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Original Article

IntroductIon

Suicide remains a significant leading cause of death 
worldwide.[1] Approximately 800,000 people died by 
suicide every year, and suicide poses a major public 
health challenge to worldwide, especially in low‑ and 
middle‑income countries, due to 78% suicides occurred in 
those countries, including China.[2] Despite a remarkable 
reduction in suicide rate of China in the last two decades, 
accompanying its rapid economic progress,[3] China has 
1.3 billion populations, suicide is still a major challenge 

to public health. Recently, a meta‑analysis of the Chinese 
general population showed that about 50 million people had 
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suicide ideation and 10 million people had suicide attempt 
in their lifetime.[3]

Major depressive disorder (MDD) is one of the most 
important risk factors for suicide.[4] Numerous studies 
have demonstrated that MDD is strongly associated with 
suicide.[4,5] A meta‑analysis of 3275 suicide completers found 
that 87.3% of cases had a psychiatric disorder before their 
death,[5] of which 40–70% were diagnosed with depression.[6,7] 
Patients with depression also commonly presented with 
suicide risk; a meta‑analysis of the Chinese patients with 
MDD presented that lifetime prevalence of suicide ideation 
and suicide attempt was 53.1% and 23.7%, respectively, and 
1‑month prevalence of suicide ideation and suicide attempt 
was 27.7% and 20.3%, respectively.[8] However, there were 
relatively scarce studies exploring risk factors of suicide in 
this diagnostic group.[9] To date, some studies[4,9] have been 
identified multitude of risk factors of suicide in patients with 
MDD, including male gender, family history of psychiatric 
disorder, previous attempted suicide, more severe depression, 
comorbid anxiety, and alcohol and drug abuse.

Suicidality arises from a complex interaction of components 
in which multiple adversities represent one of the most 
significant risk factors in the decision to take one’s own 
life.[4,10,11] Suicide is associated with psychiatric, social, 
political, economic, cultural, and moral factors,[11,12] stressful 
life events (SLEs) have drawn much attention over the past 
four decades,[11] and accumulating evidence suggests that 
SLEs are closely associated with suicide.[10‑13] Previous 
studies have demonstrated that people with suicidal risk 
often struggled with SLEs, such as interpersonal stressors,[11] 
conflicts with spouse or other family members,[14] and 
physical illnesses.[10,15] And, a study has shown that 
individuals who have suicide attempt were likely to have 
experienced a higher number of SLEs than those who 
have not.[16]

However, life stressors have also been identified as a risk 
factor for mental illness,[13] such as depression,[17,18] which is 
known to be an important intermediary of suicidality. It has 
been revealed that the relationship between SLEs and suicide 
is mediated by depression or depressive symptoms.[19,20] 
However, a review pointed out that the effects of SLEs on 
individual varied by individual’s subjective or cognitive 
appraisals. Unfortunately, many studies have not taken it into 
account when they evaluated the effects of SLEs on suicide.

The role of SLEs that contribute to the suicidal risk of MDD 
remains unclear. Thus, the aim of this study was to determine 
whether SLEs increased the risk of suicide in Chinese 
patients with MDD, and whether the possible association is 
independent of depressive symptoms.

Methods

Ethical approval
All procedures in this study were in accordance with the 
ethical standards of the Declaration of Helsinki. This study 
was approved by the Ethics Committee of Peking University 

Sixth Hospital (Approval No. 2013‑29‑1) and local ethics 
committee; all individuals provided written informed consent 
before taking part in this study (ClinicalTrials.gov identifier: 
NCT02023567).

