
Abstract. – BACKGROUND: Evidence has
shown that psychotherapy is effective for depres-
sion, whereas the outcome for suicide risk is un-
clear.

AIM: It was to investigate whether possible
pre-treatment predictors of suicide risk (SR) de-
crease after a brief psychodynamic psychothera-
py treatment and at follow-up.

PATIENTS AND METHODS: Forty-one patients
were assessed at: baseline (T0) for clinical histo-
ry, clinical family history, physical diseases, type
of suffered abuse; after the treatment (T1); and, at
six-month follow-up (T2) for mood ratings, tem-
peramental features, and SR levels.

RESULTS: The levels of depression and cy-
clothymia decreased atT1 andT2 compared toT0;
however, the distribution of the patients with high
SR level was similar betweenT0 andT1, and at T2
it increased.
T1-T0 SR (∆∆1SR) was correlated with suicidal-

ity in the last month and with depression levels
at T0; T2-T0 SR (∆∆2SR) was correlated with many
historical, clinical, and temperamental variables;
T2-T1 SR (∆∆3SR) was correlated with the pres-
ence of previous psychotherapy, abuse, and
anxiety. 
Linear regression models revealed that ∆∆1SR

was predicted by the suicidality in the last month;
∆∆2SR was not significantly predicted by any vari-
able; and, ∆∆3SR was predicted by anxiety.
CONCLUSIONS: The treatment was able to de-

crease the depression but not the SR. Findings
confirm the difficulty of affecting SR and the im-
portance of carefully considering the anxiety and
the previous experiences of abuse in order to
manage the interruption of the psychotherapy. 
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Introduction 

Temperamental predictors of suicide risk have
been identified as a cyclothymic temperament in
subjects with mental illness1-5, as hopelessness, an-
hedonia, anxiety, hostility, undirected anger expres-
sion, and as high scores for aggression at six-month
follow-up after inpatient psychiatric treatment6. Hy-
perthymic temperament has been identified as a
possible protective factor7-10. A two year prospective
study11 showed that younger age, high hostility
scores, subjective pessimism (as reflected in depres-
sion and suicidal ideation), and few reported rea-
sons for living predicted suicidal acts during the
whole period. An interesting study12 showed that an
avoidant problem-solving style is a good predictor
of depression severity and suicidality. Specifically,
an impulsiveness/carelessness problem-solving
style appeared to predict only suicidal ideation. 

Psychopathological dimensions are also pre-
dictors of suicide, such as psychosis proneness,
antisocial and borderline traits, interpersonal dif-
ficulties6,13-14, alcohol abuse/dependence15, post-
traumatic stress disorder16, non-suicidal self-in-
jury, and poor family function17. 

Historical and demographic predictors of risk
of suicide attempts are being Black, childhood
sexual abuse6, low socio-economic status, poor
psychosocial adjustment, family history of sui-
cide, prior psychiatric hospitalization, and ab-
sence of any outpatient treatment prior to the sui-
cide attempt18. 

Several studies have shown that psychotherapy
is effective for patients with depression19-22. In par-
ticular, some studies have shown the effectiveness
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of cognitive behavioural therapy23-27, intensive
short-term dynamic psychotherapy28, interperson-
al psychotherapy29, internet psychotherapy30, tele-
phone psychotherapy intervention31, and mindful-
ness-based cognitive therapy32-34.

It has been argued in Cuijpers et al20,21 that there
is insufficient evidence to assume that suicidality
in depressed patients can be reduced with psy-
chotherapy focused on depression. In a prospec-
tive study13 of 5001 subjects interviewed at the
outset and again after 10 years, more than one-
third of the subjects who reported a history of sui-
cide ideation at the baseline continued to experi-
ence suicide ideation after ten years. 

Some studies35,36 have suggested that depression
and suicidality are often associated from a diag-
nostic point of view. However, depression seems to
respond to treatment while suicidality seems to be
a very stable treatment-resistant symptom.

Many studies have tried to identify predictors
of suicide attempts; it is crucial to investigate and
to identify which pre-treatment factors could pre-
dict the suicide risk after psychotherapy. 

