Vedere risposta sopra. Ho comunque chiarito il limite nell’apposita sezione. 

 
 

In this section, the candidate discusses each variable that has been analyzed, providing references from 

available literature. I suggest to maintain a more consistent structure throughout the text, discussing 

whether an association, or a lack of association is in line with what we already know from available evidence. 

Thereafter, known or novel theoretical grounds might be discussed. It seems to me that the 

sentence “further research is needed” is too widely used, while for at least some variables we might have a 

rather relevant amount of evidence. Tolte le ripetizioni 

The Discussion mirrors the major problem of the Results, which is that the primary objective of the study is not 

prioritized. Gli obiettivi sono stati riformulati 

mailto:farmacologia.medica@uninsubria.it
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p. 47: I see many typos and grammatical errors, including excessively articulated sentences. Please revise the 

whole text to improve written English and rephase were needed. Ok 
 

“In this study, the suicide risk was also assessed over time, specifically in the 6 and 12 months following 

patient recruitment”. The 12-months follow-up is mentioned only in the Abstract and in the Discussion, while 

it does not appear in the Methods section. Please revise. Avevo omesso un dettaglio importante che ho ora 

inserito sperando di aver reso il tutto più chiaro. 
 

p. 47: “[…] the tools listed above (C-SSRS, BDI, BHS, PAS) were statistically significant […]”. Please be more precise, 

e.g. the score obtained at the tools was statistically associated with […] ok 
 

p. 48: “Regarding biochemical markers, no significant association with suicide was found, mainly due to the 

difficulties in retrieving tests result that were univocally related to the suicide attempt”. This sentence is of unclear 

interpretation, please consider rephrasing. Fatto 
 

In this last paragraph, I do not seem to discuss the results of your analysis, i.e. whether you found that those 

individuals attempting suicide were at higher risk of showing altered biomarkers. Ho rielaborato il concetto 

per renderlo più chiaro. 
 

In general, the paragraph on limitations and strengths is too short, while it should stimulate a thorough critical 

appraisal of results. This should be expanded and developed according to the various issues raised above ok 
 

p. 49: “The results of this study suggest that the scores obtained from the C-SSRS, BHS, BDI-II, PAS, and OMMP 

scales can be useful tools for primary care physicians […]”. I am not convinced that results from this study point 

in this direction. The study was conducted in a specialized setting, so the main implications should regard this 

environment, although possible applications to primary care can be hypothesized and their pros and cons 

discussed. According to my clinical experience, such a set of rating scales pertain more to specialized setting 

rather than primary care, where colleague might lack expertise in this field, and might find simpler instruments 

more appropriate. Non era da intendersi tutta la batteria di test ma solo le scale autosomministrate risultate 

significative, ho cercato di rendere più chiaro il concetto e spostato nelle conclusioni. 
 

Among major shortcomings, please consider what discussed above throughout the revision. Additionally, I 

would highlight the following methodological issues: - Adverse childhood events have not been evaluated, 

although there is strong literature in support of their possible role as predictors of both mental pain and suicide 

behaviors. This should be discussed among limitations; essendo la proposta di lavoro quella di fornire strumenti 

di screening, escludo che una tematica tanto delicata possa essere affrontata nel breve spazio di una visita 

somministrando questionari dedicati. Questa affermazione deriva dall’esperienza diretta di reclutamento di 

pazienti per un altro studio a cui il nostro centro ha partecipato in passato e che ha prodotto nei pazienti uno 

stato di disagio psichico laddove tale indagine non era giustificato da motivi clinici. Nelle cartelle dei Servizi 

dell’U.O. questo dato non è, purtroppo, riportato in anamnesi e va dunque chiesto esplicitamente al momento 

della valutazione. Tuttavia, potrebbe essere utile considerarlo tra i fattori di rischio anamnestici, qualora il clinico 

ne fosse a conoscenza. Inserisco comunque queste considerazioni nella sezione limiti. 
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The statistical analysis consists in binary regressions, but a multivariate analysis was not performed. Non 

applicabile. Vedere risposta sopra. Inserito nei limiti. 
 

You describe the study design as longitudinal. Can you be more precise? It seems to me that this is a cohort 

study, as you identify exposed individuals (or rather the degree of exposure to mental pain) and follow them up 

for 6 months. The conceptual issue here is that there is not a clear temporal “starting point” for this exposure. 

You measure this exposure at baseline, but it is not clear since when individuals have been exposed. If you 

should conduct a multivariate analysis, an adjustment for illness duration might be relevant, as this might be 

reasonably considered as proxy of the duration of mental pain; Il dolore mentale non è un disturbo psichiatrico 

codificato come può esserlo il disturbo depressivo maggiore o il disturbo d’ansia, ma piuttosto una condizione 

esistenziale. Non è quindi possibile stabilire un inizio o una fine a meno che i pazienti non vengano sottoposti a 

dei test di misurazione regolarmente, cosa che non viene fatta 

abitualmente nella pratica clinica. Dunque, non si può parlare di “individui esposti” al dolore mentale e il 

campione non è stato selezionato in base alla presenza/assenza di dolore mentale (che non è possibile 

stabilire a priori basandosi soltanto sulla base dell’impressione clinica). Rispetto al secondo punto 

(mutivariata), rimando alle precedenti risposte rispetto al medesimo quesito. 
 

One might argue that I could have formulated a hypothesis on the primary outcome, such as how do expect 

mental pain to increase the risk of suicide attempt? To what extent? As there is literature on this matter, one 

might even attempt a calculation of the sample size required to detect the expected effect. Credo che questo, 

per quanto interessante, avrebbe allontanato dallo scopo principale del lavoro, ovvero fornire un metodo il più 

semplice, rapido e pragmatico possibile (dunque applicabile nel real world) per identificare i pazienti a rischio 

suicidario da indirizzare a percorsi di prevenzione mirata. Un approfondimento di questo tema potrebbe essere lo 

spunto per un altro lavoro ma ci terrei che il presente rimanga il più possibile fedele all’obiettivo clinico da cui è 

nato. 
 

La ringrazio per gli innumerevoli spunti di miglioramento forniti, credo che ora l’elaborato si presenti 

notevolmente migliorato. Ha inoltre fornito suggerimenti interessanti per altri lavori futuri e la ringrazio 

anche per questo. 

 

 
Cordialmente, 

 

Dottorando dott.ssa Giulia Lucca 
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the candidate Dr. Giulia Lucca replied to all the comments I provided and made extensive 

amendments to the manuscript of the PhD thesis. 

I believe that the work is now sufficiently improved to undergo the thesis defense. I 

remain available for any further inquiry. 

 
With best regards 

 
Dr. Giovanni Ostuzzi, MD, PhD 

Department of Neuroscience, Biomedicine, and Movement, University of Verona 
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ABSTRACT 

 

Background:  Suicide is one of the main causes of death globally. According to modern suicidology, the greatest 

risk factor would be represented by high levels of mental pain, described as an unbearable subjective experience 

which the person wishes to end by any means, including death.  Available literature on this topic have highlighted a 

relationship between suicidal ideation and mental pain, but no study has yet clarified the clinical link between mental 

pain and the risk of a concrete attempetd suicide (AS). Mental pain is a construct that can be measured through 

psychometric scales of simple and rapid use and therefore potentially usable also by non-psychiatrist specialists.  

 

Purpose of the study: primary objective of this work is to establish whether the measurement of mental pain is 

actually predictive of SA and to propose the measurement of the same as a large-scale screening tool.  

 

Materials and methods: The sample consists of 179 adult patients, recruited at the psychiatric services of Varese, 

and suffering from psychiatric diagnoses coded according to the DSM-5-TR. After obtaining informed consent, 

patients were evaluated at the T0 through the collection of socio-demographic and clinical data and through the 

administration of the following psychometric tools, aimed at evaluating the presence of mental pain, hoplessness, 

anxiety, depression and suicidal ideation: Psychache Scale (PAS), Orbach Mental Pain questionnaire (OMMP), Beck 

Hopelessness Scale (BHS), Hamilton Depression Rating Scale (Ham-D), Hamilton Anxiety Rating Scale (Ham-A), 

Columbia Severity Rating Scale (S-CSSRS). After 6 month (T1) and 12 months (T2), through the analysis of the 

hospital and territorial databases, The AS occurring in the follow-up periods were recorded and were then correlated 

to the parameters collected at baseline, using Cramer's V test, linear regression for the quantitative dependent 

variables and binary logistic regression for the dichotomous qualitative dependent variables. The quantitative 

variables were processed with the Kolmogorov Smirnov test to evaluate normality; the variables found to be non-

parametric were then analyzed with the Mann Whitney and Kruskall Wallis tests. Furthermore, laboratory data from 

blood tests of patients with AS were compared with those of the general population. 

 

Results: During the T1 follow-up period 24 out of 179 subjects made an AS, while only two attempted suicide at the 

second follow-up (T2). For this reason, only the first follow-up (T1) was taken into consideration for analyses. For 

all the variables investigated, the two groups of AS and non-AS patients were then compared. Regarding the socio-

demographic variables, only the employment status presents a statistically significant difference between AS and 

non-AS patients (p< 0,001). Marital status appears to be protective compared to other conditions (unmarried, 

divorced and widowed; p < 0,05). Regarding age, gender, education level, medical conditions or family history of 

mental illness, no statistically significant association was found with AS. No statistically significant differences were 

observed for primary psychiatric diagnosis. The absence of comorbidities is associated to a lower risk of AS (p < 

0,05).While the presence of substance abuse history increases the probability of AS (p <0,001). A significant 

association was found between suicide attempts and assunmption of antipsychotic therapy (p<0,05) and mood 

stabilizer therapy (p<0,05), while no significant association was found for antidepressant and anxiolytic therapy. A 
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previous AS is related with an increased probability of carrying out a new AS (p<0,05). Regarding biological 

markers, no statistically significant indicators of suicide attempt were found. However, most of the patients showed 

altered biochemical results at the routine tests done after the suicide attempt. Regarding association between the 

analyzed scales and attempted suicide, subjects who attempted suicide during the follow-up period show higher 

scores at all the psychometric scales; however, only the BDI-II, PAS, BHS and C-SRSS scores achieved statistical 

significance. No clear association with mental pain scales was identified at 12 months, while several scales (C-SSRS, 

BDI, BHS, PAS) were statistically significant at 6 months in detecting patients with a higher suicide risk (p < 0,05). 

 

Discussion: Among all the evaluation tools BDI-II, BHS and PAS showed a good predictivity of suicide risk, 

explecially in short term (6 month) and characteristics of good applicability. This makes them potentially useful tools 

as a method of screening for suicide risk in psychiatric outpatients.  
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1. INTRODUCTION 

 

1.1.  SUICIDE EPIDEMIOLOGY 

 

As of today, data from the World Health Organization (WHO) shows that in a year there are almost 700.000 suicides 

globally, whereas suicide attempt are 20 times more frequent. Suicide is the 18th leading cause of death, but the fourth 

one among 15-29 years-olds globally (WHO 2021). 

 

 

[Fig.1] crude suicide rates per 100 000 population (WHO 2021) 

 

[Fig.1] and [Fig.2] show suicide rates globally, as of the last WHO data. 79% of suicides occurs in low and middle 

income and the 60% occurs in Asia; data relative to many countries are only an esteem, as not all countries have a 

national system for registering deaths. Moreover, literature from those countries seems lacking and it is difficult to 

elaborate precise epidemiological estimation (Guzman et al., 2019).  
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[Fig.2]: global suicide rates (WHO 2021) 

 

As for Europe (UE), 13 death every 100 000 inhabitant are suicides. Lower standardized mortality rates were 

registered in Ciprus (4 per 100 000); Greece, Malta, Italy, UK, Spain and Slovakia have registered relatively low 

results, inferior to 8 deaths per 100.000. Between countries of the European Free Trade Association (EFTA) and 

candidates a low result was found in Turkey (2 per 100 000). In Lituania there’s a high incidence of 26 per 100 000, 

two times UE average. Suicide rates in Europe have been progressively decreasing, probably due to the efforts made 

in prevention programs. According to ISTAT estimates, the decrease in the suicide rate in Italy from 1995 to today 

is around 14% (going from 8.1 to 6.3 per 100,000 inhabitants), a reason for hope for the future, but also demonstrating 

how a constant commitment on the subject is still necessary. Rates increase with age, from 0.7/100.000 in adolescents 

to 10.6/100.000 in the elderly, with 4 times higher rates in males. Highest rates have been found in the northern 

region in Italy, whereas the lowest rates are found in Southern Italy. However, Sardinia is an exception for the insular 

area since its mortality rate for suicide is one of the highest in the country (ISTAT, 2016). These differences may be 

in part due to socio-cultural differences: the protective value of family and the strength of relationships represent one 

of the most important resources against the vulnerability showed when the social net collapses (EpiCentro, 2017). 

On the other hand, a wide social net translates in a better integration and a lower sense of loneliness, discouraging 

self-harm in the individual. Nevertheless, in regions affected by lower income and higher job insecurity, the average 

suicide age is lower and this is alarming; moreover, discrepancies in the socio-sanitary services is to be considered. 

[Fig.3] shows mortality rates for suicide in 2015, as for the Annuario Statistico Regionale, in the provinces of 

Lombardy. 
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[Fig.3]: Mortality rates for suicide in Lombardy in 2015 (Annuario Statistico Regionale) 

 

Suicide is a phenomenon in which differences in gender and age are prevalent: as for WHO data for the year 2012, 

almost 800.000 people killed themselves and the global rate (standardized to the global population) is 11,4 per 

100.000, with higher values, 15,0, for males in contrast with the 8,0 in females. Similarly, in Italy, death by suicide 

(almost 4000, 4,7 per 100000) shows differences related to gender (7,6 for males and 1,9 for females), while age 

shows increasing results with the increasing age (1,4 suicides per 100000 in people up to 24 years old, 10,4 in over 

65). [Fig.4] shows suicide rates for gender and age in Italy, as for the year 2010.    

 

 

[Fig.4]: suicide rates in Italy in 2010 (ISTAT) 

As it is stated in the DSM-5-TR (APA, 2022), suicidal behavior disorder varies in prevalence and form across sex 

and gender. On average, suicides are about twice as common in men compared to women, although the prevalence 

ratio varies by country and cultural context. Estimates also vary because the intent of self-harm behaviors is not 

always clearly measured; however, suicidal behavior that does not result in death is more common in women than in 

men. Men generally use more violent methods such as gunshots and hanging, whereas less violent means such as 

self-poisoning are more common in women. The frequency of suicidal behaviors is higher in women (i.e., the average 

number of suicide attempts for a woman is generally higher than the average number for a man), but this could be 
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explained by the more frequent use of less lethal methods among women. Suicide rates among individuals who 

identify as transgender are high, and transgender individuals are also at higher risk for suicidal behavior than 

cisgender individuals (DSM-5-TR). Other risk factors for suicide may be low economic and socio-cultural level. A 

systematic review (Li et al., 2011) showed how a lower socioeconomic standard represents an independent risk factor 

for suicide, meaning even after having corrected for the presence of psychiatric illness; another work highlighted 

how a low level of instruction is a risk factor per se, even after correction for gender and age (Kim et al., 2016). As 

for the methods, hanging and suffocation (48,9%), precipitation (19,2%), and firearms (11,3%) have been the most 

frequent. Precipitation is the main method used by man over 65 years old, whereas younger patients are more inclined 

to jump from moving objects. Women most frequently choose precipitation, then hanging, drowning and poisoning 

(Eurostat 2016). An interesting work made by WHO showed how methods differ geographically: pesticide poisoning 

is very common in Asia and Latin America; drugs intoxication in the UK and northern Europe; hanging is most 

frequent in Oriental Europe and firearms in the US. In cities such as Beijing and Hong Kong, the most frequent 

method is precipitation (Ajdacic-Gross et al., 2008). There are also discrepancies between suicide and attempted 

suicide with the chosen method: hanging and stabbing are more frequent in complete suicides, whereas drug abuse 

is more frequent in attempted suicides (Lim et al, 2014). As for failed attempt, it seems that the chosen method can 

predict a subsequent complete attempt: a research, made in 2010, which compared methods for attempted suicides 

and complete suicides, showed that people who survived hanging and suffocation had a higher chance to try again 

and succeed; most of the subsequent complete suicides used the same method (Runeson et al, 2010). As for ISTAT 

data relative to year 2013, almost half the suicide happened at home. The share is higher if suicide is associated with 

mental illness (57%). In a considerable number of cases there are relevant comorbidities: mental illness in 13% and 

physical illnesses in 6% respectively. As for ISTAT almost one suicide in 5 may be attributed to these comorbidities, 

even if the association is not to be considered cause-effect (ISTAT, 2013). Frequency of the most relevant 

comorbidities is higher with age and in women (27% in women, 16% in men) and most are represented by relevant 

physical illnesses. As for the most frequently related mental illnesses, depression, psychosis, drug addiction, anxiety 

disorders, personality disorders, DCA and PTSD (Bachmann, 2018). In these researches, conducted between 2011 

and 2013, of 2401 death from suicides, in 737 cases relevant physical illnesses have been found; between these, 288 

presented also a mental illness (mostly depression). Moreover, in 1664 cases, there was only a mental illness reported, 

mainly depression or anxious disorder. In women there is a higher prevalence of mental illness in suicides in the age 

range 35-64 (23%, 12% in man) and in the range above 65 years old (20% versus 10%). 30% of suicides in association 

with physical illnesses take place in institutions (ISTAT, 2013). Suicide and attempted suicide have an enormous 

impact on families and friends of the victim, but there is also an economical cost for individuals, families, 

communities, states and institutions. These includes medical costs and loss of income for families. WHO and 

International Association for Suicide Prevention (IASP) in order to raise awareness on the phenomenon state that 

natural calamities and terrorists’ attacks and all the war fought around the world cannot compare to the tragedy the 

suicide phenomenon consists at an international level. More than 97% of this cost is due to a loss in productivity, 3% 

is medical costs. The total cost of suicides and attempted suicides is estimated to be around $93.5 billion (Shepard 

et al., 2015). [Fig.5] shows the socio-economic costs for cause of death in 2013: in the US we can see the elevated 

economic impact of suicide, more so if compared to other causes of violent death (Florence et al., 2015). 
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[Fig.5]: Costs of suicide in year 2013 in the USA 

 

 

1.2 ETIOPATHOGENESIS OF THE SUICIDAL PHENOMENON – INTERPRETATIVE MODELS AND 

RISK FACTORS 

Until recently, suicidal behavior wasn’t included as a nosographic entity inside the Diagnostic and Statistical Manual 

of Mental Disorder. But this changed with the new edition, the DSM-5-TR, which added the phenomenon under the 

chapter Suicidal Behavior Disorder (criteria listed below). Moreover, DSM-5-TR contains a new text section for 

each diagnosis, “Association With Suicidal Thoughts or Behavior,” when such information is available in literature. 

The information included is based on studies demonstrating associations of suicidal thoughts or behavior with a 

given diagnosis. These changes are quite belated but very necessary, since suicidal behavior is a reality very closely 

connected with the world of mental illness, as we’ll discuss in another paragraph. It is possible that we’ve got this 

addition only with this new edition because even in the scientific landscape there is no agreement on the 

etiopathogenesis: from neuro-biological hypothesis, to more sociological ones. An hypothesis is that suicidal 

behavior is a highly complex phenomenon in its genetic, epigenetic and psychosocial aspects (Lennon, 2019).  

 

1.2.1 BIOLOGICAL FACTORS  

 

Neuroimaging and EEG 

 

Functional and structural neuroimaging studies in adults that attempted suicide suggest that there can be anomalies 

in the volume of grey matter in cortical regions, as well as differences in neuronal circuits of the prefrontal cingulate 

gyrus and anterior-dorsal cingulate gyrus as compared to results in the control group affected from affective disorder 

without suicide attempt and as compared to healthy control (Martin et. Al, 2015). A recent systematic review (Bani-

Fatemi et al., 2018), reviewed 45 scientific papers that inquired on the possibility of neuroimaging alteration in 

suicidal individuals. There have been reports of association of suicidal disorder and anomalies in the temporal and 



 28 

frontal cortex. Some works identified anomalies in the EEG of patients with suicidal ideation as compared to healthy 

controls, mostly in the electric activity in the fronto-central cerebral region (Lee et al, 2017). In a study on patient 

with major depressive disorder (Dolsen et al., 2018) found, using EEG analysis during sleep, an increase in activity 

in rapid frequency, a decrease in delta activity and an increase on alpha-delta sleep in patients with suicidal ideation. 

This result was later confirmed with statistical correction for age, gender, depression and insomnia. This result may 

inquire that an overactivity of the CNS during sleep may be related to suicidal ideation.  

 

Biological markers  

 

Biological markers have been studied in the last decades as a potential red flag for suicidal behavior disorder.   

The research methods for biological markers range from brain morphological analyzes and autoradiographic methods 

to evaluate the functionality of brain receptors, up to the most recent molecular, genetic and epigenetic analyses. 

However, the quickest, simplest and cheapest method is certainly the dosages of markers in plasma or in cerebrospinal 

fluid (CSF). Focusing attention on these latter methods, we can observe how one of the first systems to have been 

investigated is the serotonergic one. In particular, decreased concentrations of 5‐HT or 5‐ HIAA in the plasma have 

been reported in suicidal patients and it would appear that plasma 5-HT levels are not influenced by different 

psychiatric diagnoses (Kim & Lee, 2015). Similarly, several works have demonstrated that, although the platelet count 

does not differ between patients with suicidality and controls (both healthy and depressed), in patients with suicidality 

the platelet concentration of serotonin appeared to be reduced (Roggenbach et al., 2007). Another widely studied 

system is the Hypothalamic‐pituitary‐adrenal (HPA) axis. Basal plasma and CSF cortisol levels have been reported to 

be higher in individuals who attempted suicide, compared with healthy controls or depressed nonattempters 

(Chatzittofis et al., 2013; Jokinen & Nordstrom, 2009; Jokinen et al., 2010, O’Connor et al., 2020), while, 

nonsuppression in the dexamethasone suppression test (DST) significantly predicted future suicide in follow‐up 

studies of depressed individuals and in previous attempters (Coryell & Schlesser, 2001; Jokinen & Nordstrom, 2008). 

With respect to neurotrophic factors it has been demonstrated how low levels of brain-derived neurotrophic factor 

(BDNF), both peripheral and cerebral, were correlated with suicidal behaviors in depressed patients (De Simone et 

al., 2022). Respect to lipid methabolism, it was been reported a significant associations between low serum cholesterol 

and suicide; in particular, risk of death by suicide was found to be more than 6‐fold higher in individuals with serum 

total cholesterol levels in the lowest quartile, compared with those in the highest quartile (Ellison & Morrison, 2001). 

Baek and colleagues (Baek et al., 2014) further noticed significant differences in triglyceride levels between recent 

attempters and lifetime attempters with MDD. A recent meta-analysis (Li et al., 2020) demonstrated that lower 

concentrations of total cholesterol (TC) and LDL-cholesterol (LDL-C) were associated with attempted suicide in 

patient affected by major depressive disorder (MDD). This indicates that TC and LDL-C may be useful as biological 

markers for predicting whether MDD patients may attempt suicide. This finding is confirmed by other authors (Zhou 

et al., 2021). In the last decade, increasing attention has been devoted to the correlation between mental disorders and 

the inflammatory system. Black and Miller (2015), conducted a Meta-Analysis about the relation between suicidality 

and Cytokines and Chemokines levels. They found that cerebrospinal fluid levels of IL-8 were significantly decreased 

in patients with suicidality versus control subjects (p < 0.05). Furthermore, in vitro IL-2 production by peripheral 

blood mononuclear cells was significantly decreased in patients with suicidality compared with both patients without 
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suicidality and healthy controls (p < 0.01) and cerebrospinal fluid levels of IL-8 were significantly decreased in 

patients with suicidality versus control subjects (p < 0.05). The authors supported the possibility of distinguishing 

patients with suicidality from people without, by investigating these elements (Black & Miller, 2015). High levels of 

IL-6 appear to correlate with a greater risk of suicide (Fernández-Sevillano et al, 2022). Katon and co. decribed the 

biological profile of patients with increased suicide how caracterized by increased levels of IL-6, lymphocytes, 

monocytes, WBC and PMN significantly impacted suicide risk, with the latter two inferring the strongest influence. 

The cytokine IL-8 was, instead, independently and negatively associated with increased suicide risk (Keaton et al., 

2019). Elevated levels of C-reactive protein have also been identified as correlated with both high-lethality suicide 

attempts (Aguglia et al., 2022) and a lower response to antidepressants (Gasparini et al., 2022). Recent interest has 

been directed at other factors potentially promoting depression and suicide, such as low vitamin D levels (Somoza-

Moncada et al., 2023; Mohammadi et al., 2023) and folic acid (Liwinski et al., 2023; Li et al., 2024), alteration of 

thyroid hormones (Toloza et al., 2021) and PTH and calcium homeostasis (Ruljancic et al., 2013; Steardo et al., 2020). 

Most of the research has focused on values for which it is necessary to carry out accurate second-level investigations 

and therefore not very useful as risk predictive factors in daily clinical practice. Furthermore, many findings are 

common to different mental disorders and therefore not very specific and not very usable as predictive factors for 

suicidal risk (Franklin et al., 2016).  

