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A B S T R A C T   

Suicidal ideation and attempts are much more common in people with severe mental disorders than in the 
general population. As a result, the goal of this study was to look at suicidal ideation and attempts in people with 
severe mental disorders in Addis Ababa, Ethiopia, in 2022. 

Using a simple random sample technique, a facility-based cross-sectional study involving 423 patients with 
severe mental disorders was conducted. The factors associated with suicidal thoughts and attempts were iden-
tified using a bivariate and multivariate logistic regression analysis model. Significant factors were determined 
using a p-value of less than 0.05. 

The prevalence of suicidal ideation and attempt was 26.4% (95% CI: 22.3–30.99%) and 18.6% (95% CI: 
15.2–22.7%), respectively. Moreover, suicidal thoughts were linked with being single (AOR = 2.1.1, 95% CI: 
1.01, 4.72), having poor social support (AOR = 3.1, 95% CI: 1.05, 9.422), and having comorbid depression (AOR 
= 2.72, 95% CI: 1.62, 4.54). Suicidal attempt was also associated with secondary education (AOR = 4.06, 95% 
CI: 1.50, 10.98), illness duration (AOR = 2.48, 95% CI: 1.15, 5.35), hopelessness (AOR = 3.415, 95% CI: 2.114, 
15.516), and the absence of positive symptoms (AOR = 0.37, 95% CI: 0.209, 0.683). 

A significant proportion of patients with severe mental disorders have contemplated or actually attempted 
suicide. Poor psychosocial support, a higher level of education, and comorbid depression were all linked to these 
issues. Therefore, controllable risk factors such as education, hopelessness, and psychosocial support should be 
prioritized and given particular emphasis.   

1. Introduction 

Suicide is an appalling act, an interesting clinical phenomenon, and a 
serious public health and wellbeing issue fueled by biological and psy-
chological variables (Abdollahi and Abu, 2015). From initial thoughts to 
actual suicide attempts, it is a lengthy process with many different paths 
(Adams et al., 2017). Suicidal ideation, expectation, and attempts are 
frequently connected to self-harm and deadly self-destructive behaviors 
(Jones et al., 2009). 

Suicidal ideation is a self-destructing thought, desire, intention, or 
method of suicide, whereas a suicide attempt is a self-harming act 

performed with the expectation of dying (Klonsky et al., 2016). Suicide 
is one of the top ten causes of death for individuals of all ages around the 
world, and in a few countries, it is among the top three causes of death 
for young people aged 15 to 34. (Naghavi, 2019). A serious cases of 
depression, schizophrenia, or bipolar disorder increases the risk of sui-
cide by 3–10 times when compared to the general population, with men 
being more at risk than women (Richardson et al., 2023; Chesney et al., 
2014). Despite these actualities, mental illnesses may be a poor indicator 
of self-destructive thoughts and endeavors since 95% to 97% of in-
dividuals don’t commit suicide (Handley et al., 2018). 

Severe mental disorders (SMDs) are commonly utilized to refer to 
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schizophrenia, bipolar disorder, and depression, all of which have 
higher rates of self-destructive thoughts and endeavors than the general 
population (Jones et al., 2009). However, it can be connected more 
broadly to any mental ailment that causes serious functional disability 
(Serafini et al., 2023). Suicide is recognized as a primary emergency in 
psychiatry (Sartorius et al., 1986). In fact, suicide is the leading cause of 
death in individuals with schizophrenia (Frank et al., 2002). 

Despite the fact that suicide affects all countries, it is estimated that 
low- and middle-income countries are responsible for 77% of all cases 
and most 88% of adolescents who died by suicide were from low- and 
middle-income countries (World Health Organization, 2019); Unfortu-
nately, the majority of studies have been carried out in high-income 
countries (HICs) (Sartorius et al., 1986). Due to social preferences and 
a lack of infrastructure, reporting and gathering suicidal statistics in 
developing countries is challenging (World Health Organization, 2019); 
moreover, suicide may be a hidden cause of death in conventional 
communities due to high levels of shame and related religious and social 
condemnation, making detailing and gathering insights on suicide 
difficult (Jones et al., 2009). Suicide accounted for 1.8% of all deaths 
worldwide in 2017, and it has the potential to rise to 2.4% by 2030 
(Handley et al., 2018). In Ethiopia, the overall prevalence of suicidal 
attempts ranges from 13.9% to 28.6% (Salelew and Lamessa Dube, 
2016; Duko and Ayano, 2018; Gebremariam et al., 2017). More than 
90% of all suicides were attributed to mental illness, counting schizo-
phrenia (19–46% of cases), bipolar disorder (28–62.4% of cases), and 
depression (18–48% of cases) (Joe et al., 2008). 

