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ABSTRACT

Introduction: Suicide is responsible for 1.5% of deaths worldwide, totaling approximately 800,000
deaths per year. Estimates suggest that it will become one of the leading contributors to the global
burden of morbidity in the next two decades. Proper clinical training in the field of suicidology and the
prevention of suicidal behavior is particularly relevant in the context of the psychiatric inpatient ward.
This study aims to analyze the factors that contribute to suicidal ideation and behavior in patients
hospitalized in the psychiatric inpatient ward of a general university hospital.

Materials and Methods: \We conducted a cross-sectional study of hospitalized patients over one year
(October 2018 to September 2019, n=254). We examined sociodemographic, cultural, and clinical
variables related to suicide.

Results: Of the patients admitted during the study period, 39.4% reported suicidal ideation, 13.4% had
a suicidal plan, and 10.6% had attempted suicide. Women had a higher chance of hospitalization due
to suicidal ideation (OR=2.22, 95% CI [1.28-3.77]), suicidal plan (OR=2.77, 95% CI| [1.15-6.62]), and
suicide attempt (OR=3.12, 95% CI [1.13-8.47]). Seventy percent of patients over 65 years old with a
suicidal plan lived alone, while this percentage was 80% for those admitted after a suicide attempt.
Conclusions: Most epidemiological data on suicidal behavior come from developed countries.
Considering the complexity of this phenomenon, we believe itis necessary to incorporate social, political-
economic, cultural, and gender perspectives into the analysis. Application of the idiographic method
could provide a useful tool to advance our understanding of suicidology by proposing an approach that
draws on quantitative and qualitative information centered on the individual in an iterative process that
starts with the individual and then seeks contextualized common elements.
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Analisis multidimensional de factores clinicos, demograficos y culturales en la ideacién y conducta

suicida en una sala de internacion psiquiatrica
RESUMEN

Introduccidén: el suicidio es responsable del 1,5% de las muertes mundiales, totalizando
aproximadamente 800 000 muertes al afo. Se estima que se convertird en uno de los mayores
contribuyentes a la carga mundial de morbilidad en las proximas 2 décadas. La formacion clinica
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adecuada en el campo de la suicidologia y la prevencién de la conducta suicida resulta de especial
relevancia en el contexto de la sala de internacion de Psiquiatria. El presente estudio tiene como
objetivo analizar los factores que contribuyen a la ideacion y al comportamiento suicida en pacientes
hospitalizados en la sala de internacion de Psiquiatria de un hospital general universitario.
Materiales y métodos: se realizd un estudio transversal de pacientes hospitalizados durante un afio
(octubre de 2018 a septiembre de 2019, n=254). Se examinaron las variables sociodemograficas,
culturales y clinicas asociadas al suicidio.

Resultados: el 39,4% de los pacientes que ingresaron en el periodo de estudio referia ideacion suicida,
el 13,4% un plan suicida y el 10,6% habia presentado un intento de suicidio. Las mujeres tuvieron
mayor chance de hospitalizacion debido a ideacién suicida (OR=2,22, 1C 95% [1,28-3,77]), plan suicida
(OR=2,77,1C 95%[1,15-6,62]) eintento suicida (OR=3,12, IC 95%[1,13-8,47]). EI 70% de los pacientes
mayores de 65 afos que tenfan un plan suicida vivian solos, mientras que dicho porcentaje fue del 80%
para quienes ingresaron luego de un intento de suicidio.

Conclusiones: lamayor parte de los datos epidemiologicos enrelacién con laconducta suicida provienen
depaisesdesarrollados. Tratdndose de unfendmeno de suma complejidad, creemos necesario incorporar
al andlisis aristas sociales, politico-econdmicas, culturales y de género. La aplicacién del método
ideografico podria brindar una herramienta Util para avanzar nuestro entendimiento en el campo de Ia
suicidologia, planteando un abordaje que se nutra de informacién tanto cuantitativa como cualitativa
centrada en la persona, en un proceso iterativo que parta del individuo vy luego busque elementos

comunes contextualizados.