 

 

Genetic and Epigenetic factors 

 

In a study that inquired about suicide in twins (Roy, 1995), it was observed that the concordance rate was higher in 

the sample of monozygotic twins compared to the dizygotic ones. Genomic analysis identifies some loci as 

potentially implied, inter alia the gene that codified for tryptophan hydroxylase (TPH) and the gene that codified for 

serotonin transporter 5 (5-HTTLPR) (Anguelova et al, 2003; Cuortet et al., 2004). Some polymorphism in the 

promoter region 5-HTTLPR seems to be involved in a higher vulnerability to suicidal risk in patients that were 

abused during childhood (Roy et al, 2007). The serotoninergic system is the most studied one, both for suicidal 

ideation and impulsivity and aggressive behavior. Reduced level in 5-HIAA, final product of serotonin metabolism, 

found in the liquor of dead subjects may suggest a correlation between reduced activity in serotoninergic system and 

suicidal tendencies (Sadkowsky et al., 2013). Moreover, the noradrenergic pathway showed alteration in suicidal 

subjects: low levels of noradrenalin metabolite in liquor have been found in depressed patients, in hetero-aggressive 

subjects and in complete suicides (Placidi et al., 2001).  Epigenetically, two of the most relevant mechanism have 

been inquired: DNA methylation and histone acetylation, in order to highlight if there were changes related to 

childhood trauma (major trauma, abuse, neglect). Both major trauma, sexual and physical abuse, and neglect have 

been related to modification in genic expression and with elevated suicidal risk. A study identified a significant 

correlation between childhood sexual abuse and suicidal ideation, as well as an indirect correlation with increased 

pathologic anxiousness and psychological abuse in childhood (Yong-Chun Bahk et al., 2017). Childhood trauma 

correlates with suicidal ideation in both patients affected by mental illness and those who are not affected, but in a 

study (Roy & Janal, 2004) was found that female sex, childhood trauma, and a family history of suicidal behavior 

are each independent, and non-interacting, risk factors for attempting suicide. Additionally, female sex and high 
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childhood trauma are independent risk factors for both an early onset of first attempting suicide and for making more 

attempts. This was later confirmed by another study (Xie et al, 2018). Perroud et al. (2008) identified in a 

polymorphism a single functional nucleotide of gene BDNF (Val66Met) a correlation between childhood trauma and 

suicidal ideation in a sample of Caucasic ethnicity patients; in particular, sexual abuse in childhood was associated 

with attempted violent suicides in adult age in individual Val/Val and in individuals Val/Met or Met/Met, 

highlighting how trauma had a bigger impact in a pre-existing genetic vulnerability. Roy et al (2010) demonstrated 

how genes that regulate the hypothalamus pituitary adrenal axis (HPA) are implied in a correlation between 

childhood trauma a suicidal risk, suggesting how childhood trauma and FKBP5 may interact to increase the risk of 

suicidal behavior disorder. Gene silencing may therefore lead to an inadequate stress response from glucocorticoid 

receptors. Subsequent alteration of the hypothalamus pituitary adrenal axis may lead to a disfunction of cortisol 

activity, the main hormone in stress response. In a study on mice, McGowan and al. (2009) demonstrated how 

epigenetic state of the gene promoter of glucocorticoids receptor is regulated by parental care in the first stages of 

postnatal development and is susceptible to pharmacological intervention in the adult mouse.   

 

 

1.2.2 PSYCHOSOCIAL FACTORS 

 

The psychosocial risk factors for suicide are related to the individual's interactions with both the family context 

(abuse, loss, conflict) and the environmental context (Lee & Jung, 2006). Among the most important risk factors for 

suicide are traumatic events in childhood and adolescence, as well as the early loss of a parent or significant figure. 

If the loss of a parent occurred through suicide, the risk is increased (Paolucci et al., 2001; Christoffersen et al., 

2003). The presence of conflicts, lack of family warmth, and disturbed relationships between parents and children 

are also associated with possible psychopathological conditions and increased suicide risk in childhood, adolescence, 

and adulthood (Kim, 2002). Similarly, episodes of bullying and exclusion from peer groups are important risk factors, 

especially in adolescence (Klomek et al., 2009). Stressful life events often precede suicides and suicide attempts, up 

to 80% of cases (Kolves et al., 2006). Among these, the loss of one's home, job or academic failure, unemployment, 

financial difficulties, the loss of important relational figures, or loss of health appear to be among the main risk 

factors that can catalyze suicidal ideation. The suicide of a family member is considered a high-risk factor for suicide, 

even in adulthood (Kim et al., 2006; Lee & Jung, 2006; Wilcox et al., 2010). Expanding the scenario from individual 

risk factors to socioeconomic ones, historically there has been a correlation between the typical consequences of 

economic crises (such as increased unemployment rates) and increased suicide rates. The correlation is difficult to 

demonstrate, but some examples that are reported occurred during the Great Depression in the United States, where 

the number of suicides increased while those caused by other illnesses decreased; even in Asia, in the last years of 

the decade, a large number of suicide cases were reported during the Asian economic crisis. In recent years, there 

has been an increase in requests for help from unemployed people with suicidal thoughts due to the economic crisis 

(Norström & Grönqvist, 2015). Recent studies have also linked factors such as isolation and unemployment, 

occurring during the current COVID-19 pandemic, to the increased rate of suicides that occurred during the lockdown 

and that still occur (Kawohl & Nordt, 2020; McIntyre RS, Lee, 2020). In summary, individual psychosocial risk 

factors such as trauma, loss, and family conflict, along with socioeconomic factors such as unemployment and 
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economic crises, are associated with increased risk of suicide. Social integration plays a decisive role, both at the 

level of the individual (for example, think of lonely elderly people) and at the cultural and ethnic level. Migration, 

with the consequent loss of one's cultural and relational context and the general social, cultural, economic, and health 

precariousness that results, represents a potentially risky condition for the development of depression and suicidal 

ideation. A recent systematic review, conducted by an Italian group (Forte, Buscajoni et al., 2019), analyzed literature 

on suicides in ethnic minorities from 1980 to 2017: some of the studies considered reported lower rates of suicide 

attempts, while others suggested higher rates of suicidal behavior and deaths among immigrants compared to the 

native population. Moreover, a positive correlation was found between suicidal behavior and specific countries of 

origin. For example, for women from Asian countries or sub-Saharan Africa, the risk of suicide appeared higher than 

other ethnic groups. The same study identified the following as risk factors for suicidal behavior among migrants 

and ethnic minorities: language barriers, concern for the family left behind in the country of origin, and separation 

from them, while lack of information on the health system, loss of status and social network, as well as levels of 

acculturation, were identified as possible precipitating factors of suicidal behavior. Overall, the results suggest that 

specific populations of migrants and ethnic minorities present a higher risk of suicidal behavior than native 

populations, as well as a higher risk of death by suicide. Non-trivial are also the phenomena of emulation, widespread 

especially among young people, known as "suicide epidemics" or the "Werther effect". In fact, the dissemination of 

suicide through media channels leads to an increase in suicides in the immediately following period, especially if the 

suicide has a high media impact, such as with well-known or famous individuals (Stack, 2003; Ju Ji et al., 2007; 

Bakst et al., 2019). Even if a suicide epidemic did not arise after all in relation to Goethe’s novel (Jan Thorson et al., 

2003), a quantitative review of 293 findings (Steven Stack, 2000) measuring the presence of either an entertainment 

or political celebrity suicide were 14.3 times more likely to find a copycat effect than studies that did not. Studies 

based on real stories as opposed to fictional stories were four times more apt to uncover an imitation effect. The 

medium of coverage was a significant predictor of copycat effects with televised stories being 82 percent less likely 

to affect suicide than newspaper-based stories. Some evidence was found for period effects, and stories were linked 

more often to the incidence of suicide attempts than suicide completions. In year 2017, linked with the release of 

Netflix television series 13 Reasons Why, there was an increase in suicides among adolescents in the USA (Arendt 

et al., 2019; Niederkrotenhaler et al., 2019). Religion has been thought to be a protective factor against suicidal 

behavior, since most condemn it as a punishable sin, inter alia Christianity and Islam. A systematic review made in 

2016 (Lawrence et al, 2016) analyzing 89 articles made in the last decade, with a goal of identifying what specific 

dimensions of religion are associated with specific aspects of suicide. It was found that religious affiliation does not 

necessarily protect against suicidal ideation but does protect against suicide attempts. Whether religious affiliation 

protects against suicide attempts may depend on the culture-specific implications of affiliating with a particular 

religion, since minority religious groups can feel socially isolated. After adjusting for social support measures, 

religious service attendance is not especially protective against suicidal ideation, but does protect against suicide 

attempts, and possibly protects against suicide. A study about depression in Chinese university student (Lew et al., 

2019) found that the students' major risk factors for suicide were depression, anxiety, stress, and hopelessness, and 

the students' minor risk factors included orientation to happiness and coping mechanism (including self-distraction, 

self-blame and substance use). Notably, the presence of meaning in life had a positive effect on preventing suicide 

and acted as a protective factor, which suggests that it is important to identify risk factors as well as protective factors 

https://www.tandfonline.com/author/Thorson%2C+Jan
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relevant to the target population group in order to increase the effectiveness of counseling and suicide prevention 

programs. Hopelessness has been studied for long in the cognitive behavioral model as a predictive factor for suicide 

and suicidal tendencies.  A recent study analyzed various coping styles, distinguishing between problem-focused 

coping (active coping, planning, interruption of maladaptive activities, concurrent activities, search for instrumental 

social support), emotion-focused coping (search for emotional social support, positive reinterpretation, acceptance, 

refuge in religion), and maladaptive coping styles (mental disengagement, behavioral disengagement, impulsivity, 

superstitious, negative, useless thinking, tobacco and substance use). The study found that patients hospitalized after 

a suicide attempt had a higher frequency of maladaptive coping styles (Bazrafshan et al., 2014). Conversely, the 

presence of good adaptation skills and high levels of resilience would appear to be protective against suicidal ideation 

even in the presence of high levels of anxiety and depression (Jung-Ah Min et al., 2015). The presence of valid levels 

of self-esteem also represents a balancing factor between stressful life events and suicidal risk (Johnson et al., 2010). 

 

1.2.3 ENVIROMENTAL FACTORS 

In individuals with comorbid depression and alcoholism, greater serotoninergic impairment may be associated 

with higher risk of completed suicide (Sher, 2004). Dopaminergic dysfunction may play an important role in the 

pathophysiology of suicidal behavior in alcoholism. Brain damage and neurobehavioral deficits are associated 

with alcohol use disorders and may contribute to suicidal behavior in persons with alcohol dependence or abuse. 

Aggression/impulsivity and alcoholism severity affect risk for suicide among individuals with alcoholism. 

Weaker gun state laws are associated with higher rates of suicide secondary to firearms (Alban et al., 2018), since 

it grants easier access to a mean of self-harm which is more associated to complete attempt and worse injuries. 

How having access to an “easy” mean of self-harm is correlated to an higher suicide rate of suicide was also 

shown in a study about British gas conversion: Between 1963 and 1975 the annual number of suicides in England 

and Wales showed a sudden, unexpected decline from 5,714 to 3,693 at a time when suicide continued to increase 

in most other European countries. This appears to be the result of the progressive removal of carbon monoxide 

from the public gas supply. Accounting for more than 40 percent of suicides in 1963, suicide by domestic gas 

was all but eliminated by 1975. (Clarke and Mayhew, 1988). A similar case was seen in the decrease of suicide 

by precipitation from the Duke Ellington bridge (O’Carroll, 1994): after the implementation of effective barriers, 

the number of suicides halved.  

1.2.4 SUICIDE AND MENTAL ILLNESS 

The new entity “Suicidal Behavior Disorder” has the following proposed criteria as per DSM-5-TR: 
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[Fig.6]: Suicidal Behavior Disorder proposed criteria (DSM-5-TR) 

The essential feature of Suicidal Behavior Disorder is a suicide attempt, which is a behavior undertaken with some 

intent to die, regardless of whether it leads to injury or medical consequences. Factors that influence the medical 

consequences of a suicide attempt should not be considered in assigning the diagnosis. Determining the degree of 

intent can be challenging, but markers of risk include degree of planning, the individual's mental state at the time of 

the behavior, recent discharge from inpatient care, or recent discontinuation of a mood stabilizer or antipsychotic 

medication. At least one suicide attempt must have been made for the criteria to be met, and the behavior should not 

have been initiated during a state of delirium or confusion. Currently, there are no clinical instruments or biomarkers 

that can predict suicidal behavior with sufficient accuracy to be useful at the patient level (DSM-5-TR). Suicidal 

behavior disorder is seen in the context of a variety of mental disorders, most commonly Bipolar Disorder, Major 

Depressive Disorder, Schizophrenia, Schizoaffective Disorder, Anxiety Disorders (in particular, Panic Disorders 

associated with catastrophic content and PTSD flashbacks), Substance Use Disorders (especially alcohol use 

disorders), Borderline Personality Disorder, Antisocial Personality Disorder, Eating Disorders, and Adjustment 

Disorders (DSM-5-TR). A meta-analysis of cohort and case-control studies that assessed suicidal ideation as 

determinant for completed suicide in both psychiatric and non-psychiatric adults (Hubers et al., 2018) stated that 

assessment of suicidal ideation is a priority in psychiatric patients. Expression of suicidal ideation in psychiatric 

patients should prompt secondary prevention strategies to reduce their substantial increased risk of suicide. An 

increased risk of suicide has been reported for psychiatric patients (Wasserman 2021). In several world regions, an 

underlying psychiatric disorder is reported in up to 90% of people who die from suicide, though this rate seems to 

be considerably lower in low- and middle-income countries (Vijayakumar, L. (2004). In a meta-analysis by Knipe 

and colleagues (Knipe et al., 2019), a mood disorder (e.g. Bipolar disorder and Major depressive disorder) was 

identified in 25% of people who died by suicide. Most of the psychiatric conditions associated with suicidality are 

mood disorders, alcohol and substance use disorders, borderline personality disorder, and schizophrenia. 

Comorbidity between different disorders is frequently associated with a higher suicide risk. A history of suicide 

attempts, feelings of hopelessness, impulsivity and aggression, adverse childhood experiences, severe 

psychopathology, and somatic disorders are common risk factors for suicide among psychiatric patients. Stressful 
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life events and interpersonal problems, including interpersonal violence, are often triggers. A comprehensive and 

repeated suicide risk assessment represents the first step for effective suicide prevention. Particular attention should 

be paid during and after hospitalization, with the first days and weeks after discharge representing the most critical 

period. Pharmacological treatment of mood disorders and schizophrenia has been shown to have an anti-suicidal 

effect. A significant reduction of suicidal thoughts and behavior has been reported for cognitive behavioral therapy 

and dialectical behavior therapy. Brief interventions, including psychoeducation and follow-ups, are associated with 

a decrease in suicide deaths (DSM-5-TR). Wasserman and colleagues (Wasserman et al., 2012) found in a study that 

an underlying psychiatric disorder is a major risk factor for completed suicide. Among affective disorders, Bipolar 

Disorder carries the highest risk of suicide, yet not all bipolar patients commit or even attempt suicide during their 

illness. While the general suicide risk factors also apply for Bipolar Disorders, there are several disease-specific risk 

factors as well which should be taken into account when evaluating suicide risk in case of patients (Gonda et al., 

2012). Several research studies have indicated that suicide attempts are common in adolescents with SUD (substance 

use disorder), and that substance use is common in those seeking treatment for suicidal behavior. Vajda and Steinbeck 

in a retrospective review (Vajda and Steinbeck, 2000) of 112 adolescents (13–20 years old) who presented after a 

suicide attempt at an emergency department, found that 35% met the criteria for an alcohol use disorder and 27% 

met criteria for an SUD at the time of the attempt. Moreover, the study found that a diagnosis of alcohol abuse 

increased the risk of a repeat suicide attempt threefold, while a diagnosis of illicit drug abuse increased the risk of a 

repeat suicide attempt fourfold in the subsequent 12 months. 

 

1.2.5 SUICIDE AND SOMATIC ILLNESS 

 

Multiple pieces of evidence have shown that the risk of suicide is greater in patients with severe, disabling, and/or 

chronic somatic illnesses compared to the general population. It is reasonable to hypothesize that the idea of taking 

one's life may seem better than facing life in conditions of marked discomfort, pain, disability, and with the prospect 

of having to depend on others even for the most common daily tasks (Goodwin, Marusic et al., 2003; Balestrieri, 

2013). The diseases that literature has identified as most frequently associated with suicidal behavior are epilepsy, 

multiple sclerosis, Huntington's chorea, AIDS, peptic ulcer, and cancer. However, other conditions may also be 

related to suicidal ideation, such as migraine, diabetes, and psoriasis in younger subjects (Balestrieri, 2013) and 

cardiovascular, pulmonary, and prostate diseases in older ones (Quan et al., 2002). In most cases, patients with 

somatic illnesses who attempt suicide also present concomitant psychiatric symptoms (Berman & Pompili, 2011; 

Balestrieri, 2013). In other words, it can be said that the correlation between severe somatic diseases and suicidal 

ideation is present in conjunction with other factors; however, the presence and severity of somatic pathology seem 

to represent an independent risk factor. Other extrinsic risk factors not to be overlooked include poor social or family 

support, financial difficulties and access to care, and poor consideration by healthcare professionals of actual and/or 

perceived distress (Kishi et al., 2001). Nevertheless, it is likely that, even in all these cases, other factors, essentially 

intrinsic, may play a role (e.g. personality and temperamental traits or pathological localization, as in the case of 

temporal epilepsy or brain tumors, etc.). COVID-19 is a systemic disease that can affect various organs of the body, 

not just the respiratory system. The available literature on suicide during the COVID-19 pandemic is limited to 
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mainly case reports. Fear of contamination, poor care for COVID-19 patients, financial hardship, lockdown, self-

isolation, alcohol withdrawal, lack of access to educational resources, and stigma were the reasons reported for 

suicide. A systematic review (Farooq et al., 2021) showed that the pooled prevalence of suicidal ideation was 12.1%, 

but evidence was not consistent across studies. The prevalence of suicidal ideation was higher in the general 

population (11.5%) than what has been generally reported in literature. Factors such as loneliness and physical 

distancing measures appeared to be important contributory factors to suicidal ideation, but the evidence was not 

consistent across studies (Bryran et al., 2020). Evidence has shown that suicide rates in high-income and upper-

middle-income countries have remained largely unchanged or declined in the early months of the COVID-19 

pandemic (Pirkis et al., 2021). The long-term effects of social isolation on suicide rates are not fully understood. 

Although the literature is still lacking with regards to the correlation between COVID-19 infection and suicide, the 

correlation between COVID-19 and the development of psychiatric disorders has already been demonstrated. A 

cohort study published in The Lancet Psychiatry in 2022 (Taquet et al., 2022) showed that the risk of mood and 

anxiety disorders tends to decrease after two months from infection, while the risk of cognitive deficits, psychosis, 

and dementia remains high even after two years. SARS-CoV-2 virus can cause direct and indirect neuronal damage 

leading to neurovirulence (Han et al., 2021).  

 

1.3 SUICIDE PREVENTION 

 

Universal Prevention Plans 

 

Multiple strategies have been studied in order to prevent suicide, mostly in adolescents and young adults since it is 

the second cause of death between age 15-24 at global level (WHO). In a 10-year systematic review (Zalsman et al., 

2016) in the multitude of prevention strategies analyzed, some have been found having a better outcome than others. 

In particular, there are strong evidences that restricting access to lethal means (guns mostly) is associated with a 

decrease in suicide. The same as been found about pharmacological intervention such as antidepressants (both in 

adults and in children, with the drug of choice being an SSRI (fluoxetine). Lithium has been found effective in 

reducing the risk of suicide in people with mood disorders. Case studies have found electroconvulsive therapy a rapid 

relief of suicidal thought and therefore it should be considered in the early stages of the illness. Data support about 

the efficacy of psychotherapies is lacking.  Follow-up in people who have attempted suicide is strongly recommended 

by data. Community and family-based intervention are not effective in preventing suicide in severely ill mental 

patients but should be considered in adolescent, since it is shown a promising effect on suicidal ideation.  Plans with 

or without focus on specific populations (school, communities, etc.) have several advantages compared to the ones 

directed to the individual. Participation is usually higher since, for example, every student is involved in sessions for 

understanding the problematics. These plans may have an effect in subjects already at risk that subsequently know 

how to ask for help.  

• Events for the community: these are some examples: Chooselife Plan (Scotland) a ten years’ national 

strategy and action plan to prevent suicide in Scotland. The strategy includes a target to reduce suicide by 

20% by 2013 and progress towards this target can be viewed in the statistics section of the website. It involves 

advertisement in cabs, undergrounds, and stadiums, with messages such as: “Suicide: don’t hide it, talk it”; 
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Race for Life (Italy), was a running event meant to raise awareness and promoted by IASP International 

Association for Suicide Prevention, that was held the 10th of September, World day for Suicide prevention.  

• Environmental prevention: noteworthy initiatives involve interventions aimed at protecting bridges and tall 

buildings, which unfortunately are often used for jump suicides. In general terms, the programs of various 

governments have provided for the installation of barriers or safety nets to make it more difficult to lean out, 

as well as the placement of nets to prevent impact with the ground (Beautrais 2001; Bennewith, Nowers et 

al., 2007; New York State Bridge Authority 2008; O'Carroll and Silverman 1994). The effectiveness of these 

measures is demonstrated by various interventions: the installation of a safety net at the Bern Muenster 

Terrace in Switzerland eliminated suicides from this location (and there is no evidence that individuals have 

replaced it with another less protected site) (Reisch and Michel 2005). Conversely, the removal of safety 

barriers at the Grafton Bridge in Auckland, New Zealand, had led to a five-fold increase in the number of 

suicides from this location (Beautrais, 2001): the new installation of barriers then discouraged potential 

suicides, again without apparent replacement with another location (Beautrais and Gibb, 2009). These same 

authors have described similar evidence for several other places where protective barriers have been 

installed. In addition to protective barriers, it has been observed that placing signs on bridges (but also near 

subway and railway tracks) that indicate telephone numbers or boxes containing a phone that allows direct 

contact with teams responsible for assisting people in crisis has reduced the number of suicides in those areas 

(Pompili, 2013). 

• Internet and mass media: Evidence continues to amass on the significant impact of media coverage on 

suicide. Research literature on the impact of news reports of nonfictional suicides as well as fictional suicide 

stories is reviewed in order to determine the nature and scope of the influence of the mass media on suicide. 

This is what is called the Werther Effect. Recommendations are presented for the reporting of suicide stories, 

which may minimize the risk of imitative suicides. The media's positive role in educating the public about 

risks for suicide and shaping attitudes about suicide is emphasized (Gould, 2001).  On the internet, there are 

several sites that offer notion and advise for suicidal people (www.prevenireilsuicidio.it, 

www.suicidology.org, www.befrienders.org e www.prevenireilsuicidio.it ), providing also numbers that can 

be called for support. On the other hand, it is quite easy to find sites that encourage suicide, as it was shown 

in recent research (C. De rosa et al., 2022), with vast majority of the websites providing information on how 

to commit suicide and promote or encourage suicide if searched for it. Only few sites have preventive or 

deterrence information. The pro-suicide websites appear first in search results and, therefore, are more 

accessible.  

 

 

Selective prevention plans 

 

• Prevention plans in schools: both intended to educate teachers and caregivers (Beautrias et al 2007), and to 

screen students for potential risk, with screening programs such as the Teen Screening Program. Deserves 

mentioning also the plan CARE (Care, Assess, Respond, Empower) and SOS (Signs of Suicide) (Pompili, 

2013). 
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• Prevention in Family Medicine: usually the family doctor is the first specialist a person in need tends to 

contact (Luoma et al., 2002). Since it might be difficult for a family doctor to assess and respond the suicidal 

behavior of a patients, it might be advisable having professional connection with a psychiatrist (Pompili, 

2013). 

• Centers for suicide prevention and helplines: the first center for prevention was based in Los Angeles and 

founded in the fifties by Shneidman, Farberow and Litman. In Italy there’s a center of reference in Rome, 

directed by prof. M. Pompili (Pompili, 2013). Usually there are also dedicated helplines that are available 

24/7, assuring anonymity and a non-judgmental listening medium (Letster, 2010).  

 

1.4  ASSESSING SUICIDAL RISK 

 

In the assessment of suicidal risk, American Psychiatric Association (APA, 2003), states that professionals usually 

use two screening instruments: the Ask Suicide-Screening Question tool or the Columbia-Suicide Severity Rating 

Scale, but, as it was suggested by Craig Bryan, PsyD, ABPP, who directs the Suicide Prevention Program at The 

Ohio State University College of Medicine, these tools may ask the wrong questions.  “The traditional approach is 

to think about suicidal ideation as the gateway to suicidal behaviors,” said Bryan, author of Rethinking Suicide: Why 

Prevention Fails, and How We Can Do Better (Oxford University Press, 2021). “But there’s increasing recognition 

that there are different trajectories toward suicide.” Some people may progress through the sequence in a matter of 

hours; others may not follow the sequence at all. Maurizio Pompili, who directs the prevention services at national 

level in Italy, suggested that the following mental scheme may be a valid way to assess red flags for suicidal risk for 

the clinician (Table 1). 

https://www.oxfordclinicalpsych.com/view/10.1093/med-psych/9780190050634.001.0001/med-9780190050634
https://www.oxfordclinicalpsych.com/view/10.1093/med-psych/9780190050634.001.0001/med-9780190050634
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Table 1: Suicidal Risk Assessment – italian version (Pompili, 2013) 

 

It is useful to openly investigate with the patient not only the themes related to suicidal ideation but also the 

motivations underlying it: ask what life means to the person in question, if there is something that interests them, 

what they think will happen to them in the next 24 hours, the next month, if they have plans for the future, if they 

have resources (friends, family) that can support them. The patient's expectations regarding death and the chosen 

method (lethality) can also help distinguish people with a higher risk. A history of attempted suicide represents the 

main risk factor, but symptoms and signs such as aggression, directed violence, impulsivity, lack of hope, agitation, 
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psychological anxiety, fear, apprehension, anhedonia, insomnia, and panic attacks are frequently associated with 

suicidal risk. One of the key elements in studying suicidal behavior is the definition of "suicide attempt": under this 

label, in fact, a series of behaviors are included that, in most cases, differ from the real meaning of the term. According 

to the definition of the World Health Organization (WHO), a suicide attempt is "an unusual act with a non-fatal 

outcome, in which an individual deliberately initiates an unusual behavior, without the intervention of others, in 

order to cause harm to oneself or ingests a substance in excess of the prescribed dose to cause physical consequences" 

(WHO, Working Group on Preventive Practices in Suicide and Attempted Suicide, 1986). The fact that suicide 

attempts often include non-lethal methods and have a non-fatal outcome leads to the erroneous belief that these are 

manipulative gestures or requests for attention. However, this interpretation leads clinicians to not take the 

assessment of suicide risk seriously in these patients. In analyzing the spectrum of suicide, we observe at one extreme 

the action without the intention to die and at the opposite extreme the lethal intention that results in death (suicide 

attempt). In this context, it becomes necessary to distinguish the real intention behind the gesture: those who actually 

wanted to die and survived against their will (the chosen method of suicide did not work as expected, chance external 

interventions), from those who did not really have the intention of dying (think of patients who take high amounts of 

sedatives to sleep, and who may then experience unforeseen complications due to various interactions, sometimes 

with fatal outcomes). In this perspective, "suicide attempt" should be reserved for those who really wanted to die but 

survived due to unforeseen circumstances. However, even with this definition, we have a very heterogeneous 

population ranging from mild to very serious outcomes, all classified as "suicide attempts". To this definition, an 

analysis of the lethality of the gesture should be associated, distinguishing between "low lethality suicide attempts" 

and "high lethality suicide attempts". In an attempt to clarify the classification and nomenclature, guidelines were 

drawn up (Silverman, Berman et al., 2007a; Silverman, Berman et al., 2007b) proposing two categories: 

• Suicidal gesture  

• Suicide attempt 

The first definition includes those people who make gestures whose lethality is too low to refer to a properly defined 

suicide attempt (for example, patients who increase the dosage of drugs they are already taking by 3-4 tablets, patients 

who take 2 or 3 aspirins, etc.). These individuals are still dealing with a problem and present a disturbed state, but 

they do not plan to die. The suicide attempt, on the other hand, according to the new nomenclature, is defined as "a 

potentially harmful behavior with a non-lethal outcome for which there is, both implicitly and explicitly, the intention 

to die." If the intention to die is present, a distinction is made between: 

• Suicide attempt type I (no injuries)  

• Suicide attempt type II (with injuries) 

regardless of the severity of the injury or the lethality of the method. What makes the distinction, therefore, is the 

presence of intention and not the outcome of the act. 
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1.5  PSYCHACHE AND SUICIDE PREVENTION 

 

1.5.1 THE DEFINITION OF PSYCHACHE 

 

Breakthrough in understanding the suicidal mind was made by Edwin Shneidman, father of Suicidology, with the 

assessment of the importance of the concepts of Psychache and Hopelessness (Shneidman 1993). Comparing farewell 

letters written by suicide victims and fake farewell letters, he understood that it wasn’t only diagnosis and context 

making the difference between the two, but also psychache, or mind’s torment.  Shneidman (1996) coined the term 

“psychache” to describe this pain: “Psychache is the hurt, anguish, or ache that takes hold in the mind ... the pain of 

excessively felt shame, guilt, fear, anxiety, loneliness, angst, dread of growing old or of dying badly”.  Shneidman 

identifies the roots of psychache in shame, guilt, anger, loneliness, despair, all of them originating by neglected 

psychological needs. This leads the suicide victim to think of the suicidal act as the only remedy. Shneidman defines 

suicide as a sort of “multidimensional malaise” to become a “self-induced annihilation” for those individuals who, 

having first “defined an issue” view this act as “the best solution” to their predicament (Shneidman, The Definition 

of Suicide, 1985). Shneidman also identified common elements in at least 95% of suicides and named them 

“Commonalities of suicide” (Shneidman, 1996), shown in the following Table 2.  
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[Fig.7]: Shneidman ‘Commonalities of Suicide’ and Italian translation (Shneidman, 1996) 

 

The subject feels a sense of psychological constriction, a tunnel vision that reduces solutions normally available. 

