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INTRODUCTION

ABSTRACT

Objective: The purpose of this research was to determine the general risk of suicide in the scope
of primary health care services and to evaluate its relationship with hopelessness, depression, and
psychological resilience.

Methods: Seven hundred twenty-five individuals presenting to primary health care services were
included in this descriptive, cross-sectional study. The research data were collected using a form
including the sociodemographic information form, the Suicide Probability Scale (SPS), the Beck
Depression Inventory, the Beck Hopelessness Scale, and the Brief Psychological Resilience Scale,
and were analyzed on SPSS software.

Results: The general SPS score was 69.49+14.65, indicating a moderate likelihood of suicide.
Significant predictors of the risk of suicide by effect sizes were, and psychological resilience.
Depression level was the most powerful predictor of total SPS scores, followed by hopelessness and
psychological resilience.

Conclusion: Screening the risk of suicide in primary health care services is of very great importance.
Evaluating the individual’s history of attempted suicide, suicidal ideation, and suicide planning

provides important information in assessing the likelihood of suicide.
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due to suicide occurred in the USA in 2017, with crude suicide

Suicide is a global public health problem [1]. Due to its life-
threatening nature and potential to lead to death and disability,
attempted suicide should be dealt with as a matter of urgency
in the fields of psychiatry and emergency intervention. Suicide
affects all sections of society and was the fourth most common
cause of deaths in the 15-29 age group in 2019. Despite its
tragic effects on the individual and society, suicide is a public
health problem that can be prevented through prompt, minor
interventions [2]. According to WHO data, 793,000 individuals
worldwide died as a result of suicide in 2016, while according
to Centers for Disease Control and Prevention, 47,000 deaths
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rates of 19.74 per 100,000 in rural areas in the USA in 2013-
2015 and 12.72 per 100,000 in urban areas [3]. The equivalent
rate in India is 10.6 [4]. According to Turkish Statistical Institute
(TSI) data, 3406 suicides occurred in Turkey in 2019, a rate of
4.12 per 100,000. According to TSI data for Batman, where the
present study was conducted, 22 individuals lost their lives due
to suicide in 2019 [5].

Although risk factors in cases of suicide are usually similar,
different causes may sometimes be observed in different

societies. While depression and mental diseases are particularly
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important as causes of suicide in high-income countries,
financial problems and societal events may be more important
in middle- and low-income nations [6]. Suicidal behavior is
generally significantly associated with causes such as disasters,
acts of violence, depression, and stress. Acts of suicide are
also more common among vulnerable groups such as refugees,

migrants, and the prison population [7].

Retrospective and psychological autopsy studies indicate that
a detectable mental disease is present in at least 90% of all
completed suicides [8]. A high risk of suicide has been shown
in several psychiatric conditions such as personality disorders,
schizophrenia, bipolar disorder, and post-traumatic stress
disorder [9]. Traumatic events (such as death and war) combined
with these diagnoses exacerbate the risk of suicide still further
[10]. Several studies have shown that a hopeless mood together
with the risk factors described above increase the tendency to
suicide [11]. Additionally, hopelessness has been described as
a significant predictor of completed suicide among psychiatric

patients followed-up for 10-20 years [12].

Systematic research has shown that 80% of suicide cases
presented to primary healthcare services within the previous
year, and 44% within the previous month. Thirty-one percent
of suicides present to mental health services in the previous year
[13]. These data show that primary health care services play
a critical and life-saving role in suicide risk screenings [14].
Primary health care providers identify only between 24% and
45% of young people in their care who experience emotional
distress or suicidal ideation [15]. Primary health care institutions
are in an ideal position to identify individuals at risk of suicide
and to refer them to mental health services [16]. The purpose of
this research was therefore to determine the likelihood of suicide

in individuals presenting to primary health care institutions and

Main Points;

e In our study, it was determined that the probability of suicide
was moderate in those who applied to primary care.

e Assessment an individual’s history of attempted suicide, suicidal
ideation, and suicide planning provides important information in
terms of suicide risk evaluation in primary health care services.

e While depression and hopelessness are risk factors for suicide;

resilience is a protective factor for suicide
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to determine the relationship between the likelihood of suicide

and hopelessness, depression, and psychological resilience.