Palabras clave: suicidio, epidemiologfa, aislamiento, mujer, cultura, ideografico.

INTRODUCTION

Each year, approximately 800,000 people commit
suicide worldwide, accounting for 1.5% of global deaths.
In 2019, suicide was the most common cause of death in
the 15 to 29 age group'. Around 20 suicide attempts are
estimated for every suicide, reaching 16 million attempts
per year and 160 million patients experiencing suicidal
ideation?. Estimates suggest that suicide will become one
of the world’s leading contributors to the global burden
of disease over the next two decades?.

Suicide rates vary according to sex and age group,
with higher prevalence in the elderly and men (15.6
suicides per 100,000 men vs. seven suicides per 100,000
women)*. The epidemiology of self-injurious behaviors
(whether with suicidal intent or not) differs in this regard,
with higher prevalence in women and young people.
Approximately 1in 50 people who attempt suicide will die
by suicide within the next 12 months, and 1 in 25 people
will do so within the next five years?.

The alarming impact of these figures underscores
the relevance and seriousness that the phenomenon
of suicide has acquired for Public Health, urging us to
deepen its study in one of the settings where it becomes
most prominent: the psychiatric inpatient ward. We
consider this environment as a favorable setting where the
various facets of suicidal behavior can be studied, with the
ultimate goal of providing improved care to individuals
facing severe mental health conditions®.

As professionals in the field of Mental Health, we face
a challenge that highlights the need to provide adequate
clinical education in suicidology. This training should
prioritize the acquisition of knowledge and skills in
both the care of individuals at risk of self-harm and the
implementation of suicide prevention and postvention
strategies’. Within the context of a university general
hospital, we are focused on training medical and
psychology residents in this regard®”®.

The objective of this work is to examine
epidemiological, clinical, and cultural determinants
that could be associated with suicidal ideation and
behavior in patients hospitalized in the psychiatric ward
of a private-sector university general hospital. Aware that
we are dealing with one of the most sensitive topics in
Mental Health, we applied a method where quantitative
information complements qualitative analysis to avoid
abstract reflections that could create confusion in an
already complex scenario.

MATERIALS AND METHODS
Design

We conducted a cross-sectional study that gathered
sociodemographic, clinical, and therapeutic data from
patients admitted to the Psychiatry Ward between
October 1, 2018, and September 30, 2019, inclusive'.
Based on the information obtained, we decided to
deepen the analysis of the determinants associated with
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the suicidal phenomenon. Details of the design and
methodological specifications of the study are available
in the referenced publication®.

Setting and Population

The Psychiatry Inpatient Ward is within the central
headquarters of the hospital network. The patients
admitted to this unit are of both sexes. It is a facility for
acute and subacute patients. At the time of this study, the
inpatient ward had 381 beds'".

Statistical Analysis

Quantitative variables were represented by measures
of central tendency, either the mean or median (as
appropriate), along with standard deviation (SD) or
interquartile range (IQR). As for the categorical variables,
we expressed them as proportions. Regarding statistical
analysis, we compared quantitative variables using the
T-Test or Mann-Whitney tests, while those for categorical
variables used the Chi-Square and Fisher tests.

Results were deemed statistically significant when the
p-value was less than 0.05. The software used to perform
these statistical analyses was R-4.0.3.

Ethical Considerations

The protocol of this study was approved by the
Institutional Research Ethics Committee and conducted
in compliance with ethical principles and regulatory
standards for human health research at both national
and international levels, in line with the Resolution of
the Ministry of Health of the Nation, the Declaration
of Helsinki of the World Medical Association and all its
amendments, and in compliance with the ICH E6 Good
Clinical Practice Guidelines. The primary data source
was the institutional electronic health record, in which all
patients signed, upon registration, voluntary and certified
informed consent for our use of their data. The study
posed no risk to the patient. Patient data confidentiality
was ensured, with access to the information restricted
solely to the study investigators.

