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Abstract: According to the WHO, over 700,000 people commit suicide annually. Their main cause is clinical depression. It is predicted that by 2030 it will 
become the most diagnosed ailment among people. In the face of the pandemic of depression and suicidal behaviour, it is important to establish the so-
called protective factors. Aim of the study: The main aim of the study was to analyse the relationship between protective factors (spirituality, religiosity) and 
suicidal risk factors (mental pain, depression, anxiety, fascination with death, coexistence of Borderline Personality Disorder BPD, self-harm) in people with 
a clinical depression. Methodology: The study was conducted from November 2022 to March 2023 using standardized tools and clinical scales to assess the 
above-mentioned variables. A total of 167 people were examined, while 96 people were qualified for the study, including 46 patients with depression and 
50 people from the control group. Results: A significant number of subjects from the control group declaring mental health showed features of depressive 
disorders (27%), anxiety disorders (45%) and BPD (31.5%). Depressed participants compared to the control group, showed a lower level of spirituality and 
religiosity and a higher level of suicidal risk factors. Among people with depression, a positive effect of spirituality on lowering the fascination with death 
was shown, while religiosity correlated negatively with self-harm. In addition, psychological pain and fascination with death increased with the severity of 
anxiety, depression, self-harm, and BPD. In the examined group, the level of suicidal risk factors increased along with the religious crisis. Conclusions: The 
study partially confirmed the protective effect of spirituality and religiosity on people with depression in the context of suicidal risk. Religious crisis turned 
out to be a significant predictor of suicide risk.
Keywords: suicide risk factors, factors protecting from suicide, suicide and depression  

1. Introduction

Suicide and depression have become a significant 
problem in modern civilisation. In 2021, the World 
Health Organization (WHO) reported that depres-
sion is the fourth most serious illness worldwide and 
one of the main causes of suicide. Globally, it affects 
5% of adults. Unfortunately, about 75% of people 
with depression in low- and middle-income countries 
do not receive any treatment. It is predicted that by 
2030 it will also become the most frequently diag-
nosed disease in the world. It affects as many as 350 
million people, including 4 million in Poland (WHO, 
2021b; Provincial Sanitary-Epidemiological Station 
in Krakow, 2022). A study from the SARS-CoV-2 

pandemic period of 2020-2021 showed that 38.8% 
of “healthy Poles” show symptoms of depression and 
require consultation with a specialist. This study 
also showed that among “healthy Poles”, depression 
positively correlates with religious crisis, fascination 
with death, life stressors, and psychological pain 
(Surmacz et al., 2021). It was also shown that with 
greater severity of depressive symptoms, there is 
a higher level of professional burnout (Kornakiewicz 
et al., 2019).

According to the American classification DSM-5 
(American Psychiatric Association, 2018), so-called 
“major depressive disorder” can be diagnosed in a person 
who meets 5 or more of the following criteria for at least 
2 weeks: depressed mood, significant decrease in interests 
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and ability to experience pleasure, weight loss or gain 
without intention, insomnia or excessive sleepiness, 
agitation or psychomotor retardation, fatigue or lack 
of energy, feelings of worthlessness or inappropriate 
guilt, decreased ability to think/concentrate/make 
decisions, recurrent suicidal thoughts. It is important 
that at least one of the symptoms is: depressed mood 
or so-called anhedonia (American Psychiatric Associ-
ation, 2018). DSM-5 distinguishes the following types 
of depression: mood dysregulation disorder, major 
depressive disorder, chronic depressive disorder (dys-
thymia), premenstrual dysphoric disorder, substance/
medication-induced depressive disorder, depressive 
disorder due to another medical condition, unspecified 
depressive disorder. According to DSM-5, depressive 
disorder can have a course: severe, moderate, mild, with 
psychotic symptoms, in partial or full remission. It can 
be a single or recurring episode. Depressive disorders 
often co-occur with anxiety disorders, personality dis-
orders, neurodevelopmental disorders (ADHD, ASD), 
addictions. In our study, most people from the clinical 
group had recurrent depressive disorders co-occurring 
with other mental disorders.

Suicide is defined as a person’s conscious, delib-
erate and intentional act aimed at taking their own 
life (Grzywa et al., 2009). According to the WHO, 
more than 700,000 people commit suicide each year. 
There are even more suicide attempts. A person who 
has attempted to take his or her own life is at high risk 
of doing so again. Suicide is the fourth (in terms of 
frequency) leading cause of death among adolescents. 
The leading cause of suicide is depression. About 77% 
of global suicides occur in low- and middle-income 
countries (WHO, 2021). In 2016, among people who 
died before the age of 45, 52.1% committed suicide 
(Surmacz et al., 2021). In the same year: the global 
suicide rate was 10.5; the European rate was 12.9; the 
Polish rate was 13.4. In Poland, this rate for women 
was 3.4; for men 23.9 (Surmacz et al., 2021). Studies 
show that men commit suicide about 1.8-3 times 
more often than women. Women are more likely to 
attempt suicide (Grzywa et al., 2009). Suicide is the 
fourth most common cause of death among 15-19 
year olds. The most common methods of suicide 
worldwide include consumption of chemical agents, 
hanging, and use of firearms.

With the increase in suicidal acts in recent years, 
it is particularly important to examine suicide risk 
factors and protective factors that reduce self-de-
structive and suicidal behaviour.

Among the motives for suicide are: wanting 
to stop the pain, hopelessness, emptiness as well 
as seeking revenge. Revenge is the most common 
motive for suicide attempts among 14-18 year olds 
(Makara-Studzińska, 2013). The rate of suicidal 
behaviour in major depression is: for ‘S’ thoughts, 
53.1%; ‘S’ tendencies, 17.5%; and for ‘S’ attempts, 
23.7% (Dong et al., 2018, 2019). Individuals with 
major depression account for 15% of successful ‘S’ 
attempts (Grzywa et al., 2009).

The most important risk factor for suicide in the 
general population is a history of suicide attempts 
(WHO, 2021). Others include male gender, old 
age, social isolation, lack of support, stressful life 
situations, substance abuse, chronic somatic and 
psychiatric illnesses, too few protective factors, psy-
chological pain and fascination with death (Grzywa 
et al., 2009; Makara-Studzińska & Koślak, 2009; 
Młodożeniec, 2008). The likelihood of suicidal be-
haviour is increased by concurrent use of psychoactive 
substances, DSM-5 cluster B personality disorder 
(antisocial, borderline, histrionic or narcissistic), 
feelings of hopelessness, a tendency to behave in 
aggressive ways, difficult childhood experiences and 
stressful life events (Surmacz et al., 2021). Disease 
factors have also been shown to predispose to but 
not trigger suicidal acts (Isometsä, 2014). A Polish 
study conducted during the Covid-19 pandemic 
on a population of healthy individuals found that 
psychological pain was the strongest predictor of 
suicide attempts (Surmacz et al., 2021). Similar results 
have been obtained in other populations (Campos 
et al., 2019; Tanrıverdi et al., 2022a).

Shneidman (1998), after analysing suicide notes 
from people committing suicide, noted that most 
of them described ‘intolerable’ emotional distress 
and a belief that death was the only way to end it 
(Shneidman, 1998). The researcher defined psycho-
logical pain as ‘the experience of anguish, suffering 
and negative emotions such as fear, despair, anxiety, 
regret, shame, guilt, lack of love, loneliness and loss’. 
He identified frustrated needs for love, belonging, 
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achievement, dominance, aggression as the causes of 
this condition. In his view, psychological pain is the 
primary source of suicidal behaviour (Shneidman, 
1993). This happens when it reaches an ‘unbearable 
intensity for the individual combined with cognitive 
narrowing’. Death then begins to appear as the only 
way to end suffering. This condition is referred to as 
presuicidal syndrome (Chodkiewicz et al., 2017). 
Mee et al. (2006, 2011) described the impact of 
psychological pain on the development of suicid-
al thoughts and plans in patients with depression 
(Mee et al., 2006, 2011). Obrach and colleagues 
(2003) defined psychological pain as ‘a subjective 
experience accompanied by an awareness of negative 
changes in oneself and one’s functioning along with 
co-occurring unpleasant emotions’ (Orbach et al., 
2003). A longitudinal study of 4 years on a group of 
82 Canadian students found that psychological pain 
was a stronger predictor of suicidal thoughts than 
depression or hopelessness (Montemarano et al., 
2018). When faced with the above-mentioned suicide 
risk factors, it is important to identify ‘protective 
factors’ that reduce the risk of destructive behaviour. 
Researchers in this area distinguish the following: 
spirituality (Dziwota et al., 2016), religiousness (Kyle, 
2013), social support (Warzocha et al., 2008), sense 
of coherence (Ruszkiewicz and Eldridge, 2015) and 
sense of connection (Makara-Studzińska et al., 2017). 
Studies of the effect of protective factors on suicide 
risk do not provide conclusive results. They identify 
a difference in the protective effect depending on the 
coherence of religion with society and the severity 
of disorders (Lawrence et al., 2016).

