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Summary
Aim. Analysis of associations between symptoms reported before the beginning of the
hospitalization and reduction of suicidal ideation – or its lack – obtained until the end of the
hospitalization in patients of the day hospital for the treatment of neurotic and behavioral
disorders.
Material and method. Symptoms Checklist KO“O” and Life Inventory completed by
461 women and 219 men treated with intensive integrative psychotherapy with predominance
of psychodynamic approach in the day hospital due to neurotic, behavioral and personality
disorders between 2005-2013. Percentages of patients reporting SI initially and at the end of
the treatment were 29.1% and 10.2% respectively in women and 36.5% and 13.7% in men.
The improvement in terms of initially reported SI was obtained by 84.3% of women and
77.5% of men. Among patients, those initially reporting SI were characterized by greater
intensity of neurotic symptoms (p<0.001) and greater intensity of nearly all of 14 subtypes
of neurotic symptoms(p<0.05).
Results. Among those reporting SI, subgroups of women with greater intensity of
Obsessive-compulsive symptoms (p=0.003), Neurasthenia (p=0.005), Autonomic disorders
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(p=0.044) and women reporting episodes of uncontrollable hunger (p<0.01) had significantly
lower chances of improvement in terms of SI than others.
Conclusions. Patients initially reporting SI constituted approximately 1/3 in both genders
and were characterized by greater intensity of neurotic disorders. Among those, women with
particularly higher intensity of Obsessive-compulsive symptoms, Neurasthenia and Autonomic
disorders and women reporting episodes of uncontrollable hunger seemed to suffer from SI
that were more resistant to the psychotherapy. As such, those subgroups of women require
special attention and diligent selection of the therapeutic methods. Key words: suicidal ideations, neurotic symptoms, psychotherapy.
Key words: suicidal ideations, neurotic symptoms, psychotherapy

Introduction
Suicidal ideation (SI) is one of the most problematic symptoms encountered in
patients with neurotic, behavioral and personality disorders. Its presence is associated
with a risk of self-harm [1, 2] and other acts of auto-aggression [3], with provoking
situations that pose risk for the patients’ life and health [4], as well as with a risk of
attempting suicide [5, 6]. The risk of the listed complications is affecting safety at every
stage of the patients’ treatment. This is particularly relevant in case of psychotherapeutic
day hospitals, where after the therapy hours there is no possibility of monitoring the
patients or providing them with medical attention. At the same time, high intensiveness
of the psychotherapy applied in this type of hospitals quite frequently causes additional
but transient burden to the patients. This may stem from patients’ limited tolerance
to emotional tension that emerges during the psychotherapy aimed at insight [7–11].
Among many symptoms reported in psychotherapeutic day hospitals, SI is one of
the highest prevalence. SI is observed in approximately 1/3 of patients [12]. According to numerous studies it is most common to observe SI and others manifestations of
auto-aggression in patients with severe personality disorders [13] and in patients with
eating disorders, especially with bulimia nervosa [14–16].
Moreover, as researchers report, psychotherapeutic day hospital patients with SI
constitute group that is in many respects in more serious clinical condition than others.
They are characterized by greater intensity of neurotic symptoms, as well as higher
level of personality disorders [12].
Above-mentioned results of the studies point to considerable importance of the
effectiveness in the treatment of SI. Thus, both at the stage of qualification and during
the therapy itself it is essential to appropriately evaluate the significance of the reported
SI. It is necessary to take into account the specificity of each case of SI, accompanying
plans and fantasies [8], their meaning in the context of patients’ personality and overall
psychopathologic picture [6, 8–10]. Only this careful analysis allows the therapeutic
team to plan an adequate interventions. Therapists in this circumstances are confronted
with a number of dilemmas concerning selection of appropriate methods of treatment
and formulation of therapeutic interventions [8, 17], while continuously taking into
consideration patients’ safety.
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Despite this clearly implied crucial significance of the effectiveness in eliminating
SI in the patients of psychotherapeutic day hospitals, in medical literature available
to the authors no studies concerning factors affecting the effectiveness were found.
Aim
Analysis of associations between symptoms reported before the hospitalization
and reduction of suicidal ideation (eliminating SI or decreasing its intensity) – or
lack of such reduction – obtained until the end of the hospitalization in patients
treated with complex psychotherapy (including 10–15 group sessions combined
with one individual session) conducted in integrative approach with predominance
of psychodynamic approach in the day hospital for the treatment of neurotic and
behavioral disorders.
Material and method
As a source of information concerning SI (defined as willingness to take one’s own
life) Symptoms Checklist KO“O” [18, 19] was used. This tool allows for measurement of the intensity of symptoms which are observed in course of neurotic disorders.
The questionnaires were completed by patients at the stage of qualification for the
treatment [20] and for the second time within the last few days of the hospitalization.
Evaluation of SI prevalence and intensity was based on patients’ answers to the question about “arduousness of willingness to take one’s own life within the last seven
days”(question no. 62. in KO“O”). The questionnaire included four optional answers:
(0) the negative one and the positive answers that required to note the level of arduousness of SI: (a) mild, (b) moderate or (c) severe.
Socio-demographic characteristics of the studied population
The studied group (N=680) was composed of 461 women and 219 men who were
treated in psychotherapeutic day-hospital between 2005 and 2013 due to neurotic,
behavioral or personality disorders.
Basic socio-demographic data were drawn from Life Inventory completed by patients at the stage of qualification for the treatment. The inventory included questions
about patients’ gender and age (Table 1), marital status (Table 2), education (Table
3) and source of income (Table 4). Mean age of women was 29.9 years, and of men
30.4 years.
Table 1. Age of the patients [12]
Gender
Number of patients
Mean age ± std. dev.