MATERIALS AND METHODS

Design The data in this descriptive, cross-sectional research
were collected between 30.05.2022 and 15.11.2022. The
research population consisted of individuals aged over 15
years presenting to family health centers in the Turkish city of
Batman. Inclusion criteria were age over 15, presentation for
primary health services in the province of Batman, absence of
any difficulty in reading and understanding the study questions,
and voluntary participation. Individuals not meeting these
criteria were excluded from the research. Epi Info (version
7.2.4.0) software was employed to determine the sample size
based on the population of the city of Batman, which was
505,849 according to TSI data [5]. Another important parameter
in determining the sample was establishing the probability
of suicide. Evaluations based on previous academic studies
suggest that this is approximately 2-2.5% [17]. We finally aimed
to include 659 individuals in the sample, with 90% confidence
and a 1% margin of error (0:0.01) using the random sampling
method. An additional 20% was added to this figure in the light
of potential deficient and inconsistent replies, and the study was

completed with 725 individuals.

Data Collection: The data in this research were collected by the
authors at face-to-face interviews in a suitable area in the family
health center using a form including the sociodemographic
information form, the Suicide Probability Scale (SPS), the
Beck Depression Inventory (BDI), the Beck Hopelessness Scale
(BHS), and the Brief Psychological Resilience Scale (BPRS).

Sociodemographic Information Form: This form developed
by the authors consists of 23 questions investigating age, sex,

marital status, and experiences concerning daily living activities.

Suicide Probability Scale: The SPS was developed by Cull
and Gill [18] and adapted into Turkish by Eskin in 1993 [19].
This four-point Likert-type scale contains 36 items. Atl et al.
performed a validation and reliability study involving a clinical
sample in 2009 and showed that it can be applied in diagnosed or
undiagnosed individuals [17]. Possible responses on the original
version of the scale are ‘never or rarely’ (1), ‘sometimes’ (2),
‘frequently’ (3) and ‘generally or always’ (4). Possible scores
range between 36 and 144, higher scores indicating a greater

likelihood of suicide. The original version consists of four
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factors — hopelessness (12 items), suicidal ideation (eight items),
negative self-evaluation (nine items), and hostility (seven items).
The SPS consists of four subscales — hopelessness, suicidal
ideation, negative self-evaluation, and hostility, and yields a
total scale score. Confirmatory factor analysis was applied for
the structural validity in the adaptation study into Turkish, and
the four-factor structure was confirmed. Cronbach alpha values
at reliability analysis were .78, .94, .79, and .70, respectively, with
a general Cronbach alpha value for the scale of .89. In the present
study, the scale general Cronbach alpha score was 0.912. A cut-
off points of 110 was determined for the scale. Scores between
0 and 24 are regarded as normal, those between 25 and 49 are
considered as low risk, scores between 50 and 74 as moderate
risk, and scores between 75 and 100 as high risk [18].

Beck Depression Inventory: The BDI was developed by Beck
et al. [20] for the purpose of measuring the level and severity
of depressive symptoms and to determine risk in the context of
depression. The validity and reliability of the Turkish language
version were established by Hisli [21]. The Cronbach alpha value
is 0.80, while a figure of 0.934 was determined in the present
study. This four-point Likert-type scale consists of 21 items
scored 0, 1, 2, or 3 (min=0, max=63). Scores of 0-9 indicate
minimal depression, 10-16 mild depression, 17-29 moderate
depression, and 30-63 severe depression. Higher scores indicate

greater experience of depressive feelings.

Beck Hopelessness Scale: The BHS is a self-report inventory
developed by Beck et al. [22] to assess the severity of anxiety
symptoms. The validity and reliability of the scale were
confirmed by Ulusoy et al [23]. The BHS is a one-dimensional
21-item, four-point Likert-type scale, scored from 0 (not at all)
to 3 (severely). Total scores range from 0 to 63, with scores
of 0—7 indicating minimal anxiety, 8—15 mild anxiety, 16-25
moderate anxiety, and scores of 26-63 a severe level of anxiety.
The higher scores indicate a higher level of anxiety symptoms.
Scores of 0—7 indicate minimal anxiety, 8—15 mild anxiety, 16—
25 moderate anxiety, and 26-63 a severe level of anxiety. Ulusoy
et al. determined a Cronbach alpha of 0.93, compared to 0.91 in
the present study [23]. In this study the Cronbach alpha is 0.877.

