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INTRODUCTION
The relevance of the study is due to the high prevalence 
of suicide in the world. Every year, about 800,000 people 
become victims of suicide [1]. Suicide is a fairly common 
cause of premature death and a serious social problem in 
Ukraine [1,2]. According to the WHO for the year 2016, 
the overall suicide rate in Ukraine has counted 22.4 cases 
per 100,000 population [3]. One of the most contributing 
factors of the suicidal behavior development (SBD) is the 
presence of mental illness, which creates difficulties for 
the patient’s adaptation to the social environment [1,2,4-
6]. Depressive disorder (DD) has now been identified as 
the most suicidal of all mental and behavioral disorders 
(2,7). According to the American Suicidality Association, 
one in eleven patients with DD die from suicide (8). On 
average, the risk of suicide among people with a depressive 
disorder is 30 times higher than in the general population 
[9,10]. It has been noted that cognitive impairment (CI) 
affects SP by increasing suicide risk (SR) through impaired 

cognitive (mental) control, deficits in social functioning 
and impulsivity in patients with CI [4,6,11-13].

One of the factors for successful suicide prevention in 
depression is the ability to assess the SR in a particular 
depressed patient [4,9,14]. This requires a clear under-
standing of the clinical characteristics and components of 
DR [2,12,15]. Meanwhile, it is precisely on this issue that 
there is still a lack of unity of opinion. The literature on this 
issue is contradictory, and different authors put forward 
different components of depression in terms of suicide 
ideation: melancholy, anxiety, agitation, dysphoria, deper-
sonalization, sense of guilt, etc. [2,6,16-18]. [2,6,16-18]. At 
the same time, all diagnostic, preventive, therapeutic and 
prognostic measures, as well as the organization of suicidal 
care are carried out undifferentiated, without taking into 
account the features of depression, in the structure of which 
SB was formed, as well as without taking into account the 
existing KN in DR, which can have a significant impact 
on SB [2,16,21]. All this necessitates the analysis of SP in 
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ABSTRACT
The aim of the study was to determine the characteristics of suicidal behaviour (SB) in patients with cognitive impairment in recurrent depressive disorder (RDD).
Materials and methods: The article presents a phenomenological analysis of suicidal behavior in 123 patients with recurrent depressive disorder. The study of cognitive 
dysfunctions in patients with recurrent depressive disorder included an analysis of the severity of cognitive impairment and the characteristics of cognitive processes, executive 
functions, and the specifics of social functioning. The study of the features of suicidal behavior included an analysis of the severity of suicidal risk, diagnosis of symptoms, stress 
level, suicidal behavior in the past, communication capabilities, reactions of significant others, and the severity of autoaggressive predictors. A complex of research methods 
was used: clinical-psychopathological, psychometrical, psychodiagnostical and statistical. 
Results: It was determined that patients with recurrent depressive disorder have specific characteristics of suicidal behavior, which included: a moderate to low level of suicidal 
risk; the severity of symptoms of depression, tension, anxiety, guilt, hopelessness and exhaustion; repeated visits to doctors for help; presence and recurrence of stress factors; 
anamnestic burden; violation of communications; the presence of autoaggressive predictors. 
Conclusions: It was found that a weak level of cognitive deficit, a tendency to catastrophisation and self-blame, low switchability and increased focus on negative stimuli in 
patients with recurrent depressive disorder was associated with a high risk of their suicidal behavior.
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different types of depressive disorder taking into account 
cognitive dysfunction in order to justify the principles of 
differentiated prevention in this number of patients.

THE AIM
The aim of the study was to determine the characteristics 
of suicidal behaviour (SB) in patients with cognitive im-
pairment in recurrent depressive disorder (RDD).

 MATERIALS AND METHODS  
The study of cognitive dysfunction in patients with RDD 
included an analysis of the cognitive impairment severity 
(CI) and features of cognitive processes (mental, mnemon-
ic, attention process, perception), executive functions and 
specific social functioning features. The study of the SP 
features in patients with RDD was based on an SR severity 
analysis, diagnosis of symptoms, level of stress, past SP, 

Fig. 2. Severity of auto-aggressive predictors in patients with RDD

Fig. 1. Severity of suicide risk in patients with RDD
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communication abilities and reactions of others, and the 
severity of auto-aggressive predictors. 

