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Suicide is one of the leading causes of death worldwide. Suicidal behavior is a complex phenomenon that includes suicidal thoughts,
intentions and actions; and those actions do not always lead to death, but often turn into chronic suicidal behavior. The study of the factors in
chronification of suicidal behavior is necessary for the development of evidence-based programs for the prevention of repeated suicide attempts.

is to compare cognitive and behavioral strategies for coping with stress in patients with single suicide attempts and chronic suicidal
behavior.

is that in patients with repeated suicide attempts, destructive cognitive and behavioral strategies for coping with
stress are more pronounced.

The study included 119 patients treated at the somatopsychiatric and toxicology departments, 60 patients after the primary
suicide attempt, 59 - after repeated ones. Patients were asked to complete the following procedures: Beck Depression Inventory (Beck, 1961;
N.V. Tarabrina, 2001), Beck Anxiety Inventory (Beck, 1961; Tarabrina, 2001), Rumination Scale (Treynor W. et al., 2003; adaptation by 0.D. Pugovkina et
al,, 2021), Alexithymia Scale (Toronto Alexithymia Scale G.J. Taylor et al.,, 1985; adaptation by Starostina E.G. et al. 2009), COPE Inventory (Ch.S. Carver
et al,, 1989; adaptation by P.A. lvanov and N.G. Garanyan, 2013).

Patients after repeated suicide attempts, compared with patients who made the first attempt, are more likely to be diagnosed with borderline
personality disorder, have more pronounced symptoms of depression and suicidal readiness, higher rates of ruminative thinking and alexithymia —
reflecting a deceptive cognitive style, — as well as indicators of the use of destructive behavioral strategies for coping with stress in the form of various
types of avoidance behavior.

suicidal behavior, repeated suicide attempts, chronic suicidal behavior, borderline personality disorder, alexithymia, coping strategies,
ruminations
Subotich MI, Kholmogorova AB. Cognitive and behavioral factors in the chronification of suicidal behavior. Russian Sklifosovsky Journal of
Emergency Medical Care. 2023;12(3):397-405. https://doi.org/10.23934/2223-9022-2023-12-3-397-405 (in Russ.)
Author declare lack of the conflicts of interests
The study has no sponsorship

Maria I. Subotich Junior Researcher, Department of Crisis Conditions and Psychosomatic Disorders, N.V. Sklifosovsky Research Institute for
Emergency Medicine;

https://orcid.org/0000-0002-5138-3107, chernaya_masha@mail.ru;

70%, conducting research, preparing and editing the text, approving the final version of the article

Alla B. Kholmogorova Doctor of Psychology, Professor, Dean, Faculty of Counseling and Clinical Psychology, Moscow State University of
Psychology and Education; Leading Researcher, N.V. Sklifosovsky Research Institute for Emergency Medicine;
https://orcid.org/0000-0001-5194-0199, kholmogorova@yandex.ru;

30%, approval of the final version of the article, development of the concept
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DDF - difficulty describing feelings
EOT - externally oriented thinking

INTRODUCTION

Suicide is one of the leading causes of death worldwide. Suicidal behavior is a complex phenomenon that
includes suicidal thoughts, intentions and actions; and these actions do not always lead to death, and often
develop into chronic suicidal behavior. Currently, patients hospitalized after a suicide attempt receive insufficient
psychological assistance (psychoeducation, understanding the history of their disease and how to work with it,
understanding their further routing after discharge from hospital), which often leads to a lack of further
treatment and repeated suicidal acts. It is important to consider that each suicide attempt increases the risk of
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recurrence and, ultimately, leads to death. Today, the task of studying the complex system of factors that lead to
suicidal actions and their chronicity is quite acute [1, 2].

It is known that depression and other mental disorders are important factors in suicide attempts. Repeated
suicide attempts are more often made by patients suffering from personality disorders [3;4]. For this group of
patients, suicidal behavior is a maladaptive way of coping with stress, extremely strong emotions, derealization
and conflicts with others [5]. With chronic suicidal behavior and repeated attempts at self-harm, most patients
may experience symptoms of depression or anxiety, which leads to the formation of a vicious circle of suicidal
behavior. Patients do not develop constructive problem-solving skills, including seeking help and support, which
increases the feeling of helplessness and hopelessness, loneliness and social isolation [6, 7, 8].

