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Abstract 

 

Objectives: The current study aimed to compare suicide-related variables as a function of 1) 

family history of suicidal behavior and 2) child sexual abuse among patients hospitalized for a 

suicide attempt or active suicidal ideation. Family history of suicidal behavior and child sexual 

abuse were examined independently and in combination as a diathesis for a high-risk suicidal 
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phenotype. Method: A multicenter cross-sectional study was designed to compare data obtained 

from 292 patients hospitalized for suicidal behavior. Demographic and clinical variables were 

compared among group 1 (patients who reported both family history of suicidal behavior and 

child sexual abuse), group 2 (patients who reported only family history of suicidal behavior), 

group 3 (patients who reported only child sexual abuse) and group 4 (patients who did not report 

family history of suicidal behavior or childhood sexual abuse). A multinomial logistic regression 

was used to examine suicide-related variables associated with each group and to compare 

differences between groups. Results: Group 1 and 3 endorsed a higher number of previous 

suicide attempts and were more likely to be younger at the first suicide attempt as compared to 

group 4. Group differences remained after adjustment in a multinomial regression model. 

Conclusions: The current findings suggest that child sexual abuse may be more strongly related 

to suicide risk among high risk patients as compared to family history of suicidal behavior.  

 

Keywords: family history of suicidal behavior; child sexual abuse; suicidal behavior 

 

 

 

Differential impact of child sexual abuse and family history of suicidal behavior in high-risk 

suicidal patients 

1. Introduction 

The World Health Organization (WHO) estimated 788,000 suicide deaths occurred 

worldwide in 2015, resulting in an annual global age-standardized suicide rate of 10.7 per 

100,000 persons (WHO). Suicide only captures a part of the problem; given the rates of suicide 

attempts and suicidal ideation are even higher. For every death by suicide, there are 10 to 20 

times more individuals who attempt suicide, and the cross-national lifetime prevalence of suicidal 

ideation, plans, and suicide attempts is 9.2%, 3.1%, and 2.7%, respectively (M. K. Nock et al., 

2008).  
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Suicide is preventable and the WHO has declared reducing suicide-related mortality as a 

global imperative (WHO, 2015). For this reason, there are growing efforts focused on reducing 

incidences of suicide. Suicide prevention strategies can be improved by identifying groups of 

individuals that are at high risk for suicide. To this end, suicidal ideation and suicide attempts 

have been identified as a strong predictor of more severe and potentially fatal suicidal behavior  

(Klonsky, May, & Saffer, 2016). Taken together, identification of individuals who endorse high 

risk for suicidal behavior represents an important opportunity to intervene. 

Suicidal behavior is a complex problem and several explanatory models have been 

proposed to understand the progression to suicidal behavior and suicide, including the stress–

diathesis model of suicidal behavior (Mann, 2003; Mann, Waternaux, Haas, & Malone, 1999). 

This framework indicates there is an interaction between multiple factors and stress that elevates 

risk for suicidal behavior (Mann et al., 1999). Specifically, suicidal behavior is thought to be the 

result of an interaction between a diathesis or independent predisposition for suicide risk and a 

stressor (exacerbation of a mental disorder or an acute psychosocial crisis). The term diathesis 

includes heritable factors, including family history of suicidal behavior, and early life factors, 

such as child sexual abuse, which may increase risk for suicidal behavior (Mann, 2003; Mann et 

al., 1999; van Heeringen & Mann, 2014). Other theoretical models that focus on the transition 

from suicidal ideation to suicidal behavior, such as the Integrated Motivational-Volitional Model, 

also recognize the importance of these diathesis factors, in providing the backdrop for the 

development of suicidal behavior (O'Connor, 2011; O'Connor & Kirtley, 2018; O'Connor & 

Portzky, 2018; O’Connor, 2011).  

Previous studies highlight the association between many of these components of the 

diathesis and future suicidal behavior (e.g., (Roy & Janal, 2005; Turecki & Brent, 2016). 