To investigate the clinical and psychopathological 
features of IP and the features of SP in RDD there has 
been used a set of methods : Clinical-psychopathological, 
psychometric (Los Angeles Suicide Center Suicide Risk 
Scale, General Impairment Scale (GDR) and Personal 
and Social Functioning Scale (PSP)), psychodiagnostic 
(Montreal Cognitive Assessment Scale (MoSa), modified 
Addenbrooke’s Cognitive Scale (ACE-R), “10-Word Mem-
orization” (A. Luria); proofreading test; Schulte tables; 
Münsterberg test; symbol connectivity test (SCT), verbal 
speed test (VST), self-rated expression of auto-aggressive 
predictors questionnaire and cognitive emotion regulation 
questionnaire (CREQ). 

 To determine the mean values of quantitative parameters 
there has been applied some statistical data processing, 
their standard errors, and some difference reliability 
(Student-Fisher’s test [t], Kolmogorov-Smirnov test [λ]). 
The target markers of IP were determined by calculating 
diagnostic coefficients (DC) and Kullback’s measures of 
informativeness (MI). The correlation between the level 
of SR and the features of cognitive dysfunctions was de-
termined using correlation analysis. Statistical processing 
of the results was performed using Excel-2010 and STA-
TISTICA 6.1 [22].

A total amount of 123 patients with RDD participated 
in the study: 57 males (46.34 ± 2.78) % and 66 females  
(53.66 ± 2.99) %. Middle-aged (30-44 years) (42.28 ± 2.63) %  
and mature (45-59 years) (37.40 ± 2.43) % were found to 
predominate.

RESULTS AND DISCUSSION
The study of suicidal behaviour peculiarities included the 
analysis of SR expression, diagnostics of symptoms, stress 
level, characteristics of SR in the past, communicative abil-
ities and reactions of significant others, and expression of 
auto-aggressive predictors among patients with CR in RDD. 

An analysis of the severity of SP revealed that a low level 
of SP was found in 31.71% of patients, a moderate level in 
40.65% and a high level in 27.64% of patients with RDD 
(Fig. 1).

There has been observed that among the symptoms 
contributing to SB in patients with RDD, depression symp-
toms (7.89 ± 1.22 points), tension and anxiety (7.12 ± 1.11 
points), guilt (7.04 ± 1.09 points), and feelings of hopeless-
ness and exhaustion (6.45 ± 1.01 points), repeated problem 
experiences associated with repeated visits to psychiatrists 
(6.11 ± 0.95 points) were dominant.  Recurrent stressors 
(7.24 ± 1.12 points), increased stress symptoms (6.77 ± 
1.05 points), changes in life and environment (5.92 ± 0.93 
points), loss of job, money and status (5.87 ± 0.92 points) 
were found to be the leading psychotraumatic factors in 
patients with RDD. Past SB assessment has determined that 
recurrent depressive episodes in RDD patients were SR fac-
tors (8.79 ± 1.35 points).  An analysis of communicative 
SR factors determined that patients with RDD showed a 

lack of emotional support from family and friends (6.78 ± 
1.06 points), impaired interpersonal contacts accompanied 
by a refusal to make restore attempts (5.47 ± 0.86 points), 
and insufficient sources of financial support (4.97 ± 0.78 
points). It was also recorded that lack of patient’s care , lack 
of patient’s understanding (5.87 ± 0.92 points) was a factor 
of SR in RDD.

Analysis of self-assessment of autoaggressive predictors 
allowed us to determine specifics in the nature and severity 
of autoaggressive impulses in RDD patients: most RDD 
patients had a moderate (38.21 ± 2.46) % and expressed 
(30.08 ± 2.06) % level of autoaggression; moderate (34.96 ±  
2.31) %; low impulsive (48.78 ± 2.86) % (Fig.2).

