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Association of Suicide Attempts with Childhood Traumatic
Experiences in Patients with Major Depression

b
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SUMMARY

Objective: Childhood traumatic experiences are widely known risk factors in the development of various psychiatric disorders and unfavorable
behavior patterns, including suicide attempts. Moreover, in the course of some psychiatric disorders, suicide attempts are more frequent in patients
with childhood traumatic experiences. This study explores the influence of childhood traumatic experiences on suicide attempts in patients with
major depression.

Method: Our study involved 30 patients with major depressive disorder in full remission who had attempted suicide, and 30 patients with major
depressive disorder in full remission who had never attempted suicide, as well as 30 healthy controls matched with patients for age, gender, and
education. All the subjects were interviewed with Structural Clinical Interview for DSM-IV (SCID-I). Subsequently, all subjects were administered
Childhood Trauma Questionnaire (CTQ).

Results: Patients who had attempted suicide reported significantly higher CTQ scores for emotional abuse and emotional neglect, physical abuse,
and sexual abuse than healthy controls. Moreover, patients who had attempted suicide reported significantly higher CTQ scores for each three sub-
domains than patients who had never attempted suicide. There were no significant difference between patients who had never attempted suicide and
healthy controls in any of the CTQ subdomains.

Conclusion: Childhood trauma may be a risk factor for suicide attempts in patients with depression. Inquiring childhood traumatic experiences
could make an important contribution to predict suicide risk in patients with depression.
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INTRODUCTION

attention, attachment/bonding, or care. Physical neglect in-

volves not fulfilling the child’s physical needs such as food,
The term trauma broadly refers to any event that hurts or

harms an individual’s emotional and physical being (Oztiirk
and Ulugahin 2008). Childhood trauma encompasses any

education, or medical attention. Sexual abuse is defined as
interaction between the child/adolescent and someone at least
) T ) five years older, that involves forced indecent exposure of gen-
action or inaction from parents or other caregiver adults that . . . . . .

) F > . itals, sexual petting and stimulation, vaginal/anal intercourse,
hinders or arrests a child’s development, leading to physical,
emotional, sexual, or social harm (Taner and Gokler 2004).

Traumatic abuse in children and adolescents includes any

or production of pornographic material (Walker et al. 1988).

Childhood trauma is known to cause long-term problems.

physical or emotional abuse, physical or emotional neglect,
as well as sexual abuse. Physical abuse involves any corpo-
ral punishment or harm from caregivers. Emotional abuse
involves verbal threats, disparaging criticisms, and mocking
comments so extreme as to endanger the child’s emotional
and psychological health. Emotional neglect involves not
fulfilling the child’s emotional needs, such as love, support,
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Studies show associations between childhood trauma and
physical disorders, including obesity (Thomas et al. 2008),
psoriasis (Simonic et al. 2011), migraine (Tietjen et al. 2010),
chronic pain (Davis et al. 2005) and various psychiatric dis-
orders such as posttraumatic stress disorder (McCutcheon
et al. 2010), substance abuse (Toker et al. 2011), personality
disorders (Haller and Miles 2004), eating disorders (Kent et
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al. 1999), somatization disorder (Spitzer et al 2008), bipolar
disorder (Etain et al. 2010) in the adulthood. Many studies
on psychiatric disorders emphasize the association between
childhood trauma and anxiety/depression (Orsel et al. 2011,
Hovens et al. 2010, Tietjen et al. 2010, Widom et al. 2007,
Moskvina et al. 2007). Furthermore, depression patients with
childhood trauma history are reported to have earlier onset of
the disease, greater number of depressive episodes (Bernet and
Stein 1999); more frequent persistent depressive symptoms
(Tanskanen et al. 2004) and more frequent psychotic findings
(Gaudiano and Zimmerman 2010).