RESULTS

We examined 259 cases of patients who had received
hospitalization in the psychiatry unit during the research
period. Four patients were excluded from this group
because they were under 18 years old, and one additional
patient was excluded due to insufficient data required to
complete the discharge form. Consequently, the final
sample included 254 patients'®. The overall results are
available in the reference publication'®. In this paper,
we will exclusively analyze aspects relevant to suicidal
ideation and behavior (Table 1). For this purpose, we used
the definition of suicidal behavior developed by Mann
and Oquendo!, as outlined in the Columbia-Suicide
Severity Rating Scale (C-SSRS)™.

To structure the analysis, we decided to separate the
results into three groups:

A. First, considering that the presence of suicidal
ideation confers an increased risk of completed suicide
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even in the absence of psychiatric pathology', we believe
itis relevant to further examine those patients who exhibit
suicidal ideation without a specific plan (SI) at the time
of admission.

B. Next, we focused on determinants that were
significant in patients who had a suicidal plan (SP).

C. Lastly, we analyzed the group of patients admitted
after having attempted suicide (SA).

A. Group of Patients with Suicidal Ideation

Of the 254 patients admitted to the Psychiatry ward
during the study period, 100 (39.4%) presented with
suicidal ideation without a specific plan upon admission.
As observed in Table 2, a significantly higher percentage
of patients with suicidal ideation were female (OR=2.22,
[95% CI=1.28-3.77]), p=0.004. This trend is also noted
across different age groups, consistent with what has been
described in the literature®!4,

Regarding age stratification, we observed a higher
proportion of hospitalizations among adult patients
aged 35 to 65 (45%), although this was not statistically
significant (p=0.70). Both younger and older adults
exhibited a similar relative frequency of suicidal ideation.
We identified a high proportion of patients over 65 years
old living alone at admission (59.2%).

We also noted a significantly higher percentage of
patients with a history of previous suicide attempts,
which is an epidemiological indicator to consider in
assessing self-harm risk and is consistent with what has
been reported in the literature (OR=4.02 [95% CI=2.34-
6.91], p<0.001%). Regarding family history, the differences
found were not significant (OR=1.47 [95% CI=0.73-2.94],
p=0.27).

B. Group of Patients with a Suicidal Plan

Table 3 presents the results for the group of patients
who had a specific suicidal plan upon admission,
comprising 13.4% of the patients hospitalized during the
study period.

Once again, we found a strong predominance of
women in this high-risk epidemiological group, totaling
79.4% of the patients (OR=2.77, 95% CI [1.15-6.62], p=0.018).

Consistent with the findings in the previous group,
28.6% of the patients with a suicidal plan lived alone at
the time of admission, with this percentage rising to 70%
among those over 65 years old.

Similarly to the preceding group, we observed a
significantly higher percentage of patients with a history
of previous suicide attempts (OR=5.27, 95% CI[2.38-11.6],
p<0.001). Concerning a history of suicidal attempts
in family members, a significant association was also
identified (OR=2.37, 95% CI [1.01-5.58], p=0.04).

C. Group of Patients with Suicide Attempts

This group includes actual, interrupted, and aborted
suicide attempts, as conceptualized in the literature 2.
In our sample, 10.6% of the patients were admitted after
a suicide attempt. Of these, 81.4% were women (OR=3.12,
95% CI [1.18-8.47], p=0.02). In the follow-up conducted
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Vol 44 | N° 2 | Year 2024