The aim of this study was to investigate possi-
ble pre-treatment predictors of suicide risk after
psychotherapy treatment and at follow-up. The
hypothesis of the present study was that the fol-
lowing predict suicide risk after psychotherapy
treatment and at six-month follow-up: a more se-
vere clinical family history; familial suicide; drug
abuse; experience of psychological and moral
abuse; higher levels of cyclothymic, dysthymic,
irritability, and anxiety temperamental traits; and,
a low level of hyperythymic temperamental trait.

Patients and Methods 

Design
All the patients who required psychotherapy in

outpatient psychiatry at the Psychotherapy Service
of the Sant’Andrea Hospital in Rome from 1 Janu-
ary 2010 to 1 January 2011 were asked to partici-
pate in the present study. After a complete descrip-
tion of the study, written informed consent was ob-
tained from the participants. The Ethical Commit-
tee of Sant’Andrea Hospital approved the study. 

Inclusion criteria were: a primary DSM-IV-TR
(Diagnostic and Statistical Manual of Mental Dis-
orders, Fourth Edition, Text Revision) diagnosis
of anxiety disorder, personality disorder or mood
disorder, and age between 18 and 65 years.

Exclusion criteria were: a history of neuro-
surgery, severe medical conditions, previous psy-

chotherapy treatment in the past 12 months, a life-
time history of schizophrenia, mental disorder due
to a general medical condition, and retardation.

Diagnoses were made by an expert clinician us-
ing the Structured Clinical Interview for DSM-IV
Axis I and II37-38 disorders.

Assessment
Each patient included in the study was enrolled

on a pre-treatment psychiatric assessment related
to the clinical history of the patient (previous psy-
chotherapy, previous inpatient treatment, suicidal-
ity in the last month, suicide attempts, number of
previous suicide attempts, abuse of alcohol or oth-
er substance), clinical family history (familial sui-
cide attempts, familial affective disorders, familial
psychotic disorders, familial anxiety disorders, fa-
milial abuse of alcohol or other substances), phys-
ical diseases (diabetes mellitus, hypertension, car-
diac diseases, other physical diseases), and type of
suffered abuse (physical or psychological abuse
by father, by mother, by partner, by a different rel-
ative, not by a relative). Moreover, mood ratings
(depression and mania), temperamental features
(dysthymia, cyclothymia, hyperthymia, irritabili-
ty, anxiety) and suicide risk levels were assessed
for each patients at the baseline (T0), after the
treatment (T1), and at six-month follow-up (T2).
Patients were assessed by independent and trained
clinicians.

Measures
The measures used in this study were the Got-

land Scale of Depression; the Altman Self-rating
Mania Scale; the Temperament Scale of Mem-
phis; the Pisa, Paris and San Diego Auto-ques-
tionnaire39; and the Mini International Neuropsy-
chiatric Interview. 

The Gotland Scale of Depression40-42 is a
screening instrument that measures symptoms of
depression, which consists of 13 items rated on a
4-point Likert scale from 0 = not present, to 3 =
present to a high degree. The total score for the 13
items has a theoretical range of 0 to 39. 

The Altman Self-rating Mania Scale43,44 is a
self-assessment scale for mania, compatible with
the diagnostic criteria of the DSM-IV. It assesses
the presence and the severity of manic symptoms. 

The Temperament Scale of Memphis39

(TEMPS-A) measures five temperaments: depres-
sive, cyclothymic, hyperthymic, irritable, and
anxious. The scale has been verified in versions in
thirty-two languages and has been widely used in
a number of epidemiological and clinical studies
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(T0), the variables MINI ∆1 (suicide risk at T1 –
suicide risk at T0), MINI ∆2 (suicide risk at T2 –
suicide risk at T0), and MINI ∆3 (suicide risk at
T2 – suicide risk at T1), were calculated.

Correlation analysis (Pearson’s r) was carried
out in order to test which behavioural, clinical,
and temperamental variables were correlated with
MINI ∆1, ∆2, and ∆3.

Only the variables significantly correlated with
the MINI ∆1, ∆2, and ∆3 were inserted in three
linear regression models in order to evaluate sig-
nificant predictors of the three MINI ∆. The p val-
ue was considered significant when it was less
than 0.05.

Results

Fifty-five patients agreed to enter the study. As
fourteen patients dropped out of the psychotherapy
treatment, the final sample for the present study
was composed of 41 patients (10 males and 31 fe-
males; age: 40.7 ± 12.7). ANOVA comparison be-
tween the three disorders of anxiety disorder (8
males and 11 females, age: 36.1 ± 12.1), personal-
ity disorder (0 males and 4 females, age: 49.7 ±
7.7), and mood disorder (2 males and 12 females,
age: 43.5 ± 12.8) on the age variable did not show
a significant effect, F (2,38) = 2.9, p = .064. 