Individuals engage in suicidal behavior across different timeframes, which may be influenced by 
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the interaction of predisposition risk factors and the degree of experienced stress. Thus, if an 

individual poses multiple predisposition risk factors they are considered highly vulnerable, and 

minor stressors may lead to suicide risk. This theoretical framework presupposes additivity, 

indicating that the interaction between factors within the diathesis and stress contributes to risk 

for suicidal behavior (van Heeringen, 2012). 

Although there is evidence that family history of suicidal behavior and childhood sexual 

abuse increase vulnerability for suicidal behavior  (Daray et al., 2016; Gould, Fisher, Parides, 

Flory, & Shaffer, 1996; Joiner et al., 2007; Rodante et al., 2016; Simon, 2011), family history of 

suicidal behavior and childhood sexual abuse have not been studied independently in patients at 

high risk for suicide. The current study aims to address this gap in the literature by comparing 

suicide-related factors as a function of two important components of the diathesis for suicide risk: 

1) family history of suicidal behavior and 2) childhood sexual abuse among a diverse high-risk 

suicidal patient sample. 

2. Method 

2.1 Study Design 

The present study used a cross-sectional design to compare baseline data obtained as part of a 

larger multicentre study conducted in Buenos Aires, Argentina. Patients were recruited from 

three different hospitals: the "Dr. Braulio A. Moyano” neuropsychiatric hospital, the "Dr. José T. 

Borda" hospital and the Hospital de Clínicas "José de San Martin". All hospitals serve a large 

urban catchment area in Buenos Aires and predominantly treat lower-income, uninsured patients. 

The study procedures were approved by the Institutional Review Board of all three hospitals. 

2.2. Participants 

Participants were patients admitted to the psychiatry emergency department of one of the 

three different hospitals for active suicidal ideation or a recent suicide attempt. All patients were 
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between the ages of 18 and 65 years (36.83 ± 12.56); 68 patients identified as male and 222 

identified as female. The majority of the sample was Argentine (89.27%), while other patients 

reported their country of origin as Paraguay (4.16%), Peru (1.38%), Bolivia (1.04%), Colombia 

(1.04%), Uruguay (1.04%), Chile (0.69%), and other (1.38%). 

2.3. Procedure 

Patients were recruited between August 2012 and May 2017, and those who were 

consecutively admitted for active suicidal ideation or a recent suicide attempt were evaluated to 

determine eligibility for the the current study. Interviews were conducted by three psychiatrists 

with a minimum of 5 years of experience in clinical psychiatry (LG, SP and AP). All 

psychiatrists received additional training in the semi-structured interviews administered as part of 

the study protocol. Suicidal ideation was defined as any current self-reported thought of engaging 

in suicide-related behavior (Matthew K Nock, 2014). A suicide attempt was defined as a 

potentially self-injurious behavior with a nonfatal outcome, for which there was evidence (either 

explicit or implicit) that the person intended at some (non-zero) level to kill him or herself 

(Silverman, Berman, Sanddal, O'Carroll P, & Joiner, 2007). Initial evaluation was performed to 

determine if patients met inclusion criteria: a) age between 18 and 65 years, b) admission for 

active suicidal ideation or a suicide attempt, and c) provided written informed consent. Patients 

were excluded if: a) unable to respond autonomously (i.e., due to sedative effects of medication 

or language limitations) and b) were transferred to another institution within 48 hours. Patients 

who met inclusion criteria were given a complete description of the study and invited to 

participate. Each patient who agreed to participate provided written informed consent.  

2.4. Measures 
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Each participant underwent a semi-structured interview with a psychiatrist from the research 

team, which included questions about clinical and demographic variables as described previously 

(Grendas et al., 2017; Teti et al., 2014). 

2.4.1. Patient history of suicidal behavior. 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) (Posner et al., 2011) was used to obtain 

additional details regarding lifetime and most recent suicidal behavior. 

2.4.2. Patient history of child sexual abuse. Patient history of child sexual abuse, defined as 

any sexual activity with a child, prior to the age of 18 years, where consent was not or cannot be 

given (Andrews, Corry, Slade, Issakidis, & Swanston, 2004; Berliner & Elliot, 2002), was 

assessed during the semi-structured interview. Sexual abuse was coded dichotomously as yes or 

no. Patients who did not report a history of child sexual abuse received a code indicating no 

history of child sexual abuse.  