Subsequently, an ambivalence in the cognitive state manifests with only two options: a solution (almost magical) or 

an ending. Suicide is more understandable not as a desire for death, that is life’s ending, but as an annihilation of the 

cognitive state, and, therefore, of pain (Pompili, 2008b). Suicide is the result of an inner dialogue that usually happens 

over a span of years: the mind scans over all of the possible solutions for its own psychache. Suicide appears as a 

solution and, initially, the mind discards it; eventually, having all the other options failed, the mind accepts suicide 

firstly as a possible solution, then as the only one. The subject wants to live, but psychache is unbearable and suicide 

is the only mean to escape it. Shneidman says in his work that suicide is not a choice for death, but a departure from 

psychache, which gives the process a underlying sense of hope. opposed to the mere desire for death (Shneidamn 

1996). This implies that by reducing psychache the suicidal ideation may disappear, and the subject would therefore 

choose life (Shneidman 2004). Shneidman states that the origin of psychache lies in the frustration of psychological 

needs (love and belonging, self-actualization, key-relationships, ect.) and also, that psychache is inherently different 

from depression and sadness, and comes with its own characteristics. In addition, mental pain is a condition that is 

different from depression or sadness and has its own set of characteristics: 
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• Persistence: although mental pain can have an acute onset, this sensation is long-lasting and requires a 

considerable amount of time before it can possibly be resolved. During this time, the intensity of the painful 

condition can fluctuate (Meerwijk et al., 2013). 

• Irreversibility: the individual experiences the sensation of having lost something or being faced with an 

inevitable negative change, to which they cannot find a solution (Orbach et al., 2003). 

• Unsustainability: the individual cannot endure such a condition for an extended period of time. In this 

regard, Shneidman introduced the concept of the pain threshold, stating that the capacity to tolerate psychological 

pain, and therefore to increase one's threshold of tolerance, is an individual characteristic. The consequences of 

prolonged exposure to mental pain can lead to extreme solutions, such as suicide (Shneidman, 1999). 

• Incommunicability: the individual experiencing mental pain is unable to describe the condition they are in 

with their own words, and therefore cannot communicate it to others (Fleming, 2006). The presence of 

alexithymic personalities and individuals with limited emotional expressive capacity is believed to be an 

additional risk factor for suicide, according to some authors (Levi et al., 2008; Horesh et al., 2012). 

 

1.5.2  CLINICAL IMPLICATIONS OF PSYCHACHE 

 

Correlation between psychache and suicidal ideation is found frequently in new studies. Psychache has been found 

a statistically significative predictor of suicidal ideation in both inpatients and outpatients. For example, several 

studies on students (Flynn & Holden, 2007; Holden, Mehta et al., 2001; Troister & Holden, 2010a; Troister & 

Holden, 2010b; You, Song et al., 2014) assessing the weight of psychache, depression and hopelessness on suicidal 

ideation and behavior. The general outcome of those studies was that suicide was more correlated with psychache, 

which was found more predictive of suicidal behavior than depression, hopelessness, copying mechanism and one’s 

purpose in life (DeLisle & Holden, 2009; Pereira, Kroner et al., 2010). The same results were found in studies on 

non-clinical samples. Patterson et al. have tested the correlation between psychache and suicidal ideation in 97 

homeless patients and compared it with depression, hopelessness and life’s purpose. The best predictor of suicidal 

behavior was still found to be mental pain(Patterson & Holden, 2012). Similar outcome was obtained in a study by 

Mills et al. on a sample of inmates (Mills, Green, Reddon, 2005). In a clinical envirament, 88 psychiatric inpatients 

were interviewed by using the Psychological Pain Assessment Scale (PPAS), (Shneidman, 1999), and there was a 

significative statistical correlation between the score obtained through the PPAS and the risk of suicide assessed by 

clinical interview. However, there wasn’t a correlation between PPAS score and previous suicide attempts (Pompili, 

Lester et al., 2008). In a sample of 67 patients with major depressive disorder with a recent attempted suicide, 61 

with previous suicide attempts and 62 without history of suicide attempts, Olié (Olié et al., 2010) found that that 

elevated levels of psychache were significatively related to a recent suicidal event and history of suicide attempts, 

compared to those without history of suicide attempts. Moreover, psychache was proportional to the levels of 

intensity and frequency of suicidal ideation. Mehmet and colleagues (Mehmet, Emin et al., 2019), for example, 

conducted a study on a sample of 113 patients with schizophrenia, of which 50 had a history of attempted suicide. 

Only scores on the Psychache Scale (PAS) and the Alexithymia Scale (TAS) showed a statistically significant 

correlation with suicidal ideation, as evaluated by the Beck Scale for Suicidal Ideation (BSSI), even after statistical 

regression analysis. Demirkol and colleagues (Demirkol, Namlı et al., 2019), instead, conducted a cross-sectional 
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study on patients with obsessive-compulsive disorder (OCD), recruiting a sample of 67 patients with OCD and 

comparing them to 63 patients without OCD. Again, the only scale that showed a significant correlation with a history 

of attempted suicide was the Psychache Scale (PAS). Recently, Berdarelli and colleagues (Berardelli, Sarubbi et al., 

2019) evaluated a clinical sample of 291 patients admitted to a psychiatric ward and suffering from depressive 

disorder, bipolar disorder, and schizophrenia, subjecting them to the Psychological Pain Assessment Scale (PPAS) 

for the assessment of mental pain and the Mini International Neuropsychiatric Interview (MINI) for the assessment 

of suicidal ideation and diagnostic definition. The authors identified a significant association between current mental 

pain and the worst mental pain ever experienced with a high suicide risk. The authors also report that the correlation 

between mental pain and suicide risk is higher for mood disorders than for schizophrenia and concludes that the 

evaluation of psychache appears to be a useful tool for predicting suicide risk and should be used routinely to identify 

and treat suicide risk in clinical practice. Moreover, it is interesting to note that even in the few prospective studies 

that have been conducted on the subject, mental pain plays a crucial role in predicting changes in suicidal ideation, 

compared to other variables. Troister and colleagues (Troister & Holden, 2012) conducted a two-year prospective 

study on university students at high risk of suicide (history of attempted suicide or high scores on suicidal ideation 

scales at baseline), testing the following parameters at time zero and after two years: depression; hopelessness; 

psychache; suicidal ideation. The authors demonstrated how the only parameter that predicted changes in suicidal 

ideation was mental pain. The authors also showed, through regression analysis, that the parameters of depression 

and hopelessness only had statistical significance in relation to variations in mental pain. More recently, 

Montemarano and colleagues found similar results in a four-year follow-up. Interestingly, even when considering 

shorter follow-ups of five months or even three and ten weeks, mental pain was the only parameter capable of 

predicting a change in suicidal ideation. This suggests that the use of scales that investigate levels of psychache may 

be a clinically valid screening tool, both in the short and long term, in the field of suicide prevention. There is a clear 

correlation between mental pain and suicide risk, both in clinical and non-clinical samples, and this correlation seems 

to be independent of the presence and type of associated psychiatric diagnosis. However, most studies on the subject 

consider samples selected based on high suicide risk (due to a positive history of attempted suicide or high scores on 

suicidal ideation intensity measurement scales). While it is certain that a positive history of attempted suicide is one 

of the main suicide risk factors, it is also possible that other factors may play an equally determining role, and from 

the scientific literature analyzed so far, mental pain seems to represent a risk factor in its own right. Given the 

possibility of quantifying levels of mental pain through relatively simple and quick psychometric tools, it is very 

useful, for the purposes of prevention, to understand whether investigating mental pain at a clinical level can be a 

valid tool that helps healthcare professionals in assessing suicide risk and thus guides them towards correct 

identification and management of high-risk patients. Based on these considerations, we will present a longitudinal 

study. The study aims to understand if the proposed tools can be integrated into the routine diagnostic evaluation of 

patients at risk of suicide. 
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2. MATERIALS AND METHODS 

 

2.1 STUDY DESIGN 

 

This is a longitudinal, observational study: 179 patients were recruited between October 2020 and October 2022. 

The patients were recruited at the university hospital of Varese (Azienda Socio-Sanitaria Territoriale Sette Laghi), 

on the occasion of a check-up visit at the psychiatric outpatients care services, of Varese, Azzate and Arcisate and at 

the outpatients clinic for anxiety and depression, fulfilling the following inclusion criteria: over 18 years of age; 

presence of a psychiatric illness diagnosed following the diagnostic criteria of the Statistical Diagnostic Manual of 

Mental Disorders, Fifth Edition (DSM-5-TR); signing of an informed consent for the use of data anonymously for 

research purposes. Minor age and the presence of a cognitive or linguistic barrier that compromised the understanding 

of the study were considered exclusion criteria. Subjects suffering from major neuropsychiatric pathologies such as 

epilepsy, intellectual disabilities or genetic syndromes with psychiatric correlates, patients suffering from conditions 

that did not allow completing the evaluation such as linguistic problems, severe dyslexia, poor knowledge of the 

Italian language were excluded from the study. At baseline, sociodemographic, clinical and psychometric data were 

collected which were subsequently correlated with suicidal behaviors assessed at follow-up. Complete suicides were 

considered, or suicidal attempts that led to access to the emergency room requiring observation for at least 24 hours, 

or subsequent hospitalization, or which were followed by an emergency therapeutic intervention, such as gastric 

lavage or urgent surgical stitching. Attempts which did not lead to access to emergency services, but which were 

described as objectively anti-conservative by the referring clinicians and reported in the patient's clinical 

documentation were also considered. After 6 months (T1) and 12 months (T2) from the date of recruitment, the 

hospital (PORTALE) and territorial (PSYCHE) databases and medical records were analyzed with the aim of 

underlining any suicides or attempted suicides that occurred during the follow-up period. 

 

 

3.2 STUDY OBJECTIVES 

 

The objectives of this study are as follows: 

1. Evaluate the association between levels of mental pain measured at baseline and the risk of suicide or AS 

during follow-up. 

2. Deepen knowledge of the correlation between sociodemographic, clinical and laboratory parameters with 

the risk of suicide or attempted suicide. 

 

2.3. SAMPLE 

Patients were recruited from the Psychiatry Unit (U.O.P) of Varese, during a check-up visit, from the psychosocial 

centers (CPS) of Varese, Azzate, and Arcisate, and from the specialized "Anxiety and Depression" outpatient clinic 

of the Hospital of Circolo and Fondazione Macchi of Varese. The sample consists of a group of n=179 patients. 
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2.4 INCLUSION AND EXCLUSION CRITERIA 

 

Recruitment was conducted with the following inclusion criteria: 

• Presence of a psychiatric diagnosis made following the diagnostic criteria of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-5-TR).  

• Age > 18 years.  

• Signature of an informed consent form. 

 

The exclusion criteria were:  

• Age < 18 years.  

• Presence of neurocognitive deficits compromising the understanding of the evaluation tools.  

• Presence of linguistic barriers compromising the understanding of the evaluation tools. 

• Refusal to sign informed consent. 

 

2.5 ASSESSMENT TOOLS 

 

The baseline assessment was conducted during a psychiatric follow-up visit and using the following tools: 

1. Patient Anamnesis Form 

2. Columbia Suicide Severity Rating Scale (C-SSRS) 

3. Beck Depression Inventory-II (BDI II) 

4. Beck Hopelessness Scale (BHS) 

5. Hamilton Depression Rating Scale (HDRS or HAM-D) 

6. Hamilton Anxiety Rating Scale (HAM-A) 

7. Psychache Scale (PAS) 

8. Mental Pain Questionnaire (OMMP) 

 

Patient Anamnesis Form  

This form collected, through direct questioning of the patient, verification of information with the treating physician, and review 

of medical records and databases, the main information about the patient's life and clinical history. The collected information 

includes sociodemographic data (marital status, education, profession, living situation) as well as clinical data (psychiatric 

diagnosis, age of onset, number of hospitalizations, current therapy, previous therapy, previous suicide attempts). Information 

on substance abuse and any comorbid medical diagnoses was also collected. 

 

Suicide Columbia Severity Rating Scale - C-SSRS (Posner et al., 2011)  

The scale is divided into four parts: the first assesses the severity of suicidal ideation (on a 5-point scale, where 1 = wish to be 

dead, 2 = non-specific active suicidal ideation, 3 = suicidal ideation including methods, 4 = suicidal intent, and 5 = active suicidal 

intent with specific plan and means); it is a structured interview designed to evaluate suicidal behavior and ideation. The scale 

consists of four parts: the first part assesses the presence and severity of suicidal ideation, and includes five questions about 

frequency, intensity, controllability, deterrents, and reasons. The total score of this subscale ranges from 0 to 5, with a higher 
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number indicating more intense ideation and greater suicide risk. The second part is the "intensity of ideation" subscale, which 

includes 5 questions about frequency, duration, controllability, deterrents, and reasons. The total score of this subscale ranges 

from 2 to 25, with a higher number indicating more intense ideation and greater suicide risk. The third part is the behavior 

subscale, which is evaluated on a nominal scale that includes actual attempt, interrupted attempt, failed attempt, and preparatory 

behavior. The fourth and final part is the subscale that assesses the lethality of actual attempts and is evaluated on a 6-point scale 

(ranging from 0 = no physical harm or very minor physical harm, e.g. superficial scratches, to 5 = death), as well as the potential 

lethality if the attempt did not result in actual harm (0 = behavior that is unlikely to cause injury; 1 = behavior that can cause 

injury, but is unlikely to cause death; 2 = behavior that can cause death despite available medical care). The C-SSRS has 

demonstrated good validity and high sensitivity and specificity in evaluating suicidal behavior (Posner et al., 2011). The "alert 

responses" are the 4th and 5th items in the "suicidal ideation" section, which relate to the past 30 days (4 = Have you had these 

thoughts and some intention of carrying them out? 5 = Have you started to organize or have you already organized the details of 

how to kill yourself? Do you intend to carry out this plan?) and the 6th item in the "suicidal behavior" section, which relates to 

the past 90 days (6 = Have you done anything to attempt suicide or prepare to kill yourself, such as hoarding pills, obtaining a 

gun, giving away valuable objects, or writing a suicide note?). The guidelines for using the scale warn that in case of an 

affirmative response to these items, prompt engagement with psychiatric services is necessary. 

 

Beck Depression Inventory-II (BDI II) 

The second scale mentioned is the Beck Depression Inventory-II (BDI II), which aims to estimate the presence and intensity of 

depressive traits through 21 guided response questions. The items of the scale are constructed according to the diagnostic criteria 

of major depressive episode of the DSM-IV. Each item consists of a list of four statements organized in order of increasing 

severity (from 0 to 3) and referring to the past two weeks. The questionnaire evaluates the presence of the following depressive 

symptoms: sadness, pessimism, sense of failure, loss of pleasure, guilt, feelings of punishment, loss of self-esteem, self-criticism, 

suicide, crying, agitation, loss of interest, indecision, sense of worthlessness, loss of energy, sleep, irritability, appetite, 

concentration, fatigue, and libido. The BDI-II has been structured to provide a single overall score that can range from 0 to 63, 

and which allows for different degrees of depression to be distinguished: minimal (0-13), mild (14-19), moderate (20-28), and 

severe (29-63). 

 

Beck Hopelessness Scale - BHS (Beck et al., 1974)  

Hopelessness is a psychological construct underlying various mental disorders and refers to the cognitive patterns that have a 

negative expectation towards the future. "Desperate" individuals believe that nothing will work in their favor, that they will 

never succeed in life, that their important goals will not be achieved, and their problems will never be solved. This definition of 

hopelessness corresponds to the third component of the negative triad of Aaron T. Beck's cognitive model of depression, 

composed of a negative view of oneself, a negative view of the present, and a pessimistic view of the future. This instrument 

assesses the feelings and expectations regarding the subject's future and loss of volitional drive through 20 statements with 

dichotomous response (True/False). Scores between zero and 3 are considered physiological; scores between 4 and 8 are mild; 

scores between 9 and 14 are considered moderate, while scores > 14 are considered severe. A score higher than 9 is still 

considered a high suicide risk according to the results of a study on hospitalized patients, which showed that a score of 9 (or 

more) on the BHS scale exposed patients to an 11 times higher suicide risk than those who had a score lower than 9 (Beck et al., 

1990). Other studies have also demonstrated the clinical utility of this scale in identifying suicide risk (McMillan et al., 2007; 

Klonsky et al., 2012); however, more recent evidence has shown the superiority of mental pain scales over BHS in predicting 

suicide risk (Troister et al., 2015). 
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Hamilton Depression Rating Scale - HDRS or HAM-D (Hamilton, 1960)  

Among the hetero-evaluation scales, it is the most commonly used in clinical practice, to the point of being considered a reference 

parameter in most studies on depression. The version we used consists of 21 items. Items are graded, some at 3 (0-2) and others 

at 5 (0-4) levels of severity referring to the main depressive symptoms: depressed mood, feelings of guilt, suicide, early insomnia, 

middle insomnia, late insomnia, work and interests, psychomotor retardation, agitation, psychic anxiety, somatic anxiety, 

gastrointestinal somatic symptoms, general somatic symptoms, genital somatic symptoms, hypochondria, weight loss, insight, 

diurnal variation, depersonalization and derealization, paranoid symptoms, obsessive and compulsive symptoms. The assessment 

criteria are, for the most part, the result of the integration between the objective observation of signs by the administrator and 

the subjective exposure of symptoms, although the severity criterion mainly refers to objective aspects. Scores are calculated as 

follows: < 7: absence of depression; 8-17: mild depression; 18-24: moderate depression; > 25: severe depression. 

 

Hamilton Anxiety Rating Scale - HAM-A (Hamilton, 1959)  

Widely used in clinical practice and often administered in conjunction with the HAM-D, it consists of 14 items that assess both 

psychic and somatic anxiety. The administration mode is similar to that of the HAM-D. Each item is scored on a scale from 0 

(not present) to 4 (severe), with a total score range of 0-56 (<17: mild; 18-24: mild to moderate; >25: severe). 

 

Psychache Scale - PAS (Holden, Mehta et al., 2001)  

Shneidman (1999) was the first to attempt to operationalize mental pain, measuring frustration of vital needs and the disturbance 

associated with this state. Holden and colleagues (2001), in order to test Shneidman's theory of suicide, developed the Psychache 

Scale (PAS) by considering the definition of psychache. There are several studies that confirm this theoretical model (Berlim et 

al., 2003; Mills et al., 2005; Holden et al., 2001). The Psychache Scale consists of 13 items in total and is a self-administered 

scale. Nine elements are evaluated on a 5-point Likert scale ranging from "never" to "always". Four other elements, which reflect 

the intensity of pain, are evaluated on a 5-point Likert scale ranging from "strongly disagree" to "strongly agree". The total score 

is obtained by adding the scores of the items, resulting in a total score between 13 and 65. The PAS is typically considered a 

unidimensional scale (Holden et al., 2001; Mills et al., 2005), with good psychometric properties, as reported by several studies 

involving samples of subjects with different characteristics. The internal consistency is above 90% (Holden et al., 2001; Mills 

et al., 2005; Pereira et al., 2010; Campos & Holden, 2015). The PAS has been found to be able to distinguish those who attempt 

suicide from those who do not (Holden et al., 2001), as well as statistically predicting a person's tendency to commit suicide, 

even after controlling for depression and hopelessness variables (Troister & Holden, 2012; Pereira et al., 2010; DeLisle & 

Holden, 2009; Berlim et al., 2003; Holden et al., 2001). Through the use of PAS, it has been possible to deduce that depression, 

hopelessness, and psychache constitute three distinct dimensions, although they are strongly correlated with each other (DeLisle 

& Holden, 2009; Troister & Holden, 2013) and that each of them contributes uniquely to predicting suicidal ideation. The PAS 

is a fast, sensitive tool primarily aimed at measuring the frequency of the painful phenomenon in order to assess the role of 

psychache as a proximal cause of suicide, rather than quantifying mental pain itself. 

 

 

Orbach & Mikulincer Mental Pain Scale - OMMP (Orbach and colleagues, 2003a) 

Orbach and colleagues (2003a) define mental pain as a set of subjective experiences characterized, in particular, by the individual 

perception of negative changes in oneself. Mental pain proves to be a multidimensional phenomenon that involves cognitive, 

emotional, and psychic aspects. This conceptualization of mental pain allows it to be considered as a common existential 

condition and not exclusively involved in psychopathological processes (Orbach et al., 2003a). This definition, while showing 

some similarities with those provided by Shneidman, as stated by the author himself, also takes into consideration other aspects, 

never examined before, among which are the irreversibility of pain, freezing (conditioned immobility), emotional flooding, self-
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alienation, and disturbance. Therefore, compared to PAS, which evaluates mental pain as a unidimensional construct correlated 

with suicidal ideation, the Orbach & Mikulincer Mental Pain Scale (OMMP) evaluates mental pain as a multidimensional 

construct. The self-evaluating questionnaire OMMP is composed of 44 items, grouped into 9 factors: in addition to those already 

mentioned, it includes loss of control, narcissistic wounds, need for external support, and inner emptiness. Both a total score and 

a score for each individual factor are provided. Each item is rated on a 5-point Likert scale, ranging from "strongly disagree" to 

"strongly agree." The higher the score, the higher the level of mental pain. Compared to PAS, the OMMP adds experiential 

qualities to the definition of mental pain, specifically the irreversibility of pain, freezing, alienation, disturbance, and need for 

others. The scale has demonstrated good concurrent validity compared to the PAS and has been able to distinguish between 

subjects who exhibit suicidal behavior and those who do not. However, it is not able to differentiate between fatal and non-fatal 

suicide attempts (Orbach et al., 2003a; Orbach et al., 2003b; Conrad et al., 2009; Gvion et al., 2014; Levi et al., 2008; Shelef et 

al., 2015). The internal consistency of the different factors ranges from .72 to .95 (Levi et al., 2008; Shelef et al., 2015), while 

the total consistency is over .89 (Gvion et al., 2014; Shelef et al., 2015). 

 

BIOLOGICAL MARKERS 

As emerges in the introductory section, the analysis of the literature revealed a lack of works showing a correlation 

between suicidal risk and alterations in routine laboratory parameters. For this reason we also wanted to include in the 

analyzes the laboratory tests normally used in the clinical practice of emergency room visits or hospital admissions to 

highlight any correlations between their alterations and an increased risk of suicide. We have collected those biological 

markers that are most frequently associated in the literature with major depression or suicide risk and which are 

normally analyzed as a screening at each hospital access. No additional laboratory tests were required. Taking these 

two parameters into account, we included the following laboratory tests in the assessment: white blood cells count, 

ESR (erythrocyte sedimentation rate), CRP (C-reactive Protein), total serum calcium, total cholesterol and TSH 

(thyroid-stimulating hormone). 

 

 

2.6 STATISTICAL ANALYSIS 

 

Descriptive statistics were reported as mean and standard deviation for continuous variables or frequency and 

percentage for qualitative variables. Statistical significance was defined with a p-value ≤0.05. All statistical analyses 

were performed using SPSS Statistics software (IBM SPSS Statistics for Windows, Version 28.0; IBM Corp., 

Armonk, New York, USA). Kolmogorov-Smirnov Test was used to assess distribution. To evaluate the difference 

in scores of a non-parametric quantitative variable in a parametric qualitative variable with two modes, the Mann-

Whitney U test was used. To evaluate the difference in scores of a parametric quantitative variable in a qualitative 

variable with two modes, the Students’ T-test for independent samples was used.  To evaluate the dependence of one 

or more independent variables on a binary qualitative dependent variable, the binary logistic regression model was 

used. To evaluate the association between two qualitative variables, the Chi-square test was used. When necessary 

(when more than 20% of values were less than or equal to 5 and/or there was the presence of values less than 1) and 

to obtain a better interpretation of the data, Cramer's V test was used to verify the association between variables. 
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2.7 DATA PROTECTION  

 

The present study did not involve any additional costs and did not represent an obstacle to the usual clinical activities. 