Table I shows the trend of the dependent vari-
ables at the three times: pre-, post-, and at six-
month follow-up treatment. The levels of depres-
sion and cyclothymia decreased at T1 and T2
compared to T0; however, the distribution of pa-
tients with a high suicide risk level was similar be-

with psychiatric patients and healthy subjects.
The TEMPS-A 110-item version of the question-
naire was used in this study. The evaluation of five
temperament domains was performed: depressive
(items 1-21), cyclothymic (items 22-42), hyper-
thymic (items 43-63), irritable (items 64-84), and
anxious (items 85-110). 

The Mini International Neuropsychiatric Inter-
view45 (MINI) is a short structured interview for
17 disorders according to DSM-III-R. It has un-
dergone many reliability and validity studies45.
One section of this instrument is devoted to the as-
sessment of suicide risk, with questions about past
and current suicidality. The suicidality section of
the MINI classifies the subjects into four groups:
no suicide risk, low suicide risk, medium suicide
risk, and high suicide risk.

Psychotherapy Treatment
For each patient a brief dynamic psychotherapy

intervention programme (24 sessions) was pro-
posed according to previous studies19,21. All psy-
chotherapy sessions were conducted by a psy-
chotherapist with full psychotherapy training and
supervised once a week by an expert psychody-
namic supervisor. Each session lasted 45 minutes.

The brief dynamic psychotherapy was focused
on enhancing insight and providing a corrective
emotional experience.

Statistical Analysis
In order to investigate the indicators and possi-

ble predictors of a decrease of suicide risk post-
treatment (T1) and at the six-month follow-up
psychotherapy (T2) compared to pre-treatment
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Post hoc 
T0 T1 T2 Fisher F (2.80) comparisons

Gotland Depression 15.8 ± 10.2 12.0 ± 8.5 10.5 ± 8.2 9.7 p = 0.0002 T0 >T1 p = 0.003
Scale T0 >T2 p = 0.00005

Altman Scale 3.2 ± 2.7 3.6 ± 2.9 3.7 ± 2.8 0.35 p = 0.71
Rating Mania

Mini (patients with 0.76 ± 1.2 (14/41) 0.66 ± 1.0 (15/41) 0.85 ± 0.96 (23/41) 0.62 p = 0.54
high suicide risk)

Dysthymia 11.0 ± 4.3 11.1 ± 5.1 10.3 ± 4.6 0.64 p = 0.53

Cyclothymia 9.1 ± 4.9 7.5 ± 5.0 7.1 ± 5.1 5.7 p = 0.005 T0 >T1 p = 0.01
T0 >T2 p = 0.002

Hyperthymia 8.0 ± 3.5 7.7 ± 4.1 7.7 ± 4.2 1.7 p = 0.20

Irritability 6.8 ± 4.8 6.5 ± 4.6 5.8 ± 4.4 1.5 p = 0.22

Anxiety 13.6 ± 6.5 13.0 ± 6.6 11.7 ± 5.4 2.6 p = 0.08 T0 >T2 p = 0.029

Table I.Anovas within factor Pre (T0), Post (T1), and six months Follow up (T2) treatment for the clinical variables.
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mellitus, hypertension, cardiac disease, other
physical disease), the type of abuse suffered
(physical or psychological abuse, by father, by
mother, by partner, by a different relative, not by a
relative), the temperamental features (dysthymia,
cyclothymia, hyperthymia, irritability, anxiety);
and, mood ratings at T0 (Gotland Depression
Scale, Altman Scale Rating Mania). MINI ∆1 was
correlated only with the suicidality in the previous
month (r = –0.40, p = 0.009) and with Gotland de-
pression levels at T0 (r = –0.36, p = 0.02); MINI
∆2 was correlated with the suicidality in the last
month (r = –0.33, p = 0.03), presence of suicide
attempts (r = –0.45, p = 0.003), number of previ-
ous suicide attempts (r = –0.36, p = 0.02), abuse
of alcohol or other substance (r = –0.31, p = 0.05),

tween T0 and T1 (T0: n = 14/41 compared to T1:
n = 15/41; see Table I), but the number of patients
with high suicide risk increased at the six-month
follow-up (T2: n = 23/41; see Table II).