2.4.3. Family history of suicidal behavior. Family history of suicidal behavior was assessed 

during the semi-structured interview. Family history of suicidal behavior was defined as suicide 

attempts or suicide among first and/or second-degree relatives of the patients. Patients who did 

not report a family history of suicidal behavior received a code indicating no family history of 

suicidal behavior. 

2.4.4. Psychopathology. The Mini International Neuropsychiatric Interview (MINI) (Bobes, 

1998) and the Structured Clinical Interview for DSM-IV Axis II Disorders (SCID-II) (Villar 

Garcia et al., 1995) were used to obtain diagnostic information. Additional information specific 

to symptomology was obtained from self-report inventories including, Barratt Impulsiveness 

Scales (BIS-11) (Lopez, Cetkovich-Bakmas, Lischinsky, Alvarez Prado, & Torrente, 2012), 
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Buss-Durkee Hostility Inventory (BDHI) (Oquendo. et al., 2001), and the Beck’s Hopelessness 

Scale (BHS) (Mikulic, Cassullo, Crespi, & Marconi, 2009). 

2.5. Data Analytic Approach 

Categorical measures are reported as frequencies or percentages, and continuous measures are 

reported as means ± standard deviations (SD). The sample was divided into 4 groups: [1] patients 

who reported both family history of suicidal behavior and child sexual abuse (n = 68), [2] 

patients who reported family history of suicidal behavior but not child sexual abuse (n = 71), [3] 

patients who reported childhood sexual abuse but not family history of suicidal behavior (n = 57), 

and [4] patients who did not report either family history of suicidal behavior and child sexual 

abuse (n = 94). A univariate multinomial logistic regression was used to examine the variables 

associated with each group and to compare differences between groups. The associations between 

variables were quantified with odds ratios (OR) and respective 95% confidence intervals (CI). A 

multivariate multinomial regression model was performed to determine the variables 

independently associated to each group and to compare groups. Independent variables were 

included stepwise from the least to the most significant in preliminary testing. Specifically, 

significant variables were individually entered into the univariate analysis. Group 4 was used as 

control group in both analyses. The threshold of statistical significance for the multinomial model 

was set at p adjusted by the Bonferroni method (p <0.01).Statistical analyzes were performed 

using STATA 13.0. 

3. Results 

3.1 Sample description. A total of 323 patients who met eligibility criteria entered the 

emergency department during the study period, and 90% gave their consent to participate. 

Demographic and clinical variables specific to the groups are presented in Table 1. Overall, 

patients were similar in terms of their demographic and clinical characteristics. However, the 
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prevalence of borderline personality disorder was significantly higher in all groups as compared 

to group 4. Among all four groups, patients were predominately female, had an average age 

between 34 - 39 years, and approximately 25% of the patients were married or cohabitating. 

3.2 Comparison between the study groups 

Participants in groups 1, 2, and 3 were more likely to be female as compared to participants 

in group 4 (OR= 8.17 - 95% CI= 3.00-22.23; OR= 2.2 - 95% CI= 1.11-4.46; OR= 3 - 95% CI= 

1.37-6.77, respectively). Participants in groups 1, 2, and 3 were also younger at the first suicide 

attempt (OR= 0.90 - 95% CI= 0.94-0.98; OR= 0.98 - 95% CI= 0.96-0.99; OR= 0.96 - 95% CI= 

0.93-0.98, respectively) and reported more previous suicide attempts (OR= 1.17 - 95% CI= 1.04-

1.31; OR= 1.15 - 95% CI= 1.02-1.29; OR= 1.15 - 95% CI= 1.02-1.29, respectively) as compared 

to participants in group 4. Participants in group 1 were more likely to report higher lethality in 

their suicide attempt as compared to participants in group 4 (OR= 1.36 - 95% CI= 1.02-1.81). 

Participantss in group 2 reported lower impulsivity as compared to participants in group 4 (BIS 

total score; OR= 0.97 - 95% CI=0.95-0.99). Please refer to Table 2 for results from the univariate 

multinomial logistic regression. 