Besides, anhedonia defined by reduced ability to enjoy pleasure, 
medical conditions such as epilepsy, bariatric surgery (obesity-related 
procedures), occupation, gender differences, monthly income, excessive 
alcohol consumption, unemployment, psychiatric illnesses such as per-
sonality and psychosomatic disorder, psychotic illness as well as 
repeated overdoses of benzodiazepines and paracetamol (Gillissie et al., 
2023; Lim et al., 2018; Choo et al., 2014) were identified as risk factors 
for suicidal thoughts and attempts. 

According to the World Health Organization (WHO) report, suicide 
accounts for 50% of all violent deaths in men and 71% in women 
(Sartorius et al., 1986). In addition, it has been demonstrated that in-
dividuals with extreme mental ailments are more likely to commit sui-
cide (Frank et al., 2002, 2019). In the other hand, many developing 
countries including Ethiopia are battling poverty, low literacy, and rapid 
population growth. Noncommunicable diseases take precedence over 
communicable diseases and maternal and child health. In these cir-
cumstances, mental health is given very little consideration (Osafo et al., 
2020). Moreover, there haven’t been enough studies on self-destructive 
thoughts and attempts in people with severe mental disorders in low- 
and middle-income (LMIC) countries including Ethiopia. Subsequently, 
this study was conducted to assess the prevalence and associated factors 
of suicidal thoughts and attempts among people with severe mental 
disorders in Addis Ababa, Ethiopia, in 2022. 

2. Methods 

2.1. Study area and population 

The research was carried out in two giant public hospitals in Addis 
Ababa, Ethiopia, which were the cities’ only public hospitals that pro-
vided care and treatment to people suffering from severe mental disor-
ders. It was carried out specifically at St. Amanuel Mental Health 
Specialized Hospital (AMSH) and St. Paul’s Hospital Millennium Medi-
cal College (SPHMMC). AMSH offers services for all types of mental 
illness, and SPHMMC provides referral services for mental disorders to 
patients from all over the country. The research was conducted from 
April 1st to July 30th, 2022 using institutional-based cross-sectional 
study design, including patients with established DSM-V diagnoses of 
schizophrenia, bipolar disorder, and major depressive disorder who 
were clinically diagnosed and admitted to selected public hospitals in 

Addis Ababa. 

2.2. Sample size determination and sampling procedure 

The sample size was calculated using a single population proportion 
formula using an assumption proportion of suicidal thoughts and at-
tempts at 50% (to obtain a large sample size), a 95% confidence interval, 
and a 5% margin of error. 

n =
(Z α/2)2p (1 − p)

d2  

Finally, with a 10% non-response rate, the desired sample size was 423. 
Among the 13 public hospitals in Addis Ababa, only two of them 

were deliberately chosen due to the fact that these were the only public 
hospitals that served patients with severe mental health illnesses. Pro-
portional allocation was done to determine the number of patients 
required from each hospital. Finally, using the patient registry as a 
sampling frame, a simple random sampling technique was used to 
identify study participants. 

2.3. Study variables 

Suicidal ideation and attempt were considered outcome variables, 
while sociodemographic factors (age, gender, marital status, etc.), 
clinical factors (onset of illness, duration of illness, etc.), and comorbid 
illnesses (like hopelessness) were considered predictor variables. 