Table II reports the correlations (Pearson’s r)
between MINI ∆1 (T1-T0), ∆2 (T2-T0), and ∆3
(T2-T1) and the variables related to the clinical
history of the patients (previous psychotherapy,
previous in-patient treatment, suicidality in the
last month, presence of previous suicide attempts,
number of suicide attempts, and abuse of alcohol
or other substances) to the following: clinical
family history (familial suicide attempts, familial
affective disorders, familial psychotic disorders,
familial anxiety disorders, familial abuse of alco-
hol or other substance), physical disease (diabetes
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MINI Δ1 MINI Δ2 MINI Δ3
N:41 (T1-T0) (T2-T0) (T2-T1)

Clinical history of the patients
Previous psychotherapy (presence) r: -.10 p = 0.64 r: -.31 p = 0.52 r: -.35 p = 0.02
Previous in-patient treatment r: .01 p = 0.93 r: -.01 p = 0.93 r: .03 p = 0.87
Suicidality in the last month r: -.40 p = 0.009 r: -.33 p = 0.03 r: .06 p = 0.70
Suicide attempts (presence) r: -.24 p = 0.13 r: -.45 p = 0.003 r: -.19 p = 0.24
Number of previous suicide attempts r: -.29 p = 0.06 r: -.36 p = 0.02 r: -.06 p = 0.72
Abuse of alcohol or other substance r: .02 p = 0.93 r: -.31 p = 0.05 r: -.30 p = 0.06
Clinical familiarity
Familiarity suicide attemps r: -.22 p = 0.17 r: -.36 p = 0.02 r: -.13 p = 0.43
Familiarity affective disorders r: -.20 p = 0.21 r: -.17 p = 0.29 r: -.03 p = 0.86
Familiarity psychotic disorders r: -.14 p = 0.38 r: -.22 p = 0.16 r: -.07 p = 0.64
Familiarity anxiety disorders r: .05 p = 0.77 r: -.10 p = 0.54 r: -.17 p = 0.40
Familiarity abuse of alcohol or other substance r: .02 p = 0.90 r: -.13 p = 0.43 r: -.13 p = 0.40

Physical diseases 
Diabetes mellitus r: -.24 p = 0.13 r: -.03 p = 0.83 r: -.19 p = 0.23
Hypertension r: -.12 p = 0.47 r: .01 p = 0.97 r: .11 p = 0.48
Cardiac diseases r: -.18 p = 0.25 r: -.04 p = 0.78 r: .13 p = 0.42
Other physical diseases r: -.08 p = 0.63 r: -.10 p = 0.52 r: -.02 p = 0.89
type of suffered abuse
Physical or psychological abuse r: -.09 p = 0.56 r: -.13 p = 0.40 r: -.04 p = 0.82
By father r: -.20 p = 0.21 r: -.04 p = 0.80 r: .14 p = 0.36
By mother r: .05 p = 0.73 r: -.16 p = 0.33 r: -.19 p = 0.22
By partner r: -.29 p = 0.06 r: -.34 p = 0.03 r: -.04 p = 0.81
By a different relative r: .23 p = 0.15 r: -.13 p = 0.43 r: -.33 p = 0.04
By a no relative r: -.18 p = 0.25 r: -.18 p = 0.25 r: -.33 p = 0.03

Temperamental features
Dysthymia r: -.29 p = 0.06 r: -.32 p = 0.04 r: -.03 p = 0.87
Cyclothymia r: -.21 p = 0.17 r: -.36 p = 0.02 r: -.14 p = 0.38
Hyperthymia r: -.14 p = 0.37 r: -.10 p = 0.63 r: .06 p = 0.71
Irritability r: -.27 p = 0.09 r: -.50 p = 0.001 r: -.22 p = 0.17
Anxiety r: -.12 p = 0.46 r: -.52 p = 0.0001 r: -.37 p = 0.02
Mood ratings at T0
Gotland Depression Scale r: -.36 p = 0.02 r: -.53 p = 0.0001 r: -.16 p = 0.32
Altman Scale Rating Mania r: -.02 p = 0.87 r: -.13 p = 0.40 r: -.10 p = 0.53