Subjects
The rationale and design of this study have been described in 
detail elsewhere.[21] Briefly, patients with MDD were recruited 
from nine sites in China from December 2013 to December 
2016. The enrolled patients, 18–55 years old, were diagnosed 
by validated Chinese version of the Mini‑International 
Neuropsychiatric Interview (MINI, Version 5.0).[22] Patients 
were included if the following criteria were met: diagnosis 
of MDD based on MINI according to the Diagnostic and 
Statistical Manual of Mental Disorders, Fourth Edition‑Text 
Revision, first‑episode or relapse, and inpatients or 
outpatients. All patients were assessed by the Hamilton 
Depression Rating Scale 17‑item (HAMD‑17)[23] to evaluate 
the severity of depressive symptoms. In this study, item‑3 
(suicide assessment) score was not included in the total 
score of HAMD‑17 because it was dependent variable. 
The exclusion criteria were as follows: lifetime or current 
diagnosis of psychotic disorder, bipolar disorder, alcohol or 
substance dependence, people suffering from severe physical 
disease, and women in pregnancy or breastfeeding.

Assessment of suicidality
Suicidality was assessed by the suicidal risk module of MINI 
with 6 questions, with a total score of MINI suicide module 
of 33. The risk of suicide was classified as “low” (score 1–5), 
“moderate” (score 6–9), and “high” (score 10). Following 
previous studies[24,25] and recommendation by authors of 
MINI, the risk for suicide was dichotomized as nonsuicidal 
risk (low or absent suicide risk) or suicidal risk (moderate 
or high risk).

Measurement of stressful life events
SLEs were assessed by the Life Events Scale (LES),[26] a 
self‑report scale widely used in China that has favorable 
validity and reliability, in which a total of 48 items are 
classified into three dimensions: family life (28 items), 
work and study (13 items), and social interaction and other 
events (7 items). Life events involve serious illness, housing, 
relationship, social difficulties, relationship breakdowns, 
unemployment, and financial crises, etc. All patients 
described these life events as occurring within a 1‑year 
period before participation.

The perceived stressfulness of each life event was calculated 
in four parts: the occurrence time of life events (absent = 1, 
before 1 year = 2, within 1 year = 3, and chronicity = 4), 
characteristic of life events (positive = 1 and negative = 2), 
influence on state of mind (absent = 1, mild = 2, moderate = 3, 
severe = 4, and extreme = 5), and duration of influence (within 
3 months = 1, with 6 months = 2, within 1 year = 3, and 
over 1 year = 4). All life events were calculated to reflect 
the level of SLEs that patients have experienced with the 
following equation: total score of LES = the occurrence 
time of life events × characteristic of life events × influence 
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of mind × duration of influence. The 75th percentile 
(a score of 32) in the sample was used as a cutoff value for 
grouping into the high‑level perceived stressfulness (HPS) 
or low‑level perceived stressfulness (LPS).[26]

LES was used to measure the perceived stressfulness and 
number of SLEs that patients exposed. A total of 48‑item 
scale adequately captured complex life events experienced 
by patients, it can reflect both objectively occurring 
life events and subjectively perceived stressfulness of 
experienced life events, the latter is affected by individual 
cognitive appraisals to the same life events.

Statistical analysis
Demographic and clinical data were analyzed using 
Chi‑square and t‑test, as appropriate. To reduce type I error, 
Bonferroni multiple correction method was used to correct 
the number of SLE variables tested (family, work and study, 
and social interaction) using a P value of 0.017 (P = 0.05/3) 
as a marker of significance.

We used univariate analysis to preselect variables for 
inclusion in multivariate logistic analysis; predictors were 
chosen into final models by considering their clinical 
relevance or statistical significance of suicide in patients 
with MDD. Then, multivariate logistic regression was 
performed to identify the correlates of HPS and suicidal risk 
in patients with MDD (Model 1). A study has shown that 
individuals with multiple previous suicide attempts were 
exposed to higher number of SLEs compared with only one 
previous suicide attempt.[16] Accordingly, participants who 
had exposed SLEs were divided into three groups according 
to the number of SLEs: 1 ≤ SLEs ≤ 2, 3 ≤ SLEs ≤ 5, 
SLEs > 5, and compared with patients without SLE, to test 
the relationship between the number of SLEs and suicidal 
risk (Model 2). Both models were adjusted for gender, 
age, having no child, marriage, drinking, and depressive 
symptoms. All the statistical analyses were conducted using 
SPSS version 22.0 (SPSS Inc., Chicago, IL, USA).

results

In total, 1100 patients with MDD participated in this 
study, and 61 patients with incomplete demographic data 
(work status, marriage, education, smoking, drinking, and 
has child or not) and clinical characteristics (number of 
depressive episode and assessment of HAMD‑17) were 
excluded, and 10 patients lacking of information on the 
suicide risk module of MINI were also excluded. Finally, 
1029 patients participated in this study.