UK researcher Edward Watkins is known as the author of cognitive behavioral psychotherapy for depression,
focused on working with ruminative thinking, a factor in the chronicity of depression [9]. The method of
psychotherapy he developed is distinguished by a high level of evidence of theoretical foundations which are
based on experimental studies of various types of thinking - constructive and non-constructive. The constructive
style is characterized by a focus on specific problem situations and commitment to developing ways to solve
them. The non-constructive style is distinguished by its global and evaluative nature, self-blame and self-
criticism. Maladaptive personality traits such as perfectionism (lack of room for error, unrealistically high goals
and demands on oneself) in combination with a lack of problem-solving skills are important factors in the
formation of ruminative thinking as a destructive coping cognitive style [10]. This style is also characterized by
avoidance of solving problems, which inevitably leads to their accumulation, increased feelings of helplessness
and, ultimately, symptoms of depression and its chronification through a vicious circle mechanism [11]. Repeated
suicidal thoughts increase cognitive vulnerability to suicidal behavior by lowering the threshold required to
trigger a suicidal episode, and as new attempts occur, pain thresholds decrease and habituation to experiencing
episodes of self-destruction occurs [12].

According to O’Connor’s integrated motivational-volitional model of suicidal behavior, it is ruminative
thinking that plays an important role in the transition from suicidal thoughts to serious intentions [13].
O'Connor's model includes three phases of suicidal behavior: pre-motivational, motivational and volitional,
which reflects the relationship between background factors and trigger events that “trigger” suicidal thoughts,
turning into intentions up to a suicide attempt in a state of hopelessness - feelings of being “trapped.” It is
ruminative thinking, combined with undeveloped problem-solving skills, that is the main mechanism of the
motivational phase and an important target for the prevention of suicidal behavior. Intention is determined by
the feeling of being “trapped,” when suicidal behavior is seen as the only possible solution to a problem situation.
Thus, ruminative thinking in combination with other maladaptive coping strategies can create a feeling of being
“trapped” and contribute to its chronicity as a destructive strategy for resolving the difficulties that have arisen
[14; 15].

O'Connor and colleagues, examining the difference between adolescents who attempt suicide and adolescents
who have suicidal ideation, documented that it was the components of the volitional phase (i.e., experience of
self-harm in the family, among friends, and the presence of such a trait as impulsivity) of stress that distinguish
between these two groups [16]. Marsha Linehan also views suicidal behavior as a destructive strategy for
overcoming difficult emotional states, due to the lack of effective ways to cope with life’s difficulties [17].

Another important risk factor for suicide is such a characteristic of the cognitive-affective sphere as
alexithymia - difficulties in understanding feelings, inability to separate feelings from physical sensations that
arise during emotional arousal; difficulty communicating feelings to others; insufficiently developed imagination
process and cognitive style focused on primary attention to external events [18]. A high level of alexithymia leads
to difficulty communicating to others about a negative emotional state and, as a result, an inability to seek help
from them when it is needed, a lack of emotional release and a constant accumulation of negative emotions,
which, in turn, increases the likelihood of sudden emotional outburst [19]. A high level of alexithymia is
associated with a poor emotional self-regulation and undeveloped skills for constructive problem solving, which
contributes to the accumulation of problems, inability to understand other people and establish emotional
contact with them [20], and ultimately to a feeling of hopelessness and an increased risk of suicidal behavior [21].

The aim of the study was to compare the indicators of ruminative thinking and alexithymia, as well as
maladaptive behavioral strategies for coping with difficulties in patients with single suicide attempts and chronic
suicidal behavior.



The research hypothesis is that patients with repeated suicide attempts have higher rates of ruminative
thinking, alexithymia, and maladaptive behavioral coping strategies than patients after the first suicide attempt.

MATERIAL AND METHODS

The study involved patients (n=119) undergoing treatment in the toxicological and somatopsychiatric
department for surgical patients of the N.V. Sklifosovsky Research Institute for Emergency Medicine. Exclusion
criteria: difficulties in filling out questionnaires due to cognitive characteristics/language barrier, age under 18.
The sample was divided into two groups: 1) patients after the first suicide attempt; 2) patients after repeated
suicide attempts.

Below is a description of each group.

1) Patients who made a primary suicide attempt. A total of 60 people, of which 34 women (57%) and 26 men
(43%). The vast majority of patients were of active working age from 18 to 45 years (91% of the total sample), but
more than half of them were not employed: 36 people (60%). A significant majority were divorced or never
married - 46 patients (76%), and did not have higher education (70%): 11 people - secondary education; 21 people
- secondary vocational; 10 people had incomplete higher education. Also, the majority of patients were
intoxicated when making the suicide attempt: 41 patients (68%).