On the other hand, increasing number of studies keep observ-
ing the association between suicide attempts and childhood
trauma (Orsel et al. 2011, Afifi et al. 2008, McHolm et al.
2003, Molnar et al. 2001, Dube et al. 2001). In addition,
suicidal behavior is believed to be associated with childhood
trauma in several psychiatric disorders such as schizophrenia
and substance abuse (Roy 2005, Roy 2004). While depression
is thought to be closely related with both childhood trauma
and suicide, very few studies have actually investigated the as-
sociation between suicidal behavior in depression and child-
hood traumatic experiences, and only during the course of
depressive episodes (Sarchiapone et al. 2007, Gladstone et al.
2004, Brodsky et al. 2001).

In contrast, our study investigates the association between
suicidal behavior in depression and childhood trauma, during
remission. We hypothesize that major depression patients with
history of suicide attempts have a higher rate of childhood
trauma.

METHOD
Subjects and Design

Our study involved 30 outpatients with major depressive dis-
order in full remission who had attempted suicide, and 30
outpatients with major depressive disorder in full remission
who had never attempted suicide followed up in Izmir Atatiirk
Educatin and Research Hospital, Clinic of Psychiatry, along
with 30 healthy controls matched to patients with respect to
age, gender, and education. All subjects were required to be in
the age 18—65, and literate. Those subjects with mental re-
tardation, organic brain disorders, or other physical disorders
that could influence mental functions were excluded.

Subsequent to obtaining written informed consent, each
potential subject was interviewed with Structural Clinical
Interview for DSM-IV (SCID-I). Only those patients diag-
nosed with major depressive disorder in full remission via
SCID-], and healthy controls that were diagnosed with no
psychiatric disorder via SCID-I, were included in the study.
Patients with comorbid psychiatric disorders and those with
psychotic depressive episodes were excluded.
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A total of 88 patients from the psychiatry clinic were con-
secutively evaluated as candidates for the study. Of those, 23
were excluded because they were not in full remission, one
because of a psychotic depressive episode, and four because of
comorbid psychiatric disorders. Healthy control candidates,
who volunteered for the study from the hospital cleaning staff
and their relatives, were evaluated, and two were excluded for
having psychiatric disorders, and one was excluded for having
multiple sclerosis. The hospital ethics commission approved
the study.

All subjects that met the study criteria were administered the
Childhood Trauma Questionnaire (CTQ), and their socio-

demographic data were recorded in their respective forms.

Instruments

Sociodemographic Data Form: This form was designed to cap-
ture data about age, education level, gender, medical history,
family history, and the number and type of suicide attempts
(both for the patient and family).

Structured Clinical Interview for DSM-IV: It is a diagnos-
tic scale developed by First et al. (1997), and validated for
Turkish by Ozkiirkgiigil et al. (1999).

Childhood Trauma Questionnaire: 1t was developed by
Bernstein et al. (1994) in order to survey childhood trauma
prior to age 18. It involves forty questions, structured in the
form of a five-point Likert scale. Higher scores indicate the
rate of childhood trauma. It consists of three subscales: emo-
tional abuse and neglect, physical abuse, and sexual abuse. It
was validated for Turkish by Aslan and Alparslan (1999).

Statistical Analysis

The data was analyzed using SPSS (Statistical Package for
Social Sciences) v.15.0. The gender distribution in groups was
evaluated via the chi-square test. Age, education level, and
scale scores were compared via one-way analysis of variance
(ANOVA). Post hoc Tukey test was used to determine the
differing group. Two-way ANOVA was used to analyze the
relationship among CTQ scores and gender, marital status,
social security, employment, suicide attempt history, within
groups and between groups. Pearson correlation analysis was
employed to evaluate the relationship between CTQ scores
and age, education level, number of depressive episodes, and
number of suicide attempts. All statistical analyses were based
on a statistical significance level of p<0.05.