The scale of cognitive narrowing has determined the 
presence and cognitive impairment severity, with a de-
crease in criticism of actions, including auto-aggressive 
ones (Fig. 2). Thus, it was found that the majority of 
patients with RDD exhibited severe and high levels of 
cognitive impairment (39.02 ± 2.50% and 35.77 ± 2.35%, 
respectively). The Interpersonal Contact Impairment 
Scale diagnosed the presence and severity of interpersonal 
contact problems that could lead to SP. It was found that 
the majority of patients with DDR were found to have se-
verely restricted interpersonal contacts (42.28 ± 2.63) %.  
A significant level of affective disturbance was found in 
the majority of patients with RDD (43.09 ± 2.66) %. The 
scale of autonomic disturbances has determined autonomic 
nervous system disorders severity, mental tension, and the 
degree of involvement of the autonomic nervous system 
in autoaggressive behaviour in patients with RDD. It was 
found that 39.84% of patients had severe, 27.64% had 
moderate and 26.02% had severe autonomic disturbances.

The study of the features of CCH in RDD has included an 
analysis of the severity of cognitive dysfunctions and fea-
tures of cognitive processes (mental, mnemonic, attention 
process, perception), executive functions, specific features 
of cognitive regulation of emotions and social functioning 
in patients with RDD. 

An analysis of the clinical and psychopathological features 
of cognitive disorders in patients with RDD revealed that 
the majority of patients has showed the reduced levels of 
interest (99.19 ± 0.73) %, difficulties in decision-making 
(90.24 ± 2.31) %, reduced concentration (82.11 ± 2.85) %,  
rigid thinking (79.67 ± 2.94) % and intrusive thoughts  
(78.86 ± 2.97) %. A significant number of patients showed rapid 
mental exhaustion (63.41 ± 3.14) %, hyper-sensitivity to criti-
cism (61.79 ± 3.13) %, ideas of worthlessness (60.16 ± 3.11) %  
and suicidal ideation (58.54 ± 3.09) %. 

Patients with RDD were characterized by cognitive de-
cline, with an average overall MoSa score of 25.71 ± 5.54 
(with N ≥ 26). The majority of patients with RDD had 
very mild cognitive impairment (62.60 ± 3.14) %, 31.71 
% of patients has had mild cognitive impairment, and 
5.69 % had moderate cognitive impairment. According 
to ACE-R data, the most pronounced cognitive deficits 
in patients with RDD were verbal (10.13 ± 0.15 points), 
visual-spatial (13.72 ± 0.42 points) and attention deficits 
(16.37 ± 0.81 points).
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A study of mnemastic processes showed that in RDD, 
short-term memory was reduced (4.32 ± 2.19 words), and 
most patients had an average delayed recall (50.41 ± 2.91) %. 

Concentration of attention was below average in 36.59 %  
of patients with RDD, average in 27.64 %, low in 16.26 %, 
above average in 14.63 %, and only 4.88 % had high levels 
of concentration. The majority of patients had an atten-
tion switching rate below average (43.09 ± 2.66) %, and 
sustained attention was characterized by a predominance 
of average (42.28 ± 2.63) %. 

Patients with RDD were predominantly characterized by 
low (43.90 ± 2.70) % and average (29.27 ± 2.02) % levels of 
performance, and low (37.40 ± 2.43) % and low (32.52 ± 
2.19) % levels of “sleepiness,” and low (41.46 ± 2.60 % and 
30.08 ± 2.06 % respectively) levels of mental toughness. 

A study of perceptual selectivity in RDD patients has 
showed that when perceiving neutral stimuli, most patients 
had an average level of attention selectivity (30.89 ± 2.11) %,  
when perceiving negative stimuli an increased (33.33 
± 2.23) % and a high (31.71 ± 2.15)% level, and when 
perceiving emotionally positive stimuli a reduced level of 
attention selectivity (54.47 ± 3.01) %. 

It was found that 19.51% of patients with RDD appeared 
to have no abnormalities of hand-eye coordination but in 
21.14% of cases mild, 39.84% moderate and 19.51% severe 
abnormalities of hand-eye coordination were registered. 
The majority of patients with RDD had a moderate level 
of executive function impairment (54.47 ± 3.01) %.