Demographic and clinical characteristics
There was no statistically significant difference in gender, 
work status, BMI, smoking, and numbers of depressive 
episode between suicidal risk group and nonsuicidal risk 
group [Table 1]. Patients with suicidal risk were younger 
and better educated. There were significantly fewer married 
individuals or individuals with child in the suicidal risk group 
than nonsuicidal risk group, and patients with suicidal risk 

had higher rates of drinking behavior. The suicidal risk group 
presented more severe depressive symptoms comparing with 
nonsuicidal group, 23.2 and 20.0, respectively.

Suicidal risk assessment
Overall, 28.5% patients had suicidal risk according to the 
definition that described above; the rate of suicidal risk 
in male patients was higher than female patients, but the 
difference did not reach statistical significance [Table 1]. 
Among patients with MDD, 48.5% patients had suicidal 
ideation over the last month, 10.7% patients had a lifetime 
suicide attempt, and 5.4% patients had suicide attempt within 
the precious month.

Stressful life events assessment
Most of patients (82.2%) reported at least 1 SLE over the 
last year, 46.7% patients exposed at least 3 SLEs, and only 
17.8% patients never experienced SLE within 1‑year before 
participation [Table 2]. Patients with HPS of SLEs had 
suicidal risk significantly higher than patients with LPS of 
SLEs: 34.5% vs 23.4% (P < 0.001), and the number of SLEs 
that patients exposed was significantly higher in suicidal 
risk group than nonsuicidal risk group. Furthermore, in 
the subscale of LES, perceived stressfulness of family life 
(31.0 and 22.3, respectively, P = 0.001) and social interaction 
(5.5 and 3.0, respectively, P = 0.009) were significantly 
higher in patients with suicidal risk compared with patients 
without, and the differences remained significant even after 
Bonferroni correction [Figure 1]. The suicidal risk group had 
a higher perceived stressfulness of work and study than the 
suicidal risk group; however, the difference did not reach 
the statistical significance (17.0 and 14.4, respectively, 
P = 0.153).

Univariate and multivariate logistic analyses
To investigate risk factors of suicide in patients with MDD, 
univariate analysis was performed. The results [Table 3] 
shown that patients with younger age was more likely to have 
suicidal risk than patients with older age, with increasing 
about 2‑fold suicidal risk for patients in 18–25 years old than 

Figure 1: Subscales of SLEs in two groups. *P < 0.001, †P=0.002,  
nonsuicidal risk group compared with suicidal risk group. SLEs: 
Stressful life events; LES: Life Events Scale.
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Table 2: Stressful life events in both groups

Characteristics Nonsuicidal risk group (n = 736) Suicidal risk group (n = 293) χ2/Z P
Perceived stressfulness of SLEs, n (%)

High‑level 307 (41.7) 162 (55.3) 15.577 <0.001
Low‑level 429 (58.3) 131 (44.7)

Number of SLEs, n (%)
0 146 (19.8) 37 (12.6) 14.282 0.003
1≤ SLEs ≤2 267 (36.3) 98 (33.4)
3≤ SLEs ≤5 208 (28.3) 89 (30.4)
SLEs >5 115 (15.6) 69 (23.5)

LES subscale, median (P25, P75)
Family life subscale 6.0 (0, 32.0) 18.0 (0, 46.0) −4.342 <0.001
Work and learn subscale 4.0 (0, 24.0) 6.0 (0, 24.0) −0.623 0.533
Social interaction subscale 0 (0, 0) 0 (0, 0) −3.071 0.002

SLEs: Stressful life events; LES: Life Events Scale.