Table II. Correlations (Pearson r) between Δ1 (T1-T0), Δ2 (T2-T0), and Δ3 (T2-T1) suicide risk and variables related to the
clinical history of the patients, to the clinical familiarity, to the physical disease, to the type of suffered abuse, 
to the temperamental features, and to the mood ratings



familial suicide attempts (r = –0.36, p = 0.02),
physical or psychological abuse by partner (r = –
0.34, p = 0.03), dysthymia (r = –0.32, p = 0.04),
cyclothymia (r = –0.36, p = 0.02), irritability (r =
–0.50, p = 0.001), anxiety (r = –0.52, p = 0.0001),
and with Gotland depression levels at T0 (r = –
0.53, p = 0.0001); MINI ∆3 was correlated with
the presence of previous psychotherapy (r = –
0.35, p = 0.02), physical or psychological abuse
by a relative (r = –0.3, p = 0.04), by a non-relative
(r = –0.3, p = 0.03), and anxiety (r = –0.37, p =
0.02).

In Table III three linear regression models are re-
ported for the three MINI ∆: MINI ∆1 (T1-T0); MI-
NI ∆2 (T2-T0) MINI ∆3 (T2-T1). The variables
which significantly correlated with the three MINI ∆
were inserted in the regression models as predictors.
MINI ∆1 was significantly predicted by the suicidal-
ity in the last month (p = 0.009); MINI ∆2 was sig-
nificantly predicted by any variable; and, MINI ∆3
was significantly predicted by anxiety (p = 0.01). 

Discussion

A brief dynamic psychotherapy of 24 sessions in
an out-patient regimen was able to decrease depres-
sion and cyclothymia levels, as reported in other stud-
ies46,47. This effect remained stable at the six-month
follow-up. However, the treatment was not able to de-
crease the suicide risk levels after the treatment was
completed. Moreover, at the six-month follow-up, the
percentage of patients at risk of suicide increased
compared to post-treatment. This data confirms the
difficulty of decreasing the suicide risk levels through
psychotherapy, as shown in previous studies46. More-
over, this data suggests that the treatment was effica-
cious for depressive symptoms but not for suicide risk
levels. A possible explanation of this finding could be
that 24 sessions of psychotherapy are sufficient to de-
crease depression levels, but insufficient to decrease
suicidality. In order to identify an efficacious treat-
ment for suicidality it seems important planning clin-
ical studies with a longer psychotherapy.

The trend for the suicide risk levels during the
pre- and post-treatment period correlated only
with the suicidality in the last month and depres-
sion. However, only suicidality was able to pre-
dict an increase in the level of suicide risk after
the treatment, showing that suicide risk and de-
pression, although related each other, can respond
in a different ways to treatment.

The trend of risk suicide levels from the pre- to
the six-month follow-up treatment was correlated

Risk suicide and psychotherapy
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with suicidality, depression, abuse of alcohol or
other substance, familiarity of suicide attempts,
physical or psychological abuse by partner, dys-
thymia, cyclothymia, irritability, and anxiety48-49.
This finding shows the relevance of historical and
temperamental variables on the outcome of a brief
psychodynamic psychotherapy. However, no vari-
able was able to predict the trend in suicide risk lev-
els between the pre-treatment and the follow-up.
This outcome could be due to the number of pre-
dictors inserted in the model. Notwithstanding this,
it was interesting that the depression levels present-
ed a strong negative correlation (p = 0.0001) with
the decrease of suicide risk at the follow-up com-
pared to the pre-treatment, in the regression model
this relationship was strongly attenuated (p = 0.81). 

The trend of the suicide risk level from the post-
treatment to follow-up treatment was correlated
with the presence of previous psychotherapy treat-
ment, an experience of physical or psychological
abuse, and anxiety levels. Anxiety levels and the ex-
perience of physical and psychological abuse were
significant predictors in the regression model. A
possible explanation of this data is that anxiety and
previous relationships perceived as harmful, previ-
ous inefficacious psychotherapies and, more cru-
cially, physical and psychological abuse could in-
crease the suicide risk levels when psychodynamic
treatment is interrupted. This finding suggests that
general social support could be insufficient to de-
crease suicide risk levels and that more accurate
variables (such as how the patient interprets the ex-
perience of social support) could have a crucial role. 