Women

Men

461

219

29.9 ± 8.1 years

30.4 ± 7.4 years

table continued on the next page
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Median
Minimum – maximum

27.4 years

29.0 years

18.2–57.1 years

18.9–55.6 years

Table 2. Marital status [12]
Women

Men

Number

Percentage

Number

Percentage

Never married

288

62.5%

140

63.9%

Married

145

31.5%

69

31.5%

Separated

5

1.1%

2

0.9%

Divorced

20

4.3%

7

3.2%

Widow/widower

3

0.7%

1

0.5%

Table 3. Education [12]
Women

Men

Number

Percentage

Number

Percentage

Primary education

2

0.4%

0

0.0%

Secondary education uncompleted

6

1.3%

6

2.7%

Secondary education completed

112

24.3%

53

24.2%

Bachelor’s degree or post-high school
education uncompleted

23

5.0%

8

3.7%

Bachelor’s or college degree

41

8.9%

16

7.3%

University education uncompleted

72

15.6%

33

15.1%

University education completed

205

44.5%

103

47.0%

Table 4. Source of income [12]
Women

Men

Number

Percentage

Number

Percentage

Supported by a family/student

135

29.3%

50

22.8%

Office work

157

34.1%

72

32.9%

Services sector employee/crafts

31

6.7%

17

7.8%

Blue-collar work

3

0.7%

3

1.4%

Farmer

3

0.7%

0

0.0%

Self-employed or one’s own company

18

3.9%

22

10.0%

Unemployed

60

13.0%

28

12.8%

Social benefit

5

1.1%

2

0.9%
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Retired

1

0.2%

1

0.5%

Others

48

10.4%

24

11.0%
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Diagnosis and the course of the treatment
Qualification for therapy in the Day Hospital for Neurotic and Behavioral Disorders
Treatment of University Hospital in Krakow encompassed, apart from a set of questionnaires (including those mentioned above), at least two psychiatric examinations and
psychological examination. The procedure allowed for excluding patients in a high
risk of suicide [20, 21], as well as those suffering from other psychiatric disorders
(e.g. affective disorders, psychotic disorders, exogenous disorders and pseudoneurotic disorders, as well as severe somatic illnesses) which render participation in the
psychotherapy in the day hospital impossible [12, 20]. The qualification consisted of
a set of ambulatory visits lasting on average 2–3 weeks. After qualification patients
started therapy on average within 4–12 weeks.
Only patients undergoing the treatment for the first time were included in the
study. The studied group was composed of patients with diagnoses from the spectrum
of F40–F69, including patients diagnosed with personality disorders comorbid with
diagnoses from the groups of F4 or F5 (Table 5).
Table 5. Patients’ diagnosis according to ICD-10 [12]
Women (n = 461)
Number

Men (n = 219)