Brief Psychological Resilience Scale: The BPRS was developed
by Smith et al. [24] in 2008 for the purpose of measuring
individuals’ psychological resilience. It was subsequently
adapted into Turkish by Dogan [25]. The BPRS is a single-
dimension, five-point Likert-type scale. The factor loads of the
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scale items range between .63 and .79. The lowest possible score
on the scale is 6, and the highest possible score is 30. Higher
scores indicate greater psychological resilience. The Cronbach
reliability coefficient was 0.83 in the validity and reliability
study and 0.752 in the present study.

Statistical Analysis

The study data were evaluated using frequency, percentage, and
mean plus standard deviation descriptive methods. Normality
of distribution of the scale scores was assessed using skewness
and kurtosis values, with values between -1.5 and + 1.5 being
regarded as normal. Relationships between normally distributed
variables were analyzed using the independent sample t test and
ANOVA. Predictors of the likelihood of suicide were determined
using a multilinear regression model. p values lower than 0.05

were regarded as statistically significant.

Ethical Issues

Written approval for the study was granted by the Batman
University Non-Interventional Clinical Research Ethical
2022/05-06, dated 12.05.2022). Institutional
approval was granted by the provincial health directorate to

Committee (no.

which the family health centers in the research were affiliated
(no. E-47960527-774.99, dated 25/05/2022). The study was
performed in line with the principal of voluntary participation,
written consent being obtained from individuals aged over 18,

or from the legal guardians of those aged under 18.

RESULTS

The mean BHS score of the individuals taking part in the study
was 7.02+5.05. Most individuals possessed minimal (248) or
moderate (231) hopelessness levels. The mean BDI score was
14.49+11.33, minimal depression levels being most common
(286 individuals), followed by moderate depression levels (212
individuals). The participant’s mean BPRS score was 18.734+4.37,
and the mean general SPS score was 69.49+14.65 (Table 1).

No significant correlation was observed between the participants’
gender or marital status and total or sub-dimension SPS scores
(p>0.05). However, a significant relationship was observed
between age and total and sub-dimension SPS scores (p<0.05).
Post-hoc analysis was applied to identify the variables from
which the significance derived. This showed that this derived
from mean hopelessness, hostility, and negative self-evaluation
sub-dimension and total SPS scores being significantly lower in

the 25-34 age group than in the other age groups (p<0.05). Mean
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SPS suicidal ideation scores were only significantly higher in
the 15-24 age group compared to the 25-34 age group (p<0.05).
The mean suicidal ideation sub-dimension score of participants
without children was significantly higher than that of those
with children (p<0.05). No significant difference in terms of
possession of children was observed in other mean total SPS or
sub-dimension scores (p>0.05) (Table 2).

Mean SPS hopelessness and suicidal ideation sub-dimension
scores varied significantly depending on education levels
(p>0.05). Mean SPS hopelessness subscale scores were
significantly higher among uneducated/elementary and middle
school graduates than in both the high school and university or
above education groups. Mean SPS negative self-evaluation sub-
dimension scores were significantly higher among uneducated/
elementary and middle school graduates compared to high
school graduates, and in high school graduates compared to
participants educated to university level or higher. Mean total
SPS scores were significantly lower among those educated to
university level or higher compared to uneducated/elementary
and middle school graduates (p<0.05) (Table 2).

Table 1. Descriptive statistics regarding the scales employed

Ayhan F et al.

No significant relationship was observed between income status
and mean suicidal ideation or hostility sub-dimension scores
(p>0.05). Mean hopelessness and negative self-evaluation sub-
dimension and total SPS scores were significantly higher in the
group whose income was lower than outgoings compared to the
income higher than or equal to outgoings groups. Participants
with jobs or occupations registered significantly lower mean
hopelessness and hostility sub-dimension and total SPS scores
than those with no job or occupation (p<0.05) (Table 2).

Total SPS scores and hopelessness, suicidal ideation, and
hostility sub-dimension scores were significantly higher in
patients reporting a psychiatric disorder than in those with
no psychiatric disease (p<0.05), although no difference was
detected in terms of the negative self-evaluation SPS sub-
dimension. Only negative self-evaluation scores were higher
among participants with a chronic disease compared to those
without (p<0.05), with no difference being observed between
the two groups in terms of total SPS or other sub-dimension
scores (Table 3).