RESULTS

Of the patients with suicide attempt history 18 (60%) were
female and 12 (40%) were male. Similarly, of the patients
without suicide attempt history, 17 (56.7%) were female,



Table 1. Comparison of demographic factors among patients with/without suicide attempt history versus healthy controls

suicide no suicide control statistics
(count=30) (count=30) (count=30)
gender 18f/12m 17f/13m 18f/12m %2=0.09, p=0.96
age (mean + sd) 343 +85 35.2+£8.5 342+ 8.4 F=0.08, p=0.93
education years 7.8+2.3 79 & 22 82+25 F=1.90, p=0.16

(mean + sd)

(f: female, m: male)

and 13 (43.3%) were male. Control group had the exact
same gender distribution as the patients with suicide history.
Patients with suicide history had a mean age of 34.3 + 8.5,
and education of 7.8 + 2.3 years. Patients without suicide his-
tory had a mean age of 35.2 + 8.5, and education of 7.9 +
2.2 years. Control group had a mean age of 34.2 + 8.4, and
education of 8.2 + 2.5 years. The distribution of age, gender,
and education level are presented in Table 1. There were no
statistically significant differences between the three groups
with respect to age, education, or gender.

Of the patients with suicide attempt history, 13 (43.3%)
were married and 17 (56.7%) were not married (i.e., never
married, divorced, or widow). Of the patients without suicide
attempt history, 24 (80.0%) were married and 6 (20.0%)
were not married. As for the healthy controls, 19 (63.3%)
were married and 11 (36.7%) were not married. Percentage of
married patients with suicide attempt history was significant-
ly lower than those patients without suicide history ()*=8.53,
p=0.03). Of the patients with suicide attempt history, 21
(70.0%) were employed and 9 (30.0%) were unemployed.
Of the patients without suicide attempt history, 25 (83.3%)
were employed and 5 (16.7%) were unemployed. As for the
healthy controls, 24 (80.0%) were employed and 6 (20.0%)
were unemployed. There was no statistically significant dif-
ference between the three groups with respect to employment
status (}*=1.67, p=0.43). The number of depressive episodes
were 1.4 £ 0.6, versus 1.5 + 0.8 for patients with suicide

history, and those without suicide history, respectively, with
no statistically significant difference (t=0.82, p=0.42).

CTQ score distributions for the three groups were evaluated
via one-way analysis of variance (ANOVA) And post hoc
Tukey test was used. Patients with suicide history scored sig-
nificantly higher than healthy controls in all three subscales of
CTQ, that is for emotional abuse and neglect, physical abuse,
and sexual abuse subscales (p<0.001, p<0.001, p=0.021, re-
spectively). Similarly, patients with suicide history scored sig-
nificantly higher than patients without suicide history in these
subscales of CTQ (p<0.001, p<0.001, p=0.048, respectively).
There was no statistically significant difference between pa-
tients without suicide history and healthy controls in any of
these three CTQ subscales. CTQ scores and their comparison
for all three groups are summarized in in Table 2. The impact
of gender, marital status, social security, employment, and fa-
milial suicide history factors on CTQ scores were analyzed us-
ing two-way ANOVA. None of these factors had a significant
impact on CTQ scores within groups and between groups
(for all p>0.05). The association of age, education level, and
depressive episode count to the CTQ scale was examined
for each group separately, using Pearson correlation analysis.
None of the variables had a significant correlation to CTQ
scores (for all p>0.05, r<0.20). On the other hand, number of
suicide attempts had a significant correlation to the emotional
abuse and neglect subscale, as well as physical abuse subscale

of CTQ (p=0.001, r=0.68, and p=0.04,r=0.37, respectively).

Table 2. Comparison of CTQ scores among patients with/without suicide attempt history versus healthy controls

suicide no suicide control ANOVA Tukey
mean:sd meanz+sd meanzsd
suicide vs control p<0.001**
CTQ emotional abuse 52.2+14.1 37.8410.1 32.3+5.6 F=28.7 suicide vs no suicide p<0.001**
T p<0.001 no suicide vs control  p=0.115
suicide vs control p<0.001**
CTQ physical abuse £2.6£12.0 28.06.2 26.454.7 F=35.4 suicid'e 5 10 suicide  p<0.001**
p<0.001 no suicide vs control  p=0.734
cTQ suicide vs control p=0.021*
F=4.4 suicide vs no suicide p=0.048*
sexual abuse 7.5+4.9 5.7+1.8 5.4+1.2 p=0.015 no suicide vs control p=0.924

*p<0.05, **p<0.001



DISCUSSION

Childhood trauma is known to cause various life-long be-
havior patterns, most notably, avoidance, denial, impulsive-
ness, destructiveness (Burgess et al. 1995), substance abuse
(Medrano et al. 1999), and suicide (Santa Mina ve Gallop
1998).

