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Abstract

Background: Family history of suicidal behavior and suicide are both risk factors for suicide. However, the effects of family history of
suicide versus suicide attempts on patient suicidal behavior remain unclear. The aim of the present study was to understand if family history
of suicide as compared to family history of suicide attempts or no family history of suicidal behavior evidences different associations with
suicidal behavior among psychiatric patients.
Method: Participants included 157 female patients between the ages of 18 and 65 years admitted at the Dr. Braulio A. Moyano Neuropsychiatric
Women's Hospital.
Results: Seventy-nine patients (50.3%) reported no family history of suicidal behavior (NFHSB), while 78 patients (49.7%) reported a family
history of suicidal behavior. Specifically, 41 patients (26.1%) reported a family history of suicide attempt (FHSA) and 37 patients (23.6%)
reported a family history of suicide (FHS). These groups showed significant differences between family history of psychopathology and
number of previous suicide attempts. Patients with an FHSA were more likely to present with a greater number of previous suicide attempts
as compared to patients with NFHSB and FHS.
Conclusion: There is an association between the number of suicide attempts and family history of suicide attempts in female patients
hospitalized for suicidal behavior.
© 2016 Elsevier Inc. All rights reserved.
1. Introduction

Several studies have shown that family history of suicidal
behavior (FHSB) increases the risk for suicide [2,4–7] and
patient suicide attempts [8–11], regardless of psychopathol-
ogy [7,8,12,13]. The specific risk associated with FHSB may
involve social learning following exposure to the event. In
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fact, suicide attempters report more memories related to suicidal
behavior and expressed more normal attitudes toward suicidal
behavior as compared to non-attempters [14].

Family history of completed suicide (FHS) is a significant
risk factor for suicidal behavior [6,15]. It has been estimated
that patients with FHS are three times more likely to have
attempted suicide than those without family history of
suicide regardless of psychiatric illness [16]. Exposure to a
family member's suicide attempt appears to be associated
with increased risk of suicidal behavior as well [17–19].
Nonetheless, the different influence of FHS versus family
history of suicide attempts (FHSA) remains unclear.

The present study compared characteristics of suicidal
female patients exposed to different types FHSB and no
family history of suicidal behavior (NFHSB). It was
hypothesized that different types of FHSB would evidence
a different impact on the patient's suicidal behavior in terms
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of suicide attempt lethality, age of first suicide attempt, number
of hospitalizations, and number of prior suicide attempts.
2. Material and methods

2.1. Participants

Participants were 157 female patients admitted to the
Emergency Department of Braulio A. Moyano Neuropsy-
chiatric Hospital for current suicidal ideation or a recent
suicide attempt. The Dr. Braulio A. Moyano is a women's
neuropsychiatric hospital which cares for patients between
18 and 65 years old, and serves a large, urban catchment area
in Buenos Aires, Argentina. The hospital predominantly
treats lower-income, uninsured patients.

The average age of the sample was 37.69 years old
(SD = ±11.95). Patients were included in the current study if
all relevant measures were completed at the baseline
assessment. One patient who had been adopted was not
included since she was unable to report about FHSB. The
majority of the sample identified as Argentine (90.4%).
Overall, patients reported an average of 11.03 years (SD ±
3.02) of completed education and 61 patients (38.9%)
reported some degree of religious practice. Over one third of
the sample was married (N = 50, 31.8%) and currently
employed (N = 56, 35.7%). Participants were recruited
between August 2012 and September 2014.

2.2. Measures

A well-established battery of measures that have been
validated for use with a Spanish-speaking sample was
employed as reported previously [20].

2.2.1. Patient history of suicidal behavior
Each patient underwent a semi-structured interview with a

psychiatrist from the research team, which included questions
specific to clinical and demographic variables. Patient history of
suicide attempts, age of first attempt, and hospitalizations due to
suicidal behavior were assessed during this interview. The
Columbia-Suicide Severity Rating Scale (C-SSRS) [21] was
used to obtain further details related to patient's lifetime and
most recent suicidal behavior.

2.2.2. Patient history of childhood sexual abuse
The presence of childhood sexual abuse was assessed

through different screening questions (e.g., Have you been a
victim of sexual abuse?; At what age did you experience sexual
abuse?”) administered as part of the semi-structured interview.

2.2.3. Family history of suicidal behavior
Family history of suicidal behavior was self-reported by

each participant during the semi-structured interview.
Semi-structured interviews used to elicit information about
family history of psychopathology and suicidal behavior is a
common method used across multiple studies [11,22–26].
Family history of suicide attempts (FHSA) was defined as
suicide attempts among first and/or second-degree relatives
of the patients. Family history of suicide (FHS) was defined
as a suicide among first and/or second-degree relatives of the
patients. Patients reporting FHSA and FHS for different
relatives were included in the group specific to suicidal
behavior of their first-degree relative. If a patient described a
relative as having a history of both suicide attempts and
suicide the patient was included in the FHS group. Patients
reporting no family history of suicidal behavior were
included in the analyses as no family history of suicidal
behavior (NFHSB).