3.3 Multivariate multinomial logistic regression 

The resulting model (Table 3) confirmed that groups 1, 2 and 3 were more likely to be 

female than those in group 4 (OR= 7.57 - 95% CI= 2.71-21.13; OR= 2.27 - 95% CI= 1.11-4.64; 

OR= 2.80 - 95% CI= 1.21-6.50, respectively). Only group 1 and 3 had a higher number of 

previous suicide attempts as compared to group 4 (OR= 2.84 - 95% CI= 1.31-6.17; OR= 3.53 - 

95% CI= 1.53-8.16, respectively). Participants in group 1 and 3 were more likely to be younger at 

first suicide attempt (OR= 0.96 - 95% CI= 0.93-0.98; OR= 0.95 - 95% CI= 0.92-0.98, 

respectively) as compared to group 4. 

4. Discussion 
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Mann et al. (1999) proposed a stress–diathesis model based on the integration of 

neurobiology and psychopathology, which still informs current research and theoretical models in 

suicidology (Mann et al., 1999). In this model, suicidal behavior is determined not merely by a 

stressor (e.g., psychiatric illness) but also by a diathesis or predisposition (e.g., family history of 

suicidal behavior). The model was based on findings from clinical research studies comparing 

patients with and without suicidal behavior. However, there are also important differences to 

decipher among patients with suicidal ideation or a suicide attempt. For example, in clinical 

practice it is important to determine which patients are at high risk for suicidal behavior and how 

to intervene accordingly. For this reason, the framework provided by the diathesis-stress model 

may help determine levels of risk among suicidal patients. In the current study we examined two 

important components of the diathesis in the stress–diathesis model: 1) family history of suicidal 

behavior and 2) childhood sexual abuse (Mann, 2003; Mann & Haghighi, 2010; Mann et al., 

1999). The goal of this study was to obtain more specific findings related to these important risk 

factors in the diathesis for suicidal behavior among a large patient sample with different 

psychiatric diagnoses. Primary findings suggest suicidal patients with a history of childhood 

sexual abuse were more likely to endorse other suicide-related variables. It is possible that 

childhood sexual abuse is more likely to determine a high-risk phenotype of suicidal patients as 

compared to family history of suicidal behavior. 

Previous studies evidence family history of suicidal behavior increases risk for suicide 

attempts (Brent et al., 2002; Gould et al., 1996; Melhem et al., 2007; Roy & Janal, 2005; B. S. 

Runeson, 1998), and suicide (Gould et al., 1996; Hawton & van Heeringen, 2009; B. Runeson & 

Asberg, 2003; Simon, 2011), independent of psychopathology (Gould et al., 1996; Melhem et al., 

2007; Simon, 2011). There is also an established association between the number of suicide 

attempts and family history of suicidal behavior (Rodante et al., 2016). There is considerably less 
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work aimed at evaluating the unique association of family history of suicidal behavior and 

different suicide-risk characteristics. In the current study, patients who reported family history of 

suicidal behavior, but not childhood sexual abuse, did not significantly report more suicide-risk 

characteristics (e.g., more previous suicide attempts, early age of the first suicide attempt) as 

compared to patients who did not report family history of suicidal behavior. On the contrary, Roy 

and colleagues (2004) found that suicidal patients with a family history of suicidal behavior made 

their first suicide attempt at an earlier age as compared to patients without family history of 

suicidal behavior (Roy, 2004). Roy et al. (2004) studied family history of suicidal behavior 

among a sample of abstinent substance-dependent patients, which differs from the diverse clinical 

sample in the current study. Also noteworthy, in Roy et al. (2004), childhood sexual abuse was 

not explored. Although family history of suicidal behavior has been associated with the number 

of previous suicide attempts, the current findings do not support this association among a high-

risk sample of suicidal patients. 