There is a wealth of research on the relationship 
between religiousness and spirituality and suicide risk. 
Kyle’s (2013) study of US students found significant 
statistical differences between believers and non-be-
lievers in the context of suicide. Believers showed 
lower suicide risk. Reasons for this included: social 
support, moral objections to suicide, survival, stress 
management and religious well-being. It has also 
been recognised that spiritual beliefs may function as 
a mediating variable to help negotiate social support 
and make sense of adverse situations (Kyle, 2013). 
A 2022 study of 150 patients with a diagnosis of 
depression receiving psychiatric treatment found that 

higher levels of spiritual well-being led to a reduced 
risk of suicide and lower levels of psychological dis-
tress. Suicide risk increased in parallel with increased 
levels of psychological pain (Tanrıverdi et al., 2022a). 
In the Koening et al. study, religiousness was also 
found to be: 1) the most effective protective factor 
for suicidal behaviour, 2) a factor that moderately 
reduces depression, and 3) a factor that positively 
affects mental health and well-being (Koenig et al., 
2020). A review of studies on the impact of religiosity 
and spirituality on depression symptom reduction 
found that: 1) religiousness was a predictor of reduced 
depressive symptoms in 49% (out of 138 studies); 
2) religious crisis is a predictor of increased depressive 
symptoms in 59% (out of 22 studies); 3) among those 
with mental illness, religiousness had a protective 
effect (Braam & Koenig, 2019a). An older analysis 
of 147 studies with a total of 98,000 participants also 
found a negative correlation between religiousness 
and depression (Smith et al., 2003). A longitudinal 
study conducted in the USA, over a 2-year period, 
on older people (mean age 68 years) showed that 
religiousness was found to be protective and ther-
apeutic in the diagnosis of depression. People who 
were not depressed at the start of the study remained 
depression-free for 2 years if they attended religious 
services frequently. Those starting the study in the 
active phase of depression were less susceptible to 
it if they engaged in private prayer more frequently 
(Ronneberg et al., 2016). Similarly, Gmitrowicz and 
Krawczyk (2014) categorise religiousness as both 
a risk factor and a protective factor. The principle 
reasons why religiousness protects against suicide 
are penalisation of this act and sanctions against 
suicide in monotheistic religions, moral prohibition 
of using psychoactive drugs (which increase the risk 
of ‘S’), reducing levels of aggression and hostility, 
receiving emotional warmth and supportive bonds 
through participation in religious communities. 
The religions with the lowest suicide rates include 
those most restrictive towards the act: Islam and Ju-
daism. Hinduism adopts the most tolerant approach 
to the issue of suicide. This religion, which believes 
in reincarnation, allows a person to end his or her 
life arbitrarily in the case of a serious disability or 
incurable illness. In between these two poles is Chris-

177Quarterly Journal Fides et Ratio 4(56)2023 |

Risk factors and protective factors of suicidal behaviour in people diagnosed with depression



tianity. In its area, Catholicism is more protective 
than Protestantism (Krawczyk & Gmitrowicz, 2014). 
In 2016, Lawrence and colleagues provided a review 
of 89 articles from 2003-2013 analysing religion and 
its relationship to suicide. This analysis shows that 
some authors identify religion as a protective factor 
against suicide in their studies, while another part 
identifies it as a risk factor. This is determined by 
several important factors. The authors of the study 
review found that religion does not protect against 
suicidal thoughts, although a study by Dervic et al. 
revealed such a relationship (Dervic et al., 2011). 
In contrast, religious affiliation is a protective factor 
against suicide attempts. This is mainly because of 
the moral objections that the main religions (Islam, 
Christianity, Judaism) have against suicide. Such re-
sults were obtained in the USA and Europe. Results 
to the contrary were obtained in South Africa in 
2010, where people belonging to ‘other [non-main-
stream] religions’ reported more suicide attempts than 
‘non-believers’. A longitudinal study from Scotland 
in 2011 showed an important correlation: belonging 
to a religious minority group, 12 non-congruent 
with the general public (in this case Catholics) is 
a stronger factor for suicide attempts. Most likely 
due to a sense of social ostracism (Lawrence et al., 
2016). Cohesion of the religious community has 
an impact on lowering suicide risk. A 2011 study 
conducted in Switzerland confirmed the advantage 
of Catholics over Protestants in reducing suicide risk 
(Lawrence et al., 2016). According to the authors 
of the above-mentioned meta-analysis, religion is 
a protective factor against suicidal behaviour, but not 
against ‘S’ thoughts. Religion may prevent a person 
from following suicidal thoughts by: providing access 
to a supportive community, shaping beliefs about 
suicide, providing a source of hope, providing ways to 
interpret suffering. The impact of religion on suicide 
depends on: type of religion, congruence with soci-
ety, message content (supportive vs condemnatory), 
degree of engagement in religious practices. An ex-
ample of a study whose outcome did not confirm 
the positive effect of religiousness and spirituality 
on suicide risk reduction was that of Surmacz and 
colleagues. They analysed the results obtained on 
a ‘healthy’ part of the Polish population during the 

coronavirus pandemic. She showed that religious crisis 
positively correlates with depression, psychological 
pain and fascination with death. However, this is 
a correlation, not a cause and effect relationship. 
No correlation was found between religious commit-
ment, spiritual transcendence, fulfilment in prayer, 
a sense of universality, a sense of social connection 
and suicide risk factors (depressiveness, fascination 
with death, psychological pain), (Surmacz et al., 
2021). Another study found that religiousness did 
not reduce symptoms of depression and anxiety in 
young and middle-aged Hispanic individuals (Ler-
man et al., 2018).

The main aim of this study is to analyse the protec-
tive effects of spirituality and religiousness on suicide 
risk reduction in people with depression. The severity 
of suicide risk factors, i.e. depression, anxiety, psycho-
logical pain and fascination with death, was assessed 
in a group of people diagnosed with depression. 
In addition, the severity of self-injurious behaviour 
without suicidal intent was assessed in the clinical 
and control groups in relation to protective factors. 
Relationships between spiritual transcendence and 
religiousness and individual risk factors for suicide 
in the study sample were analysed.

2. Study group and method

2.1. Group description

The research project received approval from the 
Ethics Team of the UKSW Institute of Psychology 
(consent no.: 11/2022). Participants were asked to 
give informed consent to participate in the study. 
Inclusion criteria: age of subjects: 18-55 years; 
gender: female, male, other; education: at least 
primary. Recruitment was conducted online and 
through the reception desks of psychotherapy clin-
ics. Exclusion criteria: symptoms confirming CNS 
damage, coexistence of serious somatic diseases, 
presence of alcohol addiction syndrome, presence 
of psychotic disorders (e.g. schizophrenia, bipolar 
disorder). A total of 167 individuals participated 
in the study. After a preliminary analysis of the 
results obtained on the clinical scales, 71 subjects 
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were excluded from the study. From the control 
group, which initially consisted of 111 subjects, 
54 with BPD, high anxiety and depression scores 
were excluded. From the study group, 10 people 
were excluded due to high scores indicating al-
cohol addiction or psychoactive substance use. 
A total of 96 subjects were enrolled in the study. 
The control group consisted of a population of 
50 healthy subjects without mental or physical 
disorders. The clinical group included 46 people in 
the active phase of depression (ICD-10, DSM-5) 
diagnosed by a psychiatrist. Of these, the vast ma-
jority were females (79.1% in the study group, 62% 
in the control group). The mean age was 30 years 
with a standard deviation of 9 in the study group 
and almost 37 with a standard deviation of 10 in the 
control group. In the healthy group, heterosexual 
orientation was by far the most dominant (90%). 
Bisexuals (10.9%) and homosexuals (8.7%) were 
more numerous among the depressed compared to 
the healthy group. There were also asexuals (2.2%) 
and pansexuals (4.3%). Most respondents in the 
clinical group came from large (43.5%) and small 
towns (19.6). In the control group, the distribution 
looked similar. More than half of the respondents in 
the clinical group declared their religious affiliation 
as ‘Catholic’ (58.75%), with the remainder being 
‘agnostic/atheist’ (30.4%). The control group was far 
more religiously homogeneous: 90% were Catholics. 
In the clinical group, 58.7% of the respondents had 
higher education, 30.4% had secondary education. 
In the control group, there were more people with 
higher education (76%), fewer with secondary 
education (22%). In the control group, 82% of 
respondents declared continuous occupational 
activity; in the clinical group, 58%, while 26% 
declared intermittent activity. The clinical group 
compared with the healthy group was statistically 
worse in terms of relationship status: in the control, 
74% of people declared that they were in a stable 
relationship; in the clinical group, 50%. Both groups 
were dominated by those undertaking white-col-
lar jobs. Among depressed patients, there were 
more individuals with somatic diseases than in the 
healthy group. Patients most frequently mentioned 
hyperthyroidism (33.3%), hypertension (25%), and 

insulin resistance (16.7%). In the clinical group, the 
mean duration of treatment for depression was 5 
years. The predominant form of treatment was mixed 
psychotherapy combined with pharmacotherapy 
52.2%. The most commonly taken drugs were from 
the antidepressant and anti-anxiety groups.

2.2. Method

The following research hypotheses were formulated:

1. The clinical group of people with a diagnosis of 
depression showed a statistically significant de-
crease in spirituality and religiousness compared 
to the control group of healthy people.

2. The clinical group of people with a diagnosis of 
depression shows statistically significant increase 
in suicide risk factors (depression, anxiety, fasci-
nation with death, psychological pain, self-harm, 
BPD) than the control group of healthy people.

3. In the clinical group, psychological pain and 
fascination with death correlate positively with 
clinical variables such as depression, anxiety, BPD.

4. In the clinical group, protective factors (reli-
giousness, spirituality) correlate negatively with 
suicide risk factors.

5. In the clinical group, protective factors are pre-
dictors of suicide risk factors.

The following tools were used in the study:

1. The Scale of Psychache (PAS, Holden et al., 2001; 
Polish adaptation: Chodkiewicz, Miniszewska, 
Strzelczyk, Gąsior, 2017) has 13 items, 1 factor 
listed in the title of the scale. The reliability of 
the Polish adaptation was high: Cronbach’s α was 
0.93. The external validity of the tool is satisfacto-
ry. It showed statistically significant correlations 
with tools measuring depression (BDI, HADS), 
hopelessness (BHS), anxiety (HADS) and an-
hedonia (SHAPS) (Chodkiewicz et al., 2017). 
Validation studies of the Portuguese version of 
the Scale have confirmed its ability to distinguish 
between those at risk of suicide and those not 
at risk; its ability to predict suicidal thoughts 
(Campos et al., 2019).
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2. The Hospital Anxiety and Depression Scale 
(HADS, Zigmond AS Snaith RP., 1983). 
It has 14 items. It distinguishes between two 
factors: anxiety and depression. The tool has 
satisfactory reliability. A Polish validation 
study on a group of adolescents aged 14-18 
years, showed a Cronbach’s α internal consist-
ency of 0.70-0.77 (depending on the HADS-
A/D version). It also showed high test-retest 
reliability after 10-14 days (Spearman’s ρ was 
0.67 for HADS-A and 0.75 for HADS-D). 
The tool has high validity relative to other 
tools measuring depressive and anxiety symp-
toms (Mihalca and Pilecka, 2015). Similar 
results were obtained when examining students 
(Czerwiński et al, 2020).