The processing of personal, demographic, and clinical data is solely for scientific research purposes, and the 

dissemination of the results will only occur in anonymous and/or aggregated form for scientific purposes. Access to 

such data is protected by the responsible party of this research. The material is and will be used exclusively for 

scientific research purposes, never for profit and/or commercial purposes. Clinicians were trained to administer the 

psychometric scales. All personally sensitive information contained in the database used for this study was previously 

de-identified according to the Italian legislation (D.L. 196/2003, art. 110, -24 July 2008 art. 13). Since data were 

made anonymous and unidentifiable, the Provincial Health Ethical Review Board (Ethics Committee of Insubria – 

Azienda Socio Sanitaria Sette Laghi, Varese, Italy) consulted prior to the beginning of the study, has confirmed that, 

since the study consists in a longitudinal investigation, it does not need approval process from the Board. The 

authorization to process the data in anonymous form was included in the informed consent signed by the patients. 

The study was carried out in accordance with the Declaration of Helsinki (with amendments) and Good Clinical 

Practice.  
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3. RESULTS 

 

3.1 SAMPLE CHARACTERISTICS  

 

Sociodemographic data  

The sample consists of 64 males and 114 females, for a total of 178 patients. The majority of patients are between 

the ages of 30 and 69, with a higher percentage between the ages of 50 and 59 (23,5%). 44% of the total sample are 

single, 36% are married, 15,4% are divorced, and 4,6% are widowed. Regarding education, 7,4% of the sample has 

an elementary school diploma, 33% has a middle school diploma, 48,3% has a high school diploma, while 11,4% 

have a university degree. Regarding employment, 33,7% are unemployed, 4% have occasional work, 38,3% have 

stable work, 19,4% are retired, and 4% are disabled. 

 

Clinical data  

Clinical data regarding familiarity with psychiatric disorders, 48,3% of the sample has no significant familiarity, 

16,7% has familiarity with depressive disorder, 13,8% with anxiety disorder, 6,9% with substance use disorder, and 

12,6% have familiarity with multiple psychiatric disorders. Only one patient has familiarity with an eating disorder 

(ED) and only two with a psychotic spectrum disorder. Regarding comorbidity with somatic disorders, the data is 

distributed as follows: 54,0% of patients have no physical comorbidity, 12,1% have comorbidity with cardiovascular 

diseases, only one patient has comorbidity with gastrointestinal disorders, 5,2% have comorbidity with neurological 

disorders, 5,2% with endocrine disorders, 1,7% with infectious diseases, 1,7% have comorbidity with autoimmune 

disorders, 1,7% with rheumatological disorders, only one patient with orthopedic disorders, 1,7% with gynecological 

disorders, while 14.4% of the total sample has multiple comorbidities. Table 3 shows data on the main psychiatric 

diagnosis and psychiatric comorbidities, expressed as frequency (n) and percentage (%). 

 

Table 3: Frequency of the main psychiatric diagnosis in the sample listed in order of frequency 

 

Main Psychiatric Diagnosis n (%) Psychiatric 

Comorbidity 

n (%) 

Personality Disorder (PD) 69 (39,4) None 132 (75,9) 

Major Depressive Disorder (MDD) 46 (26,3) MDD 11 (6,3) 

Attachment Disorder (AD) 21 (12) OCD 1 (0,6) 

Bipolar Disorder 1 (BD1) 10 (5,7)  PAD 1 (0,6) 

Psychotic Spectrum Disorder (PSD) 9 (5,1)  PSD 4 (2,3) 

Generalized Anxiety Disorder (GAD) 6 (3,4)  SUD 9 (5,2) 

Panic Attack Disorder (PAD) 3 (1,7) PD 5 (2,9) 

Bipolar Disorder 2 (BD2) 3 (1,7)  ED 7 (4,0) 

Obsessive Compulsive Disorder (OCD) 2 (1,1) Disability 3 (1,7) 

Eating Disorder (ED) 1 (0,6) Unknown 5 (2,8) 

Total 179 (100,0) Total 179 (100,0) 

SUD=Substance Use Disorder 
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The onset age of the main psychiatric disorder is between 10 and 59 years, with no patient starting before the age of 

10; 6 patients starting after 60 years, and 6 patients starting after 70. Most onsets occurred between 10 and 19 years 

(48,27%). Regarding psychiatric pharmacological therapy, 8,6% of the total sample does not take any pharmacological 

therapy, 19,5% are on monotherapy, and 71,8% are on polytherapy. Furthermore, 26,4% of the sample is also 

undergoing treatment with non-psychiatric drugs. Regarding substance abuse, 10.34% of the sample has a positive 

history of alcohol abuse, 6,3% has a history of abuse of substances other than alcohol (a single substance), while 

13,8% have a history of poly-substance abuse. Regarding the use of substances at the time of recruitment, the total 

sample is distributed as follows: 73,5% do not present substance abuse; 10,3 abuse alcohol, 5,2% abuse a substance 

other than alcohol, and 10,9% have poly-substance abuse. Suicidal ideation and suicidal behavior in the total sample 

are showed in Table 4. The data are reported as frequency (n) and percentage (%). 

 

Table 4: Suicidal ideation and history of AS 

Lifetime Suicidal 

Ideation 

n(%) Current 

Suicidal 

Ideation 

n(%) History 

of AS 

n(%) 

Never 87 (50) Never 118 (67,8) No 93 (53,4) 

Ideation without 

planning 

23 (13,2) Ideation 

without 

planning 

23 (13,2) Yes 81 (46,6) 

Ideation with 

planning 

64 (36,8) Ideation with 

planning 

35 (20,1)   

AS= Attempted Suicide 

 

Of the 26 new suicide attempts, 53,8% (14) involved incongruous ingestion of medicines or toxic substances, 19,2% 

(5) involved a mix of substances, 15,4% (4) involved defenestration, and 11,5% (3) involved self-inflicted wounds. 

 

4.2 SAMPLE ANALYSIS 

 

In the first follow up (6 months) 24 patients attempted suicide. In the second follow up (12 months) 2 patients 

underwent AS. Due to this low number of second follow-ups, only T1 was taken into consideration for the statistical 

analyses, which from now on, will generally be defined as "follow up". 

 

In this study, the association between marital status and suicide attempts (AS) within a six-month period was 

investigated. Gender was also evaluated, but no significant differences were found. The contingency table revealed 

that among single individuals, 15 out of 77 (19,5%) attempted suicide compared to 4 out of 63 (6,3%) married 

individuals. The chi-squared test showed no significant association between marital status and SA (χ² = 2,74, p = 
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0,097), although a trend was observed. However, when combining data for unmarried, divorced and widowed, the 

results are significant, both for the association between married individuals and absence of suicide attempt and for 

those who are not married, or are divorced, or widowed and a new suicide attempt, with a percentage of 6,3% new 

attempts in married individuals against a percentage of 17,9% in those who are not currently married (χ² = 4,51, p = 

0,03). Education level was also evaluated, but no significant differences were found between the groups. The 

association between employment status and suicide attempt was also investigated. The contingency table shows that 

for unemployed individuals, there were 47 cases without suicide attempts and 12 cases of suicide attempts (20,3%). 

In contrast, for employed individuals, there were 63 cases without suicide attempts and 4 cases of suicide attempts 

(6,0%). The chi-square test yielded a value of 22,28, with an asymptotic significance of <0,001 and a Cramer's V of 

0,357, with an approximate significance of <0.001, indicating a statistically significant association between 

employment status and suicide attempt. Regarding family history of mental illness, the contingency table did not 

reveal any significant association between the variable and the outcome (χ2 = 10,83, p = 0,09). Regarding medical 

conditions, no statistically significant association was found with suicide attempt. Significant differences based on the 

primary psychiatric diagnosis wasn’t found, however, patients with a primary diagnosis of Personality Disorder, 

showed a higher rate of AS compared to other diagnoses, with 21,7% new suicide attempts, although the chi-square 

test did not reach statistical significance (χ² = 11,47, p = 0,322). The analysis of comorbidities showed interesting 

results in those who had no comorbidity, with 9,8%. New suicide attempts, compared with the Substances Use 

Disorder (SUD) group who had a 44,4% of the sample perform a AS with a bilateral asymptotic significance of 0,02 

and a Cramer's V of 0,34. These findings suggest that the absence of comorbidities may be a associated to a lesser risk 

of suicide attempt, while the presence of SUD or disability may increase the probability. In the analysis of the 

association between age and suicide attempt, no significant differences were found. However, an interesting finding 

was observed in the group of patients over 60 years of age (n=48), where none had a new suicide attempt. Similarly, 

this trend was replicated by the fact that in the association between age of onset and suicide attempt, no significant 

differences were found. However, an interesting finding was observed in the group of patients over 40 years of age 

(n=57), where only one individual had a new suicide attempt within 6 months. A significant association was found 

between suicide attempts and antipsychotic therapy (χ²=9,9, p=0,02) and mood stabilizer therapy (χ²=10,0, p=0,02), 

while no significant association was found for antidepressant and anxiolytic therapy. A significant association between 

substance abuse history and suicide attempt at follow-up was found, with 112 “no” and 9 “yes” (7,4%) in those without 

history of substance abuse and 39 “no” and 14 “yes” (26,4%) in those with history of substance abuse, with a χ² = 

11,57, and a p-value of <0,001 and a Cramer's V of 0,26. Similarly, a significant association between current substance 

use and new suicide attempt at follow-up with a chi-square of 21,98 and p < 0,001, with a Cramer's V of 0,35. Among 

the 128 subjects who do not abuse substances, 8 AS at follow-up, while among the 19 subjects who abuse multiple 

substances, 6 attempted suicide. The group of patients with a suicide attempt made during the follow-up period, have 

a significantly 32% higher percentage of previous suicide attempts compared to the control group (p=0,005). 

Regarding lifetime suicidal ideation calculated with the C-SRSS score, a notable association was found between never 

having had suicidal ideation and not attempting suicide at follow up (8,0% new suicide attempts), and having had 

suicidal ideation with a plan and attempting suicide at follow up (25,0% new suicide attempts), while the association 

of ideation without a plan was also associated with not attempting suicide (23=no, 0=yes). The Pearson chi-square 

had a value of 12,27 and a p value of 0,001, while the Cramer's V was 0,28. Current suicidal ideation using the C-
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SRSS had similar results. Among the subjects without current suicidal ideation, 9 out of 116 AS within 6 months 

(7,8%). For those with suicidal ideation without a plan, 2 out of 23 (8,7%) attempted suicide within 6 months, while 

for those with current suicidal ideation with a plan, 13 out of 35 (37,1%) attempted suicide within 6 months. The 

association between these variables and the new suicide attempt was statistically significant with a chi-square value 

of 20,10 and a p-value <0,001, and a Cramer's V of 0,34. With the binary regression model it was found that with the 

C-SSRS Lifetime Suicidal Ideation Score, those who had suicidal ideation with any degree of planning were associated 

with a new suicide attempt in 6 months, with a Exp(B)=5 showing that a unitary increase of the score was associated 

with an increase of 5 times in the risk of suicide (R2Nagelkerke = 0,121, p<0,001). Moreover, the results were 

consistent with the C-SRSS Current Suicidal Ideation, with an Exp(B)=6,9 and and R2=0,164 and p=0,001. In the next 

Table 5 and Table 6, a summary of the significant (p<0,05) associations between anamnestic factors and new suicide 

attempts is shown.  

 

Table 5: Socio-demographic and clinical variables with statistical significance (p<0,05). 

 No new AS  New AS  p  V 

Employement     

Unemployed 79,7 20,3 < 0,001 0,357 

Employed 94,0 6,0   

Invalid 57,1 42,9   

Comorbidity     

None 90,2 9,8 0,002 0,337 

Disability 33,3 66,7   

Substance Abuse Disorder 55,6 44,4   

Antipsychotic      

None 93,3 6,7 <0,001 0,461 

Quietapine 47,1 52,9   

Mood stabilizers     

None 91,9 8,1 0,002 0,240 

Any stabilizer 74,0 26,0   

History of drug abuse     

None 92,6 7,4 0,002 0,297 

Substance Poly-abuse 70,8 29,2   

Current drug abuse     

None 93,8 6,3 <0,001 0,355 

Substance Poly-abuse 68,4 31,6   

without planning 91,3 8,7   

with planning 62,9 37,1   

 

 

Table 6: difference in incidence of suicidal attempts in patients with and without a history of previous suicidal attempt. 
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 % No new AS % new AS p V 

Previous AS     

No 58,6 26,9 0,005 0,224 

Yes 41,4 73,1   

 

 

Regarding association between the analyzed scales and attempted suicide at 6 months, subjects who attempted suicide 

during the follow-up period show higher scores at all the psychometric scales; however, only the BDI-II, PAS, BHS 

and C-SRSS scores achieved statistical significance. Fig.8 and Table 7 show the averages of scales’ scores, 

considering the coefficients of statistical significance. 

 

 

[Fig.8]: Averages of the psychometric scales’ scores associated with the risk of new SA. Grayed out - insignificant ones (p>0,05); 

colored out – the scores with p value <0,05, red indicates the scores for those who attempted suicide at the time of the follow-up, 

in blue those who did not. C-SSRS is the control scale. 

 

 

 

 

 

 

 

Table 7: Averages of psychometric scales’ scores associated with the risk of new SA and differences between the two groups. 
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Scales Mean score 

DS 

New AS  

Mean score 

DS 

No new AS 

Mean 

difference 

p  

C-SSRS  - 

Lifetime 

13,3610,73 6,878,58 6,49 0,007 Control 

scale 

C-SSRS  - 

Current 

11,417,56 5,127,90 6,28 <0,001 Control 

Scale 

BHS 10,746,02 8,185,55 2,55 0,047 Hoplessness 

BDI-II 33,2913,77 19,8213,88 13,47 <0,001 Depression 

PAS 38,6314,78 30,9913,77 7,64 <0,01 Psychache 

OMMP 136,7831,60 108,7639,96 28,02 >0,05 Psychache 

HAM-A 7,385,29 7,275,59 0,10 >0,05 Depression 

HAM-D 11,047,25 8,646,74 2,38 >0.05 Anxiety 

 

 

Using binary logistic regression, predictive models of suicide risk were searched for and are reported in Table 8. High 

mean scores obtained in C-SRSS, BHS, BDI-II, PAS and OMMP scales increase the likelihood of making a suicide; 

in particular, the increase of one unit in the total score on the BDI-II scale translates into a probability greater than 

6,4% of attempting a new suicide (p <0,001), this being the score with the highest R2 Nagelkerke, a measure of fit of 

the model used in logistic regression. (R2=0,169); similarly, increases of the C-SSRS - Current score (p <0,001) by 

one unit corresponds to a 8,9% greater risk of incurring a new SA; the increase of one unit in the scale score C-SSRS 

- Lifetime (p = 0,002) results in a probability of making a new SA greater than 7,4%; the increase of one unit in the 

scale score BHS (p = 0,04) results in a probability of making a new SA greater than 8,1%; the increase of one unit in 

the scale score PAS (p = 0,015) results in a probability of making a new SA greater than 3,8%; while the OMMP scale 

showed no significant difference between those who attempted suicide in 6 months and those who didn’t, the increase 

of one unit in the scale score OMMP (p = 0,002) results in a probability of making a new SA greater than 1,8%. Table 

9 summarizes these results. 

 

 

 

 

 

 

Table 8: Binary regression model between psychometric scales and predictive risk of incurring a new AS 
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Scales R2 Nagelkerke Exp(B) p   

C-SSRS  - Intentisty 

(Lifetime) 

0,096 1,074 0,002 Control Scale 

C-SSRS  - Intensity 

(Current) 

0,115 1,089 <0,001 Control Scale 

C-SSRS – Ideation 

(Lifetime) 

0,121 4,905 <0,001 Control Scale 

C-SSRS – Ideation 

(Current) 

0,164 6,876 <0,001 Control Scale 

BHS 0,042 1,081 0,044 Hoplessness 

BDI-II 0,169 1,064 <0,001 Depression 

PAS 0,061 1,038 0,015 Psychache 

OMMP 0,102 1,018 0,002 Psychache 

HAM-A 0,000 1,004 0,928 Anxiety 

HAM-D 0,024 1,047 0,112 Depression 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 9: increase in suicidal risk for each point of increase in score on the scales considered, measured through binary logistic 

regression. 
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Scales Increase in suicide risk 

(%) 

p  

C-SSRS (Lifetime) 7,4 0,002 Control Scale 

C-SSRS (Current) 8,9 <0,001 Control Scale 

BHS 8,1 0,044 Hoplessness 

BDI-II 6,4 <0,001 Depression 

PAS 3,8 0,015 Psychache 

OMMP 1,8 0,002 Psychache 

 

 

Regarding biological markers, no statistically significant indicators of suicide attempt were found. However, most of 

the patients showed altered biochemical results at the routine tests done after the SA. In particular, for inflammation 

markers, 45% had high WBC, 45% had high ESR and 37,5% had high CRP. 42,5% of the sample had a high cholesterol 

count, only 4,3% had high calcium and 7,7% had high TSH.  

 

 

[Fig. 9]: Values of biochemical markers assessed at time of the suicide attempt.   
 

WBC = 4.30-11.00 [10^9/L]; ESR = 0-15 [mm]; CRP = 0,0-5,0 [mg/L]; Cholesterol = <200 [mg/dL]; Total Calcium = 8.8-10.2 [mg/dL]; TSH 

= 0,4-4 [U/ml] 
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4. DISCUSSION 

 

4.1  RESEARCH DISCUSSION 

 

According to suicide research over the past 20 years, the greatest risk factor for suicide is not psychiatric diagnosis 

but levels of psychological pain or "psychache," described as a subjective experience of intolerable distress that the 

person wishes to end by any means available, including physical death (Shneidman 1993; 2005). Therefore, suicide 

prevention efforts are shifting towards early recognition and treatment of this pain, so that the individual can see his 

quality of life improve and therefore choose to live (Pompili, 2013). Several studies have found a statistically 

significant association between high levels of mental pain and a history of suicide attempts, both in clinical samples 

(Orbach et al, 2003b; Flamenbaum & Holden, 2007; Levi et al., 2008; Pereira et al, 2010; Troister & Holden, 2010; 

Patterson & Holden, 2012; DeLisle & Holden, 2009) and non-clinical samples (Lester, 2000; Holden et al., 2001; 

Leenaars & Lester, 2004). In the few prospective studies published so far, it has also been shown that the initial 

intensity of psychological pain is associated with the intensity of suicidal ideation measured both in the short term 

(weeks, months) and in the long term (2 years, 4 years), but, as yet, no studies have actually correlated mental pain 

with suicide or suicidal attempts (Troister & Holden: 2012; 2013, 2018; 2020; Sajatovic et al., 2016).  This longitudinal 

study aimed to evaluate the role of mental pain in predicting effective suicide or suicide attempt and its interactions 

with other sociodemographic, clinical, and psychometric factors, in order to better understand the potential 

applicability of its measurement as a screening method in the context of suicide prevention. 

 

Regarding the first objective we can say that from this work a significant correlation emerges between high levels of 

mental pain and the risk of attempting suicide in the following months. The results showed that not only mental pain, 

but also high levels of hopelessness and depressive symptoms are associated with the risk of AS in the following 

months. The results also showed that high levels of mental pain, hopelessness and depressive symptoms are associated 

not only with a history of AS but also with the risk of AS in the following months. Total scores measured by the PAS, 

BDI-II, C-SSRS and BHS scales were significantly higher in the group with a AS during the follow up than in those 

without and the binary regression model made possible to highlight how as the score on these scales increases, the 

risk of AS also increases. Among these, however, only PAS, BDI-II and BHS seem to have the characteristics of 

simplicity and speed of use which make them more applicable in a screening contexts. HAM-A and HAM-D scale did 

not seem to be related to suicide risk, despite various evidence showing that high levels of anxiety and depression are 

a risk factor and that anxiety disorders are associated with an increase in suicide risk (Nepon et al., 2010). This 

discrepancy could be explained both in terms of diagnostic sampling, i.e. a prevalence of Panic Disorder (Katz et al., 

2011), and intrinsic limitations of the evaluation tool. Pathological anxiety is a complex phenomenon not adequately 

estimated, in its subjective dimensions and experience (therefore properly symptomatic), by a scale that focuses on 

the evaluation mainly on clinical signs (thus objectivable). The OMMP score wasn’t significantly associated with new 

AS, although high were found in that group. Moreover, it was found to be significant, when analyzed with a regression 

model. This was also found in literature were a new form of the scale (OMMP-8) was found a more viable option, 

although more research should be completed prior to adoption (Casanova et al, 2021).  
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In this study, the suicide risk was also assessed over time, specifically in the 6 and 12 months following patient 

recruitment. The low number of AS at 12 months (only two patients) made it impossible to proceed with a statistical 

comparison. Some of the tools used in this work (C-SSRS, BDI, BHS, PAS) were statistically significant at 6 months 

in detecting patients with a higher suicide risk. This can be interpreted as an important clinical finding, indicating that 

mental pain may be an indicator of suicide risk in the short term, while it may lose validity over time, although 

confirmation can only be obtained by extending the sample in order to have an adequate number of patients for 

statistical analyzes even at 12 months. Anyway, this finding has important clinical implications, as it highlights the 

potential value of using mental pain scales to assess suicide risk in specific time periods.  

 

Regarding the second objective, deepening knowledge on the correlation between sociodemographic and clinical 

variables with suicide risk, we can analyze our findings here. 

Regarding sociodemographic data, the characteristics that appeared to be more represented in those who attempted 

suicide was being unemployed or invalid, whereas being employed was positively associated with less percentage of 

AS, which is a tendency that is found in other studies among the literature (Milner et al., 2016). The main reason for 

the absence of work in the people in our sample was represented by the presence of a mental disability such as to limit 

if not abolish the ability to work. There are several reasons why disability may be associated with suicide risk. One is 

that individuals with disabilities might face significant challenges in their daily lives, including physical limitations, 

social isolation, and financial difficulties. These challenges can lead to feelings of hopelessness, helplessness, and 

despair, which are known risk factors for suicide. Another factor is the presence of co-occurring mental health 

conditions, such as depression or anxiety, which are more common among individuals with disabilities. These 

conditions can contribute to suicidal ideation and behavior (Hawton et al., 2013). No significant associations were 

found with gender, age, education level, and marital status, although being unmarried seemed to have a tendency 

towards an increased risk of AS. This data has also been found in other works (Masocco et al., 2008). This finding 

might be due to an increased feeling of loneliness, and the hypothesis that marriage leads to greater social integration 

and more supportive social networks may be applicable.  

As for clinical data, our findings suggest that the absence of comorbidities may be associated to a lesser AS risk, while 

the presence of SUD or disability may increase it. The association between alcohol use disorder and suicidal risk can 

be explained both by an individual predisposition to impulsive and maladaptive behaviors and by a worsening of 

executive functions induced by chronic alcohol use with consequent loss of the ability to self-regulate emotions and 

the development of maladaptive copings which, in turn, increase suicidal risk. In addition, job loss, social isolation 

and loss of family relationships associated with alcohol dependence, further contribute to increase the risk of AS (Rizk 

et al., 2021). Similarly, chronic use of opioids and other substances can cause changes in the brain's neurobiology that 

result in heightened negative emotions, further contributing to the risk of suicide or AS and perpetuating ongoing 

opioid use. Another clinical risk factor for AS found in our sample is, in fact, the presence of substance abuse, past or 

present. This finding is consistent with numerous other scientific evidence on the subject (Pompili, Serafini et al., 

2012; Yuodelis-Flores, Ries, 2015). Substance abuse is associated with suicide for several reasons. Firstly, some 

substances like alcohol and psychoactive substances, are known to impair judgment, increase impulsivity and reduce 

inhibitions, making it more likely for individuals to engage in risky behaviors, including self-harm or suicide attempts 

(Isaacs et al., 2022). Secondly, substance abuse often co-occurs with other psychiatric disorders, such as depression, 



 60 

anxiety, and personality disorders, which also increase the risk of suicide (Hag Lee et al., 2017). Thirdly, substance 

abuse can lead to social, financial, and interpersonal problems, which can further exacerbate feelings of hopelessness 

and despair, contributing thus to suicidal ideation and suicidal behavior. Additionally, also substances’ withdrawal, 

including alcohol withdrawal, cause intense emotional distress, thus increasing suicide risk, during the withdrawal 

period (Gupta et al., 2019). Finally, substance abuse can interfere with effective treatment for mental health conditions, 

making more difficult to manage the underlying psychiatric symptoms that contribute to suicidal ideation and behavior 

(Venkatakrishnan et al., 2006).  

The increased use of polypharmacy in those who had a suicide attempt, compared to those who hadn’t, may be due to 

more severe and complex psychopathological conditions, including comorbidity with more than one mental disorder. 

In fact, the presence of a more serious clinical picture and the co-presence of multiple diagnoses, lead clinicians to a 

greater use of therapeutic combinations. However, using multiple medications at the same time can cause several 

challenges, for example it makes harder to determine if a medication is causing a particular side effect or if it is due 

to the underlying condition. Furthermore, drug interactions, not always carefully evaluated or investigated, can cause 

irritability or agitation and these are known factors associated with suicidal behavior (Boghos et al., 2013). Regarding 

the use of antipsychotics, the explanation appears more controversial: other authors have found that the use of 

antipsychotics seems to represent a risk factor to SA (Ruengorn, Sanichwankul et al., 2012). There are two important 

issues related to bipolar disorder that are often overlooked in research studies. The first issue is that patients with 

bipolar disorder frequently do not adhere to their treatment plan, which can affect their risk of suicide or AS (Sajatovic 

et al., 2009). The second issue is the significant risk of suicide or AS associated with psychotropic withdrawal, 

especially if the withdrawal is rapid (Cosci et al., 2020). Furthermore, add-on therapy with second generation 

antipsychotics is often used in resistant forms of depression and therefore prescribed in the most serious clinical 

conditions. It is therefore possible to interpret this data not so much in the form that the antipsychotic in itself increases 

the risk of suicide, but rather that the antipsychotic is more easily prescribed in forms of resistant or bipolar depression, 

more easily associated with suicide risk in itself. 

