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Abstract: Objective: To evaluate the factors affecting suicidal ideas in patients with schizophrenia in terms of some 
socio-demographic and clinical properties. Method: The sample of the study consisted of 120 patients with schizo-
phrenia selected from among patients receiving treatment at Trabzon Atakoy Psychiatry Hospital. All patients were 
evaluated using a Socio-demographic Data Collection Form, Reasons for Living Inventory (RLI), Calgary Depres-
sion Scale for Schizophrenia (CDSS), Positive and Negative Syndromes Scale (PANSS), and Structured Clinical 
Interview for DSM-IV Axis I Disorders (SCID-I). Results: Of the patients, 31.6% had suicide ideation. Negative 
symptoms are found to be significantly higher. The group with suicidal ideation had fewer reasons for living than the 
group without. Conclusion: Evaluations of the history of suicide attempts, depression and hopelessness in patients 
with schizophrenia are thought to be important in the prevention of suicidal behavior in these patients.

Introduction

The high incidence of suicidal behavior in schizo-
phrenia is well documented. Suicide is the chief 
cause of premature death among individuals with 
schizophrenia. The lifetime rate of completed sui-
cide is estimated to be around 10% (1). Estimates 
of non-fatal suicide attempts range from 18% to 
55% (2, 3). Further, 40% to 54% of individuals with 
schizophrenia either make an attempt or think 
about ending their lives (4, 5). There is substantial 
evidence demonstrating a relationship between 
these different suicidal expressions. Completed 
suicide in psychosis has been linked to past suicide 
attempts, and to past and recent suicidal ideation 
(6–10). Suicidal ideation is also associated with 
increased risk of suicide attempts. While the ab-
sence of suicidal ideation should not be assumed 
to indicate the absence of risk, the presence of sui-
cidal ideation is a potential early warning for more 
severe suicidal behavior. As reflected in existing 
suicide prevention strategy, it is an important 
phenomenon to identify in vulnerable individu-
als, and a potential target for intervention (11, 12). 
Gaining a clear understanding of the causes of 
suicidal ideation in individuals with psychosis is 

an important step towards this therapeutic goal. 
One limitation to studying and understanding 
suicidal ideation is that it is only possible to assess 
stated ideation; individuals may not disclose their 
actual thoughts about suicide (13–17). Depression, 
hopelessness, and few reasons for living have been 
reliably identified as risk factors (18–24); however, 
there is a need for consideration of other affect-
related processes, such as self-esteem and sche-
matic (core evaluative) beliefs. These have been 
identified as etiological and maintaining factors 
in studies of depression, and may play a similar 
role in depressed mood and suicidal thinking in 
schizophrenia. Suicidality might equally be driven 
by the positive symptoms of schizophrenia (25–
28). There are several reasons to expect hallucina-
tions and delusions to be specific risk factors (29), 
including a tendency for irrational thinking and 
behavior when positive symptoms are pronounced, 
and intentional acts of suicide taken for psychotic 
reasons (e.g., to escape delusional persecution). 
Findings concerning the suicide risk associated 
with hallucinations and delusions have, however, 
been varied (30–34). This may in part be explained 
by evidence that individual positive symptom 
types relate differently to suicidal behavior, for 
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example, paranoid delusions have been shown to 
be associated with an increased risk of suicide (35) 
but somatic delusions with a decreased risk (1). 
Further, the experience of psychotic symptoms 
can be seen as multidimensional, for instance, 
delusional experience differs in levels of belief 
conviction, preoccupation, and distress. It may 
be that aspects such as delusional distress relate 
more closely to suicidal ideation; however, existing 
studies have not looked at suicidal ideation in rela-
tion to the multidimensional nature of psychosis. 
The current study investigates individual halluci-
nation and delusion types in relation to suicidal 
ideas, and takes a multidimensional approach to 
psychotic symptoms.

We aimed to examine suicidal ideation in 
schizophrenia in relation to affective processes, the 
multidimensional nature of positive symptoms and 

negative symptoms, depression, socio-demograph-
ics, and reasons for living.