3. The SLiFŚ Fear of Death and Fascination with 
Death Scale (Piotrowski, Żemojtel-Piotrowska, 
2009). The tool was constructed to measure 
conscious, general fear of one’s own death. 
In a pilot study, it was found to also measure 
fascination with death. It has 23 items, 2 fac-
tors: fear of death and fascination with death. 
The reliability of the tool was determined for 
the fear scale at 0.80 (Cronbach’s α), for the 
death fascination scale at 0.90. The validity of 
the tool was demonstrated with other similar 
tools. Remarkably, it was demonstrated that the 
SLiFŚ shows the level of specific fear: of death, 
not general fear as a state or trait (Żemojtel-Pi-
otrowska & Piotrowski, 2009).

4. The Borderline Personality Checklist (BPD 
Checklist) is a tool based on the DSM-IV sys-
tem. It is a self-report questionnaire developed 
to measure the intensity of complaints associated 
with Borderline Personality Disorder experi-
enced in the past month. It lists 47 items, with 
respondents marking answers on a five-point 
scale. Tests of psychometric properties con-
firmed the 1-factor and 9-factor model based 
on DSM-IV criteria. The scales of the tool are 
consistent with the DSM-IV criteria: aban-
donment avoidance, unstable relationships, 
identity disturbance, self-destructive impul-
sivity, recurrent suicidal behaviour, affective 
instability, lack of anger control, dissociation 

and paranoid ideation. The tool has very good 
internal consistency, theoretical, diagnostic and 
differential validity. The tool was considered 
suitable for screening and measuring the effect 
of therapy (Bloo et al., 2017).

5. The Inventory of Statements About Self-In-
jury (ISAS) was developed by David E. Klon-
sky (2007). He created a questionnaire tool 
to measure self-injury (Klonsky and Glenn, 
2008). It allows for the measurement of 13 
types of self-injury functions: affect regula-
tion, interpersonal boundaries, self-punishment, 
self-care, anti-dissociation/feeling-generation, 
anti-suicide, sensation-seeking, peer-bonding, 
interpersonal influence, toughness, marking 
distress, revenge, autonomy. Respondents mark 
the level of importance of a given function on 
a 3-point scale (Kubiak, 2013). Studies on the 
psychometric properties of the tool have shown 
that it has good test-retest reliability after one 
year (ranging from 0.52 to 0.89 depending on 
the function tested, Glenn and Klonsky, 2011). 
Other psychometric parameters of the Polish 
version of the ISAS were rated as good (Szew-
czuk-Boguslawska et al., 2021).

6. AUDIT Scale (Alcohol Use Disorders Identifica-
tion Test). It has 10 items. It is used to assess the 
existence of an alcohol use disorder. Depending 
on the score obtained, the respondent may be 
assigned to the following groups: low-risk con-
sumption, risky consumption, harmful alcohol 
consumption, possible alcohol dependence. 
Polish studies on psychometric properties have 
concluded that the AUDIT has high reliability 
and accuracy (strong correlation with the MAST 
and CAGE scales, ρ = 0.76). Therefore, it can 
be used as a reliable screening tool in Poland 
(Klimkiewicz et al., 2021).

7. ASPIRES questionnaire (The Assessment of 
Spirituality and Religious Sentiments [AS-
PIRES], Piedmont, 2010; Polish adaptation: 
Piotrowski, Żemojtel-Piotrowska, Piedmont, 
Baran, 2021). A scale for examining spirituality 
and religiousness in terms of Piedmont’s theo-
ry of spiritual transcendence. It has 35 items. 
It consists of two scales:
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a. Spiritual transcendence scale (ST), which 
includes prayer fulfilment (PF), universality 
(UN), connectedness (CN). The scale consists 
of 23 statements rated on a five-point Likert 
scale. The reliability expressed by Cronbach’s 
α for the Polish version is: 0.91 for Prayer 
Fulfilment, 0.75 for Universality, 0.63 for 
Connectedness, 0.89 for the whole Spiritual 
Transcendence scale.

b. The Religious Sentiments Scale (RS), con-
sisting of two subscales: religious involve-
ment (RI) and religious crisis (RC). The first 
subscale includes questions about the fre-
quency of religious practice, religious beliefs 
or experiences related to God. The second 
assesses the experienced conflict with God, 
the religious group and the dogmas of the 
faith. This part of the questionnaire uses 
a variety of response options, ranging from 
a five-point to a seven-point scale for the 
12 questions. The reliability expressed by 
Cronbach’s α is 0.87 for RI and 0.70 for 
RC. Polish validation studies have shown 
medium to high accuracy of the tool when 
comparing it to those measuring similar 
constructs (Piotrowski et al., 2019).

3. Results of the study

H1: It was verified whether there were statistical-
ly significant differences between the study group  
and the control group regarding the protective factors 
of suicidal behaviour (spirituality and religiousness). 
A parametric Student’s t-test for two independent 
samples was used, where the independent variable 
was diagnosis of depression (no vs. yes) and the 
dependent variables were seven protective factors 
(spiritual transcendence, universality, connectedness, 
prayer fulfilment, religious sentiments, religiousness, 
religious crisis). The results obtained are presented 
in Table 1.

It was observed that the study group obtained 
statistically significantly lower levels of spiritual 
transcendence, universality, prayer fulfilment, reli-
giousness and significantly higher levels of religious 

crisis than the control group. No inter-group differ-
ences were found for connectedness and religious 
sentiments.

H2: It was verified whether there were statistically 
significant differences between the study group and 
the control group on suicide risk factors. A parametric 
Student’s t-test for two independent samples was used, 
where the independent variable was a diagnosis of 
depression (no vs. yes) and the dependent variables 
were six risk factors (fear of and fascination with 
death, Borderline personality disorder, anxiety and 
depression, psychological pain). The results obtained 
are presented in Table 2.

It was observed that the study group obtained 
statistically significantly higher levels of fear of and 
fascination with death (SLiFŚ), Borderline personal-
ity disorder (BPD), anxiety and depression (HADS) 
and psychological pain (PAS) than the control group.

A non-parametric Mann-Whitney U-test for 
two independent samples was also used, where the 
independent variable was diagnosis of depression (no 
vs. yes) and the dependent variables were the six self-
harm subscales (affect regulation, self-punishment, 
self-care, anti-suicide, toughness, marking distress). 
The results obtained are presented in Table 3.

It was observed that the study group achieved 
statistically significantly higher levels of self-pun-
ishment and anti-suicide than the control group. 
It is noteworthy that at the level of statistical trend 
(p = 0.075), the study group also obtained higher 
levels of toughness than the control group. No statis-
tically significant inter-group differences were found 
for affect regulation, self-care and marking distress.

H3: Statistically significant correlations between 
individual suicide risk factors (fear of and fascination 
with death, Borderline personality disorder, anxiety 
and depression, psychological pain, self-harm) were 
tested. Parametric Pearson’s correlations r were used 
for variables with a normal distribution and non-par-
ametric Spearman’s rho correlations for variables with 
a distribution deviating from the normal distribution 
(ISAS in the control group). The results obtained in 
the study group are presented in table 4.

In the study group, it was observed that fascina-
tion with death (SLiFŚ) correlates statistically sig-
nificantly, positively and moderately with Borderline 
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Table 1. Comparison between the control and study groups regarding the protective factors

Control group
N = 50

Study group
N = 46 t(94) p Cohen’s d

M SD M SD

ASPIRE: Spiritual Transcendence 3.55 0.69 3.06 0.70 3.44 0.001*** 0.71

ASPIRE: Universality 3.75 0.77 3.21 0.83 3.25 0.001*** 0.67

ASPIRE: Connectedness 3.38 0.93 3.22 0.68 0.96 0.341 0.20

ASPIRE: Prayer fulfilment 3.52 1.01 2.74 1.20 3.47 0.001*** 0.72

ASPIRE: Religious sentiments 2.67 0.61 2.49 0.82 1.24 0.221 0.26

ASPIRE: Religious involvement 3.73 1.35 2.82 1.45 3.17 0.001*** 0.65

ASPIRE: Religious crisis 1.62 0.67 2.16 0.96 -3.22 0.001*** 0.66

Annotation. N – number; M – mean; SD – standard deviation; t(df) – Student’s t-test statistic; p – t-significance; Co-
hen’s d – strength of correlation.
***p < 0.001.

Table 2. Comparison between the control and study groups on suicide risk factors

Control group
N = 50

Study group
N = 46 t(94) p Cohen’s d

M SD M SD

SLiFŚ: Fascination with death 1.45 0.36 2.11 0.71 -5.76 0.001*** 1.19

SLiFŚ: Fear of death 2.28 0.68 2.57 0.75 -1.96 0.051* 0.40

BPD: Borderline personality disorder 67.34 12.52 113.72 31.36 -9.66 0.001*** 1.99

HADS: Anxiety 4.04 1.83 12.57 4.80 -11.68 0.001*** 2.41

HADS: Depression 2.90 2.04 10.87 4.78 -10.78 0.001*** 2.22

PAS: Psychological pain 17.46 5.01 42.30 11.49 -13.18 0.001*** 2.72

Annotation. N – number; M–mean; SD – standard deviation; t(df) – Student’s t-test statistic; p – t-significance; Cohen’s d – strength 
of correlation.
*** p< 0.001; ** p< 0.01; * p< 0.05.