2) Patients who have made repeated suicide attempts. A total of 59 people, of which 43 women (73%) and
16 men (27%). The vast majority of patients were of active working age from 18 to 45 years (92% of the total
sample), but more than half of them were not employed: 36 people (59%). 42 people (71%) were single or never
married. 41 patients (69%) were intoxicated during the suicide attempt. The majority of patients (83%) did not
have higher education: 17 people had secondary education; 25 people - secondary vocational; 7 people had
incomplete higher education.

The groups did not differ statistically from each other in gender and age.

To assess the severity of symptoms of anxiety and depression, we used:

1. The Beck Depression Inventory (Beck, 1961; Tarabrina, 2001) [22], aimed at assessing the severity of
depressive symptoms.

2. The Beck Anxiety Inventory (Beck, 1961; Tarabrina, 2001) [22], aimed at assessing the severity of anxiety
symptoms.

To assess the severity of maladaptive cognitive styles and behavioral strategies as factors in the chronicity of
suicidal behavior, we used:

1. The Ruminative Response Scale (Treynor W., Gonzalez R., Nolen-Hoeksema S., 2003; adaptation by O.D.
Pugovkina et al., 2021) [11], aimed at assessing the tendency to ruminative thinking and including 4 subscales: 1)
“Anergy” - a tendency to fixate attention on one’s depressive symptoms; 2) “Search for global explanations” -
cyclical processes of negative selection of information, devoid of specific concrete content; 3) “Analysis” - the
tendency to analyze past negative experiences for a long time; 4) “Experience of loneliness” - constantly thinking
about and experiencing one’s loneliness.

2. Alexithymia Scale (Toronto Alexithymia Scale or TAS-20 - G.]. Taylor et al., 1985; adaptation by E.G.
Starostina et al. 2009) [18], aimed at diagnosing difficulties in recognizing and expressing feelings and including 3
subscales : 1) “Difficulties identifying feelings” (DIF) - reflects the presence of difficulties in recognizing one’s
own emotional state; 2) “Difficulty describing feelings to other people” (DDF) - reflects the difficulties associated
with discussing emotional states with other people; 3) “Externally oriented (external) thinking” (EOT) - reflects a
cognitive style oriented towards external stimuli.

3. The COPE Inventory (HC.S. Carver, M.F. Scheier, J.K. Weintraub, 1989; adaptation by P.A. Ivanov and
N.G. Garanyan, 2013) [23], aimed at diagnosing productive and unproductive coping strategies and including 15
scales: 1) positive redefinition of the event and personal growth (perceiving the stressor in a positive light and
overcoming it); 2) mental avoidance (involvement in various activities to distract from stressful effects); 3)
focusing on emotions and ventilating them (concentration on experiences and expression of feelings); 4) use of
instrumental social support (search for additional information, advice, help); 5) active coping (active actions to
overcome a stressful situation); 6) denial (refusal to believe that the stressor actually exists); 7) religious coping
(appeal to God, prayers); 8) use of humor; 9) behavioral avoidance (refusal of any actions to overcome the
stressor); 10) self-restraint (preventing hasty actions); 11) use of emotional social support (seeking consolation,
empathy, understanding); 12) use of psychoactive substances (alcohol and drugs); 13) acceptance (accepting the
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reality of a stressful situation without taking active steps to overcome it); 14) inhibition of all other activities
(postponing all other activities to fully concentrate on the problem); 15) coping planning (thinking about the
steps that should be taken to solve the problem).

Statistical processing was carried out using the SPSS Statistics 27.0 for Windows package. The Mann—Whitney
U test was used to examine differences in the severity of rumination, alexithymia, and maladaptive coping
strategies in the groups of patients with primary and repeated suicide attempts.

RESEARCH RESULTS

The patients used different methods to attempt suicide.
Tablel presents data on the relationship between different methods of deliberate self-harm in patients with

one and repeated suicide attempts.