2.4. The data collection and analysis 

The data collection questionnaire was developed using the Colombia 
Suicide Severity Rating Scale (CSSRS) with some adjustments (Lim et al., 
2018). It was composed in English and interpreted into Amharic for ease 
of interviewing study participants. A chart review was also performed to 
gather some pertinent information. A pretest was conducted on 5% of 
the total sample size to test the consistency of the questionnaire. 

Epi-data was used to enter data, which was then transferred to SPSS 
25.0 for analysis. A binary logistic regression analysis model was used to 
find candidate variables for multivariable logistic regression analysis. A 
multivariable logistic regression analysis model included variables with 
a p-value less than 0.25 in a binary logistic regression analysis. The final 
model’s results were reported using the adjusted odds ratio (AOR) and 
the 95% confidence interval. Finally, variables with p-values less than 
0.05 were classified as significant. 

2.5. Ethical considerations 

Ethical approval was granted from the research and ethics board of 
Kotebe Metropolitan University, Menelik II Medical and Health Science 
College, with approval number 29/2022. An official permission letter 
was obtained from AMSH (Amanuel Mental Health Specialized Hospital) 
and SPHMMC (St. Paul’s Hospital Millennium Medical College) higher 
officials. Written informed consent was obtained from each study 
participant before an interview. 

2.6. Patient and public involvement 

Throughout the proposal development, data collection, and analysis 
phases, psychiatry professionals provided advice for the researchers 
regarding ethical issues and tips on how to communicate findings to a 
broad audience in a way that the general public could understand and 
benefit. 
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3. Results 

3.1. Socio-demographic and clinical characteristics of the study 
participants 

The study received 423 responses, resulting a 100% response rate. 
The participants in the study ranged in age from 18 to 65 years old, with 
a mean age of 33.8 (+/- 10.753 SD). The majority of respondents (276, 
or 65.2%), were single, and over 211 (50%) held a high education 
diploma. The majority of respondents (169, 39.9%) were unemployed 
and earned less than 1500 Ethiopian Birr. 269 (63.5%) of the re-
spondents lived with their family, whereas 69 (16.3%) of the study 
participants lived with their spouse (Table 1). 

The vast majority 183 (43.2%) of those surveyed had recurrent ep-
isodes of schizophrenia followed by bipolar disorder 123 (29%) and 
major depressive symptoms 68 (16%). Positive symptoms of severe 
mental health disorders are experienced by the majority of respondents, 
with 176 (41.6%) experiencing hallucinations and 108 (25.5%) expe-
riencing delusions, but only 173 (40.8%) experiencing negative symp-
toms. Around 177 (41.8%) of those who participated had comorbid 
conditions, and 14 (3.3%) were physically ill. Only 42 people (9.9%) 
had a history of suicide in their family. Furthermore, 130 (30%) of re-
spondents reported using substances after diagnosis, and 172 (40.6%) 
reported using substances at any time (Table 2). 

3.2. Prevalence and reasons for suicidal thoughts and attempts 

The lifetime prevalence of self-destructive thoughts was 112 (26.4%, 
95% CI: 22.3–30.9%), males make up 9.3%, while females make up 

17.1%. In addition, eight people (1.8%) reported suicidal tendencies in 
the previous month. Suicidal attempts were 79 (18.6%, 95% CI: 15.1%– 
22.7%), where 11.5% of men and 7.8% of women attempting suicide in 
the previous month. Of the total study participants, 91 (22%) had a 
suicide plan, and the majority respondents who attempted suicide (59, 
or 74.7%) had attempted suicide at least once in their lives time. Of 
those who attempted suicide, 43 (54.4%) made serious suicide attempts. 
However, seven respondents (7.7%) stated that their attempt was a cry 
for help and they did not intend to die (Table 3). 

The majority of male and female respondents (35.4% and 20.2%) 
respectively attempted suicide by hanging. Besides, many female re-
spondents 12.6% used poisoning methods. The majority of respondents 
(43%) attempted suicide as a result of their current mental illnesses, 
followed by family conflict (23%), and hopelessness (21%). 

3.3. Factors associated with suicidal ideation and attempt 

Suicidal ideation was significantly associated with marital status, 
educational level, perceived social support, absence of positive symp-
toms, comorbid depression, hopelessness, family history of suicide at-
tempts, and duration of illnesses in a bivariate logistic regression 

Table 1 
Socio-demographic characteristics of respondents in Addis Ababa, Ethiopia, 
2022.  