Methods

Trabzon is located in northeast Anatolia on the 
shores of a natural harbor of the Black Sea, and is 
the beginning of the Asia-Middle East transit route. 
According to Turkish Statistics Institute data for the 
year 2000, the population in Trabzon city center 
was 214,949, with 38% living in villages, and 62% 
in the city center. Among the 81 cities in Turkey, 
Trabzon is 62nd in terms of land area, 5th accord-
ing to population density, and with a population 
increase rate of 2.44% it is ranked 59th in terms of 
growth. Due to migration from Trabzon, the popu-
lation increase rate is very low. Atakoy Psychiatry 
Hospital, an hour away from Trabzon and, with 70 

Table 1. The comparison of socio-demographic and clinical features of the studied group according to suicide ideation

Patients having suicide ideation
n=38

Patients not having suicide
ideation n=82            

                                                                                                                    Number (%) Number (%) p
Gender

0.314Female 19 (50) 38  (46.34)
Male 19 (50) 44   (53.66)

Marital status

0.478
Single 16 (42.11) 36 (43.90)
Married 12 (31.57) 29 (35.36)
Other 10 (26.32) 17  (20.74)

Employment Status
0.291  Not employed 6 (15.78) 18  (21.95)

  Employed 32 (10.52) 14 (17.07)
Suicide attempt history

0.000
Yes 15 (39.47) 7 (8.54)
No 23 (60.53) 75 (91.46)

Period
0.422Acute 16 (42.10) 44 (53.65)

Stable 22 (57.90) 38 (46.35)
Depression

0.000Yes 18 (47.36) 00
No 20 (52.64) 82 (100)
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beds, is the only hospital in the area which has been 
serving since 2003.

Sample groups
One hundred and twenty patients aged between 
18 and 65 years, meeting the criteria of the study, 
and diagnosed with schizophrenia by SCID-I (The 
Structured Clinical Interview for DSM-IV Axis 
I Disorders) were included in the study; 60 of 
them, who were in an acute period, presented to 
Trabzon Atakoy Psychiatry Hospital between April 
2006 and June 2006 in consecutive sequence and 
were hospitalized, and 60 of them, who were in a 
stable period, presented in consecutive sequence 
to the same hospital’s polyclinic for a checkup be-
tween the same dates. Before the study, a letter of 
permission was obtained from Trabzon Province 
Directorate of Health to be able to carry out the 
study at the hospital and approval was obtained 
from the Local Research Ethics Committee. Writ-
ten informed consent was obtained from the pa-
tients, and their relatives who might be interviewed 
were also informed about the study. None of the 
patients refused to participate in the study. All the 
patients had a sufficient ability to speak and express 
themselves and were able to carry on a conversa-
tion while the scales were being applied. Patients 
diagnosed with a neurological or physical illness, 
mental retardation, psychotic disorder due to a 
general medical condition or substance-induced 
psychotic disorder, who had recently used or were 
still using mood stabilizers or who had undergone 
electroconvulsive therapy, were excluded from the 
study. Sixty patients undergoing treatment at the 

hospital were considered in the acute period be-
cause of being at the hospital for less than a month, 
and 60 patients being followed-up after discharge 
were considered in the chronic period because of 
not being re-hospitalized within the previous 3 
months and applying for a check-up examination 
without the need for adjustment of the medical 
treatment in the previous 3 months. The scales 
were applied to the patients by researchers in the 
psychologists’ rooms in the hospital through face-
to-face interviews. 

Patient evaluation
Socio-demographic Data Collection Form: The pa-
tients were asked to fill out a form including ques-
tions on their age, education, gender, marital status, 
economic status, duration of the illness, occurrence 
of other medical disorders, family history of psy-
chiatric disorders, and history of suicide attempts 
and suicidal ideation.