2.2.4. Psychopathology
The Mini International Neuropsychiatric Interview (MINI)

[27] and the Structured Clinical Interview for DSM-IV Axis II
Disorders (SCID-II) [28] were used for diagnostic purposes.
Self-report questionnaires included Beck's Hopelessness Scale
(BHS) [29], Barratt Impulsiveness Scales (BIS-11) [30],
Buss-Durkee Hostility Inventory (BDHI) [31], Hamilton
Depression Rating Scale (HDRS) [32], and the Social
Adaptation Self-evaluation Scale (SASS) [33].

2.3. Procedure

The Neuropsychiatric Hospital's Ethics Committee
approved all study procedures. All patients included in the
study received a full description of the study procedures and
provided written informed consent. Eligibility criteria
included meeting the age requirement of 18 to 65 years
old, having the ability to read and write in Spanish, and being
admitted to the emergency department due to a recent suicide
attempt or current suicidal ideation. During a clinical
interview, the psychiatrist interviewer determined whether
the patient had suicidal ideation or had made a recent suicide
attempt. Suicidal ideation was defined as any current
self-reported thought of engaging in suicide-related behav-
ior, and suicide attempt as a potentially self-injurious
behavior with a nonfatal outcome, for which there is
evidence (either explicit or implicit) that the person intended
at some (non-zero) level to kill herself [34]. Patients were
excluded from the study if they were unable to respond
autonomously due to sedative effects of medication or
language limitations, if they were transferred to another
institution, or if they had a profession related to mental health
(in an effort to limit potential response biases). Patients
completed all interviews with a group of psychiatric
researchers and all self-report questionnaires were completed
within the emergency department.

2.4. Data Analytic Approach

Chi-square analyses were used to compare categorical
clinical variables among patients with different family
histories of suicidal behavior (i.e., NFHSB, FHSA, FHS).
Independent samples t-tests were used to compare groups in
terms of continuous clinical and demographic variables,
while Wilcoxon rank-sum tests (Mann–Whitney U-statistic)
were used for non-normally distributed continuous data. A
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univariate analysis of covariance (ANCOVA) was conduct-
ed to examine associations between family histories of
suicidal behavior and patient history of suicide attempts.
Relevant variables, patient age, and family history of
psychopathology were included as covariates to increase
confidence that observed associations were not better
accounted for by these theoretically-relevant factors. Pair-
wise comparisons were performed to further examine
differences across the three groups. The threshold for
statistical significance was set at p b 0.05. Finally, all
statistical analyses were conducted using SPSS 20 software.
3. Results

Among the 157 female patients included in the study,
diagnostic criteria for affective disorders (66.2%) were the
Table 1
Clinical and demographic characteristics of the patients included in the study
(n = 157).

Demographic characteristics

Mean (SD)
Age 37.69 (11.95)
Education (years) 11.03 (3.02)

N (%)
Employed 56 (35.70)
Religious practice 61 (38.90)
Marital status (married/cohabiting) 50 (31.80)
Social network 138 (87.90)
Children 107 (68.20)

Clinical characteristics
N (%)

Axis I
Affective disorder 104 (66.20)
Schizophrenia and related disorders 29 (18.50)
Other 24 (15.30)

Axis II
Without diagnosis 91 (58.00)
Borderline personality disorder 65 (41.40)

History of sexual abuse 75 (47.80)
Family history of psychiatric illness 131 (83.40)
Family history of completed suicide 37 (23.60)
Family history of suicide attempts 41 (26.10)
Lethality of most recent suicide attempt
(indexed via C-SSRS)+

Low lethality 87 (74.40)
High lethality 30 (25.60)

Mean (SD)
Age of first suicide attempt 25.92 (14.54)
Number of previous suicide attempts 3.68 (6.45)
Number of hospitalizations for suicide attempts 2.54 (4.67)
Impulsiveness (BIS) 59.85 (15.16)
Hostility (BDHI) 44.22 (9.47)
Hopelessness (BHS) 9.09 (4.62)
Social adaptation 27.08 (8.19)