Table 3. Comparison between the control and study groups on self-harm

Control group
N = 7

Study group
N = 29 U p

  M SD M SD

ISAS: Affect regulation 2.86 2.41 4.41 1.72 64.00 0.123

ISAS: Self-punishment 1.00 1.41 3.52 2.23 41.00 0.014**

ISAS: Self-care 0.43 0.79 1.55 1.88 64.00 0.109

ISAS: Anti-suicide 0.00 0.00 1.48 1.94 52.50 0.026*

ISAS: Toughness 0.29 0.76 1.62 2.08 61.00 0.075#

ISAS: Marking distress 2.00 2.00 2.48 2.18 87.00 0.552

Annotation. N – number; M – mean; SD – standard deviation; U – Mann-Whitney U test statistic; p – U-significance.
** p< 0.01; * p< 0.05; # p< 0.10.
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Table 4. Correlation matrix between individual suicide risk factors in the study group

1 2 3 4 5 6 7 8 9 10 11 12

SLiFŚ: Fascination 
with death1 –

SLiFŚ: Fear of death1 -0.30* –

BPD: Borderline 
personality disorder1 0.43*** 0.12 –

HADS: Anxiety 0.36** 0.10 0.71*** –

HADS: Depression 0.34* 0.05 0.56*** 0.58*** –

PAS: Psychological 
pain1 0.60*** 0.05 0.74*** 0.63*** 0.57*** –

ISAS: Affect 
regulation1 0.39* 0.04 0.17 0.18 0.07 0.30 –

ISAS: Self-punishment1 0.47** 0.20 0.31 0.36 0.30 0.45** 0.59*** –

ISAS: Self-care1 0.24 0.37* 0.37* 0.25 0.29 0.42*** 0.13 0.42* –

ISAS: Anti-suicide1 0.52*** -0.12 0.16 0.29 0.20 0.36* 0.39* 0.47** 0.26 –

ISAS: Toughness1 0.20 0.23 0.29 0.13 0.21 0.29 0.09 0.51*** 0.54*** 0.08 –

ISAS: Distress1 0.22 0.48** 0.18 0.08 -0.03 0.32 0.45** 0.66*** 0.61*** 0.38* 0.55*** –

Annotation. 1 Parametric Pearson’s correlations r were used
*** p< 0.001; ** p< 0.01; * p< 0.05.

Table 5. Correlation matrix between protective factors of suicidal behaviour and suicide risk factors in the study 
group

ASPIRE: 
ST

ASPIRE: 
UN

ASPIRE: 
CN

ASPIRE: 
PF

ASPIRE: 
RS

ASPIRE: 
RI

ASPIRE: 
RC

SLiFŚ: Fascination with death1 -0.24 -0.03 -0.11 -0.34* 0.06 -0.18 0.37*

SLiFŚ: Fear of death1 0.13 0.02 0.22 0.09 -0.11 -0.02 -0.16

BPD: Borderline personality disorder1 -0.09 -0.09 -0.10 -0.04 0.17 -0.05 0.36**

HADS: Anxiety1 -0.11 -0.15 0.01 -0.11 0.18 -0.05 0.38**

HADS: Depression1 -0.15 -0.14 -0.05 -0.13 0.13 0.10 0.07

PAS: Psychological pain1 -0.01 0.08 0.07 -0.11 0.23 0.02 0.36**

ISAS: Affect regulation1 0.12 0.44* 0.02 -0.04 -0.22 -0.14 -0.24

ISAS: Self-punishment1 -0.10 0.14 0.03 -0.27 -0.33# -0.36# 0.09

ISAS: Self-care1 0.28 0.33 0.32# 0.10 0.03 0.04 0.17

ISAS: Anti-suicide1 -0.18 0.06 -0.10 -0.29 0.10 -0.16 0.38*

ISAS: Toughness1 -0.02 0.08 0.18 -0.20 -0.30 -0.29 0.15

ISAS: Distress1 0.09 0.33 0.30 -0.14 -0.26 -0.25 -0.05

Annotation. ST – spiritual transcendence; UN – universality; CN – connectedness; PF – prayer fulfilment; RS – religious sentiments; 
RI – religious involvement; RC – religious crisis.
1. Parametric Pearson’s correlations r were used
*** p< 0.001; ** p< 0.01; * p< 0.05; # p< 0.10.
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Personality Disorder (BPD), anxiety and depression 
(HADS), affect regulation and self-punishment 
(ISAS), or positively and strongly with psychological 
pain (PAS) and anti-suicide (ISAS). Fear of death 
(SLiFŚ) correlates statistically significantly, posi-
tively and moderately with self-care and marking 
distress (ISAS). Borderline personality disorder 
(BPD) correlates statistically significantly, positively 
and moderately with self-care (ISAS) or positively 
and strongly with anxiety and depression (HADS) 
and psychological pain (PAS). Psychological pain 
(PAS) correlates statistically significantly, positively 
and strongly with anxiety and depression (HADS) 
or positively and moderately with self-punishment, 
self-care and anti-suicide (ISAS). No statistically 
significant correlations were observed between anx-
iety and depression (HADS) and self-harm (ISAS).

H4: A statistically significant correlation was 
examined between protective factors and suicide 
risk factors (anxiety and fascination with death, Bor-
derline personality disorder, anxiety and depression, 
psychological pain, self-harm). Again, parametric 

Pearson’s correlations r were used for variables with 
a normal distribution and non-parametric Spear-
man’s rho correlations were used for variables with 
a distribution deviating from a normal distribution 
(ISAS in the control group). The results for the study 
group are shown in Table 5.

Statistically significant positive and moderate 
correlations were observed between universality 
(ASPIRE) and affect regulation (ISAS) in the study 
group, negative and moderate correlations between 
prayer fulfilment (ASPIRE) and fascination with 
death (SLiFŚ), and positive and moderate correlations 
between religious crisis (ASPIRE) and fascination 
with death (SLiFŚ), Bordeline personality disorder 
(BPD), anxiety (HADS), psychological pain (PAS) 
and anti-suicide (ISAS). Additionally, statistically 
significant at the level of statistical trend, positive 
and moderate correlations were observed between 
connectedness (ASPIRE) and self-care (ISAS), and 
negative and moderate correlations were observed be-
tween religious sentiments and religious involvement 
(ASPIRE) and self-punishment (ISAS). No statisti-

Table 6. Predictors of suicide risk in the study group

Explained variables Explanatory variables B SE Beta T R2 F

SLiFŚ: Fascination (Permanent) 2,49 0,41 6,01* 0,20 6,24***

Age -0,03 0,01 -0,39 -2,77**

ASPIRE: Religious crisis 0,19 0,11 0,25 1,80*

SLiFŚ: Anxiety (Permanent) 2,04 0,22 9,36 0,15 8,36**

Age 0,71 0,24 0,40 2,89**

ZOB: Personality Disorders (Permanent) 131,76 16,96 7,77* 0,25 8,04***

ASPIRE: Religious crisis 8,84 4,36 0,27 2,03*

Age -1,31 0,41 -0,42 -3,15***

HADS: Anxiety (Permanent) 17,69 2,31 7,65* 0,11 6,29*

Age -0,18 0,07 -0,36 -2,51*

PAS: Psychological pain (Permanent) 57,19 5,38 10,64*** 0,17 9,55***

Age -0,52 0,17 -0,43 -3,09***

ISAS: Affect regulation (Permanent) 0,65 1,31 0,50 0,23 8,36**

ASPIER: universality 1,11 0,38 0,51 2,89**

ISA: Distress (Permanent) 5,07 1,31 3,88*** 0,12 4,53*

Age -0,09 0,04 -0,40 -2,13*

Annotation. Gender: 0 - male, 1 – female; Relationship status; 0 – single people, 1 – people in relationship.
B – unstandardized regression coefficient; SE – standard error B; beta – standardized regression coefficient; 
t – test statistics t; F – statistic ANOVA; R2 – adjusted coefficient of determination
*** p < 0,001; ** p < 0,01; * p < 0,05.
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cally significant correlations were observed between 
protective factors and fear of death (SLiFŚ) and 
depression (HADS)

H5: Stepwise multiple regression analysis was 
used to determine which protective factors are pre-
dictors of suicide risk. The explanatory variables 
were protective factors (spirituality and religiosity) 
and, as a control, sociodemographic factors (gender, 
age, years of education, relationship status). The 
explained variables were suicide risk factors (fear 
and fascination with death, Borderline personality 
disorder, anxiety and depression, psychological pain, 
self-harm). Due to the low sample size, self-harm in 
the control group was not included in the regression 
analysis. The results obtained in the study group are 
presented in Table 6.

In the study group, three statistically significant 
predictors of suicide risk were observed: universality 
and religious crisis (ASPIRE) and age. A higher level 
of religious crisis (ASPIRE) increased the level of 
fascination with death (ŚLiFŚ) and Bordeline per-
sonality disorders (ZOB). Higher levels of univer-
sality (ASPIRE) increased levels of affect regulation 
(ISAS). Older age increased the level of fear of death 
(ŚLiFŚ) and decreased the level of fascination with 
death (SLiFŚ), the level of Bordeline personality 
disorders (ZOB), the level of anxiety (HADS), the 
level of mental pain (PAS) and the level of distress 
(ISAS). The strongest predictor was universality (beta 
= 0.51). Gender and other protective factors (spiritual 
transcendence, sense of connection, fulfillment in 
prayer, religious feelings, religious involvement) were 
not statistically significant predictors of suicide risk 
factors. There were also no predictors of depression 
level (HADS).

4. Discussion

H1: The results indicated that people with depression 
are characterised by lower scores on the spirituality 
and religiousness scales compared to healthy people. 
Additionally, they are characterised by higher levels 
of religious crisis. As the literature shows, people suf-
fering from depression are characterised by a decrease 
in mood, drive, anhedonia and reduced activity. 