Analysis of verbal associative productivity showed that the 
majority of patients with RDD had a moderate level of impair-
ment (58.54 ±3.09) %, 21.95 % of patients showed mild and 
7.32 % had severe impairment. No impairment of associative 
productivity was detected in 12.20% of patients with RDD.

The functioning of the lexical system and the ability 
to actively search for necessary information in memory 
were somewhat reduced in RDD patients, and they were 
characterized by a significant slowing of the rate of task 
performance towards the end of the task due to a weakened 
motivational component and mental exhaustion: most 
patients had moderate (39.84 ± 2.53) % and pronounced 
(32.52 ± 2.19) % impairments of lexical system functioning 
and executive functions.

A study of cognitive strategies of emotion regulation showed 
that most patients with DDR exhibited “self-blaming” (69.11 

Table I. Differential diagnostic markers of cognitive impairment in recurrent depressive disorder
Sphere title Indicator DC MC

Mental sphere

Law of interest 2,24 0,45

Problems with decision taking 1,61 0,23

Difficulties in abstraction 3,97 0,46

Mind inflexibility 2,59 0,46

Hypochondriac ideas 1,53 0,12

Obsessive thoughts 2,11 0,25

Mnestic sphere
Decrease in short-term memory 2,67 0,13

Mild disorders of delayed reproduction 2,47 0,27

Executive functions

Mild and severe disorders of hand-eye coordination 5,03 0,34

Mild and severe disorders of executive functions 6,28 0,31

Mild and severe disorders of lexical system 9,01 1,28

Mild disorders of verbal productivity 6,79 1,57

Scope of attention

Decreased and law level of memory concentration 5,55 0,73

Decreased and law level of shift in focus 5,36 0,51

Decreased level of performance 3,11 0,35

Median level of memory resilience 1,03 0,05

Decreased and law level of workability 8,04 1,10

Matter of perception

High and law selectivity of attention to neutral stimuli 5,88 0,48

High and law selectivity of attention to negative stimuli 1,88 0,10

High and law selectivity of attention to positive stimuli 4,36 0,50

Cognitive regulation of 
emotions

«Putting things in perspective» 6,03 0,77

«A positive refocusing» 3,32 0,11

Social functioning

Mild impairment in socially useful activities 2,93 0,28

Moderate impairment of personal and social interaction 1,63 0,10

Mild self-care impairments 2,88 0,25

Mild impairment in aggressive behaviour patterns 4,97 0,22
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± 3.15) %, “catastrophizing” (53.66 ± 2.99) %, expressed in 
thoughts of the global dimensions of the event and its negative 
consequences, “blaming others” (45.53 ± 2.75) %, manifested 
in attempts to shift blame for the event to others, “rumination” 
(43.90 ± 2.70) %, manifested in constant obsessive thinking 
about the situation, “putting things in perspective” (34.15 ± 
2.27) %, manifested in a decrease in the significance of the 
event when compared to other situations. 

A study of social functioning revealed that in the area of 
socially useful activities, including work and study, most 
patients (39.02 ± 2.50)% had mild impairments; in the 
area of personal and social interaction, impairments were 
moderate (38.21 ± 2.46)%; In the area of self-care, 33.33% 
of patients had no disorder, 35.77% had a mild disorder in 
self-care; in the area of anxiety and aggressive behaviour, 
39.84% of patients had no disorder and 27.64% of patients 
had a mild disorder.

Diagnostic coefficients and measures of informativeness 
were calculated based on the identified features of IP in 
RDD, allowing for the identification of markers targeting 
IP in RDD (Table I). 

A correlation analysis was performed to determine the 
relationship between the severity of suicide risk and cog-
nitive impairment in RDD. Only those indicators that had 
significant correlations were included in Table II.

High SB in patients with RDD was found to be associated 
with the presence of an emotion regulation cognitive strat-

egy such as “catastrophizing” (r = 0.884), high selectivity of 
attention to negative stimuli (r = 0, 877) and low attention 
selectivity to positive stimuli (r = 0.713), low attention 
switching (r = 0.733), self-blaming (r = 0.723), increased 
attention stability (r = 0.673), mild and no cognitive dys-
function (r = 0.653 and r = 0.544 respectively).