Table 1
Methods of intentional self-harm in persons with repeated suicide attempts and a primary suicide attempt
Methods of self-harm Primary suicide attempt, Repeated suicide attempts,
n=60 n=59
Stab wounds of the extremities (X78) 29 (48%) 38 (64%)
Stab wounds to the head, neck, chest 5 (8%) 7 (12%)
and abdomen (X78)
Strangulation asphyxia (X70) 2 (3%) 0 (0%)
Self-poisoning (X61-X69) 17 (28%) 14 (24%)
Jumping in front of moving object (X81) 1(2%) 0 (0%)
Gunshot wounds (X72-X74) 1(2%) 0 (0%)
Bite (X83) 1(2%) 0 (0%)
Self-harm by flames (X76) 1(2%) 0 (0%)
Jumping from height (X80) 3 (5%) 0 (0%)

As can be seen from Table 1, patients after the first suicide attempt have more diverse methods of self-harm:
from stab wounds to the forearms to jumping from height. In patients after repeated suicide attempts, there are
3 types of self-harm (stab wounds of the extremities; wounds to the head, chest, neck and abdomen; self-
poisoning). Patients after repeated and multiple suicide attempts more often self-inflicted stab wounds to the
extremities (forearms) (64%) and stab wounds to the neck, chest and abdomen (12%) than patients after a primary
suicide attempt (48% and 8%, respectively).

Table 2 presents data on the relationship between various clinical diagnoses in individuals with the primary
attempt and repeated attempts at suicide.

Table 2

Psychopathological disorders in patients with repeated suicide attempts and a primary suicide attempt
Psychiatric diagnosis Primary suicide attempt, Repeated suicide attempts,

n=60 n=59

Affective disorders: F32 16 (26.7%) 18 (30.5%)
Adjustment disorder F43 10 (16.7%) 4 (6.7%)
Schizophrenia and other acute 5(8.2%) 4 (6.7%)
psychoses: F20, F21
Personality disorders (F60, F60.2, 28 (46.7%) 33 (56.1%)
F10.71, F19.7)
Organic diseases of the central nervous 1(1.7%) 0 (0%)
system




The group with repeated suicide attempts is more than half as likely to be diagnosed with adjustment disorder
(16.7% and 6.7%, respectively), and is also approximately 10% more likely to be diagnosed with personality
disorder (56.1 % and 46.7% respectively).

Table 3 shows data from the Beck Depression Inventory on the severity of depression symptoms in the two
compared groups.

Table 3

The severity of depression symptoms during a primary suicide attempt and repeated suicide attempts (Beck
Depression Inventory)

Distribution of patients Symptoms of Symptoms of
depending on the number | No symptoms of | Symptoms of ymp ymp
L . K X moderate severe
of suicide attempts and depression mild depression . .
. depression depression
symptoms of depression
Z::S)r y suicide attempt, 42 (70%) 5 (8.3%) 8 (13.4%) 5 (8.3%)
ae:p;;)ted suicide attempts, | g 47 59 5 (8.5%) 9 (15%) 17 29%)

As can be seen from Table 3, patients after repeated suicide attempts were almost four times more likely to
report symptoms of severe depression than patients after a primary suicide attempt (29% and 8.3%, respectively).
Patients after the first suicide attempt more often noted the absence of depressive symptoms (70% and 47.5%,
respectively).

Table 4 shows data from the Beck Anxiety Inventory regarding the severity of anxiety symptoms in the two
compared groups.

Table 4
The severity of anxiety symptoms during a primary suicide attempt and repeated suicide attempts (Beck Anxiety
Inventory)

Distribution of patients

depending on the number of
suicide attempts and
symptoms of anxiety

Insignificant level of
anxiety, n/%

Average level of
anxiety, n/%

High level of anxiety,
n/%

Primary suicide attempt,
(n=60)

46 (76.7%)

12 (20%)

2 (3.3%)

Repeated suicide attempts,
(n=59)

39 (66.1%)

13 (22%)

7 (11.9%)

As can be seen from Table 4, patients after more than one suicide attempt are slightly more likely to report a
high level of anxiety than patients after a primary suicide attempt (11.9% versus 3.3%). In both groups, an
insignificant level of anxiety is most often noted.

Table 5 shows data on subjective assessment of a degree of readiness to commit suicide again in patients of

the two groups under consideration.

Table 5
Presence of suicidal thoughts and intentions during a primary suicide attempt and repeated suicide attempts (Beck
Ancxiety Scale)
Distribution of patients depending on the number of Primary suicide Repeated suicide
suicide attempts and the severity of suicidal attempt, attempts,
thoughts and intentions (n=60) (n=59)
| have no thoughts of committing suicide, n/% 45 (75%) 32 (54.2%)
| have thoughts about committing suicide, but | don't 10 (16.7%) 13 (22.1%)
do this, n/%
I would like to commit suicide, n/% 3 (5%) 10 (16.9%)
| would commit suicide if given the opportunity, n/% 2 (3.3%) 4 (6.8%)




As can be seen from Table 5, one or another degree of suicidal readiness (thoughts, intentions, readiness for
an opportunity) is almost twice as common in patients with repeated suicide attempts - 45.8% versus 25% after a
single attempt.