Their cognitive functions deteriorate. The brain is 
influenced by increased cortisol secretion, levels of 
neurotransmitters, i.e. serotonin, noradrenaline, de-
crease. Brain structures are altered: the hippocampus 
responsible for memory decreases in size, the amyg-
dala responsible for fear perception processes enlarges 
(Galecki & Szulc, 2018). The above-mentioned 
variables may influence the reduction of religious-
ness and spirituality in people in the active phase of 
depression. The results of the study supported this 
hypothesis. Unfortunately, the literature review was 
unable to find studies analysing strictly the spiritual 
or religious state of people with depression in order to 
refer the results of this project to them. In contrast, 
there are many studies supporting the protective 
and health-promoting effects of religiousness and 
spirituality on people with depression (Braam & 
Koenig, 2019b; Cole-Lewis et al., 2016; Pečečnik & 
Gostečnik, 2022; Ronneberg et al., 2016; Sikora et 
al., 2021; Smith et al., 2003; Vitorino et al., 2018). 
This may indicate that people in the active phase of 
depression are religiously committed. A Polish study 
on the health practices of people with depression 
showed that people with depression represent a high 
level of religiousness and sought opportunities to 
participate in religious practices (Sikora et al., 2021). 
The results may indicate that individuals in the active 
phase of depression differ spiritually and religiously 
from healthy individuals.

H2: The results obtained confirmed the pattern 
that depressed individuals, compared to healthy 
individuals, were characterised by higher levels of 
suicide risk factors: fascination with death, severity 
of BPD, anxiety, depression and psychological pain. 
They were also characterised by higher levels of self-
harm particularly occurring as self-punishment and 
anti-suicide among those with depression. In addi-
tion, it was found that the majority of people in the 
study group had scores indicative of BPD (69.60%) 
and anxiety disorders (67.40%). Psychological pain 
was found to be the strongest predictor of suicidal 
thoughts-it accompanies depression and exacerbates 
its symptoms (Montemarano et al., 2018). Psycho-
logical pain is the most debilitating complaint of 
people with depression, prompting suicidal thoughts 
and behaviours (Chodkiewicz, 2013).
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The findings of the research project are consistent 
with other reports linking depression and psycholog-
ical pain (Chodkiewicz et al., 2017; Frumkin et al., 
2021; Mee et al., 2019; Mento et al., 2020; Surmacz 
et al., 2021), depression and fascination with death 
(Lee et al., 2013; Surmacz et al., 2021; Żemojtel-Pi-
otrowska and Piotrowski, 2009), depression and 
BPD (Zuchowicz et al., 2018) as well as depression 
and self-harm (Dugiel, 2018; Radziwillowicz, 2020). 
Research has confirmed the thesis that depression 
is comorbid and complex. People suffering from 
this illness experience not a wide range of nega-
tive psychological phenomena: fear of death and 
a concomitant fixation on it (most likely as a way 
out of suffering), psychological pain pushing them 
into suicidal thoughts and behaviour, emotionally 
unstable personality traits. This may support other 
researchers’ hypotheses that depression and cluster 
B personality disorders (according to the DSM 5) 
fall on a single continuum (Zuchowicz et al., 2018).

H3: In the clinical group of depressed individ-
uals, psychological pain and fascination with death 
correlate positively with anxiety, depression, self-
harm and BPD. Overall, strong correlations were 
found between the individual suicide risk factors: 
psychological pain, anxiety, depression, fascination 
with death and self-harm.

The results obtained in the depressed group indi-
cating that psychological pain is a significant suicide 
risk factor correlated with depression, anxiety, self-
harm, and fascination with death remain consistent 
with studies by other authors in this research issue 
(Chodkiewicz et al., 2017; Frumkin et al., 2021; 
Mento et al., 2020; Surmacz et al., 2021).

H4: Prayer fulfilment reduces fascination with 
death. With religious crisis, fascination with death, 
Bordeline personality disorder traits, anxiety, psy-
chological pain and self-harm (as an anti-suicide 
function) increase. Religious sentiments and religious 
involvement decrease self-harm (as a function of 
self-punishment). Aspects of spirituality such as 
universality and connectedness were observed to 
co-occur with self-harm as a function of affect regula-
tion and self-punishment. No statistically significant 
correlations were observed between protective factors 
and fear of death and depression.

Similar results on religious crisis have been shown 
in other studies (Rodziński et al., 2017; Trevino et 
al., 2014). Surmacz and colleagues (2021) indicated 
that religious crisis positively correlates with depres-
sion, psychological pain and fascination with death. 
Her study involved a population of healthy individ-
uals. The current study obtained analogous results, 
except that on a population of people with depression. 
This may indicate that religious crisis has similar effects 
among both healthy and depressed people. This ob-
viously requires further analysis, but it indicates that 
religious crisis can translate into serious problems in 
the lives of individuals. Hence, taking care of religious 
well-being appears as one of the preventive behaviours 
in the context of suicide risk. In fact, higher levels of 
spiritual well-being have been shown to lead to a lower 
risk of suicide and lower levels of psychological pain 
(Ibrahim et al., 2019; Tanrıverdi et al., 2022b).

In the context under discussion, it is worth citing 
Koening’s results. He showed that religion is the most 
effective measure in reducing suicidal behaviour and 
moderately reducing depression (Koenig et al., 2020). 
In people with psychiatric disorders, religiousness 
tends to be more protective than in healthy individuals 
(Braam & Koenig, 2019c). A study of adolescents 
aged 12-15 years experiencing social problems found 
that private religious practices, institutional religious-
ness and religious support correlated negatively with 
depressive symptoms and suicidal thoughts. The au-
thors suggested that religiousness should be included 
in prevention programmes for depressive disorders 
and suicidal behaviour (Cole-Lewis et al., 2016). 
A cross-sectional study among Brazilians found that 
individuals with higher levels of religiousness and 
spirituality showed higher scores on the following 
scales: quality of life, quality of social relationships, 
optimism, happiness (Vitorino et al., 2018).

The absence of statistically significant correlations 
between the protective factors studied and depres-
sion in a healthy Polish population was shown by 
Surmacz and colleagues (2021). Similar conclusions 
were reached by Lerman and colleagues (2018) in 
relation to young Hispanics. The reasons for the 
discrepancies in the findings can be attributed to the 
small clinical samples and the study methodology: 
self-descriptive online surveys.
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H5: Only religious crisis was found to be a statis-
tically significant predictor of suicide risk. Its increase 
predicted increased levels of fascination with death and 
Borderline disorder. Contrary to expectations, we found 
that higher levels of universality (a dimension of spiritual 
transcendence) predicted increased risk of self-harm (as 
a function of affect regulation). Interestingly, we found 
that older age significantly reduced the severity of risk 
factors (fascination with death, borderline personality 
disorder traits, general anxiety, psychological pain, self-
harm (as a function of distress).

A review of 22 studies on the protective effects of 
religiousness and spirituality on people with depression 
found that 59% of the results confirm that depressive 
disorders increase with religious crisis (Braam& Koenig, 
2019a). In a similar study to the current one, but con-
ducted on a group of healthy individuals, depression, 
psychological pain, and fascination with death increased 
with increasing religious crisis (Surmacz et al., 2021).

The study presented here showed that among 
people with depression, age decreases the severity of 
risk factors (level of fascination with death (SLiFŚ), 
level of Bordeline personality disorder (BPD), level 
of anxiety (HADS), level of psychological pain 
(PAS) and level of distress (ISAS). Other studies 
consider old age as a risk factor for suicide (Grzywa 
et al., 2009; Makara-Studzińska & Koślak, 2009; 
Młodożeniec, 2008).

In the current study, religious crisis was found to 
be a predictor of suicide risk. Meanwhile, in other 
studies on samples of healthy individuals, the strong-
est predictor of suicide risk was psychological pain 
(Campos et al., 2019; Surmacz et al., 2021; Tanrıverdi 
et al., 2022a). Contrary to the results of this study, 
spirituality was found to be a protective factor against 
suicide risk in other studies (Tae & Chae, 2021; Wu 
et al., 2015). Reasons for the discrepancy include the 
project’s small clinical sample.

5. Summary of study results

One of the strengths of the study is its innovation 
and novelty. There are not many studies analysing 
the protective effect of religiousness and spirituality 
on suicide risk in people with depression. Another 

strength of the project is the use of reliable, well 
validated tools. In this study, a large number of tools 
were used, which made it possible to analyse the 
cross-correlations of numerous factors–both those 
included in religiousness and spirituality as risk 
factors. A strength of this study is the homogene-
ous group structure due to the careful selection of 
participants for the study.

Limitations of this study include its cross-section-
al nature. A longitudinal study would certainly have 
been more informative on the issue under discussion. 
It was also a questionnaire-based, self-reporting study 
conducted online. These aspects of the study may 
reduce its reliability. Furthermore, those declaring 
themselves healthy showed some features of mental 
health problems in the clinical scales: those with the 
highest scores were excluded, those with medium and 
low scores remained in the study. Similarly, those in 
the control group did not present only symptoms 
of one problem (in this case depression) but also of 
personality and anxiety disorders.

A limitation of the study is the religious heter-
ogeneity of the groups. Religious and non-religious 
people were mixed in the study group. This could have 
negatively influenced the results: in non-religious 
people, religiousness cannot be a protective factor 
because it is not practised. Secondly: there were 
people in the study group who declared depression 
in an active phase, but not all of them showed its 
symptoms in clinical scales.

Practical implications

The project’s findings are part of a long list of studies 
confirming the impact of spirituality and religious-
ness in the process of maintaining and returning to 
full mental health. A meta-analysis conducted to 
determine effective factors in psychotherapy found 
that psychotherapy tailored to patients’ spirituality 
and religiousness yielded statistically significantly 
better outcomes than no treatment or psychotherapies 
without reference to spirituality and religiousness. 
In other studies with control groups following the 
same modality and for the same duration, psycho-
therapies tailored to spirituality and religiousness 
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were as effective as standard approaches in reducing 
psychological distress, but resulted in greater spiritual 
well-being (Hook et al., 2019). Myers (2018) con-
ducted a cross-cultural study on a sample of almost 
3,000 people and distinguished five factors of hap-
piness: sense of influence, optimism, meaning, close 
relationships and faith. The latter is understood as 
a personal relationship with God. It can therefore 
be said that a personal relationship with God is 
a happiness factor. Myers, in his previous research 
from 1995, came to a similar conclusion: religious 
involvement is positively correlated with happiness 
(Myers & Diener, 2018). Other studies have shown 
that religiousness protects against depression and 
helps to recover faster (Ronneberg et al., 2016). It has 
also been proven that religiousness helps to effectively 
reduce the effects of stress. A study by researchers 
at the University of Texas found that a ‘prayer of 
devotion’ helps effectively reduce cardiovascular 
reactivity in response to an interpersonal challenge 
of a religious nature. Furthermore, it was found that 
the religious practice of ‘prayer of devotion’ resulted 
in the most significant suppression of vascular reac-
tivity compared to groups using secular meditation 
and relaxation techniques (Masters et al., 2022).