Percentage

Number

Percentage

F40 Fobic disorders

51

11.1%

31

14.2%

F41 Other anxiety disorders

145

31.5%

73

33.3%

F42 Obsessive-compulsive disorders

15

3.3%

12

5.5%

F43 Acute stress disorder and adaption disorder

40

8.7%

18

8.2%

F44 Dissociative disorders

9

2.0%

1

0.5%

F45 Somatoform disorders

45

9.8%

20

9.1%

F48 Other neurotic disorders

3

0.7%

8

3.7%

F50 Eating disorders

27

5.9%

0

0.0%

F60/F61 Specific personality disorders or Mixed
personality disorders a

198

43.0%

94

42.9%

Others b

19

4.1%

13

5.9%

– secondary diagnoses of personality disorders frequently accompanied diagnoses from
the spectrum of F4–F5,
b
– other disorders comorbid with diagnoses from the spectrum of F40–F69.
a
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Preplanned duration of the course of the therapy was 12 weeks. During the treatment patients participated in a intensive everyday open-group psychotherapy including usually 8–10 patients and 10–15 group sessions per week, which were combined
with one session of individual therapy a week. The psychotherapy was conducted in
integrative approach with predominance of psychodynamic approach with elements
of cognitive and behavioral therapy [10, 20, 22–24].
Minority of patients was simultaneously using psychopharmacotherapy which
was gradually reduced together with clinical improvement obtained by the patients
or even earlier – in order to gain access to patients’ experiences and circumstances
associated with symptoms. According to separate, yet unpublished, study by A.
Murzyn conducted on the group of 169 individuals treated in the same day hospital
between 2008 and 2011, the percentage of patients who used antidepressive and
anxiolytic drugs was 3.0%.
In case of the studied population, the total time span between the beginning of the
qualification and the discharge from the day hospital was estimated to be 137.1 ± 30.3
days in the group of women and 132.4 ± 30.5 days in the group of men.
Intensity of neurotic symptoms depending on initial presence or absence of SI
A comparison of Symptoms Checklist KO”O” scales between patients who reported
SI during the qualifications and those who did not, was performed by applying Student’s
t-test for independent variables. It was found that patients reporting SI in comparison to
others suffered from much greater global intensity of neurotic symptoms (p < 0.001) as
well as from much greater intensity of almost all of the 14 symptoms groups included
in KO“O” (p < 0.001) – with a sole exception of non-organic sleep disorders with
men, in case of which the differences of values were statistically non-significant [12].
Changes observed in the patients in terms of SI
Among women the prevalence of SI was 29.1% at the stage of qualification for
the treatment, while at the end it was 10.2%. Among men the prevalence of SI was
initially 36.5%, and at the end it was 13.7% (Table 6).
Table 6. Prevalence and changes in terms of SI observed in all studied patients, separately
in women and in men (n = 680) [12]
Women (n = 461)
Number Percentage

95% CI

Men (n = 219)
Number Percentage

95% CI

* Gender
differences
Chi2

p

Prevalence of SI during
qualification for the therapy

134

29.1%

25.1%–33.4%;

80

36.5%

30.4%–
43.1%

3.83

ns

Prevalence of SI at the end
of therapy

47

10.2%

7.8%–13.3%

30

13.7%

9.8%–18.9%

1.82

ns
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Improvement in terms of SI
(its elimination or reduction
in its intensity)

113

24.5%

20.8%–28.6%

62

28.3%

22.8%–
34.6%

1.12

ns

Elimination of SI

103

22.3%

18.8%–26.4%

53

24.2%

19.0%–
30.3%

0.29

ns

Deterioration in terms of SI
(increase in the severity or
its appearance)

23

5.0%

3.4%–7.4%

6

2.7%

1.3%–5.9%

1.84

ns

Occurrence of SI at the end
of therapy in those who
initially reported no SI

16

3.5%

2.2%–5.6%

3

1.4%

0.5%–4.0%

2.41

ns

Increase of intensity of SI
that was initially reported

7

1.5%

0.7%–3.1%

3

1.4%

0.5%–4.0%

0.02

ns

Deterioration or no change
in the SI intensity

37

8.0%

5.9%–10.9%

21

9.6%

6.4%–14.2%

0.47

ns

Pearson’s chi-squared test was used; ns – gender differences were not statistically significant (p ≥ 0.05)

Another juxtaposition concerned only patients who reported SI at the stage of
qualification. Here as well, clear and significant (p < 0.05) predominance of beneficial
changes in terms of SI over detrimental changes in patients of both sexes was observed.
Majority of the patients gained improvement in terms of SI (defined as its elimination
or reduction of its intensity). In the subgroup of women improvement was observed in
84.3%. At the same time increase in SI intensity was observed only in 5.2% of women.
Among men who initially reported SI, the improvement was observed in 77.5%. On
the other hand, percentage of men in whom increase of SI intensity was observed was
3.8%. Moreover, in majority of the patients with improvement it was synonymous with
elimination of SI. In the subgroups in which SI was initially reported, its elimination
was observed in 76.9% of women and in 66.2% of men (Table 7).
Table 7. Changes in terms of SI in patients who reported it during the qualification
(n = 214) [12].
Women (n = 134)
Number Percentage