Prior studies on the association between suicidal behavior and
childhood trauma focused on prison populations (Mandelli
et al. 2011, Godet-Mardirossian et al. 2011, Marzano et al.
2011) or substance abusers (Tamar-Gurol et al. 2008, Roy
2009, Roy 2004) with the conclusion that childhood trauma
increases suicide risk in those groups. On the other hand,
Ucok and Bikmaz (2007) reported that schizophrenia pa-
tients with history of childhood trauma are more inclined to
suicide attempts.

Epidemiological data confirms that depression significantly
increases suicide risk (Reddy 2010). Social studies have also
uncovered the association between childhood trauma and sui-
cidal behavior (Davidson et al. 1996). Thus, our study focused
on the relatively less studied association of childhood trauma
and suicide attempts in depression. In our study childhood
trauma was seen significantly more often in patients with sui-
cide attempts, compared to patients without suicide attempts,
corroborating previous research. Sarchiapone et al. (2007) de-
termined that among patients with unipolar depression, those
with suicide attempts had a higher rate of emotional abuse
and neglect during childhood, but no significant difference
in physical or sexual childhood abuse compared with the ones
without suicide attempts. Brodsky et al. (2001) reported that
among patients diagnosed with major depression, those with
physical or sexual abuse during childhood had a significantly
higher rate of suicide attempts. On the other hand, Gladstone
et al. (2004) investigated depressive female patients with sex-
ual abuse history, and determined that those with childhood
sexual abuse history had a higher rate of suicide attempts.
Unfortunately, these studies lacked a control group, and no
comparative analysis was possible with respect to a healthy
control group. In contrast, our study found that patients with
suicide attempts have higher rates of emotional neglect and
abuse, physical abuse, and sexual abuse in comparison to pa-
tients without suicide history or healthy controls.

Another important finding of our study is that there is no
significant difference between healthy controls and patients
without suicidal behavior with respect to all three subcate-
gories of abuse. This suggests that childhood trauma might
have a stronger influence on suicide attempts than depres-
sion related factors. Thus, Sarchiapone et al. (2007) reports
no difference in the severity of depression between patients
with suicide history and those without it. Furthermore, their
study listed emotional neglect, but not depression severity
among significant predictors of suicide attempts. However,
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note that suicide attempt is a complex behavior that involves
many developmental, social, and biological factors. Risk fac-
tors for suicidal behavior can be categorized into two groups
as proximal and distal (Moscicki et al. 1997). Proximal risk
factors such as stress or acute psychiatric disorders are those
that influence the patients in their current state, directly in-
creasing suicide risk; distal factors, in contrast, do not directly
cause suicidal behavior by themselves, but create inclination
to suicidal behavior only when combined with current fac-
tors. Childhood trauma is generally considered a distal risk
factor. Studies with larger samples and different designs are
needed in order to determine whether distal factors such as
childhood trauma has a larger impact on suicide attempts
than proximal factors such as ongoing depressive episodes.

Our study had the advantage of a healthy control group,
which made comparative analysis possible. Furthermore, un-
like others, our study only included patients in full remission,
so that our childhood trauma analysis was not unduly affect-
ed by ongoing depressive episodes. Limitation of our study is
that the childhood trauma information was gathered through
the patient using a scale, retrospectively.

Our results indicate that childhood traumatic experiences in-
creases suicide risk in depressive patients, just as it increases
suicide risk among substance abusers and schizophrenic pa-
tients. Thus childhood trauma might be among long-term
risk factors for depressive patients. We can conclude that in
daily clinical practice, inquiries of child trauma history in de-
pressive patients might help assess suicide risk.
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