Thus, the data presented in Tables 3-5 indicate an increase in the severity of psychopathological symptoms
with chronic suicidal behavior.

Let us consider the severity of certain cognitive styles in each of the groups under consideration (Table 6).
Table 6
The severity of rumination in patients after a primary suicide attempt and repeated suicide attempts (Rumination
Scale)

Ruminations Mean (standard deviation) Mann-Whitney Significance
U level
Suicide in the past
No (n=60) Yes (n=59)

Total score 38.47 (17.55) | 50.21 (17.54) 1087 0.008
Anergy 12.26 (5.36) | 16.28(5.95) 1026 0.002
Search for global explanations 9.16 (4.14) 11.35 (4.66) 1232 0.069
Analysis 5.82 (2.24) 6.77 (2.12) 1267 0.105
Experience of loneliness 5.38 (2.41) 7.16 (2.64) 10335 0.003

As can be seen from Table 6, statistically significant differences between the two groups were revealed both in
the total score and in the subscales of the ruminative thinking questionnaire: “Anergy” and “Experience of
loneliness.” These scales reflect phenomena such as fixating attention on one's depressive symptoms and
constantly thinking about and experiencing one's isolation from others. The obtained data correlate well with
E. Watkins’ concept which proves the destructive nature of ruminative thinking as a factor in the chronicity of
depression, as well as with R. O’Connor’s concept of ruminative thinking as a risk factor for suicide [14, 24, 25].

Data from the Alexithymia Questionnaire, which measures the severity of a maladaptive cognitive style
contributing to disturbances in emotional regulation, are presented in Table 7.

Table 7

The severity of alexithymia indicators during a primary suicide attempt and repeated suicide attempts (Alexithymia
Scale)

Alexithymia Mean (standard deviation) Mann-Whitney Significance
U level
Suicide in the past
No (n=60) Yes (n=59)

Difficulty identifying feelings 15.2 (6.94) 18.93 (8.47) 1245.0 0.022
Difficulty describing feelings 12.11 (5.09) 14.60 (5.29) 1196.0 0.010
Externally oriented thinking 17.56 (5.61) 17.87 (4.53) 1631.5 0.904
Total score 46.43 (12.06) | 52.14 (14.9) 1260.5 0.028

As can be seen from Table 7, statistically significant differences were revealed both in the total score of the
“Alexithymia” scale and in two subscales: “Difficulty identifying feelings” and “Difficulty describing feelings to
other people.” There are no differences in the tendency to focus attention on external stimuli and situations
rather than on internal states. Difficulties identifying feelings and describing them to other people are prevalent
in individuals with repeated suicide attempts. They lead to the accumulation of negative emotions, disruption of
emotional self-regulation and impulse control, which, in turn, increases the risk of repeated suicidal acts.

Finally, Table 8 presents differences in the choice of behavioral strategies for coping with stress in patients
with single suicide attempts and chronic suicidal behavior.



Table 8
The severity of various coping strategies in patients after a primary suicide attempt and repeated suicide attempts
(COPE Inventory)

Behavioral Strategies Mean (standard deviation) Mann-Whitney Significance
U level
Suicide in the past
No (n=60) Yes (n=59)

Positive redefinition 9.83 (3.73) 10.88 (2.58) 1495.5 0.464
Psychological avoidance 8.15 (3.18) 9.90 (2.37) 1147.0 0.06
Focus on emotions 8.13(3.32) 9.55 (2.87) 13345 0.099
Using social support tools 9.48 (3.74) 10.62 (2.98) 1419.5 0.244
Active coping 10.28 (3.80) | 10.78 (2.38) 15135 0.528
Denial 6.5(2.79) 7.83 (2.38) 1285.0 0.052
Religious doping 5.95 (3.64) 6.33 (3.4) 1594.0 0.854
Humor 7.02 (3.2) 8.72 (3.03) 1245.0 0.030
Behavioral avoidance 6.05 (2.69) 7.81(2.49) 11215 0.004
Self-restraint 9.07 (3.12) 9.98 (2.12) 1512.0 0.520
Using emotional social support | 9.93 (3.66) 10.71 (2.8) 1591.5 0.853
Substance use 6.05 (3.43) 7.78 (3.64) 1258.5 0.033
Acceptance 9.47 (3.44) 10.81 (2.5) 1405.0 0.211
Inhibition 8.67 (3.25) 9.21 (1.99) 1558.5 0.707
Coping planning 10.25 (3.74) 10.67 (2.65) 1608.5 0.927