SD = standard deviation; BIS = Barratt Impulsiveness Scale; BDHI = Buss–
Durkee Hostility Inventory; BHS = Beck Hopelessness Scale; C-SSRS =
Columbia Suicide Severity Rating Scale. + Lethality of most recent suicide
attempt was assessed only for patients that were admitted to the hospital for a
suicide attempt as compared to patients admitted for ideation (n = 117).
most commonly met, followed by schizophrenia and related
psychotic disorders (18.5%). Regarding personality disor-
ders, 41.40% of the sample was diagnosed with borderline
personality disorder (BPD). One hundred and thirty-one
patients (83.4%) reported a family history of psychopathol-
ogy. Seventy-nine patients (50.3%) reported NFHSB, while
78 patients (49.7%) reported an FHSB. Among participants
with an FHSB, 37 patients (23.6%) reported an FHS and 41
patients (26.1%) reported an FHSA (Table 1). Table 2
includes group comparisons in terms of clinically-relevant
variables. Groups significantly differed as a function of
family history of psychopathology and frequency of
previous suicide attempts. The remaining variables related
to suicidal behavior (i.e., age at first suicide attempt, number
of prior hospitalizations due to suicidal behavior, and
lethality of the index episode) did not differ across groups.
Groups also did not differ in terms of diagnoses.

Table 3 shows the results from ANCOVAs examining
prior suicide attempts. After controlling for patient age and
family history of psychopathology, there was a significant
association between FHSB and frequency of past suicide
attempts [F(2152) = 5.06, p = .007, n2 = .062]. Follow-up
pairwise comparisons revealed a significant effect of FHSB,
suggesting that patients with an FHS reported a greater
number of previous suicide attempts (M = 6.44, SD = ±
able 2
omparison of clinical and demographic variables between patients with
ifferent family histories of suicidal behavior.

NFHSB
(n = 79)

FHSA
(n = 41)

FHS
(n = 37)

N (%) N (%) N (%)

istory of sexual abuse 1 38 (48.10) 21 (51.20) 16 (43.20)
xis I disorders 1

Affective disorder 50 (63.30) 29 (70.70) 25 (67.60)
Schizophrenia and related
disorders

16 (20.30) 4 (9.80) 9 (24.30)

Other 13 (16.40) 8 (19.50) 3 (8.10)
xis II disorders 1

Borderline personality
disorder

27 (34.20) 23 (56.10) 15 (40.50)

Family history of
psychopathology

58 (73.40) 44 (95.7) 32 (86.50)

igh lethality SA 1 16 (27.10) 7 (17.10) 7 (26.90)

Mean (SD) Mean (SD) Mean (SD)
ge 2 36.94(11.79) 36.76 (12.32) 40.32 (11.83)
ge of first SA 2 26.37 (14.14) 22.05 (12.94) 29.27 (16.40)
Previous SA 2 2.91 (4.57) 6.44 (10.28) 2.02 (2.11)
ospitalizations for SA 2 2.53 (5.16) 3.15 (5.13) 1.86 (2.68)
pulsiveness (BIS) 2 60.96 (14.84) 63.86 (15.24) 53.86 (14.28)
opelessness (BHS) 2 8.77 (4.48) 9.89 (4.70) 8.89 (4.82)
ostility (BDHI) 2 43.70 (9.08) 44.86 (10.57) 44.58 (9.30)
ocial adaptation 27.91 (8.19) 28.06 (8.77) 24.50 (7.19)

FHSB = no family history of suicidal behavior; FHSA = family history of
icide attempt; FHS = family history of suicide; SA = suicide attempt;
D = standard deviation.

⁎ p b .01.
1 Chi-squared statistic.
2 ANOVA.
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Table 3
Results from analysis of covariance examining the number of suicide
attempts among patients with different family histories of suicidal behavior.

df F p n2

Covariates
FHP 1 .00 .98 .00
Age 1 .038 .85 .00

Primary predictor
FHSB 2 5.06 .007 .06

M SD
NFHSB 2.91 4.57
FHSA 6.44 10.29
FHS 2.27 2.38

FHSB = family history of suicidal behavior; FHP = family history of
psychopathology; NFHSB = no family history of suicidal behavior; FHSA =
family history of suicide attempt; FHS = family history of suicide.
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10.29) compared to patients with NFHSB (M = 2.91,
SD = ±4.57; p = .019) and patients with an FHS (M =
2.27, SD = ±2.38; p = .015) (Table 4). There was no
significant difference in history of suicide attempts between
patients with an FHS and those with NFHSB. Notably,
findings remained significant when family history of
psychopathology was not included as a covariate
[F (2153) = 5.38, p = .005, n2 = .066]. Also, given the
high percentage of patients diagnosed with BPD, a separate
analysis was run among only patients meeting criteria for
BPD. There was not a significant relation between FHSB and
frequency of past suicide attempts among female patients
diagnosed with BPD [F(2, 60) = 1.99, p = .144, n2 = .062].
4. Discussion

FHSB may include family history of suicidal thoughts,
plans, and attempts, as well as completed suicide. Most
previous work has examined the impact of FHSB broadly
defined. To our knowledge, this is the first study to examine
the possible differential risk for suicidal behavior across
different types of family histories of suicidal behavior. When
comparing the family history rates among our patient sample
with previous work (between 24 to 35%) [1,22,26,35–37]
the present sample reported a higher prevalence. One
possible explanation for this difference is that our study
was not limited to first-degree relatives, but also included
Table 4
Results from pairwise comparisons examining the main effects of family
history of suicidal behavior in terms of patient suicide attempts.