Structured Clinical Interview for DSM-IV Disorders: 
The Structured Clinical Interview for Diagnostic and 
Statistical Manual of Mental Disorders, Fourth Edi-
tion (DSM-IV) Axis I Disorders (SCID-I) was de-
veloped in 1987 for the diagnosis of DSM-III-R Axis 
I Disorders by a structured clinical evaluation (36). 
It has subsequently been updated (37), which was 
the version used in this study. The interview begins 
with a semi-structured part by which demographic 
information and clinical history are obtained. This 
is followed by the diagnostic modules developed for 
seven distinct groups of diagnoses, namely affec-
tive disorders, psychotic disorders, substance abuse, 

Table 2. The comparison of socio-demographic and clinical features of the studied group according to suicide ideation

Patients having suicide ideation
n=38

Patients not having suicide  
ideation n=82            

                                                                                                                    p
Age, mean +SD (39.3±12.57) (36.5 ± 9.67) 0.696
Education period mean +SD (7.45 ±4.67) (6.29 ±3.10) 0.425
psychiatric treatment (7.45±6.99) (9.00 ±6.79) 0.263
The number of times 
hospitalized for psychiatric 
reasons mean ±SD

(3.4 ±3.06) (2.70 ± 2.16) 0.013
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anxiety disorders, somatoform disorders, eating 
disorders, and adjustment disorders. The interview 
may last for 1 hour for individuals with no symp-
toms, whereas it may last up to 3 hours for patients 
with severe symptoms. Although the main purpose 
is to evaluate psychiatric patients, it may be used 
in healthy groups as well. Reliability data for SCID 
have revealed that reliability is higher in severe dis-
orders (i.e., bipolar I disorder, alcohol dependency), 
compared to mild disorders (i.e., dysthymia). SCID 
can be used for diagnosis in clinical trials and other 
psychiatric studies, and for systematic evaluations at 
admission to hospital for the first time. The Turkish 
versions of DSM-III-R and DSM-IV have previously 
been validated (38, 39).

Calgary Depression Scale for Schizophrenia (CDSS): 
This scale was developed by Addington and others. 
The validity and reliability of the scale in Turkey 
were studied by Oksay et al. (40). In this scale the 
interviewer makes assessments, and it contains 9 
questions of quadripartite Likert type. These items 
involve depression, hopelessness, feelings of worth-
lessness, guilty ideas of reference, pathological guilt, 
morning depression, waking up early, suicide ide-
ation, and observed depression symptoms. The 
cut-off point of the Turkish version of the scale 

for schizophrenia accompanied with depressive 
disorder was determined as 11/12.

The Positive and Negative Syndrome Scale-PANSS: 
PANSS was developed by Kay et al. (41). This is 
a semi-structured interview scale with 7 point 
severity and 30 items. Seven of the 30 psychiatric 
parameters assessed by PANSS comprise the Posi-
tive Syndrome Inventory, 7 the Negative Syndrome 
Inventory, and the remaining 16 items the General 
Psychopathology Subscale. In the validity and reli-
ability study done for the Turkish form of the scale 
a cut-off point was not calculated. The validity 
and reliability of the Turkish form were studied by 
Kostakoglu et al. (42).

The Reasons for Living Inventory – RLI: This in-
ventory was developed by Linehan et al. (43) to 
determine the positive and negative reasons that 
prevent people from committing suicide. The 
original form of the Reasons for Living Inventory 
contains 48 items and it was adapted to Turkish 
culture by Durak and others (44) and it contains 70 
items. Points range from 70 to 420 and it is scored 
in Likert type between 1 and 6. The scale consists 
of 6 short subscales: general optimism, moral and 
religious obstacles, responsibility and love for the 

Table 3. The comparison of the mean of the scales according to suicide ideation

Patients having suicide ideation
n=38

Patients not having suicide
ideation n=82            

                                                                                                                    Mean± SD Mean± SD p
PANSS Positive 57.21±  17.25 58.20±  14.39 0.741
Hallucinations 12.97±  4.26 13.15 ± 3.51 0.803
Delusions 20.07±  6.53 21.50± 10.23 0.784
Bizarre  behavior 8.92 ±3.35 9.41± 3.22 0.443
Positive formal thought disorder 13.84±6.87 13.79 ± 4.29 0.790
PANSS Negative 56.23± 14.96 41.42±  11.91 0.000
Affective blunting and flattening 16.92± 14.96 11.34±  4.04 0.000
Alogia 11.31 ±3.69 8.35 ± 2.89 0.000
Avolition-apathy 10.39± 2.92 7.79±  2.78 0.000
Anhedonia-associality 13.28±  3.65 10.17±  3.23 0.000
Attention 14.31±  1.97 3.52±  1.31 0.006
Total RLI 210.28±38.92 267.43 ± 28.84   0.000
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family and friends, fear of suicide and its negative 
consequences, devotion to nature and life, and fear 
of death.