Child sexual abuse is a severe form of childhood trauma that increases risk for lifetime 

suicide attempts (Afifi et al., 2016; Hoertel et al., 2015; Joiner et al., 2007; Maniglio, 2011; 

Soloff, Lynch, & Kelly, 2002; Turecki & Brent, 2016). In the present study, child sexual abuse 

was examined instead of  childhood trauma, given its relevance in the diathesis for suicidal 

behavior (Brodsky, 2016). In the current study, patients who reported child sexual abuse were 

more likely to also report other suicide-risk characteristics as compared to patients who did not 

report childhood sexual abuse. Specifically, there was a significant association between 

childhood sexual abuse and number of previous suicide attempts, which has been observed in 

previous studies (Daray et al., 2016; Joiner et al., 2007). There was also a significant association 

between childhood sexual abuse and age at first suicide attempt, independent of 

psychopathology, which is similar to previous findings (Hoertel et al., 2015). According to the 
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current findings and the diathesis-stress model for suicidal behavior, the impact of childhood 

sexual abuse should be carefully assessed and considered when conceptualizing baseline and 

acute risk for suicidal behavior among patients.  

The findings of the present study are consistent with previous work indicating patients 

suffering for early traumatic experiences and family history of suicidal behavior endorse an 

earlier age onset of a first suicide attempt and more suicide attempts across their life, as compared 

with patients without either factor (Carballo et al., 2008; Lopez-Castroman et al., 2012; Roy, 

2011). Lopez-Castroman et al. (2012) found that among a large sample of patients hospitalized 

for a suicide attempt, patients with family history of suicidal behavior and childhood trauma were 

younger at their first suicide attempt, and made more frequent, severe and violent attempts when 

compared with subjects with only one or with neither of these two risk factor (Lopez-Castroman 

et al., 2012). In another retrospective study among patients with bipolar disorder, Carballo et al. 

(2008) found patients with family history of suicidal behavior and childhood abuse were 

significantly younger at first suicide attempt as compared to subjects without these risk factors. 

Patients did not, however, differ significantly from those with only one of these factors, and 

patients with one or two factors had significantly more previous suicide attempts as compared to 

patients without any factor (Carballo et al., 2008). In the present study, we replicated and 

extended these observations among a sample of patients with different diagnoses (MDD; 

schizophrenia and BD). The present study was also the first to examine family history of suicidal 

behavior and childhood sexual abuse individually and in combination. Therefore, the present 

findings extend previous work by indicating previous childhood sexual abuse may be more 

strongly related to other suicide-related factors among high-risk suicidal patients as compared to 

a family history of suicidal behavior.  
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Childhood sexual abuse was examined in the current study as opposed to early traumatic 

experiences. Importantly, distress and posttraumatic stress symptoms that may follow childhood 

sexual abuse can be addressed via evidence-based treatments, including Dialectical Behavior 

Therapy, which is also an evidence based treatment suicidal behavior (Bohus et al., 2013; Bohus, 

Dyer, Priebe, Kruger, & Steil, 2011; DeCou, Comtois, & Landes, 2019; Steil, Dyer, Priebe, 

Kleindienst, & Bohus, 2011). Future research is needed to see how childhood sexual abuse is 

related to suicide risk following evidence based treatment that directly targets the distress specific 

to the previous trauma. As theoretical models for suicidal behavior continue to refine (Mann et 

al., 1999; O'Connor, 2011), our understanding of the impact of modifiable risk factors within the 

diathesis for suicide behavior should improve. 

No differences regarding psychopathology were found across the different groups. In part, 

this may be explained by the high-risk nature of the patient sample. Specifically patients endorsed 

higher scores in hopelessness, impulsivity and hostility as compared to the cut off points 

proposed by the scale validation (Mikulic et al., 2009; Oquendo et al., 2001; Oquendo. et al., 

2001). These patterns lead to a ceiling effect, which limited our ability to detect differences 

among groups (Cramer & Howitt, 2004). The prevalence of borderline personality disorder was 

higher in all groups as compared with group 4. Indeed, childhood sexual abuse and 

psychopathology of relatives with suicidal behavior are factors that have been associated with the 

development of borderline personality disorder (Boucher et al., 2017; de Aquino Ferreira, 

Queiroz Pereira, Neri Benevides, & Aguiar Melo, 2018; Infurna et al., 2016; Leichsenring, 