Mean difference S.E. Bonferroni adjusted 95% CI

1. NFHSB vs. FHS .609 1.28 −2.49 to 3.71
2. NFHSB vs. FHSA −3.534⁎ 1.27 −6.617 to − .452
3. FHS vs. FHSA −4.143⁎ 1.45 −7.66 to − .617

NFHSB = no family history of suicidal behavior; FHSA = family history of
suicide attempt; FHS = family history of suicide.

⁎ p b .01, where p values are adjusted using the Bonferroni method.
second-degree relatives. Importantly, when compared to a
study defining FHSB to include first and second degree
relatives of suicide attempters, a similar prevalence (42%)
was observed [9]. Our findings indicate that among patients
reporting an FHSB, 26.1% reported an FHSA and 23.6%
reported an FHS. These findings are in accordance with
previous work suggesting a prevalence between 5.5 and 20%
among people with a family history of suicide [1,25,37,38]
and 18 to 24% among people with a family history of a
suicide attempt [1,37,38].

Suicidal patients who reported an FHSA reported an
increased number of suicide attempts in comparison with the
patients who reported NHFSB or an FHS. The other
suicide-related variables did not differ across groups. In
part, these results are consistent with results previously
reported by Lizardi et al. (2009), which suggested that
individuals with an FHSB exhibited a greater number of
suicide attempts; however, this previous study did not asses
the differences between FHSA and FHS [39]. Nonetheless,
substantial previous work has demonstrated a positive
correlation of FHS and increased suicide risk among patients
[37,40]. Given that suicide attempts are a robust predictor of
future suicidal behavior, the current findings extend the
current literature to suggest that an FHSA is significantly
associated with a higher frequency of suicide attempts
among suicidal patients as compared to an FHS.

There were no differences in frequency of previous
suicide attempts between the FHS and NFHSB groups.
Nonetheless, it is possible that the FHS group may be at risk
for more lethal suicide attempts as compared to patients with
NFHSB. Differences in frequency of previous (non-lethal)
suicide attempts may not be the best indicator of this risk.
Examination of suicide attempt lethality and completed
suicides as a function of family history of suicide would be
helpful for examining this possibility.

It is important to consider that confounding factors may
account for these differences. For example, previous work
suggests that familial transmission of suicidal behavior is
partly mediated by, and partly independent of, the transmis-
sion of psychiatric disorders [8,16,36,41–48]. However, in
the present study, the statistical significance of familial
transmission of suicidal behavior was independent of age
and history of family psychiatric illness, suggesting that
FHSB is uniquely related to patient suicide attempt history.
Other work suggests that patients with an FHSB made their
first suicide attempt at an earlier age than those patients
reporting NHSB [22], suggesting that an FHSB may
influence the age of onset of suicidal behavior among
offspring [12]. However, age of first attempt was not related
to family history of suicidal behavior in the current study.
Future work may benefit from exploring age of exposure to
FHSA and FHS to determine if the impact of family history
of suicidal behavior varies as a function of age of exposure to
the suicidal behavior.

According to the diathesis stress model of suicidal
behavior [49], the impact of environmental stressors should
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be considered when explaining suicidal behavior. For
example, sexual abuse is a robust stressor strongly associated
with suicidal behavior [50] that may increase the likelihood
of expressing traits related to suicide risk [4,12,51,52].
However, in the present study, no group differences were
observed in personal history of sexual abuse or stressful life
events. It also is important to consider trait-like components
of the diathesis for suicidal behavior. Impulsivity and
aggression are thought of as intermediate behavioral
phenotypes proposed to mediate the transmission of suicidal
behavior [12] and increase risk for suicide attempts [3]. In
the current study, however, impulsivity and hostility did not
differ across groups. It is possible that because all
participants in the current study were included due to
significant current suicidal behavior, links between these
other risk factors and FHSB were masked. Accordingly,
future work that included a wider range of suicidal behavior
would help to further elucidate links between FHSB and
other risk factors for suicidal behavior.

The familial transmission of suicidal behavior may be
partly explained by modeling of suicidal behavior and
imitation [50,53]. In the current study, FHSA was associated
with higher frequency of patient suicide attempts, which is
consistent with evidence suggesting that exposure to suicidal
behavior increases risk for suicidal behavior [54]. Impor-
tantly, previous work suggests that youth exposed to a
sibling's suicide do not evidence subsequent imitation [55],
while exposure to a friend's suicide attempt, but not to a
friend's completed suicide, appears to be associated with
increased risk of suicidal behavior [17–19]. Knowing a
person who has attempted suicide, whether a biological
relative or not, is thought to be a risk factor for suicidal
behavior [56]. Nevertheless, some authors suggest that
imitation alone is not a clinically significant contributor to
the familial transmission of suicidal behavior [4,50,53,57]. It
is also important to consider the increased social support that
arises following a suicide in the family [58]. Social support is
indeed a buffer against suicidal behavior and may help
explain why FHS does not relate to patients' history of
suicide attempts above and beyond FHSA.