Moderate levels of SR were associated with weak and 
moderate levels of cognitive dysfunction (r = 0.765 and  
r = 0.349, respectively), reduced selectivity of attention for 
positive stimuli (r = 0.734), cognitive emotion regulation 
strategies such as “rumination” (r = 0.657), thought rigidity 
(r = 0.609), reduced attention switching (r = 0.576) and 
moderate executive function impairment (r = 0.506).

Low SR correlated with apathy (r = 0.821), presence of 
cognitive emotion regulation strategies such as “perspective 
taking” (r = 0.734) and “blaming others” (r = 0.634), high 
cognitive dysfunction (r = 0.733), difficulty making deci-
sions (r = 0.543) and decreased concentration (r = 0.453).

CONCLUSIONS
1. The study revealed the features of SP in patients with 
CKD in RDD. Thus, for patients with IBD in RDD, SP pe-
culiarities were determined by: predominance of moderate 
(40.65%) and high (27.64%) levels of SP; severity of symp-
toms of depression, tension, anxiety, guilt, hopelessness and 
exhaustion; repeated seeking of medical help; presence of 

Table II. Relationship between cognitive and clinic-psychopathological features of patients with RDD and severity of suicide risk (r)
Indicator name High SR Mild SR Law SR

Severity of cognitive 
dysfunction

Cognitive dysfunction severity 0,544

Law level of cognitive dysfunction 0,653 0,765

Mild level of cognitive dysfunction 0,349

High level of cognitive dysfunction 0,733

Mindset

Decreasing of interest 0,821

Difficulties with decision taking 0,543

rigid thinking 0,609

attention

Attention concentration decreasing 0,453

Shift in focus level decreasing 0,576

Low level of shift in focus 0,733

increased attention span 0,673

poor performance 0,677

Executive functions
moderate impairment of executive functions 0,506

Significant impairment of executive functions 0,691

Perception

high selectivity of attention to negative stimuli 0,877

decreased selectivity of attention to negative stimuli 0,734

low selectivity of attention to negative stimuli 0,713

Cognitive regulation of 
emotions

«Self-incriminating» 0,723

«Catastrophizing» 0,884

«Blaming others» 0,634

«Ruminations» 0,657

«Putting things in perspective» 0,734
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stressors (unexpected changes in life, loss of job, money or 
status) and their recurrence; anamnestic burden (presence 
of previous depressive episodes, life-threatening previous 
suicide attempts, threat of suicide attempt methods) com-
munication disorders (interpersonal relationships, lack of 
emotional or financial support, care and understanding from 
others) presence of auto-aggressive predictors (moderate 
level of auto-aggression (38.21%) and aggression (34.96%), 
low level of impulsiveness (48.78%), high and pronounced 
levels of cognitive deterioration (35.77 and 39.02%), mark-
edly reduced interpersonal contacts (42.28%), markedly 
affected mood disorders (43.09%), moderate and severe 
levels of vegetative disorders (27.64 and 39.84%);