Scale (n) (Min-Max) X £ SD
BHS Total (725) (0-20) 7.02 £5.05
Minimal Hopelessness (248) (0-3) 1.71 £0.96
Mild Hopelessness (186) (4-8) 5.76 £1.39
Moderate Hopelessness (231) (9-14) 11.14 +£1.60
Severe Hopelessness (60) (15-20) 17.01 £1.41
BDI Total (725) (0-60) 14.49£11.33
Minimal Depression (286) (0-9) 3.58+3.08
Mild Depression (148) (10-16) 12.87+1.95
Moderate Depression (212) (17-29) 22.31£3.65
Severe Depression (79) (30-60) 36.08+5.90
BPRS_Total (725) (6-30) 18.734+4.37
SPS_Total (725) (36-118) 69.49+14.65
SPS Hopelessness Sub-dimension (725) (12.47) 24.72+6.35
SPS Suicidal Ideation Sub-dimension (725) (8-32) 11.44+3.77
SPS Hostility Sub-dimension (725) (7-28) 11.15+3.34
SPS Negative Self-Evaluation Sub-dimension (725) (9-36) 22.16£5.23
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Table 2. An evaluation of sociodemographic variables and mean SPS scores

Ayhan F et al.

Variables SPS Hopelessness SPI?iS;iizi:al SPS Hostility :;ig:iﬁ:::on SPS Total
X SD X SD X SD X SD X SD

Gender

Female (440) 24.95 617 1140 347 1122 312 2238 522 69.97 14.25
Male (285) 2437 661 1149 420 11.04 3.66  21.83 524 6876 15.25
Test value(t/p) 1.197 232 -318 750 .682 495 1.380 168 1.085 278
Marital Status

Married (165) 24.15 672 10.93 399 11.06 372 2239 548 68.55 15.62
Single (560) 24.89 623 1159 3.69 1118 322 2210 516 69.77 14.36
Test value (tp) -1.317 188 -1.953 051 384 701 .630 529 -935 350
Children

With children (131) 23.82 635  10.57 332 1093 340 2251 553 67.84 14.92
No children (594) 24.92 634 1163 384 1120 333 22.09 516 69.85 14.58
Test value (tp) -1.805 072 2930 .003*** -84 399 847 397 -1.423 155
Age

15-24 years* (464) 25.20 625 1173 3.80 1132 326 2211 523 7039 1431
25-34 years® (189) 23.25 608 1067 353 1046 336 21.69 495  66.09 14.15
35 years or over® (72) 25.52 709 1156 3.94  11.80 352 2375 569 72.65 16.63
Test value (F/p) 7044 .00I%** 5381  .005*** 6208  .002%** 4105  .0I7%%  7.764  .000***
Post-hoc (Tukey) a>b c>b a>b a>b c¢>b ca b a>b c>b
Education Level

None/elementary/ 25.86 612 1174 340 1234 3.69 2475 493 7471 14.19
middle school® (66)

High school® (120) 24.58 6.62 1135 406 1077 335 2323 516 69.94 15.06
g‘;igv)ersny or above* 24.62 631 1142 375 11.09 327 2161 516 68.75 14.51
Test value (F/p) 1159 314 249 780 5028 .006%**  14.058  .000%%% 4975  .007%**
Post-hoc (Tukey) a>b a>c a>c b>c a>c
Income Status

z;;;;nﬁoutgomgsa 25.76 651  11.63 359 11.40 334 2277 527 7157 14.78
g;;n)ne = Outgoings® 23.63 580 11.18 383 1091 319 21.64 485 6738 13.67
Income>Outgoings®(79)  23.63 6.66 1143 435 1081 376 2112 6.00  67.00 16.02
Test value (F/p) 10.395  .000%** L1132  .323 2144  .1I8 5474 .004%*%  7.874  .000%**
Post-hoc (Tukey) a>b a>c a>b a>c a>b a>c
Employment/Occupation Status

ggzl;ing/ Employed 23.96 627 1118 3.84  10.60 310 21.82 491 6758 14.38
?‘Igl;vorking/ Employed 5 16 636 1159 373 1146 343 2236 540 70.58 14.71
Test value (tp) -2.470 014%%  -1.389 165 -3.341  .001%** 1319 188 -2.664  .008%**