As can be seen from the table, statistically significant differences between the groups are noted in such stress
coping strategies as behavioral and psychological avoidance, denial, substance use and humor. The level of
significance refers to differences between the groups with similar behavioral strategies. These styles of coping
with stress relate to the avoidant style of behavior - strategies of denying the problem, behavioral avoidance of
solving it, and strategies of focusing on negative emotions (ventilating emotions), which is similar to rumination.
The “Humor” subscale indicator has a statistically significant difference between the groups, which may indicate
the avoidant style of coping with stress - distancing in the form of humor, often black, instead of looking for ways
to solve problems. The avoidant coping style prevents solving problems, leads to their accumulation, feelings of
helplessness and hopelessness, which can increase the risk of repeated suicide attempts.

THE DISCUSSION OF THE RESULTS

Thus, with repeated suicide attempts and chronic suicidal behavior, psychopathological symptoms increase in
the form of signs of depression, thoughts of repeated suicide and intentions to commit it. These patients are also
more likely to be diagnosed with a personality disorder. The initial hypotheses were confirmed: patients with
chronic suicidal behavior had higher scores on scales of ruminative thinking and alexithymia, as well as scores on
destructive behavioral strategies for coping with stress in the form of avoiding problems and detaching
themselves from them. In the absence of constructive cognitive and behavioral strategies for solving problems,
feelings of helplessness, hopelessness, loneliness, and social isolation arise [26]. Ruminative thinking (obsessive,
repetitive thoughts about failure and loneliness) combined with maladaptive personality traits (perfectionism)
can lead to a feeling of being “trapped,” hopelessness, and repeated suicide attempts [27; 28]. Also, alexithymia,
especially the difficulty identifying feelings and describing them to other people, complicates the process of
differentiation and awareness of one’s own emotions, which leads to emotional dysregulation and difficulties
solving life’s problems in which the help of other people is needed [29]. Alexithymia is associated with the
accumulation of negative emotions, which at the peak of affect can “break through” into impulsive behavior and
provoke repeated suicide attempts. Avoidant strategies for coping with stress (avoiding solving problems,
distancing oneself from one’s own feelings, using psychoactive substances, alcohol or even humor to reduce



stress) do not lead to solving problems, but to their accumulation. All this together leads to a feeling of
hopelessness and repeated attempts to leave the situation by suicide [30].

CONCLUSION

Based on the data obtained, we can talk about the need to provide psychological assistance to patients after
suicide attempts already at the stage of hospitalization in the emergency hospital. The targets of such work are
psychoeducation of patients regarding the mechanisms of their difficulties, as well as conducting classes in group
and individual formats based on modern methods of providing assistance to patients with suicidal tendencies.
Important tasks in the prevention of repeated suicidal attempts are the restructuring of the maladaptive cognitive
style, the development of emotional self-regulation and constructive problem-solving skills, which are not always
possible to solve during a short stay in the emergency hospital. Therefore, it is important to motivate patients
with high suicidal risk to continue working after discharge from the emergency hospital, and their further routing
to institutions where they can receive qualified, comprehensive medical and psychological care in a prolonged
format.

FINDINGS

1. Patients with chronic suicidal behavior are more likely to be diagnosed with a personality disorder, have
higher rates of depressive symptoms, and are more likely to report persistence of suicidal tendencies. This group
of patients tends to use less brutal methods of self-harm, such as self-cutting in the extremities and self-
poisoning with psychotropic drugs.

2. In patients with repeated suicide attempts, compared to patients with a single attempt, a maladaptive
cognitive style in the form of ruminative thinking is more pronounced (statistically significant differences in both
the total score and the subscales of the ruminative thinking questionnaire: “Anergy” and “Experience of
loneliness™”), and externally oriented thinking (statistically significant differences both in the total score of the
“Alexithymia” scale and in two subscales: “Difficulty identifying feelings” and “Difficulty describing feelings to
other people”). These scales reflect fixation on negative events of the past and difficulty recognizing one's own
feelings and communicating them to other people. Destructive strategies for solving problems in the form of
avoidant behavior predominate (statistically significant differences between the groups are noted in such
strategies for coping with stress as behavioral and psychological avoidance, denial, substance use, and humor).

3. Important targets for preventing repeated suicide attempts are restructuring ruminative thinking,
overcoming alexithymia and developing emotional intelligence, as well as constructive problem-solving skills and
strategies for coping with stress. The emergency hospital, where patients are admitted after the suicide attempt,
can be considered as the first stage of such prevention, in which psychoeducation, and motivation of patients
with a high risk of repeated attempts to continue psychological work after discharge, as well as routing them to
institutions where they can receive qualified medical and psychological assistance are especially important.