Statistical analysis: SPSS for Windows 10.0 was 
used in the evaluation of the data obtained in this 
study. Data obtained by counting were analyzed 
by chi-square test. The normal distribution of data 
was evaluated by the Kolmogorov Smirnov test in 
each group. Student’s t-test was used for the data 
conforming to the normal distribution, while the 
Mann-Whitney U test was used for the data not 
conforming to the normal distribution. The data 
obtained by counting are shown as percentages and 
the data obtained by measurement are shown as 
mean±standard deviation. The significance level 
was p<0.05.

Results

Clinical and demographic data
The group consisted of 120 people. Of these, 47.5% 
were female (n=57) and 52.5% were male (n=63). 
The mean age of the group was 36.7±10.5 years 
with a range of 18–65 years. The mean education 
level was 6.5±3.4 years. A suicide attempt history 
was found in 18% (n=22) of the studied group. The 
most commonly used method in suicide attempts 
was drug overdose, in 59.1% (n=13). This is fol-
lowed by other ways such as jumping off a high 
place or jumping in front of a fast car, in 27.3% 
(n=6), and using sharp and perforating tools, in 
13.6% (n= 3). Fifty-four percent of the suicide at-
tempters had applied for a psychiatric examina-
tion at most one month before the attempt suicide, 
while 77.3% of them had taken psychiatric medi-
cine before the attempt. Of the people attempting 
to commit suicide, 63.6% (n=1) carried out the 
attempt 3 years after the start of the disease.

Suicidal ideation
Suicidal ideation was assessed using the 8th item 
of the Calgary Depression Scale for Schizophrenia. 
The 82 people who gave 0 points to this item were 
grouped as those not having suicide ideation. On 
the other hand, the 38 people who gave 1, 2, or 3 
points to the item were grouped as those having 
suicide ideation. According to this, 31.66% of the 

studied group had suicidal ideation. The groups 
having and not having suicidal ideation are com-
pared in terms of socio-demographic and clinical 
features in Table 1. The groups did not differ sig-
nificantly in terms of gender, marital status or jobs. 
Moreover, no difference in terms of suicidal ide-
ation was seen between the patients hospitalized in 
the acute period and others treated as outpatients 
in the stable period. A history of suicide attempts 
was significantly more frequent in the group hav-
ing suicidal ideation. Depression as assessed with 
CDSS was significantly higher in the group having 
suicidal ideation. The mean age was 39.3±12.57 in 
the group having suicidal ideation and 36.5±9.67 in 
the group not having suicidal ideation; the differ-
ence between the groups was not significant. The 
average number of psychiatric hospitalizations was 
3.4±3.06 in the group having suicidal ideation and 
2.70±2.16 in the group not having suicide ideation; 
the number is significantly higher in the former 
group (Table 2). PANSS-Positive Subscale total 
point and the average of subscale points in the two 
groups are given in Table 3. Total average point 
of PANSS-Positive Subscale is 57.21±17.25 in the 
group having suicidal ideation and 58.20±14.39 in 
the other group. The difference between the groups 
in terms of total PANSS-Positive Subscale point 
and subscale points was not significant (p<0.05). 
Total average point of the PANSS-Negative Sub-
scale was 56.23±14.96 in the group having suicidal 
ideation and 41.42±11.91 in the other group, being 
significantly higher in the latter group. The total 
average score of RLI was 210.28±38.92 in the group 
having suicidal ideation and 267.43±28.84 in the 
group not having suicidal ideation. Total RLI score 
and subscale scores are significantly higher in the 
group not having suicidal thoughts. Table 4 shows 
the relation between the scales.