95% CI

Men (n = 80)
Number Percentage

95% CI

* Gender
differences
Chi2

p

Improvement in terms
of SI (its elimination or
reduction of its intensity)

113

84.3%

77.2%–89.5%

62

77.5%

67.2%–85.2% 1.57

ns

Elimination of SI

103

76.9%

69.0%–83.2%

53

66.2%

55.4%–75.5% 2.86

ns

Reduction of SI intensity

10

7.5%

4.1%–13.2%

9

11.3%

6.0%–20.8%

0.89

ns

No changes in SI intensity

14

10.4%

6.4%–16.8%

15

18.8%

11.7%–28.7% 2.95

ns
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Increase of SI intensity

7

5.2%

2.6%–10.4%

3

3.8%

1.4%–10.4%

0.24

ns

No improvement in terms
of SI (no changes or
increase in SI intensity)

21

15.7%

10.5%–22.8%

18

22.5%

14.8%–32.8% 1.57

ns

Pearson’s chi-squared test was used; ns –differences were not statistically significant (p ≥ 0.05)

Determining associations between initially reported neurotic symptoms
and improvement in term of SI
For this purpose information gathered during the qualification for the treatment
with Symptom Checklist KO“O” (allowing to determine presence and intensity of 135
typical neurotic symptoms, intensity of the 14 symptoms groups and global intensity
of symptoms – OWK coefficient) [18, 19] was further analyzed. A comparison was
made, separately for women and men, between patients who improved in terms of SI
and those who did not.
The information obtained in course of above-mentioned diagnostics were used with
patients’ permission, and then stored and processed anonymously. In statistical analysis
accordingly to the types of variables Pearson’s chi-squared test and Student’s t-test
for independent variables of normal distribution were used. Attempts of using logistic
regression were made, but to construct a useful model proved to be impossible due to
the effect of the alignment of the many variables. For calculations licensed software
package STATISTICA PL was used.
Results
The comparison of mean values of Symptoms Checklist KO“O” showed a number
of significant differences between patients who improved in terms of SI and those who
did not. It was found that the lack of improvement in terms of SI in women was associated with greater values of the following scales: Obsessive-compulsive disorders
(p = 0.003), Neurasthenia (p = 0.005), Autonomic disorders (p = 0.044) (Table 8).
In men who gained improvement in terms of SI and those who did not, the differences of the values where statistically insignificant, which might have been due to
lesser number of the studied men than women (Table 8).
Table 8. Comparison of mean values of Symptom Checklist KO“O” scales
(completed at the stage of qualification) between patients who later on improved
in terms of SI (elimination of SI or reduction of its intensity) and those who did not
Women (n = 134)
Symptom Checklist
KO“O” scales

Changes in terms of SI
No improvement
(n = 21)

Improvement
(n = 113)

Men (n = 80)
Student’s
t-test
t

p

Changes in terms of SI
No improvement
(n = 18)

table continued on the next page

Improvement
(n = 62)

Student’s
t-test
t

p

Reduction of suicidal ideation in patients undergoing psychotherapy in the day hospital
Global severity of
neurotic symptoms
(OWK coefficient)