Total From 18 to 35 From 35 to Over
yearsold 65 years old 65 yearsold
n=254 n=:67 n=111 n=76
Gender
Male 99 (39%) 32 (47.8%) 44 (39.6%) 23(30.3%)
Female 155 (61%) 35(52.2%) 67 (60.4%) 53(69.7%)
Age (mean SD) 51.9(21.2) 24.8(4.9) 50.4(8.7) 77.8(7)
Duration of hosp.(mean SD) 28.8(32.3) 37(53.4) 24.1(18.5) 28.6(20.7)
Self-agressive behaviors=Yes(%) 48 (18.9%) 18 (26.9%) 20 (18.0%) 10(13.2%)
Self-aggressive ideation=Yes (%) 100 (39.4%) 28 (41.8%) 45 (40.5%) 27 (35.5%)
Suicide plan=Yes (%) 27 (10.6%) 8(11.9%) 9(8.1%) 10(13.2%)
Suicide attempt =Yes (%) 34 (13.4%) 10 (14.9%) 14(12.6%) 10 (13.2%)
Personal history of suicide attempts=Yes (%) 93 (36.6%) 37 (55.2%) 44 (39.6%) 12 (15.8%)
Family history of suicide attempts=Yes(%) 38 (15,0%) 8(11,9%) 21(18,9%) 9(11,8%)
Table 2. Patients with suicidal ideation at admission
Total From 18 to 35 From 35 to Over
yearsold 65 yearsold 65 yearsold
n=100 n=28 n=45 n=27
Gender
Male 28 (28%) 10(35.7%) 14 (31.1%) 4(14.8%)
Female 72(72%)" 18 (64.3%) 31(68.9%) 23(85.2%)
Age (mean SD) 49.9(21.2) 23.5(4.24) 49.8(8.4) 77.4(6.52)
Duration of hosp.(SD) 29.4(38) 37.6(65.3) 23.6(13.7) 30.7(25.1)
Lives alone 35 (35%) 3(10.7 %) 14 (31.1%) 16 (59.2%)*
Institutionalized 35(35%) 1(3.6%) 0 (0%) 1(3.7%)
Personal history of suicide attempts = Yes (%) 56 (56%)* 22 (78.6%) 29 (64.4%) 5(18.5%)
Family history of suicide attempts=Yes(%) 19 (19%) 4(14.3%) 11(24.4%) 3(11,1%)
p<0.05 "p=<001 *p=<0.001
Table 3. Patients with a suicidal plan at admission
Total From 18to 35 From 35 to Over
years old 65 yearsold 65 yearsold
n=34 n=10 n=14 n=10
Gender
Male 7(20.6%) 2 (20%) 4(28.6%) 1(10%)
Female 27(79.4%) * 8(80.0%) 10 (71.4%) 9 (90.0%)
Age (mean SD) 50.7 (21.5) 23.3(5.2) 52.4(8.4) 75.6(5.7)
Duration of hosp.(SD) 27.7 (20.7) 31.1(30.8) 24.4(16.4) 29(13.9)
Lives alone 12 (35.3%) 1(10%) 4(28.6%) 7 (70%)*
Institutionalized 1(2.9%) 0 (0%) 0(0%) 1(10%)
Personal history of suicide attempts = Yes (%) 24 (70.6%)** 8 (80%) 12 (85.7%) 4 (40%)
Family history of suicide attempts=Yes (%) 9(26.4%)* 2 (20%) 5(35.7 %) 2 (20%)

p<0.05 "p<0.001
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two years after discharge, none of these patients had
completed suicide, highlighting the importance of the
prevention work carried out by our team. Regarding age
groups, 37% of the patients with suicide attempts were
over 65 years old. As to the cohabitation group, 44.4% of
the patients who were admitted after a suicide attempt
lived alone, with this percentage rising to 80% among
those over 65 years old. Table 4 summarizes relevant
findings in this group.

We observed a significantly longer hospitalization
duration among patients admitted after a suicide attempt
(13.8 more days of hospitalization on average, 95% CI
[0.9-26.7], p=0.03).

Having previously attempted suicide tripled the
chances of hospitalization for a new attempt (OR=3.38,
95% CI [1.48-7.73], p=0.003). That is consistent with what
hasbeen described in the literature about the importance
of this element as a predictive factor 416,

DISCUSSION

In this study, we aimed to describe and analyze a series
of relevant epidemiological determinants to characterize
suicidal ideation and behavior in the hospitalized
population of a general university hospital. The results
of the study suggest that women constitute a more
vulnerable group across the entire suicidal spectrum.
Specifically, the female population had more than twice
the odds of presenting suicidal ideation upon admission
and nearly triple the odds of having a specific suicide plan
compared to men. Furthermore, women were more than
three times as likely as men to submit to hospitalization
following a suicide attempt. These results highlight the
need to prioritize the development of strategies aimed at
prevention and intervention in specific groups.