45–55 years old. In addition, divorced, single, and childless 
individuals had increased the suicidal risk. As we expected, 

drinking behavior increased the risk of suicide, with the risk 
being 76% greater risk than patients who never drank before.  

Table 1: Demographic and clinical characteristics in patients with MDD

Characteristics Nonsuicidal risk group (n = 736) Suicidal risk group (n = 293) χ2/t P
Age (years), n (%)

18≤ age ≤25 93 (12.6) 56 (19.1) 12.677 0.005
25< age ≤35 191 (26.0) 88 (30.0)
35< age ≤45 193 (26.2) 72 (24.6)
45< age ≤55 259 (35.2) 77 (26.3)

Gender, n (%)
Male 216 (29.3) 102 (34.8) 2.931 0.087
Female 520 (70.7) 191 (65.2)

Work status, n (%)
No job 231 (31.4) 90 (30.7) 0.044 0.978
Part‑time job 15 (2.0) 6 (2.0)
Full‑time job 490 (66.6) 197 (67.2)

Marriage, n (%)
Married 551 (74.9) 179 (61.1) 19.287 <0.001
Divorced 40 (5.4) 25 (8.5)
Single 145 (19.7) 89 (30.4)

Education, n (%)
Illiteracy 5 (0.7) 2 (0.7) 19.858 0.001
Primary school 53 (7.2) 12 (4.1)
Junior middle school 194 (26.4) 46 (15.7)
Senior middle school 147 (20.0) 76 (25.9)
Bachelor degree 292 (39.7) 133 (45.4)
Master degree and above 45 (6.1) 24 (8.2)

Smoking, n (%)
Never 588 (79.9) 232 (79.2) 1.799 0.407
Former 42 (5.7) 12 (4.1)
Smoker 106 (14.4) 49 (16.7)

Drinking, n (%)
Never 546 (74.2) 188 (64.2) 12.519 0.002
Former 48 (6.5) 19 (6.5)
Drinker 142 (19.3) 86 (29.4)

Childless, n (%) 189 (25.7) 114 (38.9) 17.652 <0.001
BMI, mean (SD) 22.9 (3.6) 22.6 (3.3) 1.311 0.190
Number of depressive episode 1.7 (2.0) 1.8 (1.3) −0.050 0.960
HAMD‑17* 20.0 (4.6) 23.2 (5.6) −8.676 <0.001
*HAMD‑17 without item 3. MDD: Major depressive disorder; HAMD‑17: 17‑item Hamilton Depression Scale; SD: Standard deviation; BMI: Body 
mass index.
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by gender; therefore, gender being as a predictor was also 
entered into the final model.[19] Accordingly, all significant 
predictors of suicidal risk of MDD identified by univariate 
analyses, and gender identified by previous evidence, were 
evaluated together. Finally, gender, age, having no child, 
marriage, drinking and depressive symptoms, perceived 
stressfulness of SLEs, or number of SLEs were included in 
the final model.

In both multivariate logistic analyses [Table 4], depressive 
symptoms emerged as the most robust predictors of suicidal 
risk, but marriage, drinking, and having no child were no 
longer predictive. In Model 1, after adjusted for gender, 
age, marriage, drinking, having no children, and depressive 
symptoms, the results shown that perceived stressfulness 
of SLEs was still predicating suicidal risk in patients with 
MDD, with increased the risk by 54% in HPS than LPS. 
However, in Model 2, the number of SLEs was no longer 
predictive.

dIscussIon

The results of this study confirmed that HPS of SLEs 
increased the risk of suicide in Chinese patients with MDD, 
even after adjustment of gender, age, marriage, drinking, 
having no child, and depressive symptoms, but not the 
number of SLEs. To our best knowledge, this is the first time 
to investigate the effect of SLEs on suicide risk in a large 
MDD sample in China.