496.0 ± 138.0

435.1 ± 132.4

1. Phobic disorders

8.1 ± 1.4

8.4 ± 1.3

2. Other anxiety
disorders

6.0 ± 1.7

3. Obsessivecompulsive
disorders

1.92

ns
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413.6 ± 140.2

434.3 ± 142.5

-0.55 ns

-1.26 ns

8.9 ± 0.7

9.0 ± 1.2

-0.03 ns

5.4 ± 1.4

1.78

ns

5.3 ± 1.4

5.2 ± 1.6

0.41

7.0 ± 1.5

5.6 ± 1.9

2.98

**

5.0 ± 2.1

5.7 ± 2.1

-1.25 ns

4. Conversions

7.3 ± 1.7

7.0 ± 1.7

0.87

ns

7.3 ± 1.9

7.5 ± 1.7

-0.48 ns

5. Autonomic disorders
(cardiovascular
system)

6.6 ± 1.8

5.8 ± 1.7

2.03

*

6.2 ± 1.6

6.4 ± 1.7

-0.54 ns

6. Somatization
disorders

7.6 ± 1.8

6.9 ± 1.6

1.62

ns

7.7 ± 1.5

7.8 ± 1.9

-0.19 ns

7. Hypochondriac
disorders

5.7 ± 1.4

5.1 ± 1.4

1.90

ns

5.1 ± 1.9

5.3 ± 1.5

-0.41 ns

8. Neurasthenia

4.2 ± 2.1

3.1 ± 1.6

2.83

**

3.4 ± 1.7

4.1 ± 1.9

-1.44 ns

9. Depersonalization
and derealization

7.2 ± 1.3

6.6 ± 1.6

1.59

ns

6.1 ± 1.8

6.1 ± 1.8

-0.09 ns

10. Avoidance and
dependence

5.0 ± 1.6

4.7 ± 1.5

0.85

ns

4.8 ± 1.3

5.3 ± 1.4

-1.17 ns

11. Impulsiveness and
histrionism

6.6 ± 1.8

6.4 ± 1.7

0.34

ns

7.8 ± 1.6

7.4 ± 1.9

0.70

ns

12. Non-organic sleep
disorders

5.1 ± 1.5

5.3 ± 1.7

-0.49 ns

5.2 ± 1.6

4.8 ± 2.1

0.70

ns

13. Sexual dysfunctions

5.9 ± 2.5

5.3 ± 1.9

1.25

ns

4.8 ± 2.0

5.4 ± 2.3

-0.88 ns

14. Dysthymia

4.5 ± 1.6

4.3 ± 1.5

0.53

ns

4.8 ± 1.5

4.8 ± 1.4

-0.03 ns

ns

* – a difference that is statistically significant at the level of p < 0.05; ** – a difference that is
statistically significant at the level of p < 0.01; ns – a difference that is statistically insignificant
(p ≥ 0.05)

At the next stage of analysis, a number of significant associations were found
between particular symptoms’ declarations and chances of SI reduction. It was determined that in women a few of the declared symptoms were significantly related with
increased chances of improvement in terms of SI: a sense of thinking-tempo decreasing
and tempered mind acuity (OR = 7.13, 95% CI: 2.04–25.00, p < 0.01) and a sense of
memory deterioration (OR = 2.86; 95% CI: 1.05–7.81) (Table 9). In men increased
chances for improvement in terms of SI were associated with the following symptom
declarations: an unwillingness to have heterosexual interactions (OR = 7.50; 95% CI:
1.59–35.41, p < 0.01), frequent awakenings at night (OR = 4.20; 95% CI: 1.38–12.81),
a sense of unknown danger (OR = 3.38; 95% CI: 0.99–11.54), a sense of the others
being hostile (OR = 3.02; 95% CI: 0.99-9.18) (Table 9).
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Table 9. Neurotic symptoms (included in Symptom Checklist KO“O”) that were
significantly associated with higher chances of SI reduction in patients
who had them than in those who did not– separately for women and men
Chances of improvement in terms of SI

Question

Women (n = 134)
Pearson’s
Chi-squared test

OR

95% CI

Women (n = 134)
p

Pearson’s
Chi-squared test

OR

95% CI

p

Sense of thinking-tempo
decreasing and tempered
mind acuity

11.80

7.13 2.04 25.00 **

1.15

2.28 0.49 10.64 ns

Sense of memory
deterioration

4.46

2.86 1.05 7.81

*

0.01

0.93 0.23 3.76

ns

Unwillingness to have
heterosexual interactions

4.90

0.33 0.12 0.91

*

8.08

7.50 1.59 35.41

**

Frequent awakenings at
night

1.81

0.42 0.12 1.53 ns

6.88

4.20 1.38 12.81

*

Sense of unknown danger

0.22

0.73 0.20 2.71 ns

4.03

3.38 0.99 11.54

*

Sense of the others being
hostile

0.12

0.83 0.28 2.45 ns

3.97

3.02 0.99 9.18

*

Coefficients of significance of relationship calculated for the Pearson’s chi-squared test indicated
* – p < 0.05; ** – p < 0.01; ns – a difference at the statistically insignificant level.