t: Independent sample t test
*EEp < 0.01, **p < 0.05.
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Table 3. Relationships between health status and other variables and mean SPS scores
Variables SPS Hopelessness  SPS Suicidal Ideation SPS Hostility :gfg:f:‘;vtleon Total SPS
X SD X SD X SD X SD X S.D
Psychiatric disease
Yes (21) 30.33 8.38 15.42 6.17 13.95 4.93 24.19 5.67 83.90 16.09
No (704) 24.56 6.21 11.32 3.61 11.07 3.25 22.10 5.21 69.06 14.40
Test value (t/p) 3.130 L005%%%  3.030 L007%%* 2.659 015%* 1.662 Jd11 4.636 L000%**
Chronic disease
Yes (56) 26.14 6.25 11.03 3.21 11.35 3.15 24.01 5.17 72.55 14.43
No (669) 24.61 6.35 11.47 3.81 11.13 3.36 22.01 5.21 69.23 14.65
Test value (t/p) 1.735 .083 -840 401 472 .637 2.764 .006%* 1.627 104
Familial relationships
Good* (493) 23.30 6.01 10.63 3.22 10.42 2.99 20.80 4.99 65.16 13.27
Average® (216) 27.67 5.81 13.01 4.17 12.53 3.37 24.94 4.46 78.17 13.00
Poor* (16) 29.06 8.10 14.93 5.17 15.00 4.73 26.62 5.16 85.62 13.79
Test value (F/p) 44.038 L000%%%  40.916 L000%%* 45.845 000%%*  61.850 L000%** 85.107 .000%**
Post hoc (Tukey) c>a b>a c>b>a c>b>a c>b>a c>b>a
Friend relationships
Good® (448) 23.36 6.19 10.72 3.44 10.35 3.00 20.69 5.08 65.13 13.51
Average® (264) 26.90 5.95 12.46 3.90 12.29 3.36 24.45 4.44 76.13 13.41
Poor® (13) 27.53 6.66 15.23 5.05 15.61 3.92 26.46 6.52 84.84 16.83
Test value (F/p) 29.180 L000%**  26.037 L000%** 44.811 L000%%%  54.343 L000%%* 63.289 .000%%*
Post hoc (Tukey) c>a b>a a>b>c> c>b>a c>b>a c>b>a
Health status
Good* (324) 22.29 6.00 10.26 3.10 9.89 2.80 20.33 5.32 62.79 12.81
Average® (357) 26.18 5.75 12.18 3.90 11.96 3.26 23.36 4.55 73.69 13.40
Poor* (44) 30.86 5.81 14.04 4.40 13.86 4.02 26.00 4.96 84.77 13.09
Test value (F/p) 62.755 .000%%%  36.312 L000%%* 54.745 000%%*  46.168 L000%** 90.305 .000%**
Post hoc (Tukey) c>b>a c>b>a c>b>a c>b>a c>b>a
Regular nutrition
Yes*(199) 20.78 5.21 9.89 2.73 9.29 2.55 20.54 5.52 60.51 11.65
No" (240) 27.79 6.49 12.92 423 12.67 3.45 24.12 4.87 77.51 14.38
Sometimes®(286)  24.90 5.42 11.27 3.52 11.17 3.07 21.65 4.81 69.01 12.92
Test value (F/p) 81.049 L000%** 39,132 000%** 65.808 L000%**  29.870 .000%** 91.871 L000%**
Post hoc (Tukey)  b>c>a b>c>a b>c>a b>c>a b>c>a
Sufficient rest
Yes (344) 22.92 5.89 10.81 3.50 10.32 3.11 21.04 5.28 65.11 13.65
No (381) 26.35 6.31 12.01 3.92 11.90 3.37 23.17 4.98 73.45 14.41
Test value (t/p) -7.546 L000%%%  -4.313 L000%** -6.544 000%%*  -5.579 L000%** -7.979 L0007

t: Independent sample t test F: One-Way Analysis of Variance (ANOVA) p: Significant Value

w3k < 0,01, **p < 0.05.
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Table 4. Analysis of suicidal ideation and behaviors and mean SPS scores
Variables SPS Hopelessness lSdI; ition Suicidal SPS Hostility ]S;:li:iiﬁve Self- Total SPS
X SD X SD X SD X SD X SD
Previous attempted suicide
No (701) 24.47 6.13 11.23 3.53 10.98 3.12 22.13 5.21 68.82 14.12
Yes (24) 32.20 8.12 17.41 5.41 16.12 5.29 23.25 5.93 89.00 16.80
Test value (t/p) 6.005 000%%%  8.241 L000%%%  7.696 L000%%*%  1.029 304 6.837 L000%%*
I sometimes think about killing myself
No (669) 24.45 6.15 11.06 3.25 10.98 3.15 22.14 5.22 68.65 14.09
Yes (56) 30.65 7.68 19.59 4.88 14.81 4.90 22.59 5.47 87.65 15.09
Test value (t/p) -5.506 L000%%%  -14.096 000%%*  -6.506 000%%% - 470 .639 -7.433 .000%**
Have you ever thought about killing yourself?
No (669) 24.36 6.07 11.05 3.22 10.92 3.08 22.12 5.21 68.46 13.83
Yes (56) 32.30 7.43 19.66 491 15.96 4.77 23.12 5.73 91.06 14.96
Test value (t/p) -7.255 L000%**  -14.557 000%**  -8.912 L000%**  -1.070 285 -8.502 .000%**
**xp < 0.01, **p < 0.05.
Table 5. Multilinear regression analysis of SPS scores according to BDI, BHS, and BPRS scores
B Sh B3 t p R R? F P
BDI 0.733 0.037 0.567 19.728 .000%**
BHS 0.787 0.084 0.272 9.358 .000%** 0.679 0.678 508.101 .000%**
BPRS -0.306 0.084 -0.091 -3.661 .000%**