Variables Frequency Percent (%) 

Age 
18–24 35 8.3 
25–34 145 34 
35–44 127 30.3 
>=45 116 27.4 

Sex 
Male 279  65.9 

Female 144 34.1 
Marital Status 

Single 276 65.4 
Married 84 19.8 
Separated/Divorced/Widowed 63 14.8 

Educational Status 
No formal education 79 18.6 
Primary education 104 21.9 
Secondary Education 147 34.7 
Above secondary education 93 24.3 

Employment status 
Unemployed 169 39.9 
Employed 254 60.1 

Monthly income 
≤1500 299 70.6 
>1500 124 29.4 

Current living with 
Family 269 63.6 
Alone 38 8.9 
Spouse 69 16.4 
Children 43 10.2 
Others 4 0.9 

Perceived social support 
Excellent 42 9.9 
Very good 72 17.1 
Good 125 29.5 
Fair 110 26.1 
Poor 74 17.4 

*Aunt, uncle, and friend. 

Table 2 
Clinical characteristics of respondents in Addis Ababa, Ethiopia, 2022.  

Variables Frequency (n ¼ 423) Percent (%) 

Episodes diagnosed for schizophrenia 
First episode 125 29.6 
Second episode 115 27.1 
Recurrent 183 43.3 

Duration of the illness since diagnosed 
<= 1 year 131 30.9 
1–5 year 152 35.9 
>= 5 year 140 33.2 

Positive symptoms of SMD 
Delusion 90 21.3 
Hallucination 147 34.8 
Disorganized behavior/speech 42 9.9 
No symptoms 144 34.0 

Negative symptoms of SMD 
Loss of affective response 56 12.9 
Blunted Affect 34 8.1 
Loss of personal motivation 25 5.9 
Loss of verbal expression 12 2.9 
No symptoms 296 70.2 

Comorbid 
Yes 177 41.8 
No 246 58.2 

Physical illness 
Yes 409 96.7 
No 14 3.3 

Felt hopelessness over the past 1 year 
Yes 171 40.5 
No 252 59.5 

Drug treatment for psychiatric health problems 
Yes 423 100. 

Insight 
Yes 354 83.8 
No 69 16.2 

Family history of mental illness 
Yes 143 33.7 
No 280 66.3 

Family history of suicide attempt 
Yes 42 10.1 
No 381 89.9 

Family history of suicide 
Yes 37 8.7 
No 386 91.3 

Ever substance use 
Yes 172 40.6 
No 251 59.4 

Substance use after diagnosed 
Yes 130 30.7 
No 293 69.3  
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analysis. In addition, multivariable logistic regression analysis revealed 
that single patients with severe mental health disorders were more than 
twice as likely as those who were widowed or divorced to have suicidal 
ideation (AOR = 2.1, 95% CI: 1.01, 4.72). Participants with a low social 
support were nearly three times more likely to have suicidal ideation 
than their counterparts (AOR = 3.11, 95% CI: 1.02, 9.42). 

Those who reported positive symptoms had a 62% higher risk of 
suicidal ideation than those who did not report positive symptoms (AOR 
= 0.38, 95% CI: 0.21, 0.68). Study participants with comorbid depres-
sion had 2.72 times more odds than their peers to have suicidal ideation 
(AOR = 5.41, 95% CI: 2.76–10.60). Similarly, respondents who reported 
hopelessness were more than two times more likely to have suicidal 
ideation than those who did not (AOR = 2.11, 95% CI: 1.45–3.20). 
Participants in the study who had been sick for more than five years 
were nearly four times more likely than those who had been sick for less 
than a year to have suicidal ideation (AOR = 3.7, 95% CI: 1.81, 7.57). 
Respondents who reported a family history of suicidal ideation were 2.3 
times more likely to have suicidal thoughts than those who did not 
(AOR = 2.34; 95% CI: 1.14, 4.79) Table 4. 