Leibing, Kruse, New, & Leweke, 2011). Substance use disorder and affective disorders did not 

differentiate groups. Future work is needed to investigate the impact of mental health diagnoses 

and psychological symptoms on the relations observed in this study. For example, future work 

may consider potential mechanisms that underlie the pathway between childhood sexual abuse 
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and 1) age of first suicide attempt and 2) frequency of suicide attempts. This study has several 

strengths. For example, the current findings suggest childhood sexual abuse was associated with 

suicide-related variables indicating greater suicide risk among patients hospitalized for suicidal 

thoughts and behaviors, as opposed to comparing suicidal patients with healthy controls. As such, 

these findings allow us to observe that childhood sexual abuse is associated with variables 

indicating severity among a high-risk sample. It is clinically relevant to recognize that childhood 

sexual abuse had more weight in determining the severity of the suicidal phenotype as compared 

to family history of suicidal behavior. These findings should be considered for clinical 

assessment of suicide risk. Overall, these results further shed light to the importance of assessing 

and treating childhood sexual abuse. Future prospective studies that examine the impact of 

evidence-based interventions aimed at addressing childhood sexual abuse and suicide risk in 

tandem are now needed.  

Limitations should be considered when interpreting the study findings. First, the primary 

variables of interest, family history of suicidal behavior and childhood sexual abuse were 

determined by a larger semi-structured interview that included questions specific to other clinical 

and demographic data. The structure of the interview did not include questions about other 

childhood trauma. The method for assessing the studied variables is similar to methods used 

across multiple studies and other studies that have demonstrated high agreement between a series 

of similar semi structured screening questions and validated scales for these factors (Brodsky et 

al., 2008; Goodwin, Beautrais, & Fergusson, 2004; Roy, 2004; B. S. Runeson, 1998). 

Nonetheless, future work would benefit from exploring how other childhood traumas related to 

the suicide-related factors studied in this study. The patients included in the current study were 

hospitalized for current suicidal thoughts and behaviors, as such the findings should generalize to 
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patients of similar severity. In addition the majority of patients were women, which further limits 

generalizability of the current findings.  
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Table 1. Patient characteristics of the sample 

 Group 1 

(FHSB+CSA+) 

n= 68 

Group2 

(FHSB+ CSA-) 

n= 71 

Group 3 

(FHSB- CSA+) 

n= 57 

Group 4 

(FHSB- CSA-) 

n= 94 

Socio-demographic Mean (SD) Mean (SD) Mean (SD) Mean (SD) 

Age 34.77 (11.52) 38.83 (12.87) 35.19 (10.90) 37.79 (13.77) 

 n (%) n (%) n (%) n (%) 

Female 63 (92.65) 55 (77.46) 47 (82.46) 57 (60.64) 

Married/cohabitating 19 (27.94) 16 (22.54) 15 (26.32) 13 (13.83) 

     

Suicidal behavior n (%) n (%) n (%) n (%) 

Previous SA 55 (80.88) 49 (69.01) 47 (82.46) 53 (56.38) 

Highly lethal SA 

(index via C-SSRS) 

38 (55.88) 36 (50.70) 28 (49.12) 40 (42.55) 

 Mean (SD) Mean (SD) Mean (SD) Mean (SD) 

Age of first SA 22.69 (11.64) 27.18 (15.27) 21.61 (13.67) 29.76 (15.65) 

     

Diagnosis n (%) n (%) n (%) n (%) 

Affective disorder 51 (75) 45 (63.38) 44 (77.19) 68 (72.34) 

Schizophrenia and 

related disorders 

9 (13.23) 18 (25.35) 9 (15.79) 18 (19.15) 

Other 

 

8 (10.45) 8 (11.27) 4 (7.02) 8 (8.15) 

Co-occurring 

disorders 

BPD 

SAD 

 

n (%) 

 

39 (57.35) 

6 (8.82) 

n (%) 

 

31 (43.66) 

11 (15.49) 

n (%) 

 

30 (52,63) 

8 (14.04) 

n (%) 

 

25 (26.59) 

18 (19.15) 

Psychopathology Mean (SD) Mean (SD) Mean (SD) Mean (SD) 