Family history of suicide attempts may habituate family
members to suicidal behavior, potentially increasing the
likelihood of future attempts. It also has been postulated that
suicidal behavior is modeled and vicariously learned from
family members as potential coping strategies and problem
solving skills [59]. Negative problem solving orientation,
that is cognitions and emotions that impede effective
problem solving, are associated with suicide risk [60], and
evidence suggests that inpatient suicide attempters use less
effective coping strategies compared to non-suicidal inpa-
tients [61]. In fact, it has been suggested that FHSB among
suicide attempters may lead to the development of a negative
problem solving orientation [26], and in turn lead to a higher
likelihood of multiple patient suicide attempts. However, in
the current study we were able to separate patients according
to FHSA and FHS, leading to the finding that an FHSA
increased the likelihood of previous suicide attempts
compared to FHS and NFHSB. Accordingly, individuals
that live in family environments where suicidal behavior is
modeled as a solution when problems arise may be more
likely to attempt suicide as a problem solving strategy [26].

4.1. Limitations

Limitations should be considered when interpreting these
findings. First, the presence or absence of FHSBwas determined
by a semi-structured interview, which included assessment of
other demographic data. Indeed, this method is similar to
methods used across multiple studies [11,22–26]. Nonetheless,
when possible, large population registries of suicide attempts
and suicides are the most compelling for understanding family
history of suicide and suicidal behavior [50]. Second, Dr.
Braulio A. Moyano Hospital is a women's neuropsychiatric
hospital where only female patients are treated; thus, results are
not generalizable to male patients. Future work should examine
these patterns among men, given men are at highest risk for
suicide. Importantly, many suicide attempts may pose low
lethality and not result in hospitalization. As a result, these
findings are only generalizable to individuals who engage in
suicidal behavior that leads to hospitalization. In addition, results
may not generalize to populations presenting without recent
suicidal behavior or experiencing less severe risk for future
suicidal behavior. Indeed, the current sample reported a mean of
almost 4 previous suicide attempts. The high rate of previous
suicide attempts may partly be explained by the relatively
impaired nature of this sample. All patients were hospitalized in
a neuropsychiatric hospital due to recent suicide-related
behavior. Taking this into account, the results may not be
representative of less severe/ambulatory patients. Replication
across a wider range of patient samples is now needed. Also,
information specific to the nature of the family member's
suicide attempt was not collected (e.g., patient age when the
family member engaged in the suicidal behavior, lethality of the
suicide attempt, frequency of suicide attempts, did the patient
witness the event). Examining these factors will help in
developing a more complete picture of how FHSB relates to
patient suicidal behavior. Finally, the cross-sectional nature of
the study is helpful in understanding risk for suicide, but
longitudinal work will be necessary for establishing FHSA as a
risk factor for attempting suicide.

Current limitations notwithstanding, the results of this
study have important clinical implications. For example, it is
important to recognize that suicidal patients with an FHSA
exhibited an increased number of suicide attempts in
comparison with suicidal patients with NFHSB of FHS.
The seriousness attributed to suicide, and the support
provided for family members who suffered a loss from
suicide should also be provided to people with family
members who attempted suicide. It is important to
acknowledge the seriousness for both behaviors and may
be particularly important to consider as a target of early
assessment strategies.



30 D. Rodante et al. / Comprehensive Psychiatry 70 (2016) 25–31
Acknowledgment

We wish to thank the nursing staff of the “Servicio de
Guardia” from the Dr. Braulio A. Moyano Neuropsychiatric
Hospital for their unconditional support during the duration
of the present work.
References

[1] Mann JJ, Bortinger J, OquendoMA, Currier D, Li S, Brent DA. Family
history of suicidal behavior and mood disorders in probands with mood
disorders. Psychiatry 2005;162:1672-9.

[2] Hawton K, van Heeringen K. Suicide. Lancet 2009;373:1372-81.
[3] Mann JJ, Waternaux C, Haas GL, Malone KM. Toward a clinical

model of suicidal behavior in psychiatric patients. Psychiatry
1999;156:181-9.

[4] Brent DA, Oquendo M, Birmaher B, Greenhill L, Kolko D, Stanley B,
et al. Familial pathways to early-onset suicide attempt: risk for suicidal
behavior in offspring of mood-disordered suicide attempters. Arch Gen
Psychiatry 2002;59:801-7.