In the current work no variable was positively
and significantly related to the decrease of suicide
risk after psychotherapy, showing that any of the
considered variables could be interpreted as pro-
tective factors. Recent reports7-10 have identified
hyperthymia as a protective factor of suicidality
and suicide attempts. In the present paper a hyper-
thymic temperament was not related to the trend
of suicide risk after psychotherapy, showing that
hyperthymia seems to be a protective factor of ab-
solute suicidality but not of the decrease of the
suicide risk level after psychotherapy. 

Finally, the findings confirmed that although de-
pression and suicide risk seem to be related, they
could react in a different and unrelated way, show-
ing that a treatment could be efficacious for depres-
sion but not for suicidality. Specifically, in the pre-
sent study at six-month follow-up the distribution of
patients with a high suicide risk was increased com-
pared to post-treatment. This data, as reported in
other researches46 suggests that a psychotherapy
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treatment that is efficacious for depression cannot
be considered a sufficient treatment for suicide risk.
As previous studies35-36 have suggested, it is possi-
ble that suicidality represents a specific diagnostic
identity and is not just a symptom of depression. 

Moreover, pre-treatment suicidality levels
seems to predict the outcome at the post- and fol-
low-up brief psychodynamic treatment, showing
the difficulty of treating suicidal symptoms. 

High anxiety levels and previous experiences
of physical and psychological abuse predicted the
increase of suicide risk after the interruption of
the psychotherapy. The finding suggests paying
particular attention to the management of the in-
terruption of the psychotherapy with anxious pa-
tients with abuse experience.

A limitation of the present study was that the pa-
tients were not homogeneous for suicide risk level
at the pre-treatment stage. There could be different
outcomes for patients with high or low pre-treat-
ment suicide risk levels. Moreover, investigating
specific psychiatric samples could allow the out-
come for a specific psychiatric condition (such as
borderline personality disorder) to be identified.

Conclusions 

A specific psychotherapeutic treatment focused
on suicide risk should be planned, and the out-
come should be evaluated. Moreover, it seems
crucial to investigate whether and which psycho-
logical variables, such as coping strategies or
alexithymia, and psychotherapy process variables,
such as therapeutic alliance50, could predict the
decrease of suicide risk level after psychotherapy.

––––––––––––––––––––
Acknowledgements
The Authors thank the Proof-Reading-Service for their English
language editing. The Authors declare no conflicts of interest.

–––––––––––––––––-––––
Conflict of Interest
The Authors declare that there are no conflicts of interest.

References

1) AKISKAL HS, HANTOUCHE EG, ALLILAIRE JF, SECHTER D,
BOURGEOIS ML, AZORIN JM, CHATENÊT-DUCHÊNE L, LAN-
CRENON S.Validating antidepressant-associated hy-
pomania (bipolar III): a systematic comparison
with spontaneous hypomania (bipolar II). J Affect
Disord 2003; 73: 65-74. 



1008

15) BERNAL M, HARO JM, BERNERT S, BRUGHA T, DE GRAAF
R, BRUFFAERTS R, LÉPINE JP, DE GIROLAMO G, VILAGUT G,
GASQUET I, TORRES JV, KOVESS V, HEIDER D, NEELEMAN J,
KESSLER R, ALONSO J. ESEMED/MHEDEA Investiga-
tors. Risk factors for suicidality in Europe: results
from the ESEMED study. J Affect Disord 2007;
101: 27-34. 

16) TARRIER N, GREGG L. Suicide risk in civilian PTSD
patients--predictors of suicidal ideation, planning
and attempts. Soc Psychiatry Psychiatr Epidemiol
2004; 39: 655-661. 

17) WILKINSON P, KELVIN R, ROBERTS C, DUBICKA B, GOODY-
ER I. Clinical and psychosocial predictors of suicide
attempts and nonsuicidal self-injury in the Adoles-
cent Depression Antidepressants and Psychother-
apy Trial (ADAPT). Am J Psychiatry 2011; 168:
495-501. 

18) SOLOFF PH, CHIAPPETTA L. Prospective predictors of
suicidal behavior in borderline personality disorder
at 6-year follow-up. Am J Psychiatry 2012; 169:
484-490. 

19) BORTOLOTTI B, MENCHETTI M, BELLINI F, MONTAGUTI MB,
BERARDI D. Psychological interventions for major
depression in primary care: a meta-analytic review
of randomized controlled trials. Gen Hosp Psychi-
atry 2008; 30: 293-302. 