Discussion

Suicide intent is frequent among patients with 
schizophrenia and studies show that this is associ-
ated with distress in the patients, more hospitaliza-
tions and medical costs, and premature mortality 
(45). This study included 120 patients with schizo-
phrenia who applied to the clinics of a psychiatric 
hospital or were hospitalized and treated. These 
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pilot patients were divided into two groups as hav-
ing or not having suicidal ideation and they were 
assessed: 31.36% of the participants had suicidal 
ideation and 18.3% a history of suicide attempts. 
In this study, it was determined that 73.3% of the 
patients making suicide attempts were using medi-
cine at the time of their attempts and 54.5% of them 
had undergone a psychiatric check-up less than a 
month before. These findings show that patients 
with schizophrenia make suicide attempts while 
receiving psychiatric treatment and the most risky 
period is during hospitalization and six months 
after being discharged from hospital (9, 15, 46).

In studies related to suicidal ideation and be-
havior, in terms of completed suicides, the number 
of males is higher than that of females, but this gen-
der difference is less in patients with schizophre-
nia than in the general population. A significant 
difference was not seen between male and female 
patients with schizophrenia in terms of suicide at-
tempts (14, 47). 

In many studies it is emphasized that suicide 
can occur in any period in patients with schizo-
phrenia. However, there are findings indicating 
that being young increases the risk of suicide (12, 
13). When these different results related to age 
are assessed with the fact that suicides observed 
in schizophrenia are at their highest rate ten years 
after the beginning of the illness, it is seen that the 
main distinctive factor is not age but the period 
of the illness (5). In terms of the age factor, there 
was no significant difference between the groups 
having and not having suicidal ideation. It was seen 
that the patients had attempted suicide in the first 
three months after the beginning of the illness. This 
finding corresponds with information in the litera-
ture pointing out that the most important factor 

in the determination of suicide risk is not age but 
whether the patient is in the early period of the 
illness or not (8, 48).

A significant difference was found for the pa-
tients with schizophrenia making suicide attempts, 
in terms of their frequency of being hospitalized, 
rather than others not having attempted suicide. 
In this study, a significant difference was not seen 
for the psychiatric treatment progress, while the 
number of times they were hospitalized in the psy-
chiatric clinic was associated with a significant dif-
ference between the groups having and not having 
suicidal ideation. These results support the findings 
of previous studies (20, 49).

Previous suicide attempts are the most impor-
tant sign of completed suicides and future suicide 
attempts (4, 34). The fact that a patient has a sui-
cide history is assessed as a suicide risk factor (7, 
23). Potkin et al. (34) determined that the number 
of lifelong suicide attempts is significantly related 
to the suicide risk in the observational study they 
did on 980 patients with schizophrenia for 2 years. 
In this study, a significant difference in terms of 
suicide attempt history was found between the 
groups having and not having thoughts of suicide. 
A history of suicide attempts was found in 39.47% 
of the group having suicidal ideation, while this 
rate was 8.54% in the groups not having suicidal 
thoughts. The fact that the rate of suicide attempts 
is higher in the group having suicidal thoughts 
corresponds with the finding that suicide is a 
continuous and repeated process and the risk of 
repeating suicide attempts is high for the patients 
with schizophrenia who have tried to commit sui-
cide at least once (9). For this reason it is thought 
that it will be beneficial to make assessments fre-
quently to prevent suicide.

Table 4. The relation between scales

CDSS PANSS-Negative PANSS-Positive RLI
CDSS 1.000 0.355** -0.164 -0.585**
PANSS-Negative 0.355** 1.000 0.246** -0.475**
PANSS-Positive -0.164 0.246** 1.000 0.019
RLI -0.585** -0.475** 0.019 1.000

**  Correlation is valid for p< 0.01
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Role of depression in suicide
Depression can occur during any period of 
schizophrenia and due to different causes. While 
depression in the acute period is a basic feature of 
schizophrenia and a subjective reaction to psychotic 
disintegration, in the chronic phase it causes isola-
tion of the patient, making him or her an outcast 
from society, and results in his or her recognition 
that he or she cannot cope with life’s problems and 
will not be able to recover from the illness. It has 
been determined in many studies that depression 
is one of the most important factors in suicide (11, 
18, 45). In our study, 27.3% of the patients who had 
made suicide attempts stated that they had tried 
to commit suicide due to depression. In this study, 
a significant difference was determined between 
the group having suicidal ideation and the group 
not having suicidal ideation in terms of the occur-
rence of depression. Depression was seen in 47.36% 
of the group having suicidal ideation, while there 
was no depression in the group not having suicidal 
ideation. The information determined in this study 
concerning the relation between depression and 
suicidal ideation corresponds with the literature 
(24, 34). Diagnosis and treatment of depression in 
patients with schizophrenia are of vital importance 
in the prevention of suicide in this patient group.