2. PDD patients’ PNs are characterized by impairments in 
many areas: in the mental area:  reduced I nterest (99.19 %),  
difficulties in decision-making and abstracting (90.24 % 
and 38.21 % respectively), rigidity of thought (79.67 %); 
in the mental area: reduced level of  short-term memory 
(4.32 points) and the prevalence of moderate violations of 
delayed recall  (50.41 %); in the executive function area: 
moderate and severe visual-motor coordination (39.84 % 
and 19.51 % respectively) and visual-spatial impairment 
(13.72 points), moderate and  severe executive function 
impairment (54.47 % and 13.01 % respectively), moderate, 
severe and mild executive lexical function impairment 
(39.84 %, 32.52 % and 23.58 % respectively), moderate 
verbal productivity impairment (58.54 %); in attention: 
reduced attention concentration (80.49 %), predominance 
of reduced and low levels of attention switching (43.09 % 
and 26.83 % respectively), reduced performance (43.90 %),  
medium and increased  levels of attention stability (42.28 % 
and 27.64 % respectively), reduced and low levels of  
work-in-progress (37.40 % and 32.52 % respectively); in the 
perception domain: the presence of  medium, increased and 
decreased attention selectivity to neutral stimuli (30.89 %,  
21.95 % and  21.95 % respectively), high attention selec-
tivity to negative stimuli (33.33 %), decreased and low 
attention selectivity to positive stimuli (54.47 % and 20.33 
% respectively); in social  functioning: the expression of 
the following cognitive strategies for emotion regulation:  
“Self-blaming” (69.11 %), “Catastrophizing” (53.66 %), 
“Blaming others” (45.53 %), “Rumination” (43.90 %) and 
“Consideration in perspective” (34.15 %); No impairment 
and mild  impairment in socially useful activities (21.95% 
and 39.02% respectively), predominance of  moderate and 
mild impairment in personal and social interaction (38.21% 
and 24.39% respectively), mild impairment in self-care 
(35.77%) and no impairment and mild impairment in  
aggressive behaviours (39.84% and 27.64% respectively).

3. Mild cognitive deficits, a tendency towards catastro-
phizing and self-blaming, low switchability and increased 
focus on negative stimuli in patients with DDR were found 
to be associated with a high risk of their SP.

REFERENCES
 1.  Karmakar C, Luo W, Tran T et al. Predicting risk of suicide attempt using 

history of physical illnesses from electronic medical records. JMIR. Ment. 
Health. 2016; 3: 19. 

 2.  Maruta N.A., Fedchenko V.Y. Clinical-psychopathological and 
pathopsychological prognostic factors of the course of recurrent 
depress ive  d isorders.  [K l in iko -ps ikhopatologicheskiye  i 
patopsikhologicheskiye prognosticheskiye faktorye techeniya 
rekurrentnyy depressivnykh rasstroystv]. Psikhiatriya, psikhoterapiya 
i klinicheskaya psikhologiya. 2019; 10 (1): 120-135. [in Ukrainian].

 3.  World Health Organization. Preventing suicide: a global imperative: 
WHO http://www.who.int/mental_health/suicideprevention/
world_report_2014/en/. 

 4.  Vasiliev BB, Kovalev SV, Imasheva ER. Suicidal thoughts in depressive 
syndrome. [Suitsidal’nyye mysli pri depressivnom syndrome]. 
Suitsidologiya, 2014; 5: 30-35. [in Russian].

 5.  Kudryavtsev IA, Dekalo EE Psychological factors and mechanisms of 
suicidogenesis as criteria for suicide risk and directed prevention. 
[Psikhologicheskiye faktory i mekhanizmy suitsidogeneza kakriterii 
suitsidal’nogo riska i napravlennoy profilaktiki]. Suitsidologiya. 2012; 
2: 3-11) [in Russian].

 6.  Zotov PB, Umansky SM Clinical forms and dynamics of suicidal 
behavior. [Klinicheskiye formy i dinamika suitsidal’nogo povedeniya]. 
Suitsidologiya. 2011; 1: 3-7. [in Russian].

 7.  Michel K, Valach L, Gysin-Maillart A: A novel therapy for people who 
attempt suicide and why we need new models of suicide. Int J Environ 
Res Public Health 2017; 14 (3). pii: E243. doi: 10.3390/ijerph14030243.

 8.  Zhang L, Fu T, Yin R, Zhang Q, Shen B. Prevalence of depression and 
anxiety in systemic lupus erythematosus: a systematic review and 
meta-analysis. BMC Psychiatry. 2017; 14: 17-70.

 9.  Dennis BB, Roshanov PS, Bawor M et al. Reexamination of classic risk 
factors for suicidal behaviour in the psychiatric population. Crisis. 2015; 
36: 231-240.

 10.  Kudryavtsev IA Psychological prognosis of repeated suicide attempts 
[Psikhologicheskiy prognoz of repeated suicide attempts]. Suitsidologiya. 
2012; 3: 10-14 [in Russian].