wxxp < (.01, **p < 0.05.

Hopelessness sub-dimension scores were significantly higher
among participants with poor relationships with family, friends,
and neighbors compared to those with moderate or good
relationships (p<0.05). Suicidal ideation, hostility, and negative
self-evaluation and total SPS scores were significantly higher
among participants poor relationships with family, friends,
and neighbors compared to those with good and moderate
relationships, and among those with moderate relationships
compared to the good relationships group (p<0.05). Mean total
SPS and sub-dimension scores were significantly higher among
participants describing their health as poor compared to those
describing itas moderate or good and among those describing it as
moderate compared to those with poor health (p<0.05) (Table 3).

Mean total SPS and sub-dimension scores were significantly
higher among participants reporting eating regularly compared
to those reporting eating regularly or sometimes regularly, and

387

among those reporting sometimes eating regularly compared
to those not eating regularly (p<0.05) Finally, mean total SPS
and sub-dimension scores were significantly higher among
individuals not able to devote sufficient time to resting compared
to those able to rest sufficiently (p<0.05) (Table 3).

Participants who had previously attempted suicide, and those
with ideations concerning suicide and how to kill themselves
registered significantly higher SPS hopeless, suicidal ideation,
and hostility sub-dimension and total SPS scores (p<0.05).
However, these negative ideations and behaviors caused no
difference in the mean negative self-evaluation sub-dimension
(Table 4).

Statistically significant results were obtained in the multilinear
regression model established with mean BDI, BHS, and BPRS
scores as predictors of SPS scores (F: 508.101; p:0.000). The
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three variables together explained 67.8% of the variance in
mean SPS scores. Each also emerged as a significant predictor
of SPS when the three were analyzed individually (p<0.05). BDI
exhibited the highest predictive level (3:0.567), followed by BHS
(8:0.272), and BPRS (B:-0.091) (Table 5).

DISCUSSION

Approximately 80% of suicide cases have been reported to
present to primary health care services within the preceding
year, a finding that reveals the importance of suicide screening
in primary health institutions [16]. The mean general SPS score
in the present study was 69.49+14.65, indicating a moderate
probability of suicide in primary presentations. Research
from Turkey involving individuals diagnosed with psychiatric
diseases revealed a mean SPS score of 70.97£12.82, a figure
close to the value in the present research [26]. Another study
from Turkey reported a mean SPS score of 71.03£15.85 in
individuals diagnosed with a psychiatric disease, compared to
60.86%11.13 in those with no such disease [17].

No significant relationship was determined between gender and
SPS scores in this study. Analysis of deaths from suicide in 2019
in the province where this research was conducted showed that
gender rates were very similar to one another (male 22, female
18) [5]. Studies investigating the relationship between suicide
and gender report that males are at greater risk [27, 28]. However,
there are also studies reporting more attempted suicides among
women. Research reported that 9.2% of women and 3.6%
of men presenting to primary health services in India had
previously attempted suicide. A retrospective study performed
in an emergency department also reported that women were at
a greater risk of suicide [29]. Another aspect of the association
between suicide and gender is that the risk of attempts being
successful is 2.83-fold higher in men than in women [11]. It
should also be remembered in suicide risk assessment that men

may be less likely to mention their suicidal ideations [30].

No significant association was observed in this study between
the participants’ marital status and their SPS scores. Marriage
provides some degree of protection against suicide [31], although
a marriage involving a high rate of conflict or violence can also
act as a risk factor for suicide [32]. It is therefore misleading to

regard being married as a protective factor against suicide.