REFERENCES

1. Gee BL, Han J, Benassi H, Batterham PJ. Suicidal thoughts, suicidal behaviours and self-harm in daily life: A systematic review of ecological
momentary assessment studies. Digit Health. 2020;6:2055207620963958. PMID: 33224516 https://doi.org/10.1177/2055207620963958
eCollection 2020 Jan-Dec.

2. Urnes O. [Self-harm and personality disorders]. Tidsskr Nor Laegeforen. 2009;129(9):872-876. Norwegian. PMID: 19415088
https://doi.org/10.4045/tidsskr.08.0140

3. Gratz KL. Risk factors for and functions of deliberate self-harm: An empirical and conceptual review. Clin Psychol Sci Prac. 2003;10(2):192-205.
https://doi.org/10.1093/clipsy.bpg022

4. Miller IW, Camargo CA Jr, Arias SA, Sullivan AF, Allen MH, Goldstein AB, et al.; ED-SAFE Investigators. Suicide Prevention in an Emergency
Department Population: The ED-SAFE Study. JAMA Psychiatry. 2017;74(6):563-570. PMID: 28456130
https://doi.org/10.1001/jamapsychiatry.2017.0678

5. Chernaia MI, Kholmogorova AB, Zubareva OV, Zhuravleva TV. Clinical and socio-psychological characteristics of patients with suicidal
attempts. Counseling Psychology and Psychotherapy. 2016;24(3):69-88. (In Russ.) https://doi.org/10.17759/cpp.2016240305

6. Zinchuk MS, Avedisova AS, Guekht AB. Nonsuicidal self-injury behavior in non-psychotic disorders: epidemiology, social and clinical risk
factors. Zhurnal Nevrologii i Psikhiatrii imeni S.S. Korsakova. 2019;119(3):108-119. (In Russ.) https://doi.org/10.17116/jnevro2019119031108

7. Kholmogorova AB. Suicidal behavior: theoretic model and practical implications in cognitive-behavioral therapy. Counseling Psychology and
Psychotherapy. 2016;24(3):144-163. (In Russ.) https://doi.org/10.17759/cpp.20162403009

8. Kholmogorova AB, Subotich MI, Korkh MP, Rakhmanina AA, Bykova MS. Maladaptive Personality Traits and Psychopathological Symptoms in
Individuals with the First Suicidal Attempt and with Chronic Suicidal Behavior. Counseling Psychology and Psychotherapy. 2020;28(1):63-86. (In
Russ.) https://doi.org/10.17759/cpp.2020280105



10.

1

—_

12.

13.

14.

1

v

16.

1

9

1

19.

20.

2

—

2

23.

24.
25.

2

[=)}

27.

28.

29.

30.

%

N

Watkins E, Scott ], Wingrove ], Rimes K, Bathurst N, Steiner H, et. al. Rumination-focused cognitive-behaviour therapy for residual depression:
a case series. Behav Res Ther. 2007;45(9):2144-2154. PMID: 17367751 https://doi.org/10.1016/j.brat.2006.09.018

Watkins ER. Depressive Rumination: Investigating Mechanisms to Improve Cognitive Behavioural Treatments. Cogn Behav Ther.
2009;38(Suppl 1):8—14. PMID: 19697180 https://doi.org/10.1080/16506070902980695

. Pugovkina OD, Syrokvashina AD, Istomin MA, Kholmogorova AB. Ruminative Thinking in Chronic Depression: Concept and Validity of

Measures. Counseling Psychology and Psychotherapy. 2021;29(3):88-115. https://doi.org/10.17759/cpp.2021290307. (In Russ.)

Temes CM, Frankenburg FR, Fitzmaurice GM, Zanarini MC. Deaths by Suicide and Other Causes Among Patients with Borderline Personality
Disorder and Personality-Disordered Comparison Subjects Over 24 years of Prospective Follow-Up. J Clin Psychiatry. 2019;80(1):18m12436.
PMID: 30688417 https://doi.org/10.4088/jcp.18m12436

O’Connor RC, O’Carroll RE, Ryan C, Smyth R. Self-regulation of unattainable goals in suicide attempters: a two year prospective study. J Affect
Disord. 2012;142(1-3):248-255. PMID: 22980400 https://doi.org/10.1016/j.jad.2012.04.035