[5] Hawton K. Studying survivors of nearly lethal suicide attempts: an
important strategy in suicide research. Suicide Life Threat Behav
2001;32:76-84.

[6] Runeson B, Asberg M. Family history of suicide among suicide
victims. Psychiatry 2003;160:1525-6.

[7] Simon R. Preventing patient suicide: clinical assessment and
management. 1st ed. Arlington: American Psychiatric Publishing;
2011.

[8] Gould MS, Fisher P, Parides M, Flory M, Shaffer D. Psychosocial risk
factors of child and adolescent completed suicide. Arch Gen Psychiatry
1996;53:1155-62.

[9] Lopez-Castroman J, Jaussent I, Beziat S, Genty C, Olie E, de Leon-
Martinez V, et al. Suicidal phenotypes associated with family history
of suicidal behavior and early traumatic experiences. J Affect Disord
2012;142:193-9.

[10] Runeson BS. Child psychiatric symptoms in consecutive suicides
among young people. Ann Clin Psychiatry 1998;10:69-73.

[11] Runeson BS. History of suicidal behaviour in the families of young
suicides. Acta Psychiatr Scand 1998;98:497-501.

[12] Brent DA, Oquendo M, Birmaher B, Greenhill L, Kolko D, Stanley B,
et al. Peripubertal suicide attempts in offspring of suicide attempters
with siblings concordant for suicidal behavior. Psychiatry
2003;160:1486-93.

[13] MelhemNM, Brent DA, ZieglerM, Iyengar S, KolkoD,OquendoM, et al.
Familial pathways to early-onset suicidal behavior: familial and individual
antecedents of suicidal behavior. Psychiatry 2007;164:1364-70.

[14] Ventrice D, Valach L, Reisch T, Michel K. Suicide attempters'
memory traces of exposure to suicidal behavior: a qualitative pilot
study. Crisis 2010;31:93-9.

[15] Qin P,Agerbo E,Mortensen PB. Suicide risk in relation to family history of
completed suicide and psychiatric disorders: a nested case–control study
based on longitudinal registers. Lancet 2002;360:1126-30.

[16] Roy A. Family history of suicide. Arch Gen Psychiatry 1983;40:971-4.
[17] Brent DA, Moritz G, Bridge J, Perper J, Canobbio R. Long-term

impact of exposure to suicide: a three-year controlled follow-up. J Am
Acad Child Adolesc Psychiatry 1996;35:646-53.

[18] Cerel J, Roberts TA, Nilsen WJ. Peer suicidal behavior and adolescent
risk behavior. J Nerv Ment Dis 2005;193:237-43.

[19] Lewinsohn PMRP, Seeley JR. dolescent suicidal ideation and attempts:
prevalence, risk factors, and clinical implications. Clin Psychol Sci
Pract 1996;3:25-46.

[20] Teti GL, Rebok F, Grendas LN, Rodante D, Fogola A, Daray FM.
Patients hospitalized for suicidal ideation and suicide attempt in a
mental health hospital: clinicodemographical features and 6-month
follow-up. Vertex 2014;25:203-12.

[21] Posner K, Brown GK, Stanley B, Brent DA, Yershova KV, Oquendo
MA, et al. The Columbia-Suicide Severity Rating Scale: initial validity
and internal consistency findings from three multisite studies with
adolescents and adults. Psychiatry 2011;168:1266-77.

[22] Roy A. Family history of suicidal behavior and earlier onset of suicidal
behavior. Psychiatry Res 2004;129:217-9.

[23] Carballo JJ, Harkavy-Friedman J, Burke AK, Sher L, Baca-Garcia E,
Sullivan GM, et al. Family history of suicidal behavior and early
traumatic experiences: additive effect on suicidality and course of
bipolar illness? J Affect Disord 2008;109:57-63.

[24] Goodwin RD, Beautrais AL, Fergusson DM. Familial transmission of
suicidal ideation and suicide attempts: evidence from a general
population sample. Psychiatry Res 2004;126:159-65.

[25] NakagawaM, Kawanishi C, Yamada T, Iwamoto Y, Sato R, Hasegawa
H, et al. Characteristics of suicide attempters with family history of
suicide attempt: a retrospective chart review. BMC Psychiatry
2009;9:32.

[26] Jeglic EL, Sharp IR, Chapman JE, Brown GK, Beck AT. History of
family suicide behaviors and negative problem solving in multiple
suicide attempters. Arch Suicide Res 2005;9:135-46.

[27] Ferrando L, Bobes J, Gibert J. M.I.N.I: Mini International Neuropsy-
chiatric Interview Version en español 5.0.0. Sheehan DV & Lecrubier
Y; 2004.