20) CUIJPERS P, DEKKER J, HOLLON SD, ANDERSSON G.
Adding psychotherapy to pharmacotherapy in the
treatment of depressive disorders in adults: a
meta-analysis. J Clin Psychiatry 2009; 70: 1219-
1229. 

21) CUIJPERS P, ANDERSSON G, DONKER T, VAN STRATEN A.
Psychological treatment of depression: results of a
series of meta-analyses. Nord J Psychiatry 2011;
65: 354-364.

22) SCHRAMM E, VAN CALKER D, DYKIEREK P, LIEB K, KECH S,
ZOBEL I, LEONHART R, BERGER M. An intensive treat-
ment program of interpersonal psychotherapy plus
pharmacotherapy for depressed inpatients: acute
and long-term results. Am J Psychiatry 2007; 164:
768-777.

23) BUTLER AC, CHAPMAN JE, FORMAN EM, BECK AT. The
empirical status of cognitive-behavioral therapy: a
review of meta-analyses. Clin Psychol Rev 2006;
26: 17-31. 

24) CHURCHILL R, HUNOT V, CORNEY R, KNAPP M,
MCGUIRE H, TYLEE A, WESSELY S. A systematic re-
view of controlled trials of the effectiveness and
cost-effectiveness of brief psychological treat-
ments for depression. Health Technol Assess
2001; 5: 1-173. 

25) HOLLON SD, DERUBEIS RJ, SHELTON RC, AMSTERDAM JD,
SALOMON RM, O’Reardon JP, Lovett ML, Young PR,
Haman KL, Freeman BB, Gallop R. Prevention of
relapse following cognitive therapy vs medications
in moderate to severe depression. Arch Gen Psy-
chiatry 2005; 62: 417-422.

26) TARRIER N, TAYLOR K, GOODING P. Cognitive-behav-
ioral interventions to reduce suicide behavior: a
systematic review and meta-analysis. Behav Modif
2008; 32: 77-108. 

27) VITTENGL JR, CLARK LA, JARRETT RB. Continuation-
phase cognitive therapy's effects on remission and
recovery from depression. J Consult Clin Psychol
2009; 77: 367-371. 

28) ABBASS A, TOWN J, DRIESSEN E. Intensive short-term
dynamic psychotherapy: a systematic review and
meta-analysis of outcome research. Harv Rev
Psychiatry 2012; 20: 97-108. 

29) FRANK E, KUPFER DJ, BUYSSE DJ, SWARTZ HA, PILKONIS
PA, HOUCK PR, RUCCI P, NOVICK DM, GROCHOCINSKI VJ,
STAPF DM. Randomized trial of weekly, twice-
monthly, and monthly interpersonal psychotherapy
as maintenance treatment for women with recur-
rent depression. Am J Psychiatry 2007; 164: 761-
767.

30) KESSLER D, LEWIS G, KAUR S, WILES N, KING M, WEICH
S, SHARP DJ, ARAYA R, HOLLINGHURST S, PETERS TJ.
Therapist-delivered Internet psychotherapy for de-
pression in primary care: a randomised controlled
trial. Lancet 2009; 374: 628-634.

31) SIMON GE, LUDMAN EJ, RUTTER CM. Incremental
benefit and cost of telephone care management
and telephone psychotherapy for depression in
primary care. Arch Gen Psychiatry 2009; 66:
1081-1089.

32) HEPBURN SR, CRANE C, BARNHOFER T, DUGGAN DS,
FENNELL MJ, WILLIAMS JM. Mindfulness-based cog-
nitive therapy may reduce thought suppression
in previously suicidal participants: findings from
a preliminary study. Br J Clin Psychol 2009; 48:
209-215. 

33) LUOMA JB, VILLATTE JL. Mindfulness in the treatment
of suicidal individuals. Cogn Behav Pract 2012; 19:
265-276. 

34) WILLIAMS JM, SWALES M. The use of mindfulness-
based approaches for suicidal patients. Arch Sui-
cide Res 2004; 8: 315-329. 

35) AHRENS B, LINDEN M. Is there a suicidality syndrome
independent of specific major psychiatric disor-
der? Results of a split half multiple regression
analysis. Acta Psychiatr Scand 1996; 94: 79-86.

36) OQUENDO MA, CURRIER D. Can novel nosological
strategies aid in the identification of risk for suicidal
behavior? Crisis 2009; 30: 171-173.