The findings of our study require a deeper analysis
of the sociocultural factors that might contribute to
this phenomenon'. Most of the epidemiological data
regarding suicide in women come from centralized
countries and identify that women have higher rates of

Table 4. Patients admitted following a suicide attempt
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suicide attempts compared to men, who have a higher
incidence of completed suicides'*. However, there is a
marked intercultural heterogeneity in suicidal behavior
patterns. In the United States, for example, suicide is more
frequent in adult white men, and it has been considered
since the era of industrialization as both a “masculine”
behavior and an “individual act”, thus relegating suicide in
women to being interpreted as a “maladjusted” male act,
indicative of psychopathology'®. In contrast, in societies
like China, suicide arises as a response to socioeconomic
vulnerability and adversity and is more common among
young women; in men, it tends to be considered an act
of cowardice, a sign of weakness. In this sense, suicide
takes on the character of a “public gesture”, a desperate
attempt to change reality™.

This illustrates how cultural and historical factors
complicate a linear interpretation of the suicide process
and shows the limitations of statistical methods in
capturing its nuances and complexities, which results
in a superficial or incomplete understanding of a
phenomenon that presents multiple edges of analysis.
Instead, we believe it is important to examine the contexts
in which suicide occurs from both cultural and historical
perspectives. In this regard, it could be argued that one
of the reasons why women constitute a higher suicide
risk group may be related to cultural constructs and the
imposition of social roles. Suicidal behavior emerges as
a way of responding to individual stress generated by
gender mandates?°. Additionally, the implications of both
inequity of opportunities and the fact that experiencing
gender-based violence increases drastically the likelihood
of being hospitalized for a suicide attempt cannot be
overlooked?. This latter point highlights the importance
of addressing gender-based violence as a factor in suicide
prevention.

Secondly, a significant percentage of patients over 65
years old who presented with suicidal ideation, a suicide
plan, or had attempted suicide upon admission were
living alone. To refine the clinical assessment of self-harm

Total From 18 to 35 From 35 to Over
years old 65 yearsold 65 years old
n=27 n=8 n=9 n=10
Gender
Male 6(22.2%) 1(12.5%) 3(33.3%) 1(10%)
Female 21(77.8%)* 7(87.5%) 6(66.7%) 9 (20%)
Age (mean SD) 51.8(21.1) 22.8(4.43) 49.8(8.9) 76.2(6.2)
Duration of hosp.(SD) 41.1(61.6)* 72 (110) 28 (15) 27 (10)
Lives alone 12 (44.4%) 0 (0%) 4(44.4%) 8(80%)™*
Institutionalized 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Personal history of suicide attempts = Yes (%)) 17 (63%)** 7 (87.5%) 6 (66.7%) 4 (40%)
Family history of suicide attempts=Yes (%) 7 (26 %) 2(25%) 2(22.2%) 3(30%)

*p<005 **p=<0001



6 Rev. Hosp. Ital. B.Aires

risk, it is worth reflecting on the implications of social
isolation and loneliness. Although social isolation and
loneliness are expressions often used interchangeably,
they are distinct concepts. Social isolation refers to the
objective loss of a social network????, and loneliness refers
to a person’s subjective evaluation, the perception of a
discrepancy between an individual’s desired and actual
social connections?. In this way, a person may live with
others but still experience loneliness, and conversely,
live alone but feel connected to their social network.
Although isolation and loneliness can occur at any stage
of life, this distinction is particularly relevant in the
population over 65, who are more susceptible to social
isolation and loneliness due to lifestyle changes, declining
health conditions, and the losses inherent to this period
2526 Our research indicates that both social isolation and
loneliness are common in older adults and that a higher
proportion of social isolation is present across the entire
spectrum of suicidal behavior.