Furthermore, religiousness is recommended as 
a patient resource in recovery by: American Psy-
chiatric Association, Royal College of Psychiatrists 
and World Psychiatric Association. However, when 
engaging religiousness in treatment, it must be tak-
en into account whether the patient’s religiousness 
is healthy or pathological in nature (Koenig et al., 
2020). Spirituality has also been used effectively 
in the healing process of patients. A review of the 
literature from 2000-2018 showed that spirituality 
incorporated into psychotherapeutic treatment pro-
grammes by teaching gratitude, forgiveness, self-ac-
ceptance and compassion has good and measurable 
results in improving patients’ mental health (Pečečnik 
& Gostečnik, 2022).

From the research findings and recommendations 
of psychiatric societies cited above, it can be con-
cluded that access to healthy forms of religiousness 
and spirituality will have a health-promoting impact 
on communities. In clinical practice, this could in-
volve allowing psychiatric patients to access religious 

practices: inviting chaplains to treatment facilities, 
facilitating travel to places of worship (Ronneberg 
et al., 2016). Religiousness and spirituality could 
also be included in prevention programmes, social 
campaigns or educational programmes. The statistics 
on the mental health of Polish youth are alarming 
(Ombudsman for Children, 2023). As Professor 
Myers notes, some countries such as Bhutan and 
the United Arab Emirates have already undertaken 
such practices. In an effort to increase the happiness 
of their citizens, they promote spiritual and reli-
gious values among their citizens (Myers & Diener, 
2018). Although religiousness has been proven to 
correlate positively with happiness and psychological 
well-being, researchers in this area observe a ‘religious 
paradox’: people are moving away from participat-
ing in religious practices and institutional religious 
communities. They suggest that this may be due to 
increasing individualisation, cultural pluralism and 
reduced social pressure to be religiously involved 
(Myers & Diener, 2018). In Poland, as shown by the 
statistics of religious practices from 2000-2020, the 
number of firm believers and regular practitioners is 
declining. At the same time, the number of non-be-
lievers and non-practitioners (CBOS, 2020) as well as 
people making suicide attempts (Police Headquarters, 
2023) is increasing. The results of the present study 
showing religious crisis as an important predictor 
of suicide risk are consistent with the Polish reality. 
Attention to the religiousness and spirituality of Poles 
may translate into a decrease in suicidal behaviour 
and an improvement in the quality of life.

Although religiousness and spirituality are rec-
ognised as an important resource, it should be taken 
into account that people in the active phase of de-
pression function in an altered way. The results of this 
study showed that people with depression experience 
a reduction in their spirituality and religiousness. 
They find it harder to pray, they do not experience as 
much connection with others and the world as before, 
they experience a religious crisis, although they retain 
religious sentiments and a sense of connection with 
other believers. This is a result of being closed to life, 
anhedonia and egotism characteristic of depression. 
It is necessary to take these phenomena into account 
when approaching depressed people: to express sym-
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pathy for their ‘state of soul’, to adapt the demands 
to their current capacities, not to demand or expect 
great religious commitment, not to retraumatise them 
with accusations of ‘losing their faith’. Their apathy 
in this area seems to be a characteristic element of 
the illness that has affected them, not a ‘spiritual 
laziness’ or an ‘offence against God or the Church’ 
as close believers sometimes suppose.

The results of this study showed that a group 
of people with depression are at higher risk of su-
icide than healthy people. They share significantly 
higher levels of: anxiety, psychological pain, fasci-
nation with death (often perceived as a ‘way to end 
suffering’, Chodkiewicz et al., 2017; Shneidman, 
1998). They experience a greater severity of BPD 
symptoms than healthy individuals, i.e.: abandon-
ment avoidance, unstable relationships, identity 
disturbance, self-destructive impulsivity, recurrent 
suicidal behaviour, affective instability, lack of anger 
control, dissociation and paranoid ideation. They use 
self-harm to avoid suicide. These characteristic ex-
periences and behaviours of depressed people need 
to be taken into account when approaching them: 
both by the professionals treating them and by their 
family members. It is above all the latter who should 
receive psycho-educational support, as they are often 
the ones who deny, diminish and fail to understand 
the suffering of their loved ones. It is worth including 
psychological support of the patient’s loved ones in 
the healing process.

People with a diagnosis of depression have been 
shown to be at higher risk of suicide. Their con-
dition should be monitored on an ongoing basis 
by, for example, asking questions about suicidal 
thoughts, plans, intentions, using ‘risk assessment 
cards’. This practice appears to be advisable in both 
home and hospital care.

The correlations obtained in the study indicate the 
danger of the mental states in which people suffering 
from depression find themselves. Strong positive cor-
relations were found between fascination with death 
and psychological pain and self-harm as a function of 
suicide prevention. Hence, in clinical practice, it is to 
be expected that if a patient has reasons to experience 
psychological pain (e.g. a sense of great loss combined 
with few resources, a declared ‘hopelessness’ of the 

situation), he or she may be approaching suicidal 
intentions, with a high probability of self-harm. 
In clinical practice, patients who declare high levels 
of psychological pain and concomitantly elevated 
drive should be considered as ‘high-risk patients’ and 
receive attentive care. This study showed positive 
correlations of psychological pain with self-harm. 
Correlations of psychological pain with substance 
use disorder (SUD) have been shown in another 
study (Mee et al., 2019). Consequently, patients 
experiencing intense psychological pain are more 
prone to maladaptive forms of emotion regulation 
such as self-harm and psychoactive substance use. Psy-
chotherapeutic management should include training 
in emotion regulation skills such as those proposed 
by Dialectical Behaviour Therapy (Linehan, 2016).

Another practical implication of this study is 
the clinical value of information about a depressed 
patient’s religious crisis. It has been shown to go hand 
in hand with increased suicide risk factors. Notic-
ing a religious crisis in a loved one with depression 
can be an important piece of information for the 
surrounding people.

Although religiousness and spirituality support 
the healing process, it should be emphasised not to 
rely solely on them to combat depression or suicide 
risk. It is necessary to take into account other healing 
factors: professional psychotherapy, pharmacotherapy, 
psycho-educational activities, social support.

As shown earlier, the impact of religiousness and 
spirituality on mental health is widely mentioned. 
It should therefore be studied in order to make even 
more effective use of these resources in treatment.

Another study on the impact of religiousness and 
spirituality on suicide risk reduction in people with 
depression could be conducted on a larger clinical 
group in the form of a longitudinal study. In this form, 
it could examine the impact of specific religious prac-
tices on patients during treatment, e.g. the previously 
mentioned ‘prayer of devotion’(Masters et al., 2022). 
Suicide risk factors could be assessed before, during 
and after interactions. The length of the sustained 
effect could be examined. Such a study could also use 
EMA (Ecological Momentary Assessment) sampling 
method. Self-reported information could be added 
to the information collected from patients’ relatives.
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In this study, the results of the effect of religiousness 
on suicide risk reduction were examined in a group 
which included believers and non-believers, as the 
selection criterion for the group was ‘depression’ rather 
than religious practices. This may have had the effect 
of lowering the effect of religiousness on suicide risk 
in the study group such that the poor religiousness of 
non-practitioners lowered the final statistical effect of 
religiousness on lowering risk factor levels.

In the next study, one could examine: a group of 
people in active depression (criterion of declaration 
and presence of symptoms) declaring themselves as 

believers and practitioners and compare them with a 
group of people in the active phase of depression (the 
same criteria) declaring themselves as non-believers 
and non-practitioners. This would allow us to assess 
the differences and similarities between believers 
and non-believers. It would be possible to empiri-
cally verify whether the religiosity of believers is a 
stronger protective factor among believers compared 
to non-believers? Is the spirituality of non-believers 
a stronger protective factor than the religiosity of 
believers? What protects believers more: religiosity 
or spirituality?

Bibliography

American Psychiatric Association. (2018). Kryteria Diagnostycz-
ne Zaburzeń Psychicznych DSM-5, P. Gałecki, M. Pilecki, 
J. Rymaszewska, A. Szulc, S. Sidorowicz, J. Wciórka, (eds.). 
Edra Urban & Partner.

Bloo, J., Arntz, A., Schouten, E. (2017). Lista Kontrolna Zabu-
rzenia Osobowości z Pogranicza (BPD): ocena psycho-
metryczna i struktura czynnikowa w próbie klinicznej 
i nieklinicznej. Roczniki Psychologiczne, 20(2), 281-336.