Our results showed that 28.5% of patients with current MDD 
had suicidal risk, which is in line with a national survey in 
China that 32.9% of patients with current MDD had suicidal 
risk assessed by MINI.[24] However, the lifetime and 1‑month 
prevalence of suicide attempt in this study was 10.7% and 
5.4%, respectively, which was notably lower than the results 
reported in a meta‑analysis of Chinese patients with MDD, 
at 23.7% and 20.3%, respectively.[8] The reason for this 
discrepancy could be explained by inclusion of different 
criteria, given that this study had ruled out patients with 
drug or alcohol dependence, hypomania, and mania, which 
were all risk factors for suicide attempt.[4]

Admittedly, numerous studies have highlighted that SLEs are 
associated with self‑injury, suicidal ideation, suicide attempt, 
and completed suicide.[10,11,13] However, most studies have 
utilized community rather than clinical sample, and the latter 
may provide a more stringent test of the relationship between 
SLEs and suicidal risk by taking into account concurrent 
psychopathology. Truly, SLEs have also been linked with 
MDD,[17] and the relationship between SLEs and suicidal 
risk may account for concurrent MDD. Some studies have 
shown that the effect of stressful event on suicide may be 
directly or indirectly modulate by MDD.[19,20,27]

Our results demonstrated that HPS of SLEs were associated 
with suicide risk in Chinese patients with MDD, independent 
of gender, age, marital status, and depressive symptoms. It 
is inconsistent with a previous study of Asian patients 
with MDD that found that negative life events associated 

Severity of depressive symptoms assessed by HAMD‑17 can 
predict the risk of suicide; total score of 1 of HAMD‑17 may 
increase suicidal risk by 7%.

To test the association between SLEs and suicidal risk 
in patients with MDD, whether modulates by depressive 
symptoms and other risk factors, multivariate logistic 
analyses were used. A previous study has demonstrated that 
the association between SLEs and suicidal outcome varied 

Table 3: Univariate analyses predicted suicidal risk in 
patients with MDD

Characteristics OR 95% CI P
Age (years)

45< age ≤55 1.00 – –
35< age ≤45 1.26 0.87–1.82 0.231
25< age ≤35 1.55 1.08–2.22 0.017
18≤ age ≤25 2.03 1.33–3.07 0.001

Gender
Female 1.00 – –
Male 0.78 0.58–1.04 0.087

Work status
No job 1.00 – –
Part‑time job 1.03 0.38–2.73 0.958
Full‑time job 1.03 0.77–1.39 0.834

Marriage
Married 1.00 – –
Divorced 1.92 1.14–3.26 0.015
Single 1.89 1.38–2.58 <0.001

Education
Illiteracy 1.00 – –
Primary school 0.57 0.10–3.28 0.525
Junior middle school 0.59 0.11–3.15 0.540
Senior middle school 1.29 0.25–6.82 0.762
Bachelor degree 1.14 0.22–5.95 0.878
Master degree and above 1.33 0.24–7.39 0.742

Smoking
Never 1.00 – –
Former 0.72 0.38–1.40 0.337
Smoker 1.17 0.81–1.70 0.403

Drinking
Never 1.00 – –
Former 1.15 0.66–2.01 0.623
Drinker 1.76 1.28–2.41 <0.001
Having no child 1.84 1.38–2.46 <0.001
BMI 0.97 0.94–1.01 0.190
Number of depressive episode 1.00 0.93–1.08 0.960
HAMD‑17* 1.07 1.04–1.10 <0.001

Perceived stressfulness of SLEs
Low‑level 1.00 – –
High‑level 1.73 1.32–2.27 <0.001

Number of SLEs
0 1.00 – –
1≤ SLEs ≤2 1.45 0.94–2.22 0.090
3≤ SLEs ≤5 1.69 1.09–2.62 0.019
SLEs >5 2.37 1.48–3.78 <0.001