 

Regarding biochemical markers, no significant association with suicide was found. This may be at least partly due to 

the fact that not all cases of AS were subjected to routine blood tests and therefore the sample size was small and not 

homogeneous. Almost none of the patients without a suicide attempt had blood tests done so it was not possible to 

compare the two groups. The comparison of the laboratory values was then compared to the values of the general 

population. Levels of  WBC, ESR and CRP were higher than normal in respectively 45%, 45% and 37,5% of the 

sample, a finding that is consistent with what is seen in literature.  For example, Katon and co. decribed the biological 

profile of patients with increased suicide how caracterized by increased levels of IL-6, lymphocytes, monocytes, WBC 

and polymorphonuclear whithe blood cells (PMN) significantly impacted suicide risk, with the latter two inferring the 

strongest influence (Keaton et al., 2019). Elevated levels of C-Reactive Protein have also been identified as correlated 

with both high-lethality suicide attempts (Aguglia et al., 2022) and a lower response to antidepressants (Gasparini et 

al., 2022). Total calcium and TSH were in normality range in most of the patients, as only 4,3% had high calcium 

levels and only 7,7% had high TSH levels. Surely the introduction of laboratory tests among the screening methods, 

are a topic of growing interest and deserve further investigation in the future. 
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4.2 LIMITATIONS  

 

A limitation, common to all surveys using self-administered instruments (or in any case concerning emotional and 

subjective dimensions) is the possibility of confusing information due to patients' reticence, shame or fear of 

consequences. Still, the fact that the self-administered scales were statistically significant, while the scales 

administered by the clinician are not (HAM-A and HAM-D). This data shows how subjective self-evaluation of mental 

distress is more reliable than external evaluation.  

Another factor that represented a major limitation is the small sample size. Firstly, because it did not allow statistical 

analyzes to be carried out at 12 months but only at 6 months. Secondly because it did not make it possible to use 

multivariable regression to estimate suicide risk. The introduction of other independent variables with the available 

sample size would have violated the regression axioms themselves. This, however, did not make it possible to correct 

the correlation between scale scores and suicide risk for other confounding variables such as sociodemographic 

factors, diagnosis, comorbidity or previous AS. Our results are aligned with some works (Orbach et al, 2003b; 

Flamenbaum & Holden, 2007; Levi et al., 2008; Pereira et al, 2010; Troister & Holden, 2010; Patterson & Holden, 

2012; DeLisle & Holden, 2009), but not with other studies (Lester, 2000; Holden et al., 2001; Leenaars & Lester, 

2004), thus confirming the need to reproduce the study on a larger sample. 

The collection of blood test values was limited by the fact that patients who did not enter hospital al baseline or during 

the follow-up did not have blood tests performed. In this way it was not possible to include in the analyzes any of the 

patients from the group who did not attempt suicide during follow-up and only a fraction of those who have attempted 

it. The comparison was therefore made with the values of the general population but this represents a significant limit 

to the interpretation of the results as it is not possible to correct for confounding factors.  

Finally, some variables potentially useful in predicting increased suicide risk were not analyzed. An example is the 

presence of childhood trauma, which in the literature seems related to both an increase in levels of mental pain and an 

increased risk of suicidal ideation (Pompili et al., 2022). We chose not to consider this variable as it is not included in 

the anamnestic collection routinely registered in the medical record and it seemed to the authors to be a too delicate 

topic to be addressed in the space of a single check-up visit. This, however, subtracts an important risk factor to 

consider when estimating suicide risk. 

 

4.3 CONCLUSION AND FUTURE PERSPECTIVES  

 

The results of this study suggest that scores obtained from the C-SSRS, BHS, BDI-II, PAS and OMMP scales may be 

useful tools for assessing suicidal risk in psychiatric outpatients. It would be useful to broaden the sample also for a 

more accurate temporal risk stratification, for example by evaluating the short-term (within 1 month) or longer-term 

risk. Furthermore, the study of other environmental and biological screening factors seems to be of primary 

importance, in order to identify a target population with an increased risk to be directed to targeted treatment pathways. 

From this point of view, the data relating to changes in inflammation or hormone levels seem to be a promising 

investigation area.  

A key point is that the correlation between scale scores and suicidal risk proved to be independent of psychiatric 

diagnosis. We therefore hope to involve a greater number of people in this research in the future, including not only 
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patients belonging to psychiatric services, but also the general population with the help of general practitioners. This 

is particularly important since primary care physicians are often the first point of contact for patients seeking mental 

health care, and they may not have access to specialized psychiatric services or resources. By identifying patients at 

increased risk of suicide using some of these scales, primary care physicians and general practitioner can provide 

targeted prevention and treatment interventions in order to reduce the risk of suicide in their patient population (Luoma 

et al., 2002; Gunnel et al., 2003). 

 

 

 

 

 

 

 

5. BIBLIOGRAPHY 

 



 63 

Aguglia A, Natale A, Fusar-Poli L, Gnecco GB, Lechiara A, 

Marino M, Meinero M, Pastorino F, Costanza A, Spedicato 

GA, Amerio A, Serafini G, Aguglia E, Amore M. C-Reactive 

Protein as a Potential Peripheral Biomarker for High-Lethality 

Suicide Attempts. Life (Basel). 2022 Oct 7;12(10):1557. doi: 

10.3390/life12101557. PMID: 36294992; PMCID: 

PMC9605506. 

 

Ajdacic-Gross V, Weiss MG, Ring M, Hepp U, Bopp M, 

Gutzwiller F Rössler W. Methods of suicide: international 

suicide patterns derived from the WHO mortality database. 

Bulletin of the World Health Organization 2008;86:726–732. 

 

Alban RF, Nuño M, Ko A, Barmparas G, Lewis AV, 

Margulies DR. Weaker gun state laws are associated with 

higher rates of suicide secondary to firearms. J Surg Res. 2018 

Jan;221:135-142. 

 

Andersen UA, Andersen M, Rosholm JU, Gram LF. Contacts 

to the health care system prior to suicide: a comprehensive 

analysis using registers for general and psychiatric hospital 

admissions, contacts to general practitioners and practising 

specialists and drug prescriptions. Acta Psychiatr Scand. 2000 

Aug;102(2):126-34. 

 

Angelakis I, Gooding P, Tarrier N, Maria Panagioti M. 

Suicidality in obsessive compulsive disorder (OCD): a 

systematic review and meta-analysis. Clin Psychol Rev. 2015 

Jul;39:1-15. 

 

Anguelnova M, Benkelfat C, Turecki G. A systematic review 

of association studiesinvestigating genes coding for serotonin 

receptors and the serotonin transporter: II. Suicidal behavior. 

Mol Psychiatry. 2003 Jul;8(7):646-53. 

 

APA. Practice guidelines for the assessment and treatment of 

patients with suicidal behaviours. Arlington, VA, American 

Psychiatric Publishing: 2003. 

 

Arendt, F., Scherr, S., Pasek, J., Jamieson, P. E., & Romer, D. 

(2019). Investigating harmful and helpful effects of watching 

season 2 of 13 Reasons Why: Results of a two-wave U.S. panel 

survey. Social science & medicine (1982), 232, 489–498. 

 

Bachmann S. Epidemiology of Suicide and the Psychiatric 

Perspective. Int J Environ Res Public Health. 2018 Jul 

6;15(7):1425. 

 

Baek, J. H., Kang, E. S., Fava, M., Mischoulon, D., 

Nierenberg, A. A., Yu, B. H., … Jeon, H. J. (2014). Serum 

lipids, recent suicide attempt and recent suicide status in 

patients with major depressive disorder. Progress in Neuro‐

Psychopharmacology & Biological Psychiatry, 51, 113–118. 

 

Bakst SS, Berchenko Y, Braun T, Shohat T. The Effects of 

Publicized Suicide Deaths on Subsequent Suicide Counts in 

Israel. Arch Suicide Res. 2019 Jul-Sep;23(3):440-454. 

 

Bani-Fatemi, A., Tasmim, S., Graff-Guerrero, A., Gerretsen, 

P., Strauss, J., Kolla, N.,Spalletta, G., & De Luca, V. (2018). 

Structural and functional alterations of the suicidal brain: An 

updated review of neuroimaging studies. Psychiatry research. 

Neuroimaging, 278, 77–91. 

 

 

 

Bazrafshan MR, Jahangir F, Mansouri A, Kashfi SH. Coping 

strategies in people attempting suicide. Int J High Risk Behav 

Addict. 2014 Mar; 3(1): e16265. 

Beautrais AL, Fergusson D, Coggan C, Collings C, Doughty 

C, Ellis P et al. Effective  strategies for suicide prevention 

in New Zealand: A review of the evidence. The New Zealand 

Medical Journal. 2007; 120, 1251, U2459. 

 

Beautrais AL, Gibb S. Protecting bridges and high buildings in 

suicide prevention, in D. Wasserman e C. Wasserman (a cura 

di), Oxford textbook of suicidology and  suicide 

prevention, New York, Oxford University Press, 2009;563-

567. 

 

Beautrais AL. Effectiveness of barriers at suicide jumping 

sites: A case study. Australian and New Zealand Journal of 

Psychiatry. 2001; 35:557-562  

 

Beck AT. Beck Hopelessness Scale. The Psychological 

Corporation, 1988. Beck AT, Steer RA, Brown G. Beck 

depression inventory–II. APA PsycTests. 

 

Bennewith, O., Nowers, M. e Gunnell, D. 2007 Effect of 

barriers on the Clifton suspension bridge, England, on local 

patterns of suicide: Implications for prevention. British 

Journal of Psychiatry. 2007; 190: 266-267. 

Berardelli I, Sarubbi S, Spagnoli A, Fina C, Rogante E, Erbuto 

D, Innamorati M, Lester D, Pompili M. Projective Technique 

Testing Approach to the Understanding of Psychological Pain 

in Suicidal and Non- Suicidal Psychiatric Inpatients. Int J 

Environ Res Public Health. 2019 Dec 31;17(1):284. 

 

Bernstein DP, Fink L, Handelsman L, Foote J. Childhood 

Trauma Questionnaire (CTQ). 1994; APA PsycTests. 

 

Beurel, E., Toups, M., & Nemeroff, C. B. (2020). The 

Bidirectional Relationship of Depression and Inflammation: 

Double Trouble. Neuron, 107(2), 234–256.  

 

Black C, Miller BJ. Meta-Analysis of Cytokines and 

Chemokines in Suicidality: Distinguishing Suicidal Versus 

Nonsuicidal Patients. Biol Psychiatry. 2015 Jul 1;78(1):28-37. 

doi: 10.1016/j.biopsych.2014.10.014. Epub 2014 Oct 30. 

PMID: 25541493. 

 

Bryan, Craig J., Rethinking Suicide: Why Prevention Fails, 

and How We Can Do Better (New York, 2021; online 

edn, Oxford Academic, 1 June 2021) 

 

Buckner JD, Lemke AW, Jeffries ER, Shah SM. Social anxiety 

and suicidal ideation: Test of the utility of the interpersonal-

psychological theory of suicide. J Anxiety Disord. 2017 

Jan;45:60-63. 

 

Carano A , De Berardis D, Campanella D, Serroni N, Ferri F, 

Di Iorio G et al. Alexithymia and suicide ideation in a sample 

of patients with binge eating disorder. J Psychiatr Pract. 2012 

Jan;18(1):5-11. 

Casanova Kawohl W, Nordt C. COVID-19, unemployment, 

and suicide. Lancet Psychiatry. 2020 May;7(5):389- 390. 

 

 

Casanova, M.P., Nelson, M.C., Pickering, M.A. et 

al. Measuring psychological pain: psychometric analysis of 

https://pubmed.ncbi.nlm.nih.gov/?term=Alban%2BRF&cauthor_id=29229119
https://pubmed.ncbi.nlm.nih.gov/?term=Nu%C3%B1o%2BM&cauthor_id=29229119
https://pubmed.ncbi.nlm.nih.gov/?term=Ko%2BA&cauthor_id=29229119
https://pubmed.ncbi.nlm.nih.gov/?term=Barmparas%2BG&cauthor_id=29229119
https://pubmed.ncbi.nlm.nih.gov/?term=Lewis%2BAV&cauthor_id=29229119
https://pubmed.ncbi.nlm.nih.gov/?term=Margulies%2BDR&cauthor_id=29229119
https://pubmed.ncbi.nlm.nih.gov/?term=Andersen%2BUA&cauthor_id=10937785
https://pubmed.ncbi.nlm.nih.gov/?term=Andersen%2BM&cauthor_id=10937785
https://pubmed.ncbi.nlm.nih.gov/?term=Rosholm%2BJU&cauthor_id=10937785
https://pubmed.ncbi.nlm.nih.gov/?term=Gram%2BLF&cauthor_id=10937785
https://pubmed.ncbi.nlm.nih.gov/?term=Angelakis%2BI&cauthor_id=25875222
https://pubmed.ncbi.nlm.nih.gov/?term=Gooding%2BP&cauthor_id=25875222
https://pubmed.ncbi.nlm.nih.gov/?term=Tarrier%2BN&cauthor_id=25875222
https://pubmed.ncbi.nlm.nih.gov/?term=Panagioti%2BM&cauthor_id=25875222
https://pubmed.ncbi.nlm.nih.gov/25875222/#affiliation-4
https://pubmed.ncbi.nlm.nih.gov/?term=Benkelfat%2BC&cauthor_id=12874600
https://pubmed.ncbi.nlm.nih.gov/?term=Turecki%2BG&cauthor_id=12874600
https://pubmed.ncbi.nlm.nih.gov/?term=Bachmann%2BS&cauthor_id=29986446
https://pubmed.ncbi.nlm.nih.gov/24971300/
https://pubmed.ncbi.nlm.nih.gov/24971300/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4070193/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4070193/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4070193/
https://en.wikipedia.org/wiki/Harcourt_Assessment
https://en.wikipedia.org/wiki/Harcourt_Assessment
https://scholar.google.it/citations?user=l25FBY0AAAAJ&hl=it&oi=sra
https://pubmed.ncbi.nlm.nih.gov/?term=Berardelli%2BI&cauthor_id=31906119
https://pubmed.ncbi.nlm.nih.gov/31906119/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Sarubbi%2BS&cauthor_id=31906119
https://pubmed.ncbi.nlm.nih.gov/?term=Spagnoli%2BA&cauthor_id=31906119
https://pubmed.ncbi.nlm.nih.gov/31906119/#affiliation-3
https://pubmed.ncbi.nlm.nih.gov/?term=Fina%2BC&cauthor_id=31906119
https://pubmed.ncbi.nlm.nih.gov/31906119/#affiliation-4
https://pubmed.ncbi.nlm.nih.gov/?term=Rogante%2BE&cauthor_id=31906119
https://pubmed.ncbi.nlm.nih.gov/31906119/#affiliation-2
https://pubmed.ncbi.nlm.nih.gov/?term=Erbuto%2BD&cauthor_id=31906119
https://pubmed.ncbi.nlm.nih.gov/?term=Erbuto%2BD&cauthor_id=31906119
https://pubmed.ncbi.nlm.nih.gov/31906119/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Innamorati%2BM&cauthor_id=31906119
https://pubmed.ncbi.nlm.nih.gov/31906119/#affiliation-5
https://pubmed.ncbi.nlm.nih.gov/?term=Lester%2BD&cauthor_id=31906119
https://pubmed.ncbi.nlm.nih.gov/31906119/#affiliation-6
https://pubmed.ncbi.nlm.nih.gov/?term=Pompili%2BM&cauthor_id=31906119
https://pubmed.ncbi.nlm.nih.gov/31906119/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Carano%2BA&cauthor_id=22261978
https://pubmed.ncbi.nlm.nih.gov/?term=De%2BBerardis%2BD&cauthor_id=22261978
https://pubmed.ncbi.nlm.nih.gov/?term=Campanella%2BD&cauthor_id=22261978
https://pubmed.ncbi.nlm.nih.gov/?term=Serroni%2BN&cauthor_id=22261978
https://pubmed.ncbi.nlm.nih.gov/?term=Ferri%2BF&cauthor_id=22261978
https://pubmed.ncbi.nlm.nih.gov/?term=Di%2BIorio%2BG&cauthor_id=22261978
https://pubmed.ncbi.nlm.nih.gov/32353269/
https://pubmed.ncbi.nlm.nih.gov/32353269/


 64 

the Orbach and Mikulincer Mental Pain Scale. Meas Instrum 

Soc Sci 3, 7 (2021). 

 

Chatzittofis, A., Nordstrom, P., Hellstrom, C., Arver, S., 

Asberg, M., & Jokinen, J. (2013). CSF 5‐HIAA, cortisol and 

DHEAS levels in suicide attempters. European 

Neuropsychopharmacology, 23, 1280–1287. 

 

Christoffersen MN, Poulsen HD, Nielsen A. Attempted suicide 

among young people: risk factors in a prospective register 

based study of Danish children born in 1966. Acta Psychiatr 

Scand 2003; 108 (5):350-358. 

 

Clarke, Ronald V., and Pat Mayhew. “The British Gas Suicide 

Story and Its Criminological Implications.” Crime and 

Justice 10 (1988): 79–116. 

 

Colucci E, Lester D. Suicide and culture. 2013. Hogrefe 

Publishing. 

Conejero I, Olié E, Courtet P, Calati R. Suicide in older adults: 

current perspectives. Clin Interv Aging. 2018 Apr 20;13:691-

699. 

Conwell Y, Orden KV, Caine ED. Suicide in Older Adults. 

Psychiatr Clin North Am. 2011 Jun; 34(2): 451–468. 

 

Correa, H., Duval, F., Mokrani, M., Bailey, P., Tremeau, F., 

Staner, L., … Macher, J. P. (2000). Prolactin response to D‐

fenfluramine and suicidal behavior in depressed patients. 

Psychiatry Research, 93, 189–199. 

 

Coryell, W., & Schlesser, M. (2001). The dexamethasone 

suppression test and suicide prediction. The American Journal 

of Psychiatry, 158, 748–753. 

Cosci F, Chouinard G: Acute and Persistent Withdrawal 

Syndromes Following  Discontinuation of Psychotropic 

Medications. Psychother Psychosom 2020;89:283-306.  

Courtet P, Picot MC, Bellivier F, Torres S, Jollant F, 

Michelon C, Castelnau D, Astruc  B, Buresi C, Malafosse 

A. Serotonin transporter gene may be involved in short-term 

risk of subsequent suicide attempts. Biol Psychiatry. 2004 Jan 

1;55(1):46-51. 

 

De Berardis D , Fornaro M , Laura Orsolini L , Valchera A , 

Carano A , Vellante F , Perna G , Serafini G, Gonda X ,  

 

Pompili M , Martinotti G , Di Giannantonio M. Alexithymia 

and Suicide Risk in Psychiatric Disorders: A Mini-Review. 

Front Psychiatry. 2017 Aug 14;8:148. 

de Oliveira GNM, Kummer A, Salgado JV, de Araújo Filho 

GM, David AS, Teixeira AL. Suicidality in temporal lobe 

epilepsy: measuring the weight of impulsivity and depression. 

Epilepsy Behav. 2011 Dec;22(4):745-9 

De Rosa, C., Del Vecchio, V., Del Gaudio, L., Sampogna, G., 

Luciano, M., Giacco, D., & Fiorillo, A. (2011). Il suicidio e 

Internet: Una ricerca sui siti web italiani. Italian Journal of 

Psychopathology, 17(4), 376–382. 

 

De Simone S, Bosco MA, La Russa R, Vittorio S, Di Fazio N, 

Neri M, Cipolloni L, Baldari B. Suicide and Neurotrophin 

Factors: A Systematic Review of the Correlation between 

BDNF and GDNF and Self-Killing. Healthcare (Basel). 2022 

Dec 27;11(1):78. doi: 10.3390/healthcare11010078. PMID: 

36611538; PMCID: PMC9818650. 

 

DeLisle MM, Holden RR. Differentiating between depression, 

hopelessness, and psychache in university undergraduates. 

Measurement and Evaluation in Counseling and 

Development, 2009; 42: 46–63. 

Dell'osso L, Carmassi C, Rucci P, Ciapparelli A, Paggini R, 

Ramacciotti CE, Conversano C, Balestrieri M, Marazziti D. 

Lifetime subthreshold mania is related to suicidality  in 

posttraumatic stress disorder. CNS Spectr. 2009 

May;14(5):262-6. 

 

Demirkol ME , Tamam L , Namli Z , Karaytuğ MO , Uğur K. 

Association of Psychache and  Alexithymia  With Suicide in 

Patients With Schizophrenia. J Nerv Ment Dis. 2019 

Aug;207(8):668-674. 

Demirkol ME, Namlı Z, Davul ÖE, Karaytuğ MO, Tamam L, 

Yılmaz H. Psychache and  SuicidalHistory in Patients with 

Obsessive-Compulsive Disorder. Neuropsychiatr Dis Treat. 

2019; 15: 3531–3539. 

Deutschenbaur, L., Beck, J., Kiyhankhadiv, A., Mühlhauser, 

M., Borgwardt, S., Walter, M., Hasler, G., Sollberger, D., & 

Lang, U. E. (2016). Role of calcium, glutamate  and NMDA 

in major depression and therapeutic application. Progress in 

neuro-psychopharmacology & biological psychiatry, 64, 325–

333. 

 

Dolsen MR, Cheng P, Arnedt JT, Swanson L, Casement MD, 

Kim HS, Goldschmied JR, Hoffmann RF, Armitage R, 

Deldin PJ. Neurophysiological correlates of suicidal ideation 

in major depressive disorder: Hyperarousal during sleep. J 

Affect Disord. 2017 Apr 1; 212: 160–166. 

 

Domínguez-Baleón C, Gutiérrez-Mondragón LF , Campos-

González AI , Rentería ME. Neuroimaging Studies of Suicidal 

Behavior and Non-suicidal Self-Injury in  Psychiatric 

Patients: A Systematic Review. Front Psychiatry. 2018 Oct 

16;9:500 

 

Edwards MJ, Holden RR. Coping, meaning in life, and 

suicidal manifestations: Examining gender differences. 

Journal of Clinical Psychology, 2003;59:1133– 1150. 

 

Ellison, L. F., & Morrison, H. I. (2001). Low serum 

cholesterol concentration and risk of suicide. Epidemiology, 

12, 168–172 

 

Etzersdorfer E, Kapusta ND, Sonneck G. Suicide by shooting 

is correlated to rate of gun licenses in Austrian counties. Wien 

Klin Wochenschr. 2006 Aug;118(15-16):464-8. 

Eurostat, 2016. 

 

Fernández-Sevillano J, González-Ortega I, MacDowell K, 

Zorrilla I, López MP, Courtet P, Gabilondo A, Martínez-

Cengotitabengoa M, Leza JC, Sáiz P, González-Pinto A. 

Inflammation biomarkers in suicide attempts and their relation 

to abuse, global functioning and cognition. World J Biol 

Psychiatry. 2022 Mar-Apr;23(4):307-317. doi: 

10.1080/15622975.2021.1988703. Epub 2021 Nov 3. PMID: 

34730074. 

 

Fleming M. Distinction between mental pain and psychic 

suffering as separate entities  in the patient's experience. 

International Forum of Psychoanalysis. 2006;  15(4):195-

200. 

 

https://pubmed.ncbi.nlm.nih.gov/29719381/
https://pubmed.ncbi.nlm.nih.gov/29719381/
https://pubmed.ncbi.nlm.nih.gov/?term=Courtet%2BP&cauthor_id=14706424
https://pubmed.ncbi.nlm.nih.gov/?term=Picot%2BMC&cauthor_id=14706424
https://pubmed.ncbi.nlm.nih.gov/?term=Bellivier%2BF&cauthor_id=14706424
https://pubmed.ncbi.nlm.nih.gov/?term=Torres%2BS&cauthor_id=14706424
https://pubmed.ncbi.nlm.nih.gov/?term=Jollant%2BF&cauthor_id=14706424
https://pubmed.ncbi.nlm.nih.gov/?term=Michelon%2BC&cauthor_id=14706424
https://pubmed.ncbi.nlm.nih.gov/?term=Castelnau%2BD&cauthor_id=14706424
https://pubmed.ncbi.nlm.nih.gov/?term=Astruc%2BB&cauthor_id=14706424
https://pubmed.ncbi.nlm.nih.gov/?term=Buresi%2BC&cauthor_id=14706424
https://pubmed.ncbi.nlm.nih.gov/?term=Malafosse%2BA&cauthor_id=14706424
https://pubmed.ncbi.nlm.nih.gov/?term=Malafosse%2BA&cauthor_id=14706424
https://pubmed.ncbi.nlm.nih.gov/?term=De%2BBerardis%2BD&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Fornaro%2BM&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Orsolini%2BL&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Valchera%2BA&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Carano%2BA&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Vellante%2BF&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Perna%2BG&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Serafini%2BG&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Gonda%2BX&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Pompili%2BM&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Martinotti%2BG&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Di%2BGiannantonio%2BM&cauthor_id=28855878
https://pubmed.ncbi.nlm.nih.gov/?term=Demirkol%2BME&cauthor_id=31318739
https://pubmed.ncbi.nlm.nih.gov/?term=Tamam%2BL&cauthor_id=31318739
https://pubmed.ncbi.nlm.nih.gov/?term=Namli%2BZ&cauthor_id=31318739
https://pubmed.ncbi.nlm.nih.gov/?term=Karaytu%C4%9F%2BMO&cauthor_id=31318739
https://pubmed.ncbi.nlm.nih.gov/?term=U%C4%9Fur%2BK&cauthor_id=31318739
https://www.ncbi.nlm.nih.gov/pubmed/?term=Demirkol%20ME%5BAuthor%5D&cauthor=true&cauthor_uid=31920313
https://www.ncbi.nlm.nih.gov/pubmed/?term=Naml%26%23x00131%3B%20Z%5BAuthor%5D&cauthor=true&cauthor_uid=31920313
https://www.ncbi.nlm.nih.gov/pubmed/?term=Eri%26%23x0015f%3B%20Davul%20%26%23x000d6%3B%5BAuthor%5D&cauthor=true&cauthor_uid=31920313
https://www.ncbi.nlm.nih.gov/pubmed/?term=Karaytu%26%23x0011f%3B%20MO%5BAuthor%5D&cauthor=true&cauthor_uid=31920313
https://www.ncbi.nlm.nih.gov/pubmed/?term=Tamam%20L%5BAuthor%5D&cauthor=true&cauthor_uid=31920313
https://www.ncbi.nlm.nih.gov/pubmed/?term=Y%26%23x00131%3Blmaz%20H%5BAuthor%5D&cauthor=true&cauthor_uid=31920313
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6935281/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dolsen%20MR%5BAuthor%5D&cauthor=true&cauthor_uid=28192765
https://www.ncbi.nlm.nih.gov/pubmed/?term=Cheng%20P%5BAuthor%5D&cauthor=true&cauthor_uid=28192765
https://www.ncbi.nlm.nih.gov/pubmed/?term=Arnedt%20JT%5BAuthor%5D&cauthor=true&cauthor_uid=28192765
https://www.ncbi.nlm.nih.gov/pubmed/?term=Swanson%20L%5BAuthor%5D&cauthor=true&cauthor_uid=28192765
https://www.ncbi.nlm.nih.gov/pubmed/?term=Casement%20MD%5BAuthor%5D&cauthor=true&cauthor_uid=28192765
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kim%20HS%5BAuthor%5D&cauthor=true&cauthor_uid=28192765
https://www.ncbi.nlm.nih.gov/pubmed/?term=Goldschmied%20JR%5BAuthor%5D&cauthor=true&cauthor_uid=28192765
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hoffmann%20RF%5BAuthor%5D&cauthor=true&cauthor_uid=28192765
https://www.ncbi.nlm.nih.gov/pubmed/?term=Armitage%20R%5BAuthor%5D&cauthor=true&cauthor_uid=28192765
https://www.ncbi.nlm.nih.gov/pubmed/?term=Deldin%20PJ%5BAuthor%5D&cauthor=true&cauthor_uid=28192765
https://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=28192765
https://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=28192765
https://pubmed.ncbi.nlm.nih.gov/?term=Dom%C3%ADnguez-Bale%C3%B3n%2BC&cauthor_id=30386264
https://pubmed.ncbi.nlm.nih.gov/?term=Guti%C3%A9rrez-Mondrag%C3%B3n%2BLF&cauthor_id=30386264
https://pubmed.ncbi.nlm.nih.gov/?term=Campos-Gonz%C3%A1lez%2BAI&cauthor_id=30386264
https://pubmed.ncbi.nlm.nih.gov/?term=Campos-Gonz%C3%A1lez%2BAI&cauthor_id=30386264
https://pubmed.ncbi.nlm.nih.gov/?term=Renter%C3%ADa%2BME&cauthor_id=30386264


 65 

Florence, C., Simon, T., Haegerich, T. Luo, F., & Zhou, C. 