Borowicz, M., Rybka, M. (2016). Wybrane aspekty jakości życia 
pacjentów z depresją. Innowacje w Pielęgniarstwie i Na-
ukach o Zdrowiu, 1. https://doi.org/10.21784/iwp.2016.004

Braam, A.W., Koenig, H.G. (2019a). Religion, spirituality and 
depression in prospective studies: A systematic review. 
Journal of Affective Disorders, 257, 428-438. https://doi.
org/10.1016/J.JAD.2019.06.063

Campos, R.C., Holden, R.R., & Gomes, M. (2019). Assessing 
psychache as a suicide risk variable: Data with the Portu-
guese version of the psychache scale. Death Studies, 43(8), 
527-533. https://doi.org/10.1080/07481187.2018.1493002

CBOS. (2020). Religijność Polaków w ostatnich 20 latach.    
https://cbos.pl/SPISKOM.POL/2020/K_063_20.PDF

Cheng, Y., Zhao, W.W., Chen, S.Y., & Zhang, Y.H. (2021). Re-
search on Psychache in Suicidal Population: A Bibliometric 
and Visual Analysis of Papers Published During 1994-
2020. Frontiers in Psychiatry, 12. https://doi.org/10.3389/
fpsyt.2021.727663

Chodkiewicz, J. (2013). Ból psychiczny – konceptualizacja 
i narzędzia pomiaru. Psychiatria, 10(3-4), 109-115. https://
journals.viamedica.pl/psychiatria/article/view/36415/32089

Chodkiewicz, J., Miniszewska, J., Strzelczyk, D., & Gąsior, K. 
(2017). Polska adaptacja Skali Bólu Psychicznego Ronalda 
Holdena i współpracowników. Psychiatria Polska, 51(2), 
369-381. https://doi.org/10.12740/pp/onlinefirst/59448

Cole-Lewis, Y.C., Gipson, P.Y., Opperman, K.J., Arango, A., 
& King, C.A. (2016). Protective Role of Religious Involvement 
Against Depression and Suicidal Ideation Among Youth 
with Interpersonal Problems. Journal of Religion and Health, 
55(4), 1172-1188. https://doi.org/10.1007/s10943-016-0194-y

Czerwiński, S.K., Mackiewicz, J.J., Mytlewska, W.M., & Atrosz-
ko, P.A. (2020). Factorial validity, measurement invariance 
and concurrent validity of Hospital Anxiety and Depres-
sion Scale in a sample of Polish undergraduate students. 
Psychiatria i Psychologia Kliniczna, 20(1), 13-18. https://doi.
org/10.15557/pipk.2020.0002

Dervic, K., Carballo, J.J., Baca-Garcia, E., Galfalvy, H.C., Mann, J.J., 
Brent, D.A., Oquendo, M.A. (2011). Moral or religious objec-
tions to suicide may protect against suicidal behavior in 
bipolar disorder. The Journal of Clinical Psychiatry, 72(10), 
1390-1396. https://doi.org/10.4088/jcp.09m05910gre

Dinis, J., Bragança, M. (2018). Quality of Sleep and Depression in 
College Students: A Systematic Review. Sleep Science, 11(4), 
290-301. https://doi.org/10.5935/1984-0063.20180045

Dong, M., Wang, S. Bin, Li, Y., Xu, D.D., Ungvari, G.S., Ng, C.H., 
Chow, I.H. I., Xiang, Y.T. (2018). Prevalence of suicidal be-
haviors in patients with major depressive disorder in China: 
A comprehensive meta-analysis. Journal of Affective Disor-
ders, 225, 32-39. https://doi.org/10.1016/j.jad.2017.07.043

Dong, M., Wang, S.B., Wang, F., Zhang, L., Ungvari, G.S., Ng, C.H., 
Meng, X., Yuan, Z., Wang, G., Xiang, Y.T. (2019). Suicide-relat-
ed behaviours in schizophrenia in China: A comprehensive 
meta-analysis. Epidemiology and Psychiatric Sciences, 28(3), 
290-299. https://doi.org/10.1017/S2045796017000476

Dugiel, G. (2018). Zaburzenia depresyjne – ujęcie teoretyczne. 
Polish Journal of Health and Fitness, 1, 36-46.

Dziwota, E., Żmuda, D., Dubiel, R., Dziwota, K., Markiewicz, 
R., Makara-Studzińska, M., & Olajossy, M. (2016). On the 
border of deep spirituality and psychosis… A case study. 
Current Problems of Psychiatry, 17(3), 183-197. https://doi.
org/10.1515/cpp-2016-0020

Frumkin, M.R., Robinaugh, D.J., LeBlanc, N.J., Ahmad, Z., Bui, 
E., Nock, M.K., Simon, N.M., & McNally, R.J. (2021). The pain 
of grief: Exploring the concept of psychological pain and 
its relation to complicated grief, depression, and risk for 
suicide in bereaved adults. Journal of Clinical Psychology, 
77(1), 254-267. https://doi.org/10.1002/jclp.23024

Gałecki, P., Szulc, A. (2018). Psychiatria. Edra Urban & Partner.
Glenn, C.R., Klonsky, E.D. (2011). One-year test-retest reli-

ability of the Inventory of Statements about Self-In-
jury (ISAS). Assessment, 18(3), 375-378. https://doi.
org/10.1177/1073191111411669

Grzywa, A., Kucmin, A., Kucmin, T. (2009). Samobójstwa – 
epidemiologia, czynniki, motywy i zapobieganie. Część I. 
Polski Merkuriusz Lekarski, 27 (161), 432-436. https://www.
academia.edu/541572

Hook, J.N., Captari, L.E., Hoyt, W., Davis, D.E., McElroy, S.E., 
& Worthington, E.L. (2019). Religion and Spirituality. Psy-
chotherapy Relationships that Work, 212-263. https://doi.
org/10.1093/med-psych/9780190843960.003.0008

190 | Quarterly Journal Fides et Ratio 4(56)2023

R. Gajewski, K. Kucharska

https://doi.org/10.21784/iwp.2016.004
https://doi.org/10.1016/J.JAD.2019.06.063
https://doi.org/10.1016/J.JAD.2019.06.063
https://doi.org/10.1080/07481187.2018.1493002
https://cbos.pl/SPISKOM.POL/2020/K_063_20.PDF
https://doi.org/10.3389/fpsyt.2021.727663
https://doi.org/10.3389/fpsyt.2021.727663
https://journals.viamedica.pl/psychiatria/article/view/36415/32089
https://journals.viamedica.pl/psychiatria/article/view/36415/32089
https://doi.org/10.12740/pp/onlinefirst/59448
https://doi.org/10.1007/s10943-016-0194-y
https://doi.org/10.15557/pipk.2020.0002
https://doi.org/10.15557/pipk.2020.0002
https://doi.org/10.4088/jcp.09m05910gre
https://doi.org/10.5935/1984-0063.20180045
https://doi.org/10.1016/j.jad.2017.07.043
https://doi.org/10.1017/S2045796017000476
https://doi.org/10.1515/cpp-2016-0020
https://doi.org/10.1515/cpp-2016-0020
https://doi.org/10.1002/jclp.23024
https://doi.org/10.1177/1073191111411669
https://doi.org/10.1177/1073191111411669
https://www.academia.edu/541572
https://www.academia.edu/541572
https://doi.org/10.1093/med-psych/9780190843960.003.0008
https://doi.org/10.1093/med-psych/9780190843960.003.0008


Ibrahim, N., Che Din, N., Ahmad, M., Amit, N., Ghazali, S.E., Wa-
hab, S., Abdul Kadir, N.B. Y., Halim, F.W., & Halim, M.R. T.A. 
(2019). The role of social support and spiritual wellbeing in 
predicting suicidal ideation among marginalized adoles-
cents in Malaysia. BMC public health, 19 (Suppl 4). https://
doi.org/10.1186/s12889-019-6861-7

Isometsä, E. (2014). Suicidal behaviour in mood disorders – who, 
when, and why? Canadian Journal of Psychiatry. Revue 
Canadienne de Psychiatrie, 59(3), 120-130. https://doi.
org/10.1177/070674371405900303

Klimkiewicz, A., Jakubczyk, A., Mach, A., Abramowska, M., 
Szczypiński, J., Berent, D., Skrzeszewski, J., Witkowski, 
G., & Wojnar, M. (2021). Psychometric properties of the 
polish version of the Alcohol Use Disorders Identification 
Test (AUDIT). Drug and Alcohol Dependence, 218, 108427. 
https://doi.org/10.1016/j.drugalcdep.2020.108427

Koenig, H.G., Al-Zaben, F., VanderWeele, T.J. (2020). Religion and 
psychiatry: recent developments in research. BJPsych Ad-
vances, 26(5), 262-272. https://doi.org/10.1192/BJA.2019.81

Komenda Główna Policji. (2023). Zamachy samobójcze. 
(From:) https://statystyka.policja.pl/st/wybrane-statystyki/
zamachy-samobojcze (access: 3.09.2023).

Krawczyk, J., Gmitrowicz, A. (2014). Analiza czynników chronią-
cych przed samobójstwem. Psychiatria i Psychologia Klinicz-
na, 14(1), 43-49. https://doi.org/10.15557/pipk.2014.0005

Kubiak, A. (2013). Mechanizm radzenia sobie z napięciem u osób 
podejmujących nawykowe samouszkodzenia. Poznań: 
Uniwersytet im. Adama Mickiewicza.

Kyle, J. (2013). Spirituality: Its Role as a Mediating Protective 
Factor in Youth at Risk for Suicide. Journal of Spirituality 
in Mental Health, 15(1), 47-67. https://doi.org/10.1080/193
49637.2012.744620

Lawrence, R.E., Oquendo, M.A., & Stanley, B. (2016). Religion 
and Suicide Risk: A Systematic Review. Archives of Suicide 
Research, 20(1), 1-21. https://doi.org/10.1080/13811118.201
5.1004494

Lee, S.A., Piotrowski, J.P., Rózycka, J., Żemojtel-Piotrowska, M.A. 
(2013). Associations Between Death Fascination, Death 
Anxiety and Religion among Polish College Students. 
Polish Psychological Bulletin, 44(4), 439-448. https://doi.
org/10.2478/ppb-2013-0047

Lerman, S., Jung, M., Arredondo, E.M., Barnhart, J.M., Cai, J., 
Castañeda, S.F., Daviglus, M.L., Espinoza, R.A., Giachello, A.L., 
Molina, K.M., Perreira, K., Salgado, H., Wassertheil-Smoller, 
S., & Kaplan, R.C. (2018). Religiosity prevalence and its 
association with depression and anxiety symptoms among 
Hispanic/Latino adults. PLOS ONE, 13(2), e0185661. https://
doi.org/10.1371/journal.pone.0185661

Linehan, M.M. (2016). Terapia Dialektyczno-Behawioralna 
(DBT)–trening umiejętnosci. Wydawnictwo Uniwersytetu 
Jagiellońskiego.