[28] Villar Garcia M, Perez Prieto JF, Hernandez Viadel M, Renovell Farre M,
Leal CercosC,GomezBM.Preparation of a SCID-II-based diagnostic tool
for personality disorders. Spanish version. Translation and adaptation.
Actas Luso Esp Neurol Psiquiatr Cienc Afines 1995;23:178-83.

[29] Mikulic IM, Cassullo GL, Crespi MC, Marconi A. Beck Hopelessness
Scale BHS (A. Beck, 1974): psychometric study and standardization of
Argentinian Adaptation. Nuario Inves 2009;16:365-73.

[30] Lopez PL, Cetkovich-Bakmas M, Lischinsky A, Alvarez Prado D,
Torrente F. Psychometric properties of the Barratt Impulsiveness Scale
in a sample of the city of Buenos Aires. Vertex 2012;23:85-91.

[31] Oquendo MA, Graver R, Baca-García E, Morales M, Montalbán V,
Mann JJ. Spanish Adaptation of Buss-Durkee Hostility Inventory
(BDHI). Psychiatry 2001:101-12.

[32] Bobes J, Bulbena A, Luque A, Dal-Re R, Ballesteros J, Ibarra N. A
comparative psychometric study of the Spanish versions with 6, 17,
and 21 items of the Hamilton Depression Rating Scale. Med Clin
(Barc) 2003;120:693-700.

[33] Bobes J, Gonzalez MP, Bascaran MT, Corominas A, Adan A, Sanchez
J, et al. Validation of the Spanish version of the social adaptation scale
in depressive patients. Actas Esp Psiquiatr 1999;27:71-80.

[34] Posner K, Brodsky B, Yershova K, Buchanan J, Mann J. The
classification of suicidal behavior. In: & Nock MK, editor. The Oxford
Handbook of Suicide and Self-Injury. New York: Oxford University
Press; 2014. p. 7-22.

[35] Glowinski AL, Bucholz KK, Nelson EC, Fu Q, Madden PA, Reich W,
et al. Suicide attempts in an adolescent female twin sample. J Am Acad
Child Adolesc Psychiatry 2001;40:1300-7.

[36] Linkowski P, de Maertelaer V, Mendlewicz J. Suicidal behaviour in
major depressive illness. Acta Psychiatr Scand 1985;72:233-8.

[37] Rajalin M, Hirvikoski T, Jokinen J. Family history of suicide and
exposure to interpersonal violence in childhood predict suicide in male
suicide attempters. J Affect Disord 2013;148:92-7.

[38] Murphy GE, Wetzel RD. Family history of suicidal behavior among
suicide attempters. J Nerv Ment Dis 1982;170:86-90.

[39] Lizardi D, Sher L, Sullivan GM, Stanley B, Burke A, Oquendo MA.
Association between familial suicidal behavior and frequency of
attempts among depressed suicide attempters. Acta Psychiatr Scand
2009;119:406-10.

[40] Brent DA, Perper JA, Goldstein CE, Kolko DJ, Allan MJ, Allman CJ,
et al. Risk factors for adolescent suicide. A comparison of adolescent
suicide victims with suicidal inpatients. Arch Gen Psychiatry
1988;45:581-8.

http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0005
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0005
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0005
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0010
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0015
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0015
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0015
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0020
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0020
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0020
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0020
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0025
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0025
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0025
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0030
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0030
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0035
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0035
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0035
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0040
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0040
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0040
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0045
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0045
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0045
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0045
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0050
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0050
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0055
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0055
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0060
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0060
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0060
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0060
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0065
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0065
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0065
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0070
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0070
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0070
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0075
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0075
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0075
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0080
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0085
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0085
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0085
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0090
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0090
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0095
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0095
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0095
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0100
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0100
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0100
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0100
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0105
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0105
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0105
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0105
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0110
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0110
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0115
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0115
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0115
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0115
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0120
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0120
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0120
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0125
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0125
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0125
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0125
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0130
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0130
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0130
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0135
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0135
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0135
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0140
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0140
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0140
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0140
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0145
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0145
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0145
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0150
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0150
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0150
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0155
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0155
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0155
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0160
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0160
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0160
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0160
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0165
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0165
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0165
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0170
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0170
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0170
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0170
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0175
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0175
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0175
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0180
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0180
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0185
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0185
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0185
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0190
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0190
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0195
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0195
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0195
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0195
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0200
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0200
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0200
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0200


31D. Rodante et al. / Comprehensive Psychiatry 70 (2016) 25–31
[41] Brent DA, Bridge J, Johnson BA, Connolly J. Suicidal behavior runs in
families. A controlled family study of adolescent suicide victims. Arch
Gen Psychiatry 1996;53:1145-52.

[42] Cheng AT, Chen TH, Chen CC, Jenkins R. Psychosocial and
psychiatric risk factors for suicide. Case–control psychological
autopsy study. Psychiatry 2000;177:360-5.