Furthermore, it was found that the presence of some symptom declarations was
decreasing the patients’ chances for improvement in terms of SI – in this area the differences between genders were clear as well. In women likelihood of improvement in
terms of SI was significantly and adversely affected by the following symptoms: vertigo
(OR = 0.19; 95% CI: 0.04–0.87), anxiety and other distressing feelings while being
alone (OR = 0.17; 95% CI: 0.04–0.77), absorbing activities aimed at avoiding a sickness (OR = 0.19; 95% CI: 0.06–0.61), episodes of uncontrollable hunger e.g. at night
(OR = 0.19; 95% CI: 0.07–0.56; p < 0.01), embarrassment and self-consciousness in the
presence of the people of the other sex (OR = 0.32; 95% CI: 0.11–0.93), unwillingness
to have heterosexual interactions (OR = 0.33; 95% CI: 0.12–0.91), anxiety while being
in the confined spaces (OR = 0.27; 95% CI: 0.10–0.70), constipations (OR = 0.37;
95% CI: 0.14–0.99), trembling of extremities or of all the body (OR = 0.32; 95% CI:
0.10–1.01), fits of uncontrollable anger (OR = 0.24; 95% CI: 0.05–1.06), hypersomnia
(OR = 0.24; 95% CI: 0.05–1.06), apprehension about the close ones who actually are
safe (OR = 0.23; 95% CI: 0.05–1.02), and constrictions compelling to constant turning
one’s head on one side (OR = 0.27; 95% CI: 0.09–0.84) (Table 10).
In men, the probability of improvement in terms of SI was decreased in cases of
only two symptom declarations: pains in the heart area (OR = 0.32; 95% CI: 0.10–1.00)
and collapses occurring in difficult or distressing situations (OR = 0.30; 95% CI:
0.09–0.97) (Table 10).
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Table 10. Neurotic symptoms (included in Symptom Checklist KO“O”) that were
significantly associated with lower chances of SI reduction in patients
who had them than in those who did not – separately for women and men
Chances of improvement in terms of SI (n = 214)
Question

Women (n = 134)
Pearson’s
Chi-squared test

OR

95% CI

Men (n = 80)
p

Pearson’s
Chi-squared test

OR

95% CI

p

Absorbing activities aimed at
avoiding a sickness

9.09

0.19 0.06 0.61 **

0.01

0.94 0.32 2.76 ns

Episodes of uncontrollable
hunger e.g. at night

10.50

0.19 0.07 0.56 **

0.01

0.96 0.34 2.77 ns

Vertigo

5.51

0.19 0.04 0.87

*

2.58

0.41 0.14 1.24 ns

Anxiety (and other
distressing feelings) while
being alone

6.46

0.17 0.04 0.77

*

0.72

0.61 0.19 1.93 ns

Hypersomnia

4.08

0.24 0.05 1.06

*

0.27

1.34 0.45 3.96 ns

Apprehension about the
close ones who actually
are safe

4.35

0.23 0.05 1.02

*

0.10

1.18 0.41 3.42 ns

Constrictions compelling to
constant turning one’s head
on one side

5.67

0.27 0.09 0.84

*

0.16

1.33 0.33 5.28 ns

Unwillingness to have
heterosexual interactions

4.90

0.33 0.12 0.91

*

8.08

7.50 1.59

Embarrassment and
self-consciousness in the
presence of the people of the
other sex