According to the bivariate analysis, marital status, educational sta-
tus, social support, positive symptoms, comorbid depression, hopeless-
ness, family history of suicide, and illness duration all had a significant 
association with suicidal attempt at a p-value of less than 0.25 and were 
considered candidates for multivariable logistic regression analysis. 

Clients who have completed secondary school have more than four 
times the odds of attempting suicide as those who have not completed 
secondary school (AOR = 4.06, 95% CI: 1.50, 10.98). Participants in the 
study with low social support were 3.8 times more likely to attempt 
suicide than those with high social support (AOR = 3.82, 95% CI: 1.06, 
13.79). Those who reported positive symptoms had a 63% higher risk of 
suicidal ideation (AOR = 0.37, 95% CI: 0.209, 0.68). Furthermore, those 
with comorbid depression had nearly five times the odds of attempting 
suicide as those without (AOR = 4.62, 95% CI: 2.91, 7.32). Respondents 
who felt hopeless were 3.41 times more likely than their counterparts to 

attempt suicide (AOR = 3.41, 95% CI: 2.11, 15.5). Finally, study par-
ticipants with a duration of illness of 1–5 years had three times more 
odds of committing suicide attempts than those with a duration of illness 
less than or equal to twelve months (AOR = 2.55, 95% CI: 1.17, 5.55) 
Table 5. 

4. Discussion 

The purpose of this investigation was to determine the prevalence of 
suicidal thoughts and attempts as well as their possible associations with 
various variables. Suicidal ideation was found in 26.4% of study par-
ticipants (95% CI: 22.3–30.99). This finding was consistent with the 
findings of a study conducted in Athens, Greece, where 22.4% of the 
population had suicidal thoughts (Choo et al., 2014). However, it was 
higher when compared to a community-based study finding in Addis 
Ababa, Ethiopia, which discovered 2.7% (Osafo et al., 2020) and a study 
conducted in Nairobi, Kenya, which found 14.3% (Agha et al., 2019). 
The higher magnitude of suicidal ideation in this study could be 
attributed to the fact that it was conducted in a psychiatric population 
with high-risk individuals as opposed to community-based studies. 

In contrast, it was lower than a study finding from Gondar, Ethiopia, 

Table 3 
Prevalence suicidal thoughts and attempts in Addis Ababa, Ethiopia, 2022.  

Variables Frequency(n ¼ 423) Percent (%) 

Ever seriously thought about committing suicide 
Yes 112 26.4 
No 311 73.6 

Duration of ever seriously thought 
<=1 month 8 1.9 
2–12 months 38 36.6 
13–24 months 14 10.1 
>=25 Months 52 22.4 

Among those with suicide ideation ever made a plan for committing suicide 
Yes 91 22.2 
No 319 77.8 

Duration of ever made a plan for committing suicide 
<=1 months 7 7.7 
2–12 months 31 34.1 
13–24 months 12 13.2 
>=25 Months 41 45.0 

Ever attempted suicide 
Yes 79 18.6 
No 344 81.4 

Duration of ever attempted suicide 
<=1 months 6 7.5 
2–12 months 28 35.5 
13–24 months 8 10.1 
>=25Months 37 46.9 

Number of suicidal attempted 
Once 59 74.7 
Twice 8 10.1 
More than twice 12 15.2 

Type of attempted suicide 
serious attempt 43 54.4 
Try to kill them selves 29 36 
Cry for help 7 7.7  

Table 4 
Factors associated with suicidal ideation in Addis Ababa, Ethiopia, 2022.  