Estimated lifetime medical and work-loss costs of fatal injuries 

– United States, 2013. Morbidity and Mortality Weekly Report. 

2015; 64(38), 1074– 1077. 

Flynn, J. J., & Holden, R. R. (2007). Predictors of suicidality 

in a sample of suicide attempters. Canadian Psychology, 

48(2a), 317. 

 

Forte A, Trobia F, Gualtieri F, Lamis DA, Cardamone G, 

Giallonardo V, Fiorillo A, Girardi P, Pompili M. Suicide Risk 

among Immigrants and Ethnic Minorities: A Literature 

Overview. Int J Environ Res Public Health. 2018 Jul 

8;15(7):1438. 

 

Franklin JC, Ribeiro  JD,  Fox KR, Bentley KH, Kleiman EM, 

Huang X, Musacchio KM, Jaroszewski AC, Chang BP, Nock 

MK. Risk factors for suicidal thoughts and behaviors: A meta-

analysis of 50 years of research.Psychol Bull . 2017 

Feb;143(2):187-232. doi: 10.1037/bul0000084. Epub 2016 

Nov 14. 

Ganança, L., Oquendo, M. A., Tyrka, A. R., Cisneros-Trujillo, 

S., Mann, J. J., & Sublette, M. E. (2016). The role of cytokines 

in the pathophysiology of suicidal 

behavior. Psychoneuroendocrinology, 63, 296–310. 

 

Garlow SJ , Purselle D, Heninger M. Ethnic differences in 

patterns of suicide across the life cycle. Am J Psychiatry. 2005 

Feb;162(2):319-23. 

 

Gasparini A, Callegari C, Lucca G, Bellini A, Caselli I, 

Ielmini M. Inflammatory Biomarker and Response to 

Antidepressant in Major Depressive Disorder: a Systematic 

Review and Meta-Analysis. Psychopharmacol Bull. 2022 Feb 

25;52(1):36-52. PMID: 35342200; PMCID: PMC8896754. 

 

Gearing RE, Alonzo D. Religione Religion and Suicide: New 

Findings. J Relig Health. 2018 Dec;57(6):2478-2499. 

 

Gonda X, Pompili M, Serafini G, Montebovi F, Campi S, 

Dome P, Duleba T, Girardi P, Rihmer Z. JSuicidal behavior in 

bipolar disorder: epidemiology, characteristics  and major 

risk factors. J Affect Disord. 2012 Dec 20;143(1-3):16-26. 

Goodwin RD, Marusic A, Hoven CW. Suicide attempts in the 

United States: the role of  physical illness. Soc Sci Med. 

2003 Apr;56(8):1783-8. 

Gould MS, Kramer RA. 2001 Youth suicide prevention, in 

«Suicide & Life-Threatening Behavior», 2001; 31 Suppl: 6-31. 

Gould MS. e Kramer, R.A. 2001 Youth suicide prevention, in 

«Suicide & Life- Threatening Behavior», 2001; 31 Suppl: 

6-31. 

 

Gradus JL, Qin P, Lincoln AK, Miller M, Lawler E, Sørensen 

HT, Lash TL. Posttraumatic stress disorder and completed 

suicide. Am J Epidemiol. 2010 Mar 15;171(6):721-7. 

 

Gunnell D, Middleton N, Franke S. Method availability and 

the prevention of suicide–a  re-analysis of secular trends in 

England and Wales 1950–1975. Soc Psychiatry Psychiatr 

Epidemiol. 2000 Oct;35(10):437-43. 

 

Gupta R, Narnoli S, Das N, Sarkar S, Balhara YPS. Patterns 

and predictors of self-harm in patients with substance-use 

disorder. Indian J Psychiatry. 2019;61(5):431- 438.  

 

Guzmán EM, Cha CB, Ribeiro   JD,  Franklin JC. Suicide 

risk around the world: a meta-analysis of longitudinal 

studies. Social Psychiatry and Psychiatric. Epidemiology 

(2019) 54:1459–1470. 

Gvion Y, Apter A. Aggression, impulsivity, and suicide 

behavior: a review of the literature Arch Suicide Res. 

2011;15(2):93-112. 

 

Hales RE, Yudofsky SC, Talbott JA. Psichiatria. Torino: 

Centro Scientifico Editore, 2003.Hantouche E, Angst J, 

Azorin JM. Explained factors of suicide attempts in major 

depression. J Affect Disord. 2010 Dec;127(1-3):305-8. 

Hamilton M. A rating scale for depression. J Neurol Neurosurg 

Psychiatry 1960; 23:56– 62. Hamilton M.The assessment 

of anxiety states by rating. Br J Med Psychol 1959; 32:50–55. 

 

Holden RR, Mehta K, Cunningham EJ, McLeod LD. 

Development and preliminary validation of a scale of 

psychache. Canadian Journal of Behavioural Science, 

2001;33(4):224-232. 

 

Horesh N, Levi Y, Apter A. Medically serious versus non-

serious suicide attempts: relationships of lethality and intent 

to clinical and interpersonal characteristics. Journal of 

affective disorders. 2012;136(3): 286-293. 

 

Hubers, A. A. M., Moaddine, S., Peersmann, S. H. M., Stijnen, 

T., van Duijn, E., van der  Mast, R. C., Dekkers, O. M., & 

Giltay, E. J. (2018). Suicidal ideation and  subsequent 

completed suicide in both psychiatric and non-psychiatric 

populations: a meta-analysis. Epidemiology and psychiatric 

sciences, 27(2), 186–198. 

 

Ilgen M, Kleinberg F. The link between substance abuse, 

violence, and suicide. Psychiatric Times, 2011 

 

Irigoyen M, Porras-Segovia A, Galván L, Puigdevall M, Giner 

L, De Leon S, Baca-García E. Predictors of re-attempt in a 

cohort of suicide attempters: A survival analysis.  J 

Affect Disord. 2019 Mar 15;247:20- 28 

 

Isaacs, J. Y., Smith, M. M., Sherry, S. B., Seno, M., Moore, 

M. L., & Stewart, S. H. (2022). Alcohol use and death by 

suicide: A meta-analysis of 33 studies. Suicide & life-

threatening behavior, 52 (4), 600–614. 

https://doi.org/10.1111/sltb.12846 

ISTAT, 2017.  https://www.istat.it/it/archivio/203366 

Jan Thorson & Per-Arne Öberg (2003) Was There a Suicide 

Epidemic After Goethe's Werther ?, Archives of Suicide 

Research, 7:1, 69-72 

 

Johnson J, Gooding PA, Tarrier N. Resilience as positive 

coping appraisals: Testing the schematic appraisals model of 

suicide (SAMS). Behav Res Ther. 2010 Mar;48(3):179-86. 

 

Joiner, T. E. Jr., Conwell, Y., Fitzpatrick, K. K., Witte, T. K., 

Schmidt, N. B., Berlim, M. T., Rudd, M. D. (2005). Four 

studies on how past and current suicidality relate even when 

“everything but the kitchen sink” is covaried. Journal of 

Abnormal Psychology, 114, 291–203. 

 

https://pubmed.ncbi.nlm.nih.gov/?term=Garlow%2BSJ&cauthor_id=15677597
https://pubmed.ncbi.nlm.nih.gov/?term=Purselle%2BD&cauthor_id=15677597
https://pubmed.ncbi.nlm.nih.gov/?term=Heninger%2BM&cauthor_id=15677597
https://pubmed.ncbi.nlm.nih.gov/?term=Gearing%2BRE&cauthor_id=29736876
https://pubmed.ncbi.nlm.nih.gov/?term=Alonzo%2BD&cauthor_id=29736876
https://pubmed.ncbi.nlm.nih.gov/22763038/
https://pubmed.ncbi.nlm.nih.gov/22763038/
https://pubmed.ncbi.nlm.nih.gov/22763038/
https://pubmed.ncbi.nlm.nih.gov/12639594/
https://pubmed.ncbi.nlm.nih.gov/12639594/
https://pubmed.ncbi.nlm.nih.gov/?term=Gradus%2BJL&cauthor_id=20160171
https://pubmed.ncbi.nlm.nih.gov/20160171/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Qin%2BP&cauthor_id=20160171
https://pubmed.ncbi.nlm.nih.gov/?term=Lincoln%2BAK&cauthor_id=20160171
https://pubmed.ncbi.nlm.nih.gov/?term=Miller%2BM&cauthor_id=20160171
https://pubmed.ncbi.nlm.nih.gov/?term=Lawler%2BE&cauthor_id=20160171
https://pubmed.ncbi.nlm.nih.gov/?term=S%C3%B8rensen%2BHT&cauthor_id=20160171
https://pubmed.ncbi.nlm.nih.gov/?term=S%C3%B8rensen%2BHT&cauthor_id=20160171
https://pubmed.ncbi.nlm.nih.gov/?term=Lash%2BTL&cauthor_id=20160171
https://scholar.google.it/citations?user=baFhQggAAAAJ&hl=it&oi=sra
https://pubmed.ncbi.nlm.nih.gov/?term=Gvion%2BY&cauthor_id=21541857
https://pubmed.ncbi.nlm.nih.gov/?term=Apter%2BA&cauthor_id=21541857
https://pubmed.ncbi.nlm.nih.gov/20554011/
https://pubmed.ncbi.nlm.nih.gov/20554011/
https://www.researchgate.net/profile/Ronald_Holden
https://www.researchgate.net/scientific-contributions/2001788173-E-Jane-Cunningham
https://www.researchgate.net/scientific-contributions/2001706669-Lindsay-D-McLeod
https://www.researchgate.net/journal/0008-400X_Canadian_Journal_of_Behavioural_Science
http://www.abusewatch.net/The%20Link%20Between%20Substance%20Abuse%2C%20Violence%2C%20and%20Suicide.pdf
http://www.abusewatch.net/The%20Link%20Between%20Substance%20Abuse%2C%20Violence%2C%20and%20Suicide.pdf
https://pubmed.ncbi.nlm.nih.gov/30640026/
https://pubmed.ncbi.nlm.nih.gov/30640026/
https://pubmed.ncbi.nlm.nih.gov/30640026/


 66 

Jokinen, J., & Nordstrom, P. (2009). HPA axis hyperactivity 

and attempted suicide in young adult mood disorder 

inpatients. Journal of Affective Disorders, 116, 117–120.  

 

Jokinen, J., Martensson, B., Nordstrom, A. L., & Nordstrom, 

P. (2008). CSF 5‐HIAA and DST non‐suppression ‐

independent biomarkers in suicide attempters? Journal of 

Affective Disorders, 105, 241–245. 

 

Jokinen, J., Nordstrom, A. L., & Nordstrom, P. (2010). 

Cholesterol, CSF 5‐HIAA, violence and intent in suicidal 

men. Psychiatry Research, 178, 217–219. 

 

Jones JD, Boyd RB, Calkins ME, Moore TM, Ahmed A, 

Barzilay R, Benton TD, Gur RE, Gur RC. Association between 

family history of suicide attempt and neurocognitive 

functioning in community youth. J Child Psychol Psychiatry. 

2020 Mar 30;10.1111/jcpp.13239. 

Ju Ji N, Young Lee W, Seok Noh M, Yip PS. The impact of 

indiscriminate media coverage of a celebrity suicide on a 

society with a high suicide rate: epidemiological  findings on 

copycat suicides from South Korea. J Affect Disord. 2014 

Mar;156:56-61. 

 

Jung-Ah Min, Chang-Uk Lee, Jeong-Ho Chae. Resilience 

moderates the risk of depression and anxiety symptoms on 

suicidal ideation in patients with depression and/or anxiety 

disorders. Compr Psychiatry. 2015 Jan;56:103-11. 

 

Keaton SA, Madaj ZB, Heilman P, Smart L, Grit J, Gibbons 

R, Postolache TT, Roaten K, Achtyes ED, Brundin L. An 

inflammatory profile linked to increased suicide risk. J Affect 

Disord. 2019 Mar 15;247:57-65. doi: 

10.1016/j.jad.2018.12.100. Epub 2019 Jan 3. PMID: 

30654266; PMCID: PMC6860980. 

 

Kim HS. Correlation between personality, family dynamic 

environment and suicidal  attempt among Korean 

adolescents population. J Korean Acad Nursing 2002; 32 

(2):231-242. 

 

Kim JL , Kim JM , Choi Y , Lee TH , Park EC. Effect of 

Socioeconomic Status on the Linkage Between Suicidal 

Ideation and Suicide Attempts. Suicide Life Threat Behav. 

2016 Oct;46(5):588-597. 

 

Kim MD, Hong SC, Lee SY, Kwak YS, Lee CI, Hwang SW, 

Shin TK, Lee SM, Shin JN. Suicide risk in relation to social 

class: A national register-based study of adult suicides in 

Korea, 1999-2001. Int J Soc Psychiatry 2006; 52 (2): 138-151. 

King, E. A., Baldwin, D. S., Sinclair, J. M. A., Baker, N. G., 

Campbell, M., & Thompson, C. (2001). The Wessex recent in-

patient suicide study, 1. Case-control study of 234 recently 

discharged psychiatric patient suicides. The British Journal of 

Psychiatry, 178, 531–536. 

 

Klomek AB, Sourander A, Niemelä S, Kumpulainen K, Piha 

J, Tamminen T, Almqvist F, Gould MS. Childhood Bullying 

Behaviors as a Risk for Suicide Attempts and Completed 

Suicides: A Population- Based Birth Cohort Study. J Am Acad 

Child Adolesc Psychiatry. 2009 Mar;48(3):254-261. 

 

Klonsky ED, Kotov R, Bakst S, Rabinowitz J, Bromet EJ. 

Hopelessness as a predictor of attempted suicide among first 

admission patients with psychosis: A 10-year cohort study. 

Suicide Life Threat Behav. 2012 Feb; 42(1): 1–10. 

Knipe, D., Williams, A. J., Hannam-Swain, S., Upton, S., 

Brown, K., Bandara, P., Chang, S. S., & Kapur, N. (2019). 

Psychiatric morbidity and suicidal behaviour in low- and 

middle-income countries: A systematic review and meta-

analysis. PLoS  medicine, 16(10), e1002905. 

 

Kolves K, Varnik A, Schneider B, Fritze J, Allik J. Recent life 

events and suicide: A casecontrol study in Tallinn and 

Frankfurt. Soc Sci Med 2006; 62 (11): 2887-2896. 

 

Krysinska K, Lester D. Post-traumatic stress disorder and 

suicide risk: a systematic review. Arch Suicide Res. 

2010;14(1):1-23. 

 

Kučukalić S, Kučukalić A. Stigma and Suicide. Psychiatr 

Danub. 2017 Dec;29(Suppl 5):895-899. 

 

L. Sher, Depression and alcoholism, QJM: An International 

Journal of Medicine, Volume 97, Issue 4, April 2004, Pages 

237–240. 

 

Lambert CE, Troister T, Ramadan Z, Montemarano V, Fekken 

GC, Holden RR. Psychache Predicts Suicide Attempter Status 

Change in Students Starting University. Suicide Life Threat 

Behav. 2020 Jun;50(3):668-678. 

 

Latalova K, Kamaradova D, Prasko J. Suicide in bipolar 

disorder: a review. Psychiatr Danub. 2014 Jun;26(2):108-14. 

 

Lawrence, R. E., Oquendo, M. A., & Stanley, B. (2016). 

Religion and Suicide Risk: A  Systematic Review. Archives of 

suicide research :Official Journal of the International 

Academy for Suicide Research, 20(1), 1–21. 

 

Leavey G, Mallon S, Rondon-Sulbaran J, Galway K, Rosato 

M, Hughes L. The failure of suicide prevention in primary 

care: family and GP perspectives - a qualitative  study. BMC 

Psychiatry. 2017 Nov 21;17(1):369. 

 

Lee SI & Han-Yong Jung MD. Psychosocial Risk Factors for 

Suicide. Psychiatry Invest 2006; 3 (2):15- 22. 

Lee SM , Jang KI , Chae JH. Electroencephalographic 

Correlates of Suicidal Ideation in the Theta Band. Clin EEG 

Neurosci. 2017 Sep;48(5):316-321. 

 

Lee, K. H., Jun, J. S., Kim, Y. J., Roh, S., Moon, S. S., 

Bukonda, N., & Hines, L. (2017). Mental Health, Substance 

Abuse, and Suicide Among Homeless Adults. Journal of 

evidence-informed social work, 14(4), 229–242.   

 

Lester D. Evidence-based suicide prevention by helplines: A 

meta-analysis, in M. Pompili e R. Tatarelli (a cura di), 

Evidence-based practice in suicidology,  Göttingen, 

Hogrefe, 2010; 139-152. 

 

Levi Y, Horesh N, Fischel T, Treves I, Or E, Apter A. Mental 

pain and its communication in medically serious suicide 

attempts: an “impossible situation”. Journal of Affective 

Disorders 2008;111(2):244-250. 

 

Levi-Belz Y, Gvion Y, Horesh N, Fischel T, Treves I, Or E, et 

al. Mental pain,  communication difficulties, and medically 

serious suicide attempts: a case-control study. Arch Suicide 

Res. 2014;18:74– 87. 

https://pubmed.ncbi.nlm.nih.gov/?term=Jones%2BJD&cauthor_id=32227601
https://pubmed.ncbi.nlm.nih.gov/32227601/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Boyd%2BRC&cauthor_id=32227601
https://pubmed.ncbi.nlm.nih.gov/?term=Calkins%2BME&cauthor_id=32227601
https://pubmed.ncbi.nlm.nih.gov/32227601/#affiliation-2
https://pubmed.ncbi.nlm.nih.gov/?term=Moore%2BTM&cauthor_id=32227601
https://pubmed.ncbi.nlm.nih.gov/32227601/#affiliation-2
https://pubmed.ncbi.nlm.nih.gov/?term=Ahmed%2BA&cauthor_id=32227601
https://pubmed.ncbi.nlm.nih.gov/32227601/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Barzilay%2BR&cauthor_id=32227601
https://pubmed.ncbi.nlm.nih.gov/?term=Benton%2BTD&cauthor_id=32227601
https://pubmed.ncbi.nlm.nih.gov/?term=Gur%2BRE&cauthor_id=32227601
https://pubmed.ncbi.nlm.nih.gov/?term=Gur%2BRC&cauthor_id=32227601
https://pubmed.ncbi.nlm.nih.gov/24355649/
https://pubmed.ncbi.nlm.nih.gov/24355649/
https://pubmed.ncbi.nlm.nih.gov/24355649/
https://pubmed.ncbi.nlm.nih.gov/24355649/
https://pubmed.ncbi.nlm.nih.gov/24355649/
https://pubmed.ncbi.nlm.nih.gov/24355649/
https://pubmed.ncbi.nlm.nih.gov/?term=Min%2BJA&cauthor_id=25248467
https://pubmed.ncbi.nlm.nih.gov/?term=Lee%2BCU&cauthor_id=25248467
https://pubmed.ncbi.nlm.nih.gov/?term=Chae%2BJH&cauthor_id=25248467
https://pubmed.ncbi.nlm.nih.gov/?term=Kim%2BJL&cauthor_id=26991513
https://pubmed.ncbi.nlm.nih.gov/?term=Kim%2BJM&cauthor_id=26991513
https://pubmed.ncbi.nlm.nih.gov/?term=Choi%2BY&cauthor_id=26991513
https://pubmed.ncbi.nlm.nih.gov/?term=Lee%2BTH&cauthor_id=26991513
https://pubmed.ncbi.nlm.nih.gov/?term=Park%2BEC&cauthor_id=26991513
https://www.ncbi.nlm.nih.gov/pubmed/?term=Klonsky%20ED%5BAuthor%5D&cauthor=true&cauthor_uid=22320192
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kotov%20R%5BAuthor%5D&cauthor=true&cauthor_uid=22320192
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bakst%20S%5BAuthor%5D&cauthor=true&cauthor_uid=22320192
https://www.ncbi.nlm.nih.gov/pubmed/?term=Rabinowitz%20J%5BAuthor%5D&cauthor=true&cauthor_uid=22320192
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bromet%20EJ%5BAuthor%5D&cauthor=true&cauthor_uid=22320192
https://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=22320192
https://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=22320192
https://pubmed.ncbi.nlm.nih.gov/?term=Krysinska%2BK&cauthor_id=20112140
https://pubmed.ncbi.nlm.nih.gov/?term=Lester%2BD&cauthor_id=20112140
https://pubmed.ncbi.nlm.nih.gov/29283986/
https://pubmed.ncbi.nlm.nih.gov/32052885/
https://pubmed.ncbi.nlm.nih.gov/32052885/
https://pubmed.ncbi.nlm.nih.gov/32052885/
https://pubmed.ncbi.nlm.nih.gov/?term=Leavey%2BG&cauthor_id=29157221
https://pubmed.ncbi.nlm.nih.gov/?term=Mallon%2BS&cauthor_id=29157221
https://pubmed.ncbi.nlm.nih.gov/?term=Rondon-Sulbaran%2BJ&cauthor_id=29157221
https://pubmed.ncbi.nlm.nih.gov/?term=Galway%2BK&cauthor_id=29157221
https://pubmed.ncbi.nlm.nih.gov/?term=Rosato%2BM&cauthor_id=29157221
https://pubmed.ncbi.nlm.nih.gov/?term=Hughes%2BL&cauthor_id=29157221
https://pubmed.ncbi.nlm.nih.gov/?term=Lee%2BSM&cauthor_id=28201930
https://pubmed.ncbi.nlm.nih.gov/?term=Jang%2BKI&cauthor_id=28201930
https://pubmed.ncbi.nlm.nih.gov/?term=Chae%2BJH&cauthor_id=28201930


 67 

Lew B, Huen J, Yu P, Yuan L, Wang DF, Ping F, Talib MA, 

Lester D, Jia CX. Associations between depression, anxiety, 

stress, hopelessness, subjective well-being, coping styles and 

suicide in Chinese university students.   

Li H, Zhang X, Sun Q, Zou R, Li Z, Liu S. Association 

between serum lipid concentrations and attempted suicide in 

patients with major depressive disorder: A meta-analysis. 

PLoS One. 2020 Dec 10;15(12):e0243847. doi: 

10.1371/journal.pone.0243847. PMID: 33301469; PMCID: 

PMC7728216. 

 

Li J, Wang L, Wang Z, Zhao F, Sun Y, Lu Y, Yang L. 

Association between suicide attempts and anemia in late-life 

depression inpatients. BMC Geriatr. 2024 Jan 10;24(1):43. 

doi: 10.1186/s12877-023-04649-9. PMID: 38200429; 

PMCID: PMC10782764. 

Li Z , Page A, Martin G, Taylor R. Attributable risk of 

psychiatric and socio-economic  factors for suicide from 

individual-level, population-based studies: a systematic 

review. Soc Sci Med. 2011 Feb;72(4):608- 16. 

 

Lim M, Lee SU, Park JI. Difference in suicide methods used 

between suicide attempters and suicide completers. Int J Ment 

Health Syst. 2014 Dec 15;8(1):54. 

 

Liwinski T, Lang UE. Folate and Its Significance in 

Depressive Disorders and Suicidality: A Comprehensive 

Narrative Review. Nutrients. 2023 Sep 4;15(17):3859. doi: 

10.3390/nu15173859. PMID: 37686891; PMCID: 

PMC10490031. 

 

Loh, H. H., Lim, L. L., Yee, A., & Loh, H. S. (2019). 

Association between subclinical hypothyroidism and 

depression: An updated systematic review and meta-analysis 

11 Medical and Health Sciences 1103 Clinical Sciences. BMC 

Psychiatry, 19(1), 1–10.  

 

Luoma JB, Martin CE, Pearson JL. Contact with mental health 

and primary care providers before suicide: a review of the 

evidence. Am J Psychiatry. 2002 Jun;159(6):909-16. 

 

Lutwak N, Dill C. PTSD and Risk of Suicide. Mil Med. 2017 

Sep;182(9):1684. 