 11.  Bernert RA, Kim JS, Iwata NG, Perlis ML Sleep disturbances as an 
evidence-based suicide risk factor. Curr. Psychiatry Rep. 2015; 17: 554.

 12.  Fegg M, Kraus S, Graw M, Bausewein C Physical compared to mental 
illness as causes for committing suicide: a retrospective study. BMC 
Palliat. Care. 2016; 9: 14. 

 13.  Antonova AA, Bachilo EV, & Barylnik JB Risk factors for the development 
of suicidal behavior. [Faktory riska razvitiya suitsidal’nogo povedeniya]. 
Saratovskiy nauchno-meditsinskiy zhurnal. 2012; 8 (2): 403-409. [in 
Russian].

 14.  Polozhyi BS, Panchenko EA Differentiated prevention of suicidal 
behavior. [Differentsirovannaya profilaktika suitsidal’nogo povedeniya]. 
Suitsidologiya. 2012; 1: 8-13. [in Russian].

 15.  Draper B, Peisah C, Snowdon J, Brodaty H Early dementia diagnosis 
and the risk of suicide and euthanasia. Alzheimers Dement. 2010;6:75-
82. [PubMed].

 16.  Seyfried LS, Kales HC, Ignacio RV, Conwell Y, Valenstein M. Predictors of 
suicide in patients with dementia. Alzheimers Dement. 2011;7(6):567-
573. 

 17.  Klinitzke G, Steinig J, Blüher M et al. Obesity and suicide risk in adults-a 
systematic review. J. Affect. Disord. 2013; 145: 277-284

 18.  Lyubov EB, Parshin NA Clinical and economic studies of suicidal 
behaviour. [Kliniko-ekonomicheskiye issledovaniya suitsidal’nogo 
povedeniya]. Suitsidologiya. 2016; 7(1): 11-28) [in Russian].

 19.  Inoue K, Kawanishi C, Otsuka K et al. A large-scale survey of inpatient 
suicides: comparison between medical and psychiatric settings. 
Psychiatry Res. 2017; 250: 155-158. 



PHENOMENOLOGICAL ANALYSIS OF SUICIDAL BEHAVIOR IN PATIENTS WITH COGNITIVE IMPAIRMENT...

299

CORRESPONDING AUTHOR
Oleg A. Korop
Department of Social Medicine, 
Management and Business in Health Care
Kharkiv Medical Academy of 
Postgraduate Education, Kharkiv, Ukraine 
e-mail: olegkorop@ukr.net  

Received: 21.07.2021
Accepted: 30.11.2021

A - Work concept and design, B – Data collection and analysis, C – Responsibility for statistical analysis, 

D – Writing the article, E – Critical review, F – Final approval of the article

 20.  Kornetov NA What is the best form of suicide prevention? [Chto 
yavlyayetsya luchshey formoy profilaktiki suitsidov?]. Suitsidologiya. 
2013; 4(2): 48-56. [in Russian].

 21.  Ng CW, How CH, Ng YP Depression in primary care: assessing suicide 
risk. Singapore Med J. 2017; 58: 72-77. 

 22.  Sidorenko YeV. Metody matematicheskoy obrabotki v psikhologi. 
Methods of mathematical processing in psychology. SPb.: OOO „Rech’”, 
2008, p. 350.

ORCID and contributionship: 
Nataliya A. Maruta: 0000-0002-6619-9150A,B,D,F

Sergey A. Yaroslavcev: 0000-0001-6673-2157B,D,F

Galyna Yu. Kalenskaya: 0000-0002-1473-6292C,E,F

Yevgen V. Oprya: 000-0001-5232-1891B,E,F

Oleg A. Korop: 0000-0002-8833-4296 C,E,F

Mykhailo M. Denysenko: 0000-0001-6492-6302A,B,E

Vyacheslav I. Zavorotniy: 0000-0003-2659-2799B,E,F

 
Conflict of interest: 
The Authors declare no conflict of interest. 

Article published on-line and available in open access are 
published under Creative Com mon Attribution-Non Com-
mercial-No Derivatives 4.0 International (CC BY-NC-ND 4.0)