Variables Suicidal ideation AOR (95%, CI) 

Yes N (%) No N (%) 

Marital Status 
Single 87 (31.5) 189 

(68.5) 
2.1 (1.01, 4.72) * 

Married 11 (13.1) 73 (86.9) 0.72 (0.26, 1.94) 
Separated/divorced/ 
widowed 

14 (22.2) 49 (77.8) 1 

Educational Status 
No formal education 17 (21.5) 62 (78.5) 1 
Primary education 27 (29.7) 77 (70.3) 1.630 (0.683,3.894) 
Secondary Education 51 (34.7) 96 (65.3) 1.686(0.114, 5.517) 
Higher education 17 (18.3) 76 (81.7) 0.977 (0.379, 2.516) 

Perceived social support 
Excellent 9 (21.4) 33 (78.6) 1 
Very good 28 (33.8) 49 (66.2) 1.463 (0.523,4.097) 
Good 23 (18.7) 110 

(81.3) 
0.549 (0.196,1.536) 

Fair 20 (20.9) 90 (79.1) 0.780 (0.277,2.198) 
Poor 32 (52.5) 29 (47.5) 3.108(1.025,9.422) 

* 
No positive symptoms 

Yes 39 (19.1) 145 
(80.9) 

0.378(0.209,683) 

No 73 (33.3) 166 
(66.7) 

1 

Comorbid depression 
Yes 65 (52.8) 115 

(47.2) 
2.72(1.62, 4.54) ** 

No 47 (23.6) 196 
(76.4)  

Hopelessness 
Yes 73 (46.0) 131 

(54.0) 
2.11 (1.459,3.20) ** 

No 39 (24.0) 180 
(76.0) 

1 

Duration of illness since diagnosed 
<=1year 24 (18.3) 120 

(81.7) 
1 

1–5 years 40 (28.8) 99 (71.2) 3.456(1.683,7.10) 
** 

>=5 years 48 (34.3) 92 (65.7) 3.705(1.814,566) ** 
Family history of suicide attempt 

Yes 25 (60.9) 22 (39.1) 2.34(1.14,4.79) * 
No 87 (32.7) 289 

(67.3) 
1  

*P-value < 0.05, **P-value < 0.01, ****P-value < 0.001   

G.K. Getahun et al.                                                                                                                                                                                                                             



Preventive Medicine Reports 35 (2023) 102335

5

which encountered 64% (Posner et al., 2011) and Nigeria, which 
observed 35.5% (Kontaxakis et al., 2004). The reason for this disparity 
could be in contrast to this study, which only assessed patients with 
severe mental disorders, the study participants were all patients who 
visited a psychiatric clinic, and the majority of these studies used life- 
time prevalence. 

Suicidal attempts were tried by 18.6% (95% CI: 15.11–22.7) at some 
point in their lives. This finding was consistent with the findings of the 
studies in Gondar, Ethiopia (19.2%), and Istanbul, Turkey (17.9%) 
(Kudinova et al., 2019; Ndetei et al., 2008). However, it was higher than 
the results of Ethiopian semi-urban communities (13.9%) and Nairobi, 
Kenya (1.9%) (Gebremariam et al., 2017; Mekonnen and Kebede, 2011). 
This disparity could be attributed to a socioeconomic difference as well 
as the sample size, as some of the characteristics of the population used 
in this study did not correspond to those of hospitalized patients. 

Marital status was found to be a significant predictor of suicidal 
ideation in the current study, with single patients having more than 
twice the odds of having suicidal ideation than those who were sepa-
rated, divorced, or widowed. This finding was consistent with the Ira-
nian study’s findings (Sweetland et al., 2019). One possibility is that 
people with a single marital status might receive less social support than 
their counterparts. 

In line with our findings, South African studies discovered that 
schizophrenic patients with a higher level of education were more likely 
to have suicidal ideation and attempts (Ayalew et al., 2021). The 
possible reason for this may be that those patients with a higher edu-
cation may have greater insight into or awareness of psychiatric con-
ditions that could be associated with increased suicide risk, and this 
association might be mediated by depression and hopelessness. 

Perceived social support was one of the predictor variables for sui-
cidal ideation. Participants in the study with low social support were 
more likely to consider suicide than those with strong social support. 

This finding supported the WHO report (Sartorius et al., 1986), and 
other published studies found that low social support was significantly 
associated with suicidal ideation and attempts (Canbaz and Terzi, 2018). 
However, apart from that, our findings indicated that positive symptoms 
were linked to suicidal thoughts and attempts. Those with no positive 
symptoms were 37% less likely to have suicidal ideation than those with 
positive symptoms. This finding supported previous research that found 
that the presence of positive symptoms increased the risk of suicidal 
ideation and attempt (Lim et al., 2018). 