The study of the suicidal phenomenon in the
gerontological population warrants introducing certain
particularities into the analysis; as we have previously
suggested, the disruption of identity continuity and
the consequent loss of autonomy? are among the
most significant challenges faced in old age. That may
sometimes lead to a sense of loss of control, depressive
symptoms, and hopelessness, creating an existential
map with unpredictable consequences. Suicide may
thus appear as a final, desperate way to regain lost self-
control. These factors could result in more impulsive,
unpremeditated attempts, where lower cognitive reserves
may influence the use of more lethal methods??%. By
adopting a comprehensive approach that acknowledges
the unique aspects of the life cycle experienced by older
adults, healthcare providers can better identify those at
risk and offer appropriate interventions to reduce the
risk of suicide.

As a limitation of this study, it is pertinent to note
that it was conducted based on a cross-sectional study,
primarily aimed at characterizing epidemiological
variables of patients hospitalized in a Psychiatry ward and
not specifically designed to investigate suicidal behavior.
In that regard, the sex variable is dichotomized as male/
female since the data came from secondary sources,
and information related to gender identity was not
available. Characterizing the epidemiology of suicide
while considering this variable is of great interest and
will constitute a future line of work.

Although this study provides some clinically
relevant insights, it does not allow for exploring
causal relationships or assessing long-term outcomes.
Moreover, our findings pertain to a specific population
from a particular catchment area and may not apply
directly to other cultural contexts. Therefore, it is crucial
to exercise caution when extrapolating these findings
to different populations, as specific studies are needed
to delve deeper into the suicidal phenomenon within
our context.

Vol 44 | N° 2 | Year 2024

Despite these limitations, we believe our study
identifies clinically relevant elements for assessing
self-harm risk and highlights epidemiological
determinants that do not usually come to light in the
regional framework. It is equally valuable to consider
the qualitative contributions when interpreting
quantitative data, especially when dealing with
complex and multifaceted phenomena like suicidal
behavior. By combining qualitative and quantitative
perspectives, we can achieve a more comprehensive
and nuanced understanding of this issue and identify
and implement specific intervention and follow-up
measures for high-risk populations.

CONCLUSIONS

The results of this cross-sectional study highlight the
importance of providing adequate training to psychiatry
and psychology professionals in the field of suicidology,
especially in light of the high prevalence of suicidal ideation
among patients admitted to the Psychiatry ward. We
conceive the suicidal process as a complex transdiagnostic
phenomenon shaped by a multitude of factors, including
sociocultural, anthropological, biological, political, and
economic elements. We cannot think of suicide as a
homogeneous entity; instead, we choose to conceptualize
it as suicides, problematizing the individual meaning
for the person in the context of collective determinants.
While we strongly believe in the importance of having
epidemiological data that reflect our practice, we are
also aware of the limitations of approaching the suicidal
phenomenon solely through generalizations.

In line with the points discussed, the trend in recent
years in the field of suicidology is to consider suicidal
ideation and behavior as emerging from dynamic
processes that are contextualized and highly specific at
the individual level. The term “dynamic processes” is
used intentionally: multiple factors interact to determine
suicidal risk, and how these elements relate to each
other is variable. The context of an individual’s history,
including personal experiences and circumstances,
further contributes to this individual-level specificity.
Suicide, then, manifests as a result of intraindividual
contingencies, with interindividual differences framing
these contingencies®. If suicidology research continues
to rely predominantly on statistical methods that are
incapable of capturing individual particularities, our
ability to understand and prevent suicide will remain
limited. To overcome these obstacles, we believe it is
necessary to adopt an idiographic approach (i.e., the study
of individual cases as a means of understanding behavior
rather than seeking to formulate general laws) that draws
on both quantitative and qualitative information in an
iterative process, starting with the individual and then
identifying common elements®3. This approach would
provide a more comprehensive understanding of the
underlying causes and contributing factors of suicide,
allowing for the development of more personalized and
effective prevention and support strategies.
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