4.73

0.32 0.11 0.93

*

2.06

0.44 0.14 1.38 ns

Anxiety while being in the
confined spaces

7.87

0.27 0.10 0.70

*

0.86

1.89 0.49 7.36 ns

Constipations

4.17

0.37 0.14 0.99

*

0.24

1.33 0.42 4.24 ns

Trembling of extremities or of
all the body

4.09

0.32 0.10 1.01

*

1.55

1.95 0.67 5.65 ns

Fits of uncontrollable anger

4.08

0.24 0.05 1.06

*

0.37

0.70 0.22 2.22 ns

Collapses occurring in
difficult or distressing
situations

0.30

0.76 0.28 2.05 ns

4.32

0.30 0.09 0.97

*

Pains in the heart area

1.15

1.66 0.65 4.24 ns

4.09

0.32 0.10 1.00

*

**

Coefficients of significance of relationship calculated for the Pearson’s chi-squared test indicated
* – p < 0.05; ** – p < 0.01; ns – a difference at the statistically insignificant level.
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Discussion
Results of this study showed that among symptom declarations reported by patients before a course of intensive integrative psychotherapy with predominance of
psychodynamic approach there is a lot of variables that are statistically significantly
associated with the following improvement in terms of declared SI. Though, due to
lack of control group, it is advisable to ask if the observed improvement allowed the
authors to conclude on effectiveness of the psychotherapy in treatment of SI. In the
view of the observed dynamics of SI prevalence and intensity (Tables 6 and 7), as
well as in the view of the fact that the applied psychotherapy is widely acknowledged
method of treatment in cases of patients with SI and others manifestations of autoaggression [7–9, 22, 23], it is highly probable that the produced results referring to
chances of improvement in terms of SI in selected groups of patients are reflecting
responsiveness to the applied therapy.
In cases of symptoms associated both with increased and decreased chances of
improvement in terms of SI significant gender differences of unclear nature were observed. Relatively more frequent reduction of SI was observed in women who reported
the following symptoms: a sense of thinking-tempo decreasing and tempered mind
acuity and a sense of memory deterioration. At the same time in men more frequent
SI reduction was associated with: an unwillingness to have heterosexual interactions,
frequent awakenings at night, a sense of unknown danger, and a sense of the others
being hostile (Table 9). In a view of those findings it appears that directing patients
with neurotic, behavioral and personality disorders who apart from SI are reporting
the above-mentioned symptoms may be particularly beneficial. Their participation in
the therapy brought high chances for elimination of SI or reduction of its intensity.
Unfortunately it is not possible to clearly determine the nature of the associations
between the above-mentioned variables and the improvement in terms of SI in the
studied women and men. However, we may assume that at least a portion of those
declarations is reflecting pathogenetic background of SI in which under the influence
therapeutic factors beneficial changes occur [8-11, 25, 26].
Decreased probability of reducing SI in women was significantly associated with
greater than in others intensity of groups of symptoms: obsessive-compulsive disorders, neurasthenia, autonomic disorders (Table 8). This suggested that in women SI
co-occurring with greater intensity of those symptom groups may be characterized by
lower responsiveness to the psychotherapeutic treatment. In men no such associations
concerning neurotic symptom groups were found.
Symptom declarations that were associated with lower chances of SI reduction, or
in other words with greater resistance of SI to therapeutic factors, were significantly
different in women and in men. In women some of those symptom declarations appear
to correspond with the three above-mentioned neurotic symptom groups (especially:
vertigo, anxiety and other distressing feelings while being alone, absorbing activities
aimed at avoiding a sickness, trembling of extremities or of all the body, apprehension
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about the close ones who actually are safe, constrictions compelling to constant turning
one’s head on one side, constipations, and hypersomnia). However, some symptoms
associated with lower chances of SI reduction in women (episodes of uncontrollable
hunger e.g. at night, embarrassment and self-consciousness in the presence of the
people of the other sex, unwillingness to having heterosexual interactions, anxiety while
being in the confined spaces, fits of uncontrollable anger; Table 10) seemed to be more
specific for other groups of disorders such as eating disorders or personality disorders.
At the same time, effectiveness of SI treatment in man appeared decreased in patients
who reported: pains in the heart area, and collapses occurring in difficult or distressing
situations (Table 10). The produced results suggests there are broad differences
between women and men in terms of psychopathological features associated with SI
that are less responsive to psychotherapy. Also in cases of those symptoms associated
with lower chances of SI reduction it is difficult to clearly determine the nature of
the associations. Nonetheless, it seems that for patients with neurotic, behavioral and
personality disorders in cases of coexistence of SI with the above-mentioned symptoms
it might be beneficial to focus therapeutic measures at the areas, to intensify treatment
or to consider methods that are not routinely in use in psychotherapeutic day hospitals.
Specifying which methods might be helpful for SI treatment in such cases requires
further studies.
A large portion of the disputed declarations referred to patients’ sensations or
fantasies of physical suffering or dying such as pains that are commonly associated
with heart failure, collapses, fear of falling ill or apprehension about the close ones
being hurt. Those associations may be more fully understood by referring them to
one of psychodynamic concepts formulated by Menninger [8, 9] which is helpful in
detail analysis and in therapy of SI and according to which there are three possible
constituents of suicidal tendencies and thoughts: a wish to take one’s own or other’s
life, a wish to be killed, and a wish to die. Most likely occurrence of SI together with
other symptoms that imply such destructive impulses, may suggest the presence of the
pathomechanisms that are relatively more resistant to psychotherapy aimed at insight
and may require longer-term approach.
Gender differences in unwillingness to have heterosexual interactions were surprisingly considerable. While in men such attitude was associated with greater chances