Furthermore, those who reported feeling hopeless or having co-
morbid depression were more likely to have suicidal thoughts than those 
who did not. This could be due to a person’s sense of hopelessness dis-
torting their thinking and making them unwilling to take advantage of 
any opportunities that would put them in a better position. This finding 
was consistent with the findings of a Taiwan and China study, which 
discovered that patients who felt hopeless or had comorbid depression 
were more likely to have suicidal ideation (Jenkins et al., 2015). 

A family history of suicidal ideation or attempt was found to be 
significantly associated with self-destructive thoughts and endeavors. 
Suicide may be inherited, which could explain why this is the case. 
Suicidal behavior in both patients and their families may be influenced 
by environmental and non-genetic factors, such as shared exposure to 
family stress and shared lifestyles. This is in accordance with the WHO 
report (Abdollahi and Abu, 2015). 

5. Limitations of the study 

Rather than looking at the point or current prevalence, we looked at 
the lifetime prevalence of suicidal thoughts and attempts. It is only 
possible to assess stated ideation; individuals may not have actual sui-
cidal thoughts. Furthermore, the study design was insufficiently robust 
to distinguish between cause-and-effect relationships. 

6. Conclusion 

According to the findings of this study, a significant number of 
people suffering from severe mental illnesses have suicidal thoughts and 
attempts. Furthermore, suicidal ideation and attempt were significantly 
associated with being single, having a higher education, having poor 
social support, having a family history of suicidal ideation and attempt, 
and feeling hopeless. As a result, we recommend that healthcare pro-
viders screen all SMD patients for suicidal ideation on a regular basis and 
attempt to provide the necessary clinical interventions. The Ethiopian 
Ministry of Health should create and distribute a screening tool to 
address this issue. 
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Table 5 
Factors associated with suicidal attempts in Addis Ababa, Ethiopia, 2022.  

Variables Suicidal attempt AOR (95%, CI) 

Yes N (%) No N (%) 

Marital status 
Single 33 (11.9) 243 (88.1) 2.39 (0.95,6.03) 
Married 13 (15.5) 71 (84.5) 0.91 (0.65, 4.94) 
Separated/widowed 33 (53.4) 30 (46.6) 1 

Educational Status 
No formal education 8 (10.1) 71 (89.9) 1 
Primary education 17 (16.3) 87 (83.7) 2.26 (0.79,6.47) 
Secondary Education 37 (25.1) 110 (74.9) 4.06(1.50,10.98) ** 
Higher education 17 (18.3) 76 (81.7) 1.58 (0.51,4.91) 

Perceived social support 
Excellent 4 (11.9) 38 (88.1) 1 
Very good 14 (24.3) 59 (75.7) 2.02 (0.56,6.89) 
Good 18 (18.7) 104 (84.3) 0.94 (0.28.3.16) 
Fair 18 (20.9) 99 (78.1) 0.90 0.26,3.15) 
Poor 25 (52.5) 44 (60.7) 3.82(1.06,13.79) 

Absence of positive symptoms 
Yes 23 (19.1) 156 (80.9) 0.37(0.209,0.683) *** 
No 56 (33.3) 188 (66.7) 1 

Comorbid depression 
Yes 53 (41.5) 122 (58.0) 4.625(2.918,7.323) 
No 26 (13.0) 222 (86.6) 1 

Hopelessness 
Yes 60 (35.4) 164 (63.7) 3.415(2.114, 15.516.) 
No 19 (12.8) 180 (87.2) 1 

Duration of illness since diagnosed 
<1year 17 (35.4) 109 (81.7) 1 
1–5 years 36 (28.8) 119 (80.5) 2.55(1.17,5.55) * 
>=5years 26 (22.9) 116 (77.3) 2.48(1.15,5.35) * 

Family history of suicide 
Yes 17 (50.0) 28 (47.9.) 4.664(2.447,8.889) ** 
No 62 (21.8) 316 (77.9) 1  

*P-value < 0.05, **P-value < 0.01, ***P-value < 0.001   
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