–: No data. *: Score of item 3 is not included. MDD: Major depressive 
disorder; HAMD‑17: 17‑item Hamilton Depression Scale; BMI: Body 
mass index; SLEs: Stressful life events; OR: Odds ratio; CI: Confidence 
interval.
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with suicidality were partially mediated by depressive 
symptoms.[19] The failure to find an independent association 
may be related to two methodological limitations. First, 
the use of a short 12‑item life events instrument may 
inadequately capture complex life events experienced by 
patients, rather than detect the association between life 
events and suicidality.[11] Second, the relationship between 
SLEs and suicide may be hindered by the time windows of 
assessment of SLEs and the suicidality, which SLEs were 
evaluated within 12 months prior to the onset of depressive 
symptoms rather than suicidality,[11] it posed a significant 
challenge to determine their relationship, and previous 
studies shown that recollection of major life events in adult 
tends to start fading after about a year.[28] Those limitations 
may attenuate the strength of the relationship between SLEs 
and suicide.

In addition, in multivariate analyses, we found that the 
number of SLEs that patients exposed was no longer 
predictive; however, the perceived stressfulness of SLEs 
had an independent effect on the risk for suicide in patients 
with MDD. It suggests that the effects of SLEs on suicidal 
risk may depend on individual cognitive appraisals of a life 
event, which is consistent with a review that we discussed 
previously.[13] Unfortunately, some studies[19,29] have not 
taken personal cognitive appraisals into account when they 

investigated the relationship between SLEs and suicidal risk 
in patients with MDD, resulted in its relationship be diluted.

Our study has several limitations. Given that this study was 
cross‑sectional in design, it is impossible to identify causal 
relationships between SLEs and suicide risk in Chinese 
patients with MDD; a prospective study is needed to classify 
whether HPS of SLEs increases the risk for those patients. 
Second, SLEs were retrospectively collected; therefore, the 
findings of this study are subjected to recall bias. Third, this 
is a single‑time‑point assessment, recall bias for life events 
are problematic, because life events may not be adequately 
captured with long recall period. Multiple time‑point 
assessments in a short time interval may be recommend. 
Finally, established structured interviews of suicide, such 
as the Columbia‑Suicide Severity Rating Scale,[30] were 
needed to systematically measure the suicidality of patients 
with MDD.

These limitations notwithstanding, the strengths of this study 
are as follows: we conducted a stringent design to reduce 
the possibility of confounded relationships between SLEs 
and suicide. For example, patients were excluded if they 
were concurrent drug or substance dependence[4,9] and severe 
physical disease,[31] which were associated with suicide; also, as 
a review pointed out,[11] clinical samples rather than community 

Table 4: Multivariate analyses predicted suicidal risk in patients with MDD

Characteristics Model 1 Model 2

OR 95% CI P OR 95% CI P
Age (years)

45< age ≤55 1.00 – – 1.00 – –
35< age ≤45 1.30 0.89–1.92 0.177 1.24 0.84–1.82 0.284
25< age ≤35 1.27 0.83–1.95 0.265 1.24 0.81–1.90 0.324
18≤ age ≤25 1.43 0.76–2.68 0.265 1.40 0.75–2.63 0.295

Gender
Female 1.00 – – 1.00 – –
Male 0.93 0.66–1.31 0.668 0.94 0.67–1.32 0.700

Marriage
Married 1.00 – – 1.00 – –
Divorced 1.53 0.87–2.68 0.139 1.57 0.90–2.76 0.112
Single 1.28 0.68–2.44 0.444 1.27 0.67–2.41 0.466

Drinking
Never 1.00 – – 1.00 – –
Former 1.03 0.56–1.90 0.928 1.01 0.55–1.84 0.954
Drinker 1.36 0.95–2.00 0.094 1.37 0.94–1.97 0.088
Having no child 1.41 0.79–2.50 0.244 1.39 0.78–2.47 0.260
HAMD‑17 1.08 1.05–1.11 <0.001 1.08 1.05–1.11 <0.001

Perceived stressfulness of SLEs
Low‑level 1.00 – – – – –
High‑level 1.54 1.16–2.05 0.003 – – –

Number of SLEs
0 – – – 1.00 – –
1≤ SLEs ≤2 – – – 1.39 0.89–2.15 0.150
3≤ SLEs ≤5 – – – 1.36 0.87–2.17 0.171
SLEs >5 – – – 1.65 1.00–2.72 0.049