for improvement in terms of SI, in women its impact was opposite – the attitude was
associated with lower chances for improvement in terms of SI. Many studies also
demonstrated differences between men and women in terms of manifestations of autoaggression [27, 28] ascribing it to factors such as for example psychological gender
[29]. However, due to methodological differences between those research and this
study clarifying the source of the observed diversity require further studies.
Relatively lower effectiveness of SI treatment in patients who suffer from greater
intensity of some types of symptoms may be associated with various factors. Referring to female patients with higher intensity of symptoms of obsessive-compulsive
disorders (OCD) potential cause might lay in differences in etiologies. Predominance
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of biological, genetic, brain structure-related pathomechanisms [30, 31] might led to
poorer responses to therapeutic factors applied in the course of the psychotherapy.
Similar significance may be attributed to particularly frequent coexistence of OCD
with unipolar depression [30, 31]. It is probable that in patients with more intensive
OCD symptoms endogenic (melancholic) components contributed to greater extent
to decreasing mood – in which case insight-oriented therapy might be less effective.
The results provided in this study, as well as above-mentioned assumptions in connection with other sources that demonstrate effectiveness of antidepressive agents in
treatment of OCD [32, 33] suggest that reducing of the psychopharmacotherapy in
the patients with highly arduous OCD symptoms that co-occur with SI require special
cautiousness.
In case of the female patients with greater intensity of neurasthenic symptoms it
is difficult to clarify the mechanism behind decreased effectiveness of SI treatment.
Neurasthenic symptoms are quite unspecific and may stem from various causes [33–35].
Probably the character of the symptoms itself continuously affects patients’ attention
and readiness to engage in therapy, thus limiting the extent to which the patients were
able to gain from psychotherapeutic treatment.
Also in neurotic patients with autonomic symptoms it is not possible to explicitly
explain the observed decrease in effectiveness of SI treatment. Some researchers
describe in such patients lower ability to build up psychological insight, to verbalize
internal experiences or even some traits of alexithymia, which might be associated
with decreased responsiveness to the psychotherapy [9, 36, 37]. Probably similar difficulties might have been partly responsible for the clearly decreased effectiveness
of SI treatment in the female patients reporting episodes of uncontrollable hunger
[38, 39]. However, verification of those hypotheses and detailed assessment of causal
mechanisms require further studies.
It is necessary to point that among limitations of this study, there was an inability
to verify permanence of the improvement in terms of SI. However, this is one of typical drawbacks of nearly all the studies on changes occurring during psychotherapy
conducted in everyday clinical practice – follow-up result are rarely obtained and
if so frequently refer only to a percentage of the formerly treated patients. Furthermore, for accurate interpretation of the presented results it is advisable to stress that
the studied patients at least temporarily were not burdened with high risk of suicide
that would render day-hospital treatment impossible. Nonetheless, presence of other
manifestations of auto-aggression such as self-inflicted cuts or having history of
suicidal attempt were common. Also, the Symptom Checklist KO“O” question about
“willingness to take one’s own life” at which the study was based upon referred to
the last seven days. That might have resulted in not registering during qualification
or pre-discharge examination patients in whom SI only temporarily remitted. Secondly, the question referred to SI that were “arduous”. Clinical experience shows
that some patients, especially those with profound personality disorders or severely
depressed, may regard SI as ego-syntonic. For example, SI may be viewed by those
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patients as helpful way of discharging emotional tension or as thoughts about radical
but adequate solution of a situation which is perceived as hopeless. For this reason
among others it should be stressed that the SI declared by the patients are not synonymous with SI that are revealed in a course of psychiatric evaluation. The type of
the applied treatment is important as well, as the psychodynamic psychotherapy did
not include detailed plan of therapeutic interventions. Psychotherapeutic interactions
were largely selected on an ongoing basis and in a highly individualized manner,
thus, we may assume that the observed changes in each individual might have been
a result of slightly different factors from the spectrum of psychotherapeutic interventions [12]. Lastly, this study included only a number of all the potential factors
that might have been associated with the effectiveness of SI treatment. The study
did not include factors such as ICD-10 or DSM-5 diagnosis, instead it was focused
at reported symptoms occurring in neurotic, behavioral and personality disorders.
This approach was applied because of authors’ conviction about greater accuracy
of determining the presence of the symptoms in the patients than the diagnostic
units which frequently co-occurred and while characteristic of each of those units
encompassed diverse psychopathologic pictures [40].
Conclusions
1. In patients treated with intensive integrative psychotherapy with predominance
of psychodynamic approach in the day hospital due to neurotic, behavioral and
personality disorders, through analysis of their symptoms reported at the time of
qualification for the therapy, it was found that there was a number of factors statistically significantly associated with the following lack of improvement in terms
of SI. It seems that those factors were linked with an increased resistance of SI to
psychotherapeutic treatment.
2. The most important factors (potential prognostic factors of lack of improvement in
terms of SI) referred to female patients. Those were as follows: greater intensity of
1) obsessive-compulsive symptoms, 2) symptoms of neurasthenia, 3) symptoms of
autonomic disorders, as well as 4) presence of episodes of uncontrollable hunger,
especially at night. This points to the necessity of providing those groups of female
patients with special attention and to the importance of diligent selection of the
therapeutic methods applied in those cases.
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