O’Connor RC, Portzky G. The relationship between entrapment and suicidal behavior through the lens of the integrated motivational-
volitional model of suicidal behavior. Curr Opin Psychol. 2018;22:12-17. PMID: 30122271 https://doi.org/10.1016/j.copsyc.2017.07.021

. Syrokvashina KV, Oshevsky DS, Badmaeva VD, Dozortseva EG, Makushkin EV, Aleksandrova NA, et al. Risk factors of fashioning of suicidal

behavior in children and adolescents (based on the analysis of regional posthumous forensic evaluation). Psychology and Law. 2019;9(1):71-84.
(In Russ.) https://doi.org/10.17759/psylaw.2019090105

Dhingra K, Boduszek D, O’Connor RC. Differentiating suicide attempters from suicide ideators using the Integrated Motivational-Volitional
model of suicidal behaviour. J Affect Disord. 2015;186:211-218. PMID: 26247914 https://doi.org/10.1016/j.jad.2015.07.007

. Linehan MM. Cognitive-Behavioral Treatment of Borderline Personality Disorder. New York, London: Guilford Press, 1993. (Russ. Ed.: Laynen M.

Kognitivno-povedencheskaya terapiya pogranichnogo rasstroystva lichnosti. Moscow: Vil’'yams Publ.; 2007.)

Starostina EG, Taylor GD, Quilty LK, Bobrov AE, Moshnyaga EN, Puzyreva NV, et al. A New 20-Item Version of the Toronto Alexithymia Scale:
Validation of the Russian Language Translation in a Sample of Medical Patients. Social and Clinical Psychiatry. 2010;20(4):31-38. (In Russ.)
Akimenko AK. Relationship between Alexithymia, Coping Strategies and a Self-regulation Style. Izvestiya of Saratov University. Philosophy.
Psychology. Pedagogy. 2016;16(3):311-316. (In Russ.) https://doi.org/10.18500/1819-7671-2016-16-3-311-316

Brel’ EYu, .Stoyanova IYa. Phenomenon of alexithymia in clinical-psychological studies (literature review). Siberian Herald of Psychiatry and
Addiction Psychiatry. 2017;4(97):74-81. (In Russ.) https://doi.org/10.26617/1810-3111-2017-4(97)-74-81

. Larionow P, Grechukha IA. The Role of Alexithymia and Cognitive Emotion Regulation in the Development of Aggressive Behavior in

Adolescents. Clinical Psychology and Special Education. 2020;9(4):57-98. (In Russ.). https://doi.org/10.17759/cpse.2020090404

Tarabrina N.V. Praktikum po psikhologii posttravmaticheskogo stressa. Saint Petersburg: Piter Publ., 2001. (In Russ.).

Garanyan NG, Ivanov PA. Validation of the Coping Strategies Questionnaire COPE. Psychological Science and Education. 2010;15(1):82-93. (In
Russ.)

Watkins ER. Rumination-focused cognitive-behavioral therapy for depression. New York: Guilford; 2016.

Bek A. Kognitivnaya terapiya depressiy. Counseling Psychology and Psychotherapy. 1996;4(3). (In Russ.) Available at:
https://psyjournals.ru/journals/cpp/archive/1996_n3/cpp_1996_n3_25531.pdf [Accessed May 24, 2023]

. Klonsky ED, Saffer BY, Bryan CJ. Ideation-to-action theories of suicide: a conceptual and empirical update. Curr Opin Psychol. 2018;22:38-43.

PMID: 30122276 https://doi.org/10.1016/j.copsyc.2017.07.020

Sagalakova OA, Truevtsev DV, Zhirnova OV. Rumination as a psychological mechanism in the suicidal behavior formation and maintenance.
Journal of Modern Foreign Psychology. 2022;11(1):124-136. (In Russ.). https://doi.org/10.17759/jmfp.2022110112

Miranda R, Nolen-Hoeksema S. Brooding and reflection: rumination predicts suicidal ideation at one-year follow up in a community sample.
Behav Res Ther. 2007;45(12):3088-3095. PMID: 17825248 https://doi.org/10.1016/j.brat.2007.07.015

Moskacheva MA, Kholmogorova AB, Garanyan NG. Alexithymia and empathy. Counseling Psychology and Psychotherapy. 2014;22(4):98-114. (In
Russ.)

Watkins ER. Constructive and Unconstructive Repetitive Thought. Psychol Bull. 2008;134(2):163-206. PMID: 18298268
https://doi.org/10.1037/0033-2909.134.2.163

Received on 23.05.2023
Review completed on 27.06.2023
Accepted on 27.06.2023