Total SPS and sub-dimension scores were generally significantly

lower among participants in the 25-34 aged group compared
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to those aged 15-24 or 35 and over. Negative self-evaluation
scores were higher in the 35 and over age group compared to
the other groups. One study involving TSI suicide data for 2007-
2016 reported that suicides were most frequent in the 20-24 age
range, but also increased with age after 35 [33]. Suicide is an
one of the most frequent causes deaths among young people
and adolescents [34]. In addition, records show that the most
common age for suicides in Turkey is 20-24 [5]. Our results are
consistent with the previous literature and confirm that young
people and adolescents are particularly vulnerable in terms
of the risk of suicide. In addition, the significant elevation in
negative self-evaluation scores among individuals over 35 in
the present study shows that such self-evaluation increases with
age. This suggests that age-dependent feelings of inadequacy
and negative ideation may be associated with an increased risk

of suicide.

this

significantly higher SPS suicidal ideation sub-dimension scores

Participants without children in study registered
than those with children. Previous studies have also identified
having children as a protective factor against suicide [27, 35].
Interestingly, although possession of children is a protective
factor against suicide and attempted suicide, stress associated
with bringing up children can also increase the risk of suicide

[34].

Total SPS and hostility and negative self-evaluation sub-
dimension scores increased as participants’ education levels
decreased. No relationship was determined between education
level and mean SPS hopelessness and suicidal ideation scores.
The higher likelihood of suicide attempts resulting in death or
severe injury in individuals with low education levels supports
our finding [11]. It is important to bear in mind the association
between a high level of education and economic status when
assessing the risk of suicide. This should also be evaluated in
terms of individuals with a high level of education also enjoying
better economic status.

Individuals with low levels of income in this research registered
lower total SPS and hopelessness, hostility, and negative self-
evaluation sub-dimension scores than those with moderate and
high incomes. Individuals with jobs or occupations had lower
total SPS and hopelessness, and hostility sub-dimension scores
than those with no job or occupation. These findings show that
a low economic status and income increase the risk of suicide.

It should be noted that, since public awareness and knowledge
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of individuals having an academic education, a lower mortality
rate because of suicide is seen as low educational status may
result in inadequate job opportunities, economic problems,
inefficient coping styles with problems and addiction; all these

can worsen consequences in suicide [11].

While participants reporting a psychiatric disorder registered
higher total SPS and hopelessness, suicidal ideation, and hostility
sub-dimensions scores than those with no psychiatric disorder,
no difference was found between the two groups in terms of
negative self-evaluation sub-dimension scores. Retrospective
and psychological autopsy studies show that a diagnosable mental
disease is present in at least 90% of all completed suicides [8].
Evidence from a 10-year prospective study evaluating suicidal
ideation, and suicide plans and attempts revealed that the total
number of psychiatric disorders emerging at the same time is a
more consistent predictor of subsequent suicidal behavior than

the type of psychiatric disorder involved [9].

Only SPS negative self-evaluation scores were higher among
participants with a chronic disease than in those with no such
disease. Individuals describing their health status as poor
registered significantly higher total SPS and sub-dimension
scores than those describing it as moderate or good. In support
of these findings, one study retrospectively investigating suicide
attempts among adolescents with chronic disease showed that
individuals with chronic diseases were at a greater risk of both
single and multiple attempts at suicide, and had a 6.14-fold
greater risk of multiple attempts than healthy individuals [28].
Other research involving individuals hospitalized due to medical
disease confirmed that 62.9% of individuals at risk of suicide
(73/116) exhibited ‘thoughts of harming oneself or of being
better off dead’ on PHQ-9 [36]. Determining the risk of suicide
only by means of depression screening tools in inpatient units
may not be sufficient to identify adult medical inpatients at risk
of suicide. Direct questions about the risk of suicide and using
validated tools are essential for effectively and productively

screening for the risk of suicide in this population [36].

Participants with poor relationships with family, friends, and
neighbors registered higher total SPS and all sub-dimension
scores than those with moderate or good such relationships.
Similarly, a lower risk of attempted suicide has been reported
in adolescents with a combination of powerful family ties and
an effective neighbor network [37]. A cross-sectional study of

depressed patients with no previous history of attempted suicide
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determined that these felt greater responsibilities towards their
children and families, feared social exclusion, were skeptical
about suicide for religious reasons, and exhibited greater survival
and coping skills [38]. Healthy and well developed coping skills
can provide a buffer against stressful life events and reduce the
likelihood of suicide [39].