 

Mann JJ, Apter A, Bertolote, J, Beautrais A, Currier D, Haas 

A et al. Suicide prevention strategies: A systematic review, in 

«Journal of the American Medical Association»,2005; 

294(16): 2064-2074. 

 

Martin MS, Dykxhoorn J, Afifi TO, Colman I. Child abuse and 

the prevalence of suicide attempts among those reporting 

suicide ideation. Soc Psychiatry Psychiatr Epidemiol. 2016 

Nov;51(11):1477-1484. 

Martin PC , Zimmer TJ , Pan LA. Magnetic resonance 

imaging markers of suicide attempt and suicide risk in 

adolescents. CNS Spectr. 2015 Aug;20(4):355-8. 

Masocco, M., Pompili, M., Vichi, M., Vanacore, N., Lester, 

D., & Tatarelli, R. (2008).  Suicide and marital status in 

Italy. The Psychiatric quarterly, 79(4), 275–285. 

 

McGirr A, Paris J, Lesage A, Renaud, Turecki G. Risk factors 

for suicide completion in  borderline personality disorder: 

A case-control study of cluster B comorbidity and impulsive 

aggression. The Journal of Clinical Psychiatry, 2007. 68(5), 

721–729. 

 

McGowan PO, Sasaki A, D'Alessio A, Dymov S, Labonté B, 

Szyf M, Turecki G, Meaney MJ. Epigenetic regulation of the 

glucocorticoid receptor in human brain associates with 

childhood abuse. Nat Neurosci. 2009 Mar;12(3):342-8. 

 

McIntyre RS, Lee Y. Projected increases in suicide in Canada 

as a consequence of COVID-19. Psychiatry Res. 2020 

Aug;290:113104. 

 

Meerwijk EL, Ford JM, & Weiss SJ. Brain regions associated 

with psychological pain: implications for a neural network 

and its relationship to physical pain. Brain imaging and 

behavior. 2013;7(1): 1-14. 

 

Mehmet ED, Lut T, Zeynep N, Mahmut Onur K, Kerim U. 

Association of Psychache and Alexithymia With Suicide in 

Patients With Schizophrenia. The Journal of Nervous and 

Mental Disease, 2019; 207(8):668-674 

 

Melhem NM, Porta G, Oquendo MA, Zelazny J, Keilp JG, 

Iyengar S, Burke A, Birmaher B, Stanley B, Mann JJ, Brent 

DA. Severity and Variability of Depression Symptoms 

Predicting Suicide Attempt in High-Risk Individuals. JAMA 

Psychiatry. 2019 Jun 1;76(6):603-613. 

 

Miller AB, Esposito-Smythers C, Weismoore JT, Renshaw 

KD. The Relation Between Child Maltreatment and 

Adolescent Suicidal Behavior: A Systematic Review and 

Critical Examination of the Literature. Clin Child Fam 

Psychol Rev. 2013 Jun; 16(2): 146–172. 

Mills, J. F., Green, K., & Reddon, J. R. (2005). An evaluation 

of the Psychache Scale on an offender population. Suicide and 

Life-Threatening Behavior, 35, 570–580. 

Milner, A., Page, A., & LaMontagne, A. D. (2013). Long-term 

unemployment and suicide: a systematic review and meta-

analysis. PloS one, 8(1), e51333. 

Mirkovic, B., Labelle, R., Guilé, J. M., Belloncle, V., Bodeau, 

N., Knafo, A., Condat, A., Bapt-Cazalets, N., Marguet, C., 

Breton, J. J., Cohen, D., & Gérardin, P. (2015).  Coping 

skills among adolescent suicide attempters: results of a 

multisite study. Canadian Journal of Psychiatry. Revue 

Canadienne de Psychiatrie, 60(2), S37–S45. 

 

Mohammadi Y, Ansari N, Daneshi Maskooni M, Amiri MR. 

Association of Vitamin D with Suicide Behaviors: A 

Systematic Review and Meta-Analysis. Iran J Psychiatry. 

2023 Oct;18(4):484-492. doi: 10.18502/ijps.v18i4.13635. 

PMID: 37881417; PMCID: PMC10594001. 

 

Montemarano V, Troister T, Lambert CE, Holden RR. A four-

year longitudinal study examining psychache and suicide 

ideation in elevated-risk undergraduates: A test of 

Shneidman's model of suicidal behavior. J Clin Psychol. 2018 

Oct;74(10):1820-1832. 

 

Motto JA, Bostrom AG. A randomized controlled trial of 

postcrisis suicide prevention. Psychiatr Serv. 2001 

Jun;52(6):828-33. 

 

Navarro D, Marín-Mayor M, Gasparyan A, García-Gutiérrez 

MS, Rubio G, Manzanares J. Molecular Changes Associated 

with Suicide. Int J Mol Sci. 2023 Nov 24;24(23):16726. doi: 

https://pubmed.ncbi.nlm.nih.gov/?term=Li%2BZ&cauthor_id=21211874
https://pubmed.ncbi.nlm.nih.gov/?term=Page%2BA&cauthor_id=21211874
https://pubmed.ncbi.nlm.nih.gov/?term=Martin%2BG&cauthor_id=21211874
https://pubmed.ncbi.nlm.nih.gov/?term=Taylor%2BR&cauthor_id=21211874
https://pubmed.ncbi.nlm.nih.gov/?term=Luoma%2BJB&cauthor_id=12042175
https://pubmed.ncbi.nlm.nih.gov/?term=Martin%2BCE&cauthor_id=12042175
https://pubmed.ncbi.nlm.nih.gov/?term=Pearson%2BJL&cauthor_id=12042175
https://pubmed.ncbi.nlm.nih.gov/28885928/
https://pubmed.ncbi.nlm.nih.gov/27290608/
https://pubmed.ncbi.nlm.nih.gov/27290608/
https://pubmed.ncbi.nlm.nih.gov/27290608/
https://pubmed.ncbi.nlm.nih.gov/27290608/
https://pubmed.ncbi.nlm.nih.gov/?term=Martin%2BPC&cauthor_id=25907463
https://pubmed.ncbi.nlm.nih.gov/?term=Zimmer%2BTJ&cauthor_id=25907463
https://pubmed.ncbi.nlm.nih.gov/?term=Pan%2BLA&cauthor_id=25907463
https://pubmed.ncbi.nlm.nih.gov/32460184/
https://pubmed.ncbi.nlm.nih.gov/32460184/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Esposito-Smythers%20C%5BAuthor%5D&cauthor=true&cauthor_uid=23568617
https://www.ncbi.nlm.nih.gov/pubmed/?term=Weismoore%20JT%5BAuthor%5D&cauthor=true&cauthor_uid=23568617
https://www.ncbi.nlm.nih.gov/pubmed/?term=Renshaw%20KD%5BAuthor%5D&cauthor=true&cauthor_uid=23568617
https://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=23568617
https://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=23568617
https://pubmed.ncbi.nlm.nih.gov/29768664/
https://pubmed.ncbi.nlm.nih.gov/29768664/
https://pubmed.ncbi.nlm.nih.gov/29768664/
https://pubmed.ncbi.nlm.nih.gov/29768664/
https://pubmed.ncbi.nlm.nih.gov/29768664/
https://pubmed.ncbi.nlm.nih.gov/29768664/
https://pubmed.ncbi.nlm.nih.gov/?term=Motto%2BJA&cauthor_id=11376235
https://pubmed.ncbi.nlm.nih.gov/11376235/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Bostrom%2BAG&cauthor_id=11376235


 68 

10.3390/ijms242316726. PMID: 38069051; PMCID: 

PMC10706600. 

 

Nepon J, Belik SL, Bolton J, Sareen J. The relationship 

between anxiety disorders and  suicide attempts: 

findings from the National Epidemiologic Survey on Alcohol 

and Related Conditions. Depress Anxiety. 2010 

Sep;27(9):791-8. 

New York State Bridge Authority. A comprehensive plan for 

suicide prevention, education and awareness, 2008. New 

York, New York State Bridge Authority. 

Niederkrotenthaler T, Stack S, Till B, et al. Association of 

Increased Youth Suicides in  the United States With the 

Release of 13 Reasons Why. JAMA 

Psychiatry. 2019;76(9):933–940. 

Nordentoft, M., Mortensen, P. B., & Pedersen, C. B. (2011). 

Suicide attempts and suicide risk in psychiatric patients: a 

case-control study. Journal of Affective Disorders, 133(1-2), 

192-197. doi: 10.1016/j.jad.2011.03.030 

Norström T, Grönqvist H. The Great Recession, 

unemployment and suicide. J Epidemiol Community Health. 

2015 Feb;69(2):110-6. 

 

Novick DM, Swartz HA, Frank E. Suicide attempts in bipolar 

I and bipolar II disorder: a review and meta‐analysis of the 

evidence. Bipolar Disord. 2010 Feb;12(1):1-9. 

 

O’Carroll PW, Silverman MM. Community suicide 

prevention: The effectiveness of bridge barriers. Suicide and 

Life-Threatening Behavior. 1994; 24(1):89-91. 

 

O'Connor DB, Gartland N, O'Connor RC. Stress, cortisol and 

suicide risk. Int Rev Neurobiol. 2020;152:101-130. doi: 

10.1016/bs.irn.2019.11.006. Epub 2020 Jan 27. PMID: 

32450993. 

 

Olié E, Guillaume S, Jaussent I, Courtet P, Jollant F. Higher 

psychological pain during a  major depressive episode may be 

a factor of vulnerability to suicidal ideation and act. J Affect 

Disord. 2010 Jan;120(1- 3):226-30. 

 

Orbach I, Mikulincer M, Sirota P, Gilboa-Schechtman E. 

Mental pain: A multidimensional operationalization and 

definition. Suicide and Life- Threatening Behavior. 

2003;33(3):219-230. 

 

Owens, D., Horrocks, J., & House, A. (2002). Fatal and non-

fatal repetition of self-harm: systematic review. The British 

Journal of Psychiatry, 181(3), 193-199. 

Paolucci EO and Violato C. A meta-analysis of the published 

research on the effects of child sexual abuse. J Psychology 

2001; 135 (1):17- 36. 

 

Parra-Uribe I, Blasco-Fontecilla H, Garcia-Parés G, Martínez-

Naval L, Valero-Coppin O, Cebrià-Meca A,    Oquendo   MA,   

Palao-Vidal    D.   Risk of re-attempts and suicide death after   

a suicide attempt: A survival analysis. BMC Psychiatry. 2017 

May 4;17(1):163. 

Patterson AA, Holden RR. Psychache and suicide ideation 

among men who are homeless: a test of Shneidman's model. 

Suicide Life Threat Behav. 2012 Apr;42(2):147-56. 

 

Pereira, E. J., Kroner, D. G., Holden, R. R., & Flamenbaum, 

R. (2010). Testing Shneidman’s model of suicidality in 

incarcerated offenders and in  undergraduates. 

Personality and Individual Differences, 49, 912–917. 

 

Perroud N, P Courtet, I Vincze, I Jaussent, F Jollant, F 

Bellivier, M Leboyer, P Baud, C Buresi, A Malafosse. 

Interaction between BDNF Val66Met and childhood trauma on 

adult's violent suicide attempt. Genes Brain Behav. 2008 

Apr;7(3):314-22. 

 

Placidi GP, Oquendo MA, Malone KM, Huang YY, Ellis SP, 

Mann JJ. Aggressivity, suicide attempts, and depression: 

relationship to cerebrospinal fluid monoamine metabolite 

levels. Biol Psychiatry. 2001 Nov 15;50(10):783-91. 

 

Pompili M, Erbuto D, Innamorati M, Luciano M, Sampogna 

G, Abbate-Daga G, Barlati S, Carmassi C, Castellini G, De 

Fazio P, Di Lorenzo G, Di Nicola M, Ferrari S, Gramaglia C, 

Nanni MG, Pasquini M, Pinna F, Poloni N, Serafini G, 

Signorelli M, Ventriglio A, Volpe U, Fiorillo A. The 

Relationship Between Mental Pain, Suicide Risk, and 

Childhood Traumatic Experiences: Results From a 

Multicenter Study. J Clin Psychiatry. 2022 Jun 

15;83(4):21m14176. doi: 10.4088/JCP.21m14176. PMID: 

35704708. 

 

Pompili M, Girardi P, Ruberto A, Tatarelli R. Suicide in 

borderline personality disorder: a meta-analysis. Nord J 

Psychiatry. 2005;59(5):319-24. 

Pompili M, Lester D, Innamorati M, Tatarelli R, Girardi P. 

Assessment and treatment  of suicide risk in  schizophrenia. 

Expert Rev Neurother. 2008 Jan;8(1):51-74. 

Pompili M, Lester D, Leenaars A, Tatarelli R, Girardi P. 

Suicide and psychache: a preliminary investigation. Suicide 

Life Threat Behav 38: 116-121, 2008b. 

Pompili M, Lester D, Leenaars AA, Tatarelli R, Girardi P. 

Psychache and Suicide: A Preliminary Investigation. Suicide 

and Life-Threatening Behavior. 2008; 38(1):116-121. 

Pompili M, Serafini G, Innamorati M, Biondi M, Siracusano 

A et al. Substance abuse and suicide risk among adolescents. 

Eur Arch Psychiatry Clin Neurosci. 2012 

Pompili M, Serafini G, Innamorati M, Biondi M, Siracusano A, 

Di Giannantonio M, Giupponi G, Amore M, Lester D, Girardi 

P, Möller-Leimkühler AM. Substance  abuse and suicide risk 

among adolescents. Eur Arch Psychiatry Clin Neurosci. 2012 

Jan 31. 

Pompili M. La psicoterapia del dolore mentale dei soggetti 

a rischio di suicidio. In: "Il suicidio e la sua prevenzione". 

Tatarelli R, Pompili M (eds.). Fioriti Editore,Roma, 2008. 

Pompili M. Psychache. In: Bryant CD, Dennis PL (eds.). 

Encyclopedia of Death and the Human Experience. Sage 

Publications, Thousand Oaks, CA, 2009 (in press) 

Pompili M. Suicide on my mind, prevention on my agenda. 

Clinical Neuropsychiatry, 2:162-167, 2008a. 

 

Posner K , Brown GK, Stanley B, Brent DA, Yershova KV,   

Oquendo MA, Currier GW, Melvin GA, Greenhill L, Shen 

S, Mann JJ. The Columbia–Suicide Severity Rating Scale: 

Initial Validity and Internal Consistency Findings From Three 

https://pubmed.ncbi.nlm.nih.gov/25339416/
https://pubmed.ncbi.nlm.nih.gov/25339416/
https://pubmed.ncbi.nlm.nih.gov/?term=Oli%C3%A9%2BE&cauthor_id=19394086
https://pubmed.ncbi.nlm.nih.gov/?term=Guillaume%2BS&cauthor_id=19394086
https://pubmed.ncbi.nlm.nih.gov/?term=Jaussent%2BI&cauthor_id=19394086
https://pubmed.ncbi.nlm.nih.gov/?term=Courtet%2BP&cauthor_id=19394086
https://pubmed.ncbi.nlm.nih.gov/?term=Jollant%2BF&cauthor_id=19394086
https://pubmed.ncbi.nlm.nih.gov/28472923/
https://pubmed.ncbi.nlm.nih.gov/28472923/
https://pubmed.ncbi.nlm.nih.gov/28472923/
https://pubmed.ncbi.nlm.nih.gov/28472923/
https://pubmed.ncbi.nlm.nih.gov/28472923/
https://pubmed.ncbi.nlm.nih.gov/28472923/
https://pubmed.ncbi.nlm.nih.gov/?term=Patterson%2BAA&cauthor_id=22324750
https://pubmed.ncbi.nlm.nih.gov/22324750/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Holden%2BRR&cauthor_id=22324750
https://pubmed.ncbi.nlm.nih.gov/?term=Perroud%2BN&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Courtet%2BP&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Vincze%2BI&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Jaussent%2BI&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Jollant%2BF&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Bellivier%2BF&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Bellivier%2BF&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Leboyer%2BM&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Baud%2BP&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Buresi%2BC&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Malafosse%2BA&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Malafosse%2BA&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Malafosse%2BA&cauthor_id=17883407
https://pubmed.ncbi.nlm.nih.gov/?term=Pompili%2BM&cauthor_id=16757458
https://pubmed.ncbi.nlm.nih.gov/?term=Girardi%2BP&cauthor_id=16757458
https://pubmed.ncbi.nlm.nih.gov/?term=Ruberto%2BA&cauthor_id=16757458
https://pubmed.ncbi.nlm.nih.gov/?term=Tatarelli%2BR&cauthor_id=16757458
https://pubmed.ncbi.nlm.nih.gov/?term=Pompili%2BM&cauthor_id=18088201
https://pubmed.ncbi.nlm.nih.gov/18088201/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Lester%2BD&cauthor_id=18088201
https://pubmed.ncbi.nlm.nih.gov/?term=Innamorati%2BM&cauthor_id=18088201
https://pubmed.ncbi.nlm.nih.gov/?term=Tatarelli%2BR&cauthor_id=18088201
https://pubmed.ncbi.nlm.nih.gov/?term=Girardi%2BP&cauthor_id=18088201
https://pubmed.ncbi.nlm.nih.gov/22290639/
https://pubmed.ncbi.nlm.nih.gov/22290639/
https://pubmed.ncbi.nlm.nih.gov/22290639/
https://pubmed.ncbi.nlm.nih.gov/22290639/
https://pubmed.ncbi.nlm.nih.gov/22290639/
https://pubmed.ncbi.nlm.nih.gov/?term=Posner%2BK&cauthor_id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Brown%2BGK&cauthor_id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Stanley%2BB&cauthor_id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Brent%2BDA&cauthor_id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Yershova%2BKV&cauthor_id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Oquendo%2BMA&cauthor_id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Currier%2BGW&cauthor_id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Melvin%2BGA&cauthor_id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Greenhill%2BL&cauthor_id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Shen%2BS&cauthor_id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Shen%2BS&cauthor_id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Mann%2BJJ&cauthor_id=22193671


 69 

Multisite Studies With Adolescents and Adults. Am J 

Psychiatry. 2011 Dec; 168(12): 1266–1277. 

 

Preti, A. (2007). Suicide among animals: A review of evidence. 

Psychological Reports,  101(3 I), 831–848. 

https://doi.org/10.2466/PR0.101.3.831-848 

 

Quan H, Arboleda-Flórez J, Fick GH, Stuart HL, Love EJ. 

Association between physical illness and suicide among the 

elderly. Soc Psychiatry Psychiatr Epidemiol. 2002 

Apr;37(4):190-7. 

 

Reisch T, Michel K. 2005 Securing a suicide hot spot: Effects of 

a safety net at the Bern Muenster Terrace. Suicide and Life-

Threatening Behavior. 2005; 35: 460-467. 

 

Rihmer Z, Dome P, Gonda X. The role of general practitioners 

in prevention of depression-related suicides. 

Neuropsychopharmacol Hung. 2012 Dec;14(4):245-51. 

 

Rihmer Z, Rutz W, Pihlgren H. Depression and suicide on 

Gotland. An intensive study  of all suicides before and after a 

depression-training programme for general practitioners. J 

Affect Disord. 1995 Dec 18;35(4):147-52. 

 

Rimkeviciene J, Hawgood J, O'Gorman J, De Leo D. Personal 

Stigma in Suicide Attempters. Death Stud. 2015;39(10):592-9. 

 

Rizk MM, Herzog S, Dugad S, Stanley B. Suicide Risk and 

Addiction: The Impact of Alcohol and Opioid Use 

Disorders. Curr Addict Rep . 2021;8(2):194-207.  

 

Rizk MM, Herzog S, Dugad S, Stanley B. Suicide Risk and 

Addiction: The Impact of Alcohol and Opioid Use Disorders. 

Curr Addict Rep. 2021;8(2):194-207. doi: 10.1007/s40429-

021-00361-z. Epub 2021 Mar 14. PMID: 33747710; PMCID: 

PMC7955902. 

 

Roggenbach, J., Muller‐Oerlinghausen, B., Franke, L., 

Uebelhack, R., Blank, S., & Ahrens, B. (2007). Peripheral 

serotonergic markers in acutely suicidal patients. 1. 

Comparison of serotonergic platelet measures between 

suicidal individuals, nonsuicidal patients with major 

depression and healthy subjects. Journal of Neural 

Transmission, 114, 479–487 

 

Ronzitti S, Ornaghi A, Chiesa M, Ranzenigo V, Giampieri V, 

Clerici M. Suicidio e patologia psichiatrica. Il suicidio oggi. 

Springer-Verlag Italia 2013, pp 59-82. 

 

Roy A , Elena Gorodetsky, Qiaoping Yuan, David Goldman, 

Mary-Anne Enoch.Interaction of FKBP5, a stress-related 

gene, with childhood trauma  increases the risk for attempting 

suicide.Neuropsychopharmacology.2010 Jul;35(8):1674-83. 

 

Roy A, Janal M. Family history of suicide, female sex, and 

childhood trauma: separate  or interacting risk factors for 

attempts at suicide? Acta Psychiatr Scand. 2005 

Nov;112(5):367-71. 

 

Roy A, Segal NL, Sarchiapone M. Attempted suicide among 

living co-twins of twin suicide victims Am J Psychiatry. 1995 

Jul;152(7):1075-6. 

 

Roy A, Xian-Zhang Hu, Malvin N Janal, David Goldman.  

Interaction between childhood trauma and serotonin 

transporter gene variation in suicide. 

Neuropsychopharmacology. 2007 Sep;32(9):2046-52. 

Ruengorn C, Sanichwankul K, Niwatananun W, 

Mahatnirunkul S, Pumpaisalchai W, Patumanond J. Factors 

related to suicide attempts among individuals with major 

depressive disorder. Int J Gen Med. 2012;5:323-30. 

 

Ruljancic N, Mihanovic M, Cepelak I, Bakliza A. Platelet and 

serum calcium and magnesium concentration in suicidal and 

non-suicidal schizophrenic patients. Psychiatry Clin Neurosci. 

2013 Apr;67(3):154-9. doi: 10.1111/pcn.12038. PMID: 

23581866. 

Runeson B, Tidemalm D, Dahlin M, Lichtenstein P, 

Långström N. Method of attempted suicide as predictor of 

subsequent successful suicide: national long term cohort study. 

BMJ. 2010 Jul 13;341:c3222. 

Russell, A. E., Mars, B., Wen, C. P., Chang, S. S., & Gunnell, 

D. (2021). Evidence for an association between inflammatory 

markers and suicide: a cohort study based on 359,849 to 

462,747 Taiwanese adults. Journal of affective disorders, 281, 

967–971. 

 

Sadkowski M, Dennis B, Clayden RC, Elsheikh W, 

Rangarajan S, Dejesus J, Samaan Z. The role of the 

serotonergic system in suicidal behavior. Neuropsychiatr Dis 

Treat. 2013;9:1699-716. 

 

Saeed Shoja Shafti, Alireza Memarie, Masomeh Rezaie, 

Masomeh Hamidi. Suicide Among Adult Psychiatric 

Inpatients: A Five-Year Appraisal. Open Access J Neurol 

Neurosurg. 2019; 11(3): 555812.  

 

Sajatovic, M., Ignacio, R. V., West, J. A., Cassidy, K. A., 

Safavi, R., Kilbourne, A. M., & Blow, F. C. (2009). Predictors 

of nonadherence among individuals with bipolar disorder 

receiving treatment in a community mental health 

clinic. Comprehensive psychiatry , 50 (2), 100–107. 

Sarai SK, Mekala HM, Lippmann S. Lithium Suicide 

Prevention: A Brief Review and Reminder. Innov Clin 

Neurosci. 2018 Nov 1; 15(11-12): 30–32. 

Sareen J, Cox BJ, Afifi TO, de Graaf R, Asmundson GJ, ten 

Have M, Stein MB. Anxiety disorders and risk for suicidal 

ideation and suicide attempts: a population-based longitudinal 

study of adults. Arch Gen Psychiatry. 2005 Nov; 62(11):1249-

57. 

 

Serafini G, Pompili M, Innamorati M, Rihmer Z, Sher L, 

Girardi P. Can cannabis increase the suicide risk in psychosis? 

A critical review. Curr Pharm Des. 2012;18(32):5165-87. 

 

Sheehan  L,   Dubke  R,   Corrigan   PW. The specificity of 

public stigma: A comparison of suicide and depression-related 

stigma. Psychiatry Res.  2017 Oct;256:40-45. 

 

Shepard, D. S, Gurewich, D, Lwin, AK, Reed GA, Silverman, 

MM. Suicide and suicidal attempts in the United States: Costs 

and policy implications. Suicide and Life-Threatening 

Behavior. 2015. 

Shneidman ES, Farberow NL (eds.). Clues to suicide. New 

York, McGraw-Hill, 1957.  