Roles of positive symptoms and 
negative symptoms in suicide
In the literature, there are contradictory results 
related to positive and negative characteristics and 
suicide. There are various studies in the literature 
stating that positive characteristics increase suicide 
risk and, during suicide attempts, 80% of patients 
with schizophrenia have delusions (7, 8, 12, 26). 
Giving negative characteristics priority is a factor 
to prevent suicide according to some researchers. 
Fenton (19) pointed out that especially skepticism 
and hallucination of positive characteristics play 
a role in completed suicides, yet negative char-
acteristics were fewer in patients who attempted 
suicide and died. A significant difference was not 
found in the group having suicidal ideation in this 
study in comparison with the group not having 
suicidal ideation, whereas a significant difference 
was found between the two groups in terms of 
PANSS-Negative scores. This finding in this study, 

in contrast to the literature, supports the idea that 
there are different subtypes of suicide in schizo-
phrenia. The ideas of Acosta et al. (8) about sui-
cides in schizophrenia not being a single type and 
their studies on it are important to illuminate the 
nature of suicides in this patient group. Research-
ers defined two groups of suicides, depressive and 
psychotic, based on the differences in suicide mo-
tivations in schizophrenia (8). In the depression-
motivated group the numbers of previous suicide 
attempts, depression, and hopelessness are higher. 
On the other hand, the psychosis-motivated group 
tends to attempt suicide during a more acute pe-
riod of the illness with psychotic characteristics 
and anxiety and lack of self confidence related 
to this. The opinion of Acosta and others (8) is 
in agreement with the findings in this study that 
people attempt suicide due to firstly hallucinations 
and delusion and secondly depression. Abundance 
of negative characteristics in the group having sui-
cide ideation indicate that depression motivated 
suicides are possible when negative characteristics 
are dominant besides psychosis motivated suicides 
in schizophrenia. It is possible that the suicides oc-
curring in the period when the psychotic charac-
teristics of the illness are soothed and more stable, 
and disorders in functions become permanent are 
related to the increase in negative characteristics. 
Various opinions that the most at-risk for suicide 
patients with schizophrenia are those who have 
received prognoses and findings indicating that 
patients having self opinions on the illness tend 
to attempt suicide more than others support these 
ideas (20, 50).

Role of reasons for living in suicide
There are findings that patients giving many rea-
sons to live have less suicide risk. There are more 
studies related to the reasons for living and suicide 
risk  within a normal population than among pa-
tients with schizophrenia. Such kinds of studies 
of patients with schizophrenia are limited. Mann 
(51) stated that patients with schizophrenia making 
suicide attempts gave fewer reasons for living than 
the others not making suicide attempts (51). In the 
present study, patients with schizophrenia having 
suicidal ideation stated fewer reasons for living 
than those not having suicidal ideation. 
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It is known that it is very difficult to determine 
the factors in anticipating suicide. However, the 
high suicidal ideation defined in our study show 
that it is necessary to define suicide risks of patients 
and take precautions while planning the treatment 
and observing the patients. To improve precautions 
and treatments during the period patients with 
schizophrenia tend to attempt suicide should be re-
searched and risk factors causing suicide should be 
assessed taking these differences into consideration.

In conclusion, each study done to illuminate the 
nature of suicide in schizophrenia contributes to 
the precautions taken to prevent suicide. In this 
study, it was shown that the increase in depression 
and negative characteristics and the decrease in 
reasons for living are related to suicide. The most 
important restriction of this study is that the patient 
sample was small and the patients were selected 
from a defined center. This causes difficulties in 
making generalizations. Another restriction in the 
study is that the patients were not selected because 
of having schizophrenic type treatment. Despite 
all these restrictions, we think that our study will 
serve as a guide for other studies to be done in this 
field.
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