Participants with regular eating habits registered higher total
and sub-dimension SPS scores that those eating only sometimes
regularly or irregularly. The total SPS and sub-dimension scores
of participants who were able to devote sufficient time to resting
were significantly higher than those of individuals who were not
able to rest sufficiently. In agreement with our findings, effective

health care is regarded as a protective factor against suicide [40].

Participants with histories of attempted suicide, suicidal
ideation, and suicide planning registered higher total SPS and
suicidal ideation, hopelessness, and hostility sub-dimensions
scores, although such ideations and behavior caused no
significant difference in mean negative self-evaluation scores.
The most powerful risk factor for suicide is a previous history
of attempted suicide [2, 41]. A five-year follow-up study showed
that individuals with a single previous attempt at suicide had a
48-fold greater probability of suicide than average individuals
[42]. An epidemiological study of 18,199 cases of attempted
suicide conducted in Finland reported a 30% risk of repeat
attempts within five years and a 10% mortality risk due to
suicide [43]. A significantly greater probability of poor suicide
outcomes has been shown in individuals with ideation and
histories of attempted suicide [11]. Although attempted suicide
is an important risk factor for future suicide, that risk is far from
definite [44]. Suicide risk assessment involving a few questions
such as history of attempted suicide, current suicidal ideation,
and plans for suicide can be a useful guide for health care
professionals in terms of a rapid evaluation in areas involving

only brief stays, such as primary health services.

BDI, BHS, and BPRS emerged as significant predictors of
total SPS scores in this research. BDI was the most powerful
predictor of total SPS scores, followed by BHS, and BPS. The
previous literature shows that major depression is a risk factor for
suicide, and is responsible for 60% of suicides [36,45], although
depression screening by itself does not determine the entire
risk [14]. Many commonly cited risk factors for suicide, such as
depression, hopelessness, psychiatric disorders, and impulsivity,

are best thought of as predictors of suicidal ideation [27]. Early
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diagnosis and treatment of depressive and suicidal symptoms
should therefore constitute a component of suicide prevention
programs [11]. There is a confirmed association between
hopelessness and suicide [12,26,41]. Research investigating the
relationship between trait hopelessness and suicide has revealed
significant positive correlation between trait hopelessness
scores and attempted suicide, while state anxiety was only
positively correlated with responses to the suicidal ideation
question “In the last year, have you ever felt that life is hardly
worth living?” [46]. It may therefore be misleading to evaluate
suicide risks using state anxiety only. Based on the findings of
the present study, psychological resilience if a protective factor
against the risk of suicide. In support of this finding, studies
involving individuals with psychiatric diagnoses have shown
that psychological resilience reduced the risk of suicide [26, 47].

Limitations

There are a number of limitations to this research. First, since it
was conducted in primary health services in a single province,
the results cannot be generalized to all of Turkey or to other health
institutions. The second limitation was that the determination
of depression, hopelessness and psychological resilience was
not based on a clinical interview. Another limitation is that the
risks of suicide among individuals presenting to primary health
care services but refusing to take part in the study could not
be determined. This limits the data concerning suicide risk in
individuals who presented to primary care services and did not
participate in the research. Finally, the determination of suicide
risk in this research was not based on a structured clinical

interview.

CONCLUSION

Assessment an individual’s history of attempted suicide,
suicidal ideation, and suicide planning provides important
information in terms of suicide risk evaluation in primary health
care services. Assessment using these three questions is both
practical and can assist health care professionals in primary care
to perform further evaluation of the risk of suicide or to refer the
patient to a psychiatrist. The SPS is the most valid and reliable
method for determining the risk of suicide and can provide
detailed information in the assessment of that risk in primary
health care services. Depression and hopelessness are important
risk factors for suicide, for which reason suicide risk evaluation
should be performed as a matter of urgency in individuals with
depression or hopelessness. However, although it is important

to determine depression and hopelessness in evaluating suicide

Ayhan F et al.

risk in primary health care services, these may not be sufficient
by themselves for determining that risk. Psychological resilience
is a protective factor against suicide, although it is important
for risk factors and protective factors to be considered as an
integral whole in assessing the risk of suicide. Therefore, health
professionals working in primary health care services should be
trained on the importance and implementation of suicide risk
assessment. In future studies to be conducted on the subject, it
is recommended that patients with high suicide risk in primary
health care services and referred to psychiatrists should be

followed up and long-term results should be evaluated.
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