 

Shneidman ES, Farberow NL. Clues to suicide. Public 

Health Rep 71: 109-114, 1956. 

https://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=22193671
https://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=22193671
https://pubmed.ncbi.nlm.nih.gov/?term=Quan%2BH&cauthor_id=12027246
https://pubmed.ncbi.nlm.nih.gov/?term=Arboleda-Fl%C3%B3rez%2BJ&cauthor_id=12027246
https://pubmed.ncbi.nlm.nih.gov/?term=Fick%2BGH&cauthor_id=12027246
https://pubmed.ncbi.nlm.nih.gov/?term=Stuart%2BHL&cauthor_id=12027246
https://pubmed.ncbi.nlm.nih.gov/?term=Love%2BEJ&cauthor_id=12027246
https://pubmed.ncbi.nlm.nih.gov/?term=Rihmer%2BZ&cauthor_id=23269211
https://pubmed.ncbi.nlm.nih.gov/?term=Dome%2BP&cauthor_id=23269211
https://pubmed.ncbi.nlm.nih.gov/?term=Gonda%2BX&cauthor_id=23269211
https://pubmed.ncbi.nlm.nih.gov/?term=Rihmer%2BZ&cauthor_id=8749979
https://pubmed.ncbi.nlm.nih.gov/?term=Rutz%2BW&cauthor_id=8749979
https://pubmed.ncbi.nlm.nih.gov/?term=Pihlgren%2BH&cauthor_id=8749979
https://pubmed.ncbi.nlm.nih.gov/26086667/
https://pubmed.ncbi.nlm.nih.gov/26086667/
https://link.springer.com/book/10.1007/978-88-470-2715-2
https://pubmed.ncbi.nlm.nih.gov/?term=Roy%2BA&cauthor_id=20090668
https://pubmed.ncbi.nlm.nih.gov/?term=Gorodetsky%2BE&cauthor_id=20090668
https://pubmed.ncbi.nlm.nih.gov/?term=Yuan%2BQ&cauthor_id=20090668
https://pubmed.ncbi.nlm.nih.gov/?term=Goldman%2BD&cauthor_id=20090668
https://pubmed.ncbi.nlm.nih.gov/?term=Goldman%2BD&cauthor_id=20090668
https://pubmed.ncbi.nlm.nih.gov/?term=Enoch%2BMA&cauthor_id=20090668
https://pubmed.ncbi.nlm.nih.gov/?term=Roy%2BA&cauthor_id=16223424
https://pubmed.ncbi.nlm.nih.gov/?term=Janal%2BM&cauthor_id=16223424
https://pubmed.ncbi.nlm.nih.gov/?term=Roy%2BA&cauthor_id=7793447
https://pubmed.ncbi.nlm.nih.gov/?term=Segal%2BNL&cauthor_id=7793447
https://pubmed.ncbi.nlm.nih.gov/?term=Sarchiapone%2BM&cauthor_id=7793447
https://pubmed.ncbi.nlm.nih.gov/?term=Roy%2BA&cauthor_id=17356577
https://pubmed.ncbi.nlm.nih.gov/?term=Hu%2BXZ&cauthor_id=17356577
https://pubmed.ncbi.nlm.nih.gov/?term=Janal%2BMN&cauthor_id=17356577
https://pubmed.ncbi.nlm.nih.gov/?term=Goldman%2BD&cauthor_id=17356577
https://pubmed.ncbi.nlm.nih.gov/22536088/
https://pubmed.ncbi.nlm.nih.gov/22536088/
https://pubmed.ncbi.nlm.nih.gov/22536088/
https://pubmed.ncbi.nlm.nih.gov/22536088/
https://pubmed.ncbi.nlm.nih.gov/22536088/
https://pubmed.ncbi.nlm.nih.gov/?term=Sadkowski%2BM&cauthor_id=24235834
https://pubmed.ncbi.nlm.nih.gov/?term=Dennis%2BB&cauthor_id=24235834
https://pubmed.ncbi.nlm.nih.gov/?term=Clayden%2BRC&cauthor_id=24235834
https://pubmed.ncbi.nlm.nih.gov/?term=Elsheikh%2BW&cauthor_id=24235834
https://pubmed.ncbi.nlm.nih.gov/?term=Rangarajan%2BS&cauthor_id=24235834
https://pubmed.ncbi.nlm.nih.gov/?term=Dejesus%2BJ&cauthor_id=24235834
https://pubmed.ncbi.nlm.nih.gov/?term=Samaan%2BZ&cauthor_id=24235834
https://www.ncbi.nlm.nih.gov/pubmed/?term=Sarai%20SK%5BAuthor%5D&cauthor=true&cauthor_uid=30834169
https://www.ncbi.nlm.nih.gov/pubmed/?term=Mekala%20HM%5BAuthor%5D&cauthor=true&cauthor_uid=30834169
https://www.ncbi.nlm.nih.gov/pubmed/?term=Lippmann%20S%5BAuthor%5D&cauthor=true&cauthor_uid=30834169
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6380616/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6380616/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6380616/


 70 

 

Shneidman ES, Farberow NL. Some comparisons between 

genuine and  simulated  suicide notes in terms of 

Mowrer's concepts of discomfort and relief. J Gen 

 Psychol 56: 251-256, 1957. 

Shneidman ES. Anodyne Psychotherapy For Suicide: A 

Psychological View of Suicide.  Clinical 

Neuropsychiatry 2: 7-12, 2005. 

Shneidman ES. Autopsy of a suicidal mind. Oxford 

University Press, New York, 2004. 

Shneidman ES. Definition of suicide. Aronson, Northvale, 

1985. 

Shneidman ES. Perturbation and lethality. A psychological 

approach to assessment and intervention. The Harvard Medical 

School guide to suicide assessment and intervention. In D. G. 

Jacobs (Ed.), San Francisco: Jossey-Bass;1999:83-97. 

Shneidman ES. Some controversies in suicidology: toward a 

mentalistic discipline.  Suicide Life Threat Behav 23: 

292-298, 1993c. 

Shneidman ES. Suicide as psychache. J Nerv Ment Dis 181: 

145-147, 1993b. 

Shneidman ES. Suicide as psychache: A clinical approach 

to self-destructive behavior. Jason Aronson, Northvale, 

1993a. 

 

Shneidman ES. Suicide on my mind; Britannica on my table. 

American Scholar 67:  93-104, 1998 

 

Shneidman ES. The Psychological Pain Assessment Scale. 

Suicide & Life - Threatening  Behavior. 1994; 29 (4): 287-94. 

 

Shneidman ES. The suicidal mind. Oxford University Press, 

New York, 1996. 

Silverman MM, Berman AL, Sanddal ND, O'carroll PW, 

Joiner TE. Rebuilding . Rebuilding  the tower of Babel: a 

revised nomenclature for the study of suicide and suicidal 

behaviors. Part 1: Background, rationale, and methodology. 

Suicide Life Threat Behav. 2007a Jun;37(3):248-63. 

 

Silverman MM, Berman AL, Sanddal ND, O'carroll PW, 

Joiner TE. Rebuilding the tower of Babel: a revised 

nomenclature for the study of suicide and suicidal behaviors. 

Part 2: Suicide-related ideations, communications, and 

behaviors. Suicide Life Threat Behav. 2007b Jun;37(3):264-

77. 

 

Somoza-Moncada MM, Turrubiates-Hernández FJ, Muñoz-

Valle JF, Gutiérrez-Brito JA, Díaz-Pérez SA, Aguayo-Arelis 

A, Hernández-Bello J. Vitamin D in Depression: A Potential 

Bioactive Agent to Reduce Suicide and Suicide Attempt Risk. 

Nutrients. 2023 Apr 4;15(7):1765. doi: 10.3390/nu15071765. 

PMID: 37049606; PMCID: PMC10097210. 

 

Stack S. Media coverage as a risk factor in suicide. J Epidemiol 

Community Health. 2003 Apr;57(4):238- 40. 

 

Stack, S. (2000). Media Impacts on Suicide: A Quantitative 

Review of 293 Findings. Social Science Quarterly, 81(4), 

957–971. 

 

Steardo L Jr, Luciano M, Sampogna G, Carbone EA, Caivano 

V, Di Cerbo A, Giallonardo V, Palummo C, Vece A, Del 

Vecchio V, De Fazio P, Fiorillo A. Clinical Severity and  

Calcium Metabolism in Patients with Bipolar Disorder. Brain 

Sci. 2020 Jul 1;10(7):417. doi: 10.3390/brainsci10070417. 

PMID: 32630307; PMCID: PMC7408522. 

 

Suicide Prevention Resource Center. Costs of Suicide. 2019 

https://www.sprc.org/about-suicide/costs 

 

Toloza FJK, Mao Y, Menon L, George G, Borikar M, 

Thumma S, Motahari H, Erwin P, Owen R, Maraka S. 

Association of Thyroid Function with Suicidal Behavior: A 

Systematic Review and Meta-Analysis. Medicina (Kaunas). 

2021 Jul 15;57(7):714. doi: 10.3390/medicina57070714. 

PMID: 34356995; PMCID: PMC8303342. 

 

Troister T, Davis MP, Lowndes A, Holden RR. A five-month 

longitudinal study of psychache and suicide ideation: 

replication in general and high-risk university students. 

Suicide Life Threat Behav. 2013 Dec;43(6):611-20. 

 

Troister T, Holden RR. A two-year prospective study of 

psychache and its relationship  tosuicidality among 

high-risk undergraduates. J Clin Psychol. 2012 

Sep;68(9):1019-27. 

 

Troister T, Holden RR. Comparing psychache, depression, 

and hopelessness in their associations with suicidality: A test 

of Shneidman’s theory of suicide. Personality and Individual 

Differences. 2010;49(7):689-693. 

 

Troister, T, Holden RR (2010b). Factorial differentiation 

among depression, hopelessness,and psychache in predicting 

suicidality. Presented at the American Psychological 

Association Annual Convention, San Diego, CA 

 

Vajda, J., & Steinbeck, K. (2000). Factors associated with 

repeat suicide attempts among adolescents. The Australian 

and New Zealand journal of psychiatry, 34(3), 437–445. 

 

Venkatakrishnan K, Shader RI, Greenblatt DJ. Concepts and 

mechanisms of drug disposition and drug interactions. In: 

Ciaulo DA, Shader RI, Greenblatt DJ, Creelman W, 

editors. Drug interactions in Psychiatry.  Lippincott Williams 

& Wilkins; Philadelphia: 2006. pp. 1–46. 

 

Verrocchio MC, Carrozzino D, Marchetti D, Andreasson K, 

Fulcheri M, Bech P. Mental Pain and Suicide: A Systematic 

Review of the Literature. Front Psychiatry. 2016 Jun 20;7:108

 

Vijayakumar L. (2004). Suicide prevention: the urgent need 

in developing countries. World psychiatry: official journal of 

the World Psychiatric Association (WPA), 3(3), 158–159. 

 

Wasserman D , Värnik A, Eklund G. Male suicides and 

alcohol consumption in the former USSR. Acta Psychiatr 

Scand. 1994 May;89(5):306-13. 

 

Wasserman, D., Carli, V., Iosue, M., Javed, A., & Herrman, 

H. (2021). Suicide prevention in psychiatric patients. Asia-

Pacific Psychiatry, 13(3), 1–11. 

https://search.proquest.com/pubidlinkhandler/sng/pubtitle/Suicide%2B%2426%2BLife%2B-%2BThreatening%2BBehavior/%24N/6058/OpenView/224885897/%24B/59D7B2C228384189PQ/1%3Bjsessionid%3D79C14172B454553B147FC598E480E906.i-0b06b3b67860fa316
https://pubmed.ncbi.nlm.nih.gov/?term=Silverman%2BMM&cauthor_id=17579539
https://pubmed.ncbi.nlm.nih.gov/17579539/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Berman%2BAL&cauthor_id=17579539
https://pubmed.ncbi.nlm.nih.gov/?term=Sanddal%2BND&cauthor_id=17579539
https://pubmed.ncbi.nlm.nih.gov/?term=O%27carroll%2BPW&cauthor_id=17579539
https://pubmed.ncbi.nlm.nih.gov/?term=Joiner%2BTE&cauthor_id=17579539
https://pubmed.ncbi.nlm.nih.gov/?term=Silverman%2BMM&cauthor_id=17579539
https://pubmed.ncbi.nlm.nih.gov/17579539/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Berman%2BAL&cauthor_id=17579539
https://pubmed.ncbi.nlm.nih.gov/?term=Sanddal%2BND&cauthor_id=17579539
https://pubmed.ncbi.nlm.nih.gov/?term=O%27carroll%2BPW&cauthor_id=17579539
https://pubmed.ncbi.nlm.nih.gov/?term=Joiner%2BTE&cauthor_id=17579539
https://pubmed.ncbi.nlm.nih.gov/12646535/
https://www.sprc.org/
https://www.sprc.org/about-suicide/costs
https://pubmed.ncbi.nlm.nih.gov/23829705/
https://pubmed.ncbi.nlm.nih.gov/23829705/
https://pubmed.ncbi.nlm.nih.gov/23829705/
https://pubmed.ncbi.nlm.nih.gov/23829705/
https://pubmed.ncbi.nlm.nih.gov/?term=Troister%2BT&cauthor_id=22644790
https://pubmed.ncbi.nlm.nih.gov/?term=Holden%2BRR&cauthor_id=22644790
https://www.sciencedirect.com/science/journal/01918869
https://www.sciencedirect.com/science/journal/01918869
https://pubmed.ncbi.nlm.nih.gov/?term=Verrocchio%2BMC&cauthor_id=27378956
https://pubmed.ncbi.nlm.nih.gov/?term=Carrozzino%2BD&cauthor_id=27378956
https://pubmed.ncbi.nlm.nih.gov/?term=Marchetti%2BD&cauthor_id=27378956
https://pubmed.ncbi.nlm.nih.gov/?term=Andreasson%2BK&cauthor_id=27378956
https://pubmed.ncbi.nlm.nih.gov/27378956/#affiliation-3
https://pubmed.ncbi.nlm.nih.gov/?term=Fulcheri%2BM&cauthor_id=27378956
https://pubmed.ncbi.nlm.nih.gov/27378956/#affiliation-1
https://pubmed.ncbi.nlm.nih.gov/?term=Bech%2BP&cauthor_id=27378956
https://pubmed.ncbi.nlm.nih.gov/?term=Wasserman%2BD&cauthor_id=8067268
https://pubmed.ncbi.nlm.nih.gov/?term=V%C3%A4rnik%2BA&cauthor_id=8067268
https://pubmed.ncbi.nlm.nih.gov/?term=Eklund%2BG&cauthor_id=8067268


 71 

 

Wasserman, D., Rihmer, Z., Rujescu, D., Sarchiapone, M., 

Sokolowski, M., Titelman, D., Carli, V. (2012). The 

European Psychiatric Association (EPA) guidance on suicide 

treatment and prevention. European Psychiatry, 27(2), 129-

141. 

 

Wilcox HC, Kuramoto SJ, Lichtenstein P, Långström N, 

Brent DA, Runeson B. Psychiatric morbidity, violent crime, 

and suicide among children and adolescents exposed to 

parental death. J Am Acad Child Adolesc Psychiatry. 2010 

May;49(5):514-23. 

 

Wisłowska-Stanek, A., Kołosowska, K., & Maciejak, P. 

(2021). Neurobiological Basis of Increased Risk for Suicidal 

Behaviour. Cells, 10(10), 2519.  

 

Xie Peng, Kai Wu, Yingjun Zheng , Yangbo Guo, Yuling 

Yang, Jianfei He , Yi Ding, Hongjun Peng. Prevalence of 

childhood trauma and correlations between  childhood 

trauma, suicidal ideation, and social support in patients with 

depression, bipolar disorder, and schizophrenia in southern 

China. J Affect Disord. 2018 Mar 1;228:41-48. 

 

Xuan Z, Naimi TS, Kaplan MS, Bagge CL, Few LR, Maisto 

S, Saitz R, Freeman R. Alcohol Policies and Suicide: A 

Review of the Literature. Alcohol Clin Exp Res. 2016 

Oct;40(10):2043-2055. 

 

Yong-Chun Bahk, Seon-Kyeong Jang , Kee-Hong Choi , 

Seung-Hwan Lee. The Relationship between Childhood 

Trauma and Suicidal Ideation: Role of Maltreatment and 

Potential Mediators. Psychiatry Investig. 2017 Jan;14(1):37-

43. 

 

You Z, Song J, Wu C, Qin P, Zhou Z. Effects of life 

satisfaction and psychache on risk for suicidal behaviour: a 

cross-sectional study based on data from Chinese 

undergraduates. BMJ Open. 2014 Mar 21;4(3):e004096. 

 

Youssef IM, Fahmy MT, Haggag WL, Mohamed KA, 

Baalash AA. Dual Diagnosis and Suicide Probability in Poly-

Drug Users. J Coll Physicians Surg Pak. 2016 Feb;26(2):130-

3. 

 

Yuodelis-Flores C, Ries RK. Addiction and suicide: A 

review. Am J Addict. 2015 Mar;24(2):98-104. 

 

Zalsman, G., Hawton, K., Wasserman, D., van Heeringen, K., 

Arensman, E.,  Sarchiapone, M., Carli, V., Höschl, C., 

Barzilay, R., Balazs, J., Purebl, G., Kahn, J. P., Sáiz, P. A., 

Lipsicas, C. B., Bobes, J., Cozman, D., Hegerl, U., & Zohar, 

J. (2016). Suicide prevention strategies revisited: 10-year 

systematic review. The lancet. Psychiatry, 3(7), 646–659. 

 

 

Zhou S, Zhao K, Shi X, Sun H, Du S, Miao X, Chen J, Yang 

F, Xing M, Ran W, Lao J, Zhang X, Wang W, Tang W. Serum 

Lipid Levels and Suicide Attempts Within 2 Weeks in Patients 

With Major Depressive Disorder: Is There a Relationship? 

Front Psychiatry. 2021 Jun 7;12:676040. doi: 

10.3389/fpsyt.2021.676040. PMID: 34163387; PMCID: 

PMC8215165. 

https://pubmed.ncbi.nlm.nih.gov/?term=Xie%2BP&cauthor_id=29223913
https://pubmed.ncbi.nlm.nih.gov/?term=Wu%2BK&cauthor_id=29223913
https://pubmed.ncbi.nlm.nih.gov/?term=Zheng%2BY&cauthor_id=29223913
https://pubmed.ncbi.nlm.nih.gov/?term=Guo%2BY&cauthor_id=29223913
https://pubmed.ncbi.nlm.nih.gov/?term=Yang%2BY&cauthor_id=29223913
https://pubmed.ncbi.nlm.nih.gov/?term=Yang%2BY&cauthor_id=29223913
https://pubmed.ncbi.nlm.nih.gov/?term=He%2BJ&cauthor_id=29223913
https://pubmed.ncbi.nlm.nih.gov/?term=Ding%2BY&cauthor_id=29223913
https://pubmed.ncbi.nlm.nih.gov/?term=Peng%2BH&cauthor_id=29223913
https://pubmed.ncbi.nlm.nih.gov/?term=Peng%2BH&cauthor_id=29223913
https://pubmed.ncbi.nlm.nih.gov/?term=Bahk%2BYC&cauthor_id=28096873
https://pubmed.ncbi.nlm.nih.gov/?term=Jang%2BSK&cauthor_id=28096873
https://pubmed.ncbi.nlm.nih.gov/?term=Choi%2BKH&cauthor_id=28096873
https://pubmed.ncbi.nlm.nih.gov/?term=Lee%2BSH&cauthor_id=28096873
https://pubmed.ncbi.nlm.nih.gov/24657883/
https://pubmed.ncbi.nlm.nih.gov/24657883/
https://pubmed.ncbi.nlm.nih.gov/24657883/
https://pubmed.ncbi.nlm.nih.gov/24657883/
https://pubmed.ncbi.nlm.nih.gov/24657883/
https://pubmed.ncbi.nlm.nih.gov/25644860/
https://pubmed.ncbi.nlm.nih.gov/25644860/


 

 

BHS – Beck Hopelessness Scale 
Adattamento italiano a cura 

di Maurizio Pompili et al. 
 

QUESTIONARIO 
Nome e cognome  Sesso: M F Età    
Occupazione Scolarità  
Data della prova     

 

ISTRUZIONE 
Il presente questionario si compone di 20 affermazioni. Per favore legga le affermazioni attentamente una alla volta. 
Se l’affermazione descrive i suoi atteggiamenti nell’ambito della settimana passata (oggi compreso) segni con una X la 
casella nella colonna Vero accanto all’affermazione. Se l’affermazione non descrive i suoi atteggiamenti segni con una 
X la casella nella colonna falso accanto all’affermazione. Si accerti di leggere ogni affermazione attentamente. Grazie. 

 
 VERO FALSO 

1. Vedo il futuro con speranza ed entusiasmo □ □ 

2. Potrei arrendermi perché non posso migliorare le cose per me □ □ 

3. Quando le cose vanno male mi consola sapere che non può durare così in 

eterno 
□ □ 

4. Non posso immaginare quello che sarà della mia vita tra 10 anni □ □ 

5. Ho abbastanza tempo per realizzare le cose che desidero fare □ □ 

6. Nel futuro mi aspetto di riuscire in quello che mi interessa di più □ □ 

7. Il mio futuro mi sembra buio □ □ 

8. Mi aspetto di ottenere dalla vita più cose buone rispetto alla persona media □ □ 

9. Semplicemente non riesco ad avere buone occasioni e non c’è motivo per cui 

ci riesca in futuro 
□ □ 

10. Le mie esperienze passate mi hanno preparato bene per il futuro □ □ 

11. Se guardo avanti vedo solo situazioni spiacevoli piuttosto che piacevoli □ □ 

12. Non mi aspetto di ottenere ciò che voglio veramente □ □ 

13. Quando guardo al futuro mi aspetto di essere più felice di adesso □ □ 

14. Semplicemente le cose non vanno come io desidero che vadano □ □ 

15. Ho una grossa fede nel futuro □ □ 

16. Non ottengo mai ciò che desidero, quindi è sciocco desiderare alcunché □ □ 

17. È molto inverosimile che nel futuro io ottenga una vera soddisfazione □ □ 

18. Il futuro mi sembra vago e incerto □ □ 

19. Posso aspettarmi che arrivino bei tempi piuttosto che brutti □ □ 

20. È inutile provare ad ottenere ciò che voglio perché probabilmente non ci 

riuscirò 
□ □ 
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Scala del Dolore Mentale 
 

Mental Pain Scale (OMMP), Orbach et al., 
2003 

 

Per favore, indichi il numero che meglio descrive il suo accordo come le seguenti affermazioni : 
 

1 Totalmente in disaccordo 

2 In disaccordo 

3 Per certi versi d'accordo 

4 D'accordo 

5 Particolarmente d'accordo 
 

1. Nessuno si interessa a me 1 2 3 4 5 

2. Sono completamente impotente 1 2 3 4 5 

3. Mi sento sconvolto emotivamente/ Sento 

una forte agitazione emotiva dentro di me 

1 2 3 4 5 

4. Non posso fare nulla/ Non sono capace di 

fare niente 

1 2 3 4 5 

5. Andrò in pezzi/ crollerò 1 2 3 4 5 

6. Sono spaventato dal future/ Ho paura del 

futuro 

1 2 3 4 5 

7. Sono rifiutato da tutti 1 2 3 4 5 

8. Mi sento in balia di tanti sentimenti/ Sono 

schiacciato da tanti sentimenti 

1 2 3 4 5 

9. Sono completamente annientato 1 2 3 4 5 

10. Ho perso qualcosa che non troverò ma più 1 2 3 4 5 

11.Mi sento intorpidito e privo di vita 1 2 3 4 5 

12.Mi sento abbandonato e solo 1 2 3 4 5 

13. Non ho il controllo sulla mia vita 1 2 3 4 5 

14. I miei sentimenti cambiano in 

continuazione 

1 2 3 4 5 

15. Mi sento estraneo a me stesso 1 2 3 4 5 

16. Gli altri mi odiano 1 2 3 4 5 



 

17. Sento che non sono più quello di una volta 1 2 3 4 5 

18. Sono inutile/ Non ho nessun valore 1 2 3 4 5 

19. Mi sento paralizzato 1 2 3 4 5 

20. Non riesco a concetrarmi 1 2 3 4 5 

21. Non riesco a fidarmi di me 1 2 3 4 5 

22. Le situazioni difficili non cambieranno mai 1 2 3 4 5 

23. Mi sento come se non fossi reale 1 2 3 4 5 

24. Ho difficoltà a pensare 1 2 3 4 5 

25. Ho bisogno del supporto di altrepersone 1 2 3 4 5 

26. Il mondo è cambiato per sempre 1 2 3 4 5 

27. Mi sento confuso 1 2 3 4 5 

28. Non ho controllo su ciò che sta accadendo 

dentro me 

1 2 3 4 5 

29. Non sarò mai capace di ridurre la mia 

sofferenza 

1 2 3 4 5 

30. La mia vita si è fermata 1 2 3 4 5 

31. Non so cosa aspettermi dal futuro 1 2 3 4 5 

32. Qualcosa nella mia vita è stato 

danneggiato per sempre 

1 2 3 4 5 

33. C’è incertezza rispetto alla mia vita e a me 

stesso 

1 2 3 4 5 

34. Non sarò mai più la stessa persona 1 2 3 4 5 

35. I miei sentimenti sono fortemente 

altalenanti 

1 2 3 4 5 

36. Non ho il controllo della situazione 1 2 3 4 5 

37. Voglio essere lasciato da solo 1 2 3 4 5 

38. Non ho obiettivi per il futuro 1 2 3 4 5 



 

39. Non ho desideri 1 2 3 4 5 

40. Non ho voglia di parlare con gli altri 1 2 3 4 5 

41. Non riesco a trovare un senso alla mia vita 1 2 3 4 5 

42. Non riesco a stare da solo 1 2 3 4 5 

43. Non posso cambiare ciò che mi sta 

succedendo 

1 2 3 4 5 

44. Il dolore non cesserà mai 1 2 3 4 5 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

                        Psychache Scale (PAS), Holden et al., 2001 

Le seguenti affermazioni si riferiscono alla sua sofferenza psicologica, NON al suo 

dolore fisico. Cerchiando il numero appropriato indichi quanto di frequente si 

presentano le seguenti condizioni. 

1= mai 2= a volte 3= spesso 4= moto spesso 5= sempre 
 

 mai a volte spesso molto 
spesso 

sempre 

1. Provo dolore psicologico 1 2 3 4 5 

2. Provo tormento interiore 1 2 3 4 5 

3. Il mio dolore psicologico 
sembra essere peggiore di 
qualsiasi dolore fisico 

1 2 3 4 5 

4. Il mio dolore mi fa venire voglia 
di urlare 

1 2 3 4 5 

5. Il mio dolore rende la mia vita 
cupa 

1 2 3 4 5 

6. Non riesco a capire perché 
soffro 

1 2 3 4 5 

7. A lvello psicologico mi sento 
malissimo 

1 2 3 4 5 

8. Soffro perché mi sento 1 2 3 4 5 

9. La mia anima è tormentata/la 
mia anima soffre/ Soffro 
nell’anima 

1 2 3 4 5 

Gentilmente continui il questionario utilizzando la seguente scala: 
 

1= fortemente in disaccordo 2= in disaccordo   3= incerto/non so

 4= d’accordo

 5= fortemente 

d’accordo 
 

 fortemente 
in 

disaccordo 

In 
disaccordo 

Incerto/non 
so 

d’accordo fortemente 
d’accordo 

10. Non riesco più a sopportare il 
dolore 

1 2 3 4 5 

11. A causa del mio dolore, la 
mia condizione è 
insostenibile 

1 2 3 4 5 

12. Il mio dolore mi sta 
distruggendo 

1 2 3 4 5 

13. Il mio dolore influisce su 
tutto ciò che faccio/ Il mio 
dolore psicologico influenza 
qualsiasi cosa 

1 2 3 4 5 
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