[43] Egeland JA, Sussex JN. Suicide and family loading for affective
disorders. JAMA 1985;254:915-8.

[44] Garfinkel BD, Froese A, Hood J. Suicide attempts in children and
adolescents. Psychiatry 1982;139:1257-61.

[45] Malone KM, Haas GL, Sweeney JA, Mann JJ. Major depression and
the risk of attempted suicide. J Affect Disord 1995;34:173-85.

[46] Roy A, Segal NL, Centerwall BS, Robinette CD. Suicide in twins.
Arch Gen Psychiatry 1991;48:29-32.

[47] Tsuang MT. Risk of suicide in the relatives of schizophrenics, manics,
depressives, and controls. J Clin Psychiatry 1983;44:396-7 [8–400].

[48] Wender PH, Kety SS, Rosenthal D, Schulsinger F, Ortmann J, Lunde I.
Psychiatric disorders in the biological and adoptive families of
adopted individuals with affective disorders. Arch Gen Psychiatry
1986;43:923-9.

[49] Selby EA, Joiner TE, Ribeiro JD. Comprehensive theories of suicidal
behavior. In: & Nock MK, editor. The Oxford Handbook of Suicide
and Self-Injury. New York: Oxford University Press; 2014.

[50] Brent DA, Melhem N. Familial transmission of suicidal behavior.
Psychiatr Clin North Am 2008;31:157-77.

[51] Brodsky BS, Mann JJ, Stanley B, Tin A, Oquendo M, Birmaher B, et
al. Familial transmission of suicidal behavior: factors mediating the
relationship between childhood abuse and offspring suicide attempts. J
Clin Psychiatry 2008;69:584-96.
[52] Molnar BE, Berkman LF, Buka SL. Psychopathology, childhood
sexual abuse and other childhood adversities: relative links to
subsequent suicidal behaviour in the US. Psychol Med
2001;31:965-77.

[53] Brent DA, Mann JJ. Family genetic studies, suicide, and suicidal
behavior. Semin Med Genet 2005;133C:13-24.

[54] Gould MS. Suicide and the media. Y Acad Sci 2001;932:200-21
[discussion 21–4].

[55] Brent DA, Moritz G, Bridge J, Perper J, Canobbio R. The impact of
adolescent suicide on siblings and parents: a longitudinal follow-up.
Suicide Life Threat Behav 1996;26:253-9.

[56] Conner KR, Duberstein PR. Predisposing and precipitating factors for
suicide among alcoholics: empirical review and conceptual integration.
Alcohol Clin Exp Res 2004;28(5 Suppl):6s-17s.

[57] Burke AK, Galfalvy H, Everett B, Currier D, Zelazny J, Oquendo MA,
et al. Effect of exposure to suicidal behavior on suicide attempt in a
high-risk sample of offspring of depressed parents. J Am Acad Child
Adolesc Psychiatry 2010;49:114-21.

[58] Rudestam KE. Physical and psychological responses to suicide in the
family. J Consult Clin Psychol 1977;45:162-70.

[59] Sorenson SB, Rutter CM. Transgenerational patterns of suicide
attempt. J Consult Clin Psychol 1991;59:861-6 [discussion 7–73].

[60] Chang EC. Predicting suicide ideation in an adolescent population:
examining the role of social problem solving as a moderator and a
mediator. Pers Indiv Differ 2002;32:1279-91.

[61] Piquet ML, Wagner BM. Coping responses of adolescent suicide
attempters and their relation to suicidal ideation across a 2-year
follow-up: a preliminary study. Suicide Life Threat Behav
2003;33:288-301.

http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0205
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0205
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0205
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0210
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0210
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0210
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0215
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0215
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0220
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0220
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0225
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0225
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0230
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0230
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0235
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0235
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0240
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0240
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0240
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0240
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0245
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0245
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0245
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0250
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0250
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0255
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0255
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0255
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0255
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0260
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0260
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0260
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0260
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0265
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0265
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0270
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0270
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0275
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0275
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0275
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0280
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0280
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0280
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0285
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0285
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0285
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0285
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0290
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0290
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0295
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0295
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0300
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0300
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0300
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0305
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0305
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0305
http://refhub.elsevier.com/S0046-8177(16)30064-8/rf0305

	Differences between female suicidal patients with family history of suicide attempt and family history of completed suicide
	1. Introduction
	2. Material and methods
	2.1. Participants
	2.2. Measures
	2.2.1. Patient history of suicidal behavior
	2.2.2. Patient history of childhood sexual abuse
	2.2.3. Family history of suicidal behavior
	2.2.4. Psychopathology

	2.3. Procedure
	2.4. Data Analytic Approach

	3. Results
	4. Discussion
	4.1. Limitations

	Acknowledgment
	References