Impulsiveness (BIS) 68.80 (16.41) 62.55 (14.66) 68.64 (13.83) 68.04 (14.90) 

Hopelessness (BHS) 9.94 (5.09) 9.47 (4.38) 9.56 (4.68) 9.98 (4.72) 
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Hostility (BDHI) 45.12 (10.15) 44.35 (9.65) 43.23 (9.34) 44.22 (9.57) 

Note: SD= standard deviation; SA= suicide attempt; C-SSRS= Columbia-Suicide Severity Rating 

Scale; BPD= borderline personality disorder; SAD= substance abuse disorder; BIS= Barratt 

Impulsiveness Scale; BHS= Beck Hopelessness Scale; BDHI= Buss-Durkee Hostility Inventory; 

FHSB: family history of suicidal behavior; CSA: child sexual abuse. 
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Table 2. Univariate multinomial logistic regression results comparing groups 

Group OR CI 95% p 

Group 1 (FHSB+ CSA+) 

Female 

Age 

Previous SA 

Age of first SA 

Highly lethal SA 

Impulsiveness (BIS)
1 

Hopelessness (BHS)
2 

Hostility (BDHI)
3 

 

8.17 

0.98 

1.17 

0.9 

1.36 

1 

0.99 

1 

 

3.00 - 22.23 

0.95 - 1.00 

1.04 - 1.31 

0.94- 0.98 

1.02 - 1.81 

0.98 - 1.02 

0.93- 1.06 

0.97- 1.04 

 

<0.01    

0.13 

<0.01 

<0.01 

0.03 

0.75 

0.95 

0.56 

Group 2 (FHSB+ CSA-) 

Female 

Age  

Previous SA 

Age of first SA 

Highly lethal SA 

Impulsiveness (BIS)
1 

Hopelessness (BHS)
2 

Hostility (BDHI)
3 

 

2.2 

1 

1.15 

0.98 

1.21 

0.97 

0.97 

1 

 

1.11 - 4.46 

0.98- 1.03 

1.02 - 1.29 

0.96 - 0.99 

0.91 - 1.60 

0.95 - 0.99 

0.91- 1.04 

0.96- 1.03 

 

0.02 

0.60 

0.04 

<0.01 
0.18 

0.03 

0.50 

0.93 

Group 3 (FHSB- CSA+) 

Female 

Age  

Previous SA 

Age of first SA 

Highly lethal SA 

Impulsiveness (BIS)
1 

Hopelessness (BHS)
2 

Hostility (BDHI)
3 

 

3 

0.9 

1.15 

0.96 

1.15 

1 

0.98 

0.98 

 

1.37- 6.77 

0.95- 1.009 

1.02 - 1.29 

0.93 - 0.98 

0.85 - 1.55 

0.97 - 1.02 

0.91- 1.05 

0.95- 1.02 

 

<0.01 
0.2 

0.01 

<0.01 
0.35 

0.81 

0.60 

0.55 

Note: Group 4(FHSB- CSA-)was used as a reference. FHSB: family history of suicidal 

behavior; CSA: child sexual abuse. 
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Table 3. Multiple regression model results comparing differences between groups 

 Group 1 

(FHSB+ CSA+) 

OR  

Group 2 

(FHSB+ CSA-) 

OR  

Group 3 

(FHSB- CSA+) 

OR 

Age 1 

(0.97 - 1.03) 

1.01 

(0.99 - 1.04) 

1 

(0.97 - 1.03) 

Female 7.57* 

(2.71 – 21.13) 

2.27* 

(1.11 – 4.64) 

2.80* 

(1.21 – 6.50) 

Previous SA  

 

2.84* 

(1.31 – 6.17) 

1.53 

(0.79 - 2.98) 

3.53* 

(1.53 – 8.16) 

Age of first 

SA  

 

0.96* 

(0.93 - 0.98) 

0.98 

(0.95 - 1.00) 

0.95* 

(0.92 - 0.98) 

Note: Group 4 (FHSB- CSA-) was used as a control group; *p<0.001. FHSB: family history of 

suicidal behavior; CSA: child sexual abuse. 
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