37) FIRST MB, SPITZER RL, WILLIAMS JBW, GIBBON M. Struc-
tured Clinical Interview for DSM IV Axis I Disor-
ders-Research Version (SCID-I, Version 2. 0) New
York, NY, USA: Biometrics Research Department
1996. New York State Psychiatric Institute. 

38) FIRST MB, GIBBON M, SPITZER RL, WILLIAMS JBW, BEN-
JAMIN L. Structured Clinical Interview for DSM-IV
Axis II Personality Disorders (SCID-II, Version 2.
0) New York, NY, USA: Biometrics Research De-
partment 1996, New York State Psychiatric Insti-
tute. 

39) AKISKAL HS, AKISKAL KK, HAYKAL RF, MANNING JS, CON-
NOR PD. TEMPS-A: progress towards validation of
a self-rated clinical version of the Temperament
Evaluation of the Memphis, Pisa, Paris, and San
Diego Autoquestionnaire. J Affect Disord 2005; 85:
3-16.

G. Angeletti, M. D’onofrio, C. Lai, R. Tambelli, P. Aceto, P. Girardi



40) RUTZ W, VON KNORRING L, PIHLGREN H, RIHMER Z,
WÅLINDER J. Prevention of male suicides: lessons
from Gotland study. Lancet 1995; 345: 524.

41) RUTZ W. Improvement of care for people suffering
from depression: the need for comprehensive ed-
ucation. Int Clin Psychopharmacol 1999; 14: 27-
33. 

42) WÅLINDER J, RUTZT W. Male depression and suicide.
Int Clin Psychopharmacol 2001; 16: 21-24. 

43) ALTMAN EG, HEDEKER DR, JANICAK PG, PETERSON JL,
DAVIS JM. The Clinician-Administered Rating Scale
for Mania (CARS-M): development, reliability, and
validity. Biol Psychiatry 1994; 36: 124-134. 

44) ALTMAN EG, HEDEKER D, PETERSON JL, DAVIS JM. The
Altman self-rating mania scale. Biol Psychiatry
1997; 42: 948-955.

45) SHEEHAN DV, LECRUBIER Y, SHEEHAN KH, AMORIM P,
JANAVS J, WEILLER E, HERGUETA T, BAKER R, DUNBAR GC.
The Mini-International Neuropsychiatric Interview
(M.I.N.I.): the development and validation of a
structured diagnostic psychiatric interview for
DSM-IV and ICD-10. J Clin Psychiatry 1998; 59:
22-33.

46) CUIJPERS P, DE BEURS DP, VAN SPIJKER BA, BERKING M,
ANDERSSON G, KERKHOF AJ. The effects of psy-
chotherapy for adult depression on suicidality and

hopelessness: a systematic review and meta-
analysis. J Affect Disord 2013; 144: 183-190. 

47) JAKOBSEN JC, HANSEN JL, SIMONSEN S, SIMONSEN E,
GLUUD C. Effects of cognitive therapy versus inter-
personal psychotherapy in patients with major de-
pressive disorder: a systematic review of random-
ized clinical trials with meta-analyses and trial se-
quential analyses. Psychol Med 2012; 42: 1343-
1357. 

48) MELLE I, JOHANNESSEN JO, FRIIS S, HAAHR U, JOA I,
LARSEN TK, OPJORDSMOEN S, RUND BR, SIMONSEN E,
VAGLUM P, MCGLASHAN T. Course and predictors of
suicidality over the first two years of treatment in
first-episode schizophrenia spectrum psychosis.
Arch Suicide Res 2010; 14: 158-170. 

49) SERAFINI G, POMPILI M, INNAMORATI M, GENTILE G,
BORRO M, LAMIS DA, LALA N, NEGRO A, SIMMACO M,
GIRARDI P, MARTELLETTI P. Gene variants with suici-
dal risk in a sample of subjects with chronic mi-
graine and affective temperamental dysregula-
tion. Eur Rev Med Pharmacol Sci 2012; 16:
1389-1398.

50) LAI C, DAINI S, CALCAGNI ML, BRUNO I, DE RISIO S.
Neural correlates of psychodynamic psychothera-
py in borderline disorders--a pilot investigation.
Psychoth Psychosom 2007; 76: 403-405.

1009

Risk suicide and psychotherapy