–: No data; MDD: Major depressive disorder; HAMD‑17: 17‑item Hamilton Depression Scale; SLEs: Stressful life events; OR: Odds ratio; CI: 
Confidence interval.
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samples are recommended in consideration of the fact that 
relationship between SLEs and suicidality may be mediated 
by mental disorders. Moreover, previous studies have revealed 
that the impact of SLEs on suicide varied by gender and the 
level of depressive symptoms;[19,32] thus, a rigorous test was 
performed to test the relationship between SLEs and suicide 
in patients with MDD by adjusting for gender, age, marriage, 
drinking, having no child, and depressive symptoms.

The findings have some practical implications. Many studies 
of suicide have been conducted in developed countries, and 
since China has different social, political, economic, and 
cultural contexts, these findings may not be applicable to the 
Chinese population.[3] Therefore, the identification of risk 
factors for suicide in Chinese patients with MDD is essential 
to develop suicide prevention strategies appropriately and 
effectively. This study confirmed that HPS of SLEs, rather 
than the number of SLEs, increased the risk of suicide 
independent of depressive symptoms in a large sample 
of MDD. There is good evidence that prediction of and 
intervention for suicidal risk in MDD may result in improving 
prevention strategies effectively and reducing suicide rates. 
A study has shown that individuals experiencing higher 
incidence of SLEs did not increase suicidal risk if they had 
moderate–high levels of self‑appraisal.[33] This suggests 
that personal resilience may be a protective factor against 
suicidality. Stress management techniques may be needed 
to develop adaptive ways to cope with stressors;[34] also, 
behavior modification techniques and coping skills focused 
on the perceived stressfulness of SLEs are also needed, as 
individual resilience and self‑appraisal may be enhanced 
when coupled with these strategies.

Our results indicate that HPS of SLEs are associated with 
suicide risk in Chinese patients with MDD. Prospective 
studies are warranted to determine causal relationships 
between HPS of SLEs and suicide risk in MDD. Further 
suicidal prevention strategies aimed at HPS of SLEs for 
Chinese patients with MDD may offer a more promising 
method of intervention.
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中国抑郁症患者自杀风险与应激性生活事件感知压力水
平的研究

摘要

背景：抑郁症患者常有很高的自杀风险，但少有研究去探索中国抑郁症患者应激性生活事件对其自杀风险的影响。
方法学：研究对象为来自我国9家精神卫生专科机构或综合医院精神科的1029名抑郁症患者，经简明国际神经精神访谈（MINI）
检查，符合抑郁症诊断标准。排除标准为终身或现患的精神病性障碍、双相情感障碍、酒精或药物依赖。抑郁疾病严重度用
17项汉密尔顿抑郁评定量表（HAMD‑17）评估，自杀风险以MINI的自杀风险评估模块来判断。患者所经历的应激性生活事
件由生活事件量表（LES）进行评估。
结果：在抑郁症患者中，并未发现自杀风险存在男女性别差异。与低自杀风险的抑郁症患者相比，有自杀风险的抑郁症患者，
其抑郁症状更加严重、起病年龄较小、教育程度更低、有更高比例的饮酒行为、结婚和有子女比例少。在应激性生活事件方
面，与无自杀风险组相比，有自杀风险的患者遭遇应激性生活事件的次数更多，感知到的压力更重。在逻辑回归模型中，通
过校正性别、年龄、婚姻状况、饮酒行为和有无子女，发现抑郁症患者的自杀风险与对应激性生活事件感知到的高水平压力
（OR = 1.54, 95%CI:1.16–2.05, P = 0.003）以及抑郁症状 严重度显著相关(OR = 1.08, 95%CI:1.05–1.11, P < 0.001)。
结论：在中国抑郁症患者中，自杀风险与患者遭遇应激性生活事件后感知到的高水平压力显著相关。在制定中国抑郁症自杀
风险防治策略时，应当考虑到该危险因素，并针对性地进行监测和干预，以降低抑郁症患者的自杀风险。