Makara-Studzińska, M. (2013). Reasons for suicide attempts in 
young people aged 14-18. Psychiatria, 10(2), 76-83. https://
journals.viamedica.pl/psychiatria/article/view/35886

Makara-Studzińska, M., Koślak, A. (2009). Severity of depressive 
symptoms in adolescents after attempted suicide. Postepy 
Psychiatrii i Neurologii, 18(3), 243-245. https://www.ppn.
ipin.edu.pl/archiwum/2009-zeszyt-3/nasilenie-objawow-
depresji-u-mlodziezy-po-probach-samobojczych.html

Makara-Studzińska, M., Łopuszanska, U., Sidor, K., Świder, K., 
& Pac-Kozuchowska, E. (2017). Violence, suicidal attempts 
and relationships with parents in a group of adolescent 
girls. Pilot studies. Psychiatria i Psychologia Kliniczna, 17(3), 
172-178. https://doi.org/10.15557/pipk.2017.0019

Masters, K.S., Hooker, S.A., & Emerson, R.W. (2022). Effects of 
Devotional Prayer and Secular Meditation on Cardiovas-
cular Response to a Faith Challenge Among Christians. 
Psychology of Religion and Spirituality, 14(2), 251-259. 
https://doi.org/10.1037/rel0000369

Mee, S., Bunney, B.G., Bunney, W.E., Hetrick, W., Potkin, S.G., 
& Reist, C. (2011). Assessment of psychological pain in major 
depressive episodes. Journal of Psychiatric Research, 45(11), 
1504-1510. https://doi.org/10.1016/j.jpsychires.2011.06.011

Mee, S., Bunney, B.G., Fujimoto, K., Penner, J., Seward, G., 
Crowfoot, K., Bunney, W.E., & Reist, C. (2019). A study 
of psychological pain in substance use disorder and its 
relationship to treatment outcome. PLOS ONE, 14(11), 
e0216266. https://doi.org/10.1371/journal.pone.0216266

Mee, S., Bunney, B.G., Reist, C., Potkin, S.G., Bunney, W.E. (2006). 
Psychological pain: a review of evidence. Journal of Psychi-
atric Research, 40(8), 680-690. https://doi.org/10.1016/j.
jpsychires.2006.03.003

Mento, C., Silvestri, M.C., Muscatello, M.R. A., Rizzo, A., Celebre, 
L., Bruno, A., & Zoccali, A.R. (2020). Psychological pain 
and risk of suicide in adolescence. International Journal of 
Adolescent Medicine and Health. https://doi.org/10.1515/
ijamh-2019-0270

Mihalca, A.M. & Pilecka, W. (2015). Struktura czynnikowa oraz 
walidacja polskiej wersji Szpitalnej Skali Lęku i Depresji 
(HADS) dla młodzieży. Psychiatria Polska, 49(5), 1071-1088. 
http://dx.doi.org/10.12740/pp/38139

Młodożeniec, A. (2008). Uwarunkowania kliniczne obecności 
i nasilenia myśli i tendencji samobójczych u chorych leczo-
nych z powodu schizofrenii paranoidalnej. Nieopubliko-
wana rozprawa doktorska. Warszawa: Instytut Psychiatrii 
i Neurologii.

Montemarano, V., Troister, T., Lambert, C.E., Holden, R.R. (2018). 
A four-year longitudinal study examining psychache and 
suicide ideation in elevated-risk undergraduates: A test of 
Shneidman’s model of suicidal behavior. Journal of Clinical 
Psychology, 74(10), 1820-1832. https://doi.org/10.1002/
jclp.22639

Myers, D.G., Diener, E. (2018). The Scientific Pursuit of Happi-
ness. Perspectives on Psychological Science, 13(2), 218-225. 
https://doi.org/10.1177/1745691618765171

Orbach, I., Mikulincer, M., Sirota, P., Gilboa-Schechtman, E. 
(2003). Mental pain: a multidimensional operationalization 
and definition. Suicide & Life-threatening Behavior, 33(3), 
219-230. https://doi.org/10.1521/suli.33.3.219.23219

Pečečnik, T.M., Gostečnik, C. (2022). Use of Spirituality in the 
Treatment of Depression: Systematic Literature Review. Psy-
chiatric Quarterly, 93(1), 255-269. https://doi.org/10.1007/
s11126-020-09881-9

Piotrowski, J.P., Żemojtel-Piotrowska, M., Piedmont, R.L., & Baran, 
T. (2019). The Assessment of Spirituality and Religious 
Sentiments (ASPIRES) Scale: Examining a Spiritual Tran-
scendence Nomological Net in Polish Context. Psychology of 
Religion and Spirituality. https://doi.org/10.1037/rel0000273

Radziwiłłowicz, W. (2020). Autoagresja – samobójstwa 
i samookaleczenia. (In:) I. Grzegorzewska, L. Cierpiałkows-
ka, A.R. Borkowska (eds.), Psychologia kliniczna dzieci 
i młodzieży, 559-570. Warszawa: Wydawnictwo Naukowe 
PWN.

Rodziński, P., Rutkowski, K., Ostachowska, A. (2017). Progression 
of suicidal ideation to suicidal behavior from a perspective 
of selected suicidological models. Psychiatria Polska, 51(3), 
515-530. https://doi.org/10.12740/PP/63984

Ronneberg, C.R., Miller, E.A., Dugan, E., & Porell, F. (2016). 
The Protective Effects of Religiosity on Depression: A 2-Year 
Prospective Study. The Gerontologist, 56(3), 421-431. https://
doi.org/10.1093/geront/gnu073

Ruszkiewicz, M., Eldridge, E. (2015). Rola duchowości i poczucia 
koherencji jako czynników chroniących przed wypaleniem 
zawodowym wśród wolontariuszy opieki paliatywnej. 
Psychoonkologia, 2, 64-73.

191Quarterly Journal Fides et Ratio 4(56)2023 |

Risk factors and protective factors of suicidal behaviour in people diagnosed with depression

https://doi.org/10.1186/s12889-019-6861-7
https://doi.org/10.1186/s12889-019-6861-7
https://doi.org/10.1177/070674371405900303
https://doi.org/10.1177/070674371405900303
https://doi.org/10.1016/j.drugalcdep.2020.108427
https://doi.org/10.1192/BJA.2019.81
https://statystyka.policja.pl/st/wybrane-statystyki/zamachy-samobojcze
https://statystyka.policja.pl/st/wybrane-statystyki/zamachy-samobojcze
https://doi.org/10.15557/pipk.2014.0005
https://doi.org/10.1080/19349637.2012.744620
https://doi.org/10.1080/19349637.2012.744620
https://doi.org/10.1080/13811118.2015.1004494
https://doi.org/10.1080/13811118.2015.1004494
https://doi.org/10.2478/ppb-2013-0047
https://doi.org/10.2478/ppb-2013-0047
https://doi.org/10.1371/journal.pone.0185661
https://doi.org/10.1371/journal.pone.0185661
https://journals.viamedica.pl/psychiatria/article/view/35886
https://journals.viamedica.pl/psychiatria/article/view/35886
https://www.ppn.ipin.edu.pl/archiwum/2009-zeszyt-3/nasilenie-objawow-depresji-u-mlodziezy-po-probach-samobojczych.html
https://www.ppn.ipin.edu.pl/archiwum/2009-zeszyt-3/nasilenie-objawow-depresji-u-mlodziezy-po-probach-samobojczych.html
https://www.ppn.ipin.edu.pl/archiwum/2009-zeszyt-3/nasilenie-objawow-depresji-u-mlodziezy-po-probach-samobojczych.html
https://doi.org/10.15557/pipk.2017.0019
https://doi.org/10.1037/rel0000369
https://doi.org/10.1016/j.jpsychires.2011.06.011
https://doi.org/10.1371/journal.pone.0216266
https://doi.org/10.1016/j.jpsychires.2006.03.003
https://doi.org/10.1016/j.jpsychires.2006.03.003
https://doi.org/10.1515/ijamh-2019-0270
https://doi.org/10.1515/ijamh-2019-0270
http://dx.doi.org/10.12740/pp/38139
https://doi.org/10.1002/jclp.22639
https://doi.org/10.1002/jclp.22639
https://doi.org/10.1177/1745691618765171
https://doi.org/10.1521/suli.33.3.219.23219
https://doi.org/10.1007/s11126-020-09881-9
https://doi.org/10.1007/s11126-020-09881-9
https://doi.org/10.1037/rel0000273
https://doi.org/10.12740/PP/63984
https://doi.org/10.1093/geront/gnu073
https://doi.org/10.1093/geront/gnu073


Rzecznik Praw Dziecka. (2023). Badanie jakości życia dzieci 
i młodzieży, perspektywa dzieci (2021) i ich rodziców (2022). 
Samopoczucie psychiczne. (From:) https://brpd.gov.pl/
wp-content/uploads/2023/04/Załącznik-nr-4.-Raport-
z-badania-jakości-życia-dzieci-i-młodzieży-pespektywa-
dzieci-i-ich-rodziców.-Obszar-samopoczucie-psychiczne.
pdf (access: 3.09.2023).

Shneidman, E.S. (1993). Commentary: Suicide as psychache. 
Journal of Nervous and Mental Disease, 181(3), 145-147. 
https://doi.org/10.1097/00005053-199303000-00001

Shneidman, E.S. (1998). The suicidal mind. New York, Oxford: 
Oxford University Press.

Sikora, A., Majda, A., Kurowska, A. (2021). Religijność i zach-
owania zdrowotne pacjentów z depresją. Pielęgniarstwo 
Polskie, 79(1), 11-18. https://doi.org/10.20883/pielpol.2021.1

Smith, T.B., McCullough, M.E., Poll, J. (2003). Religiousness 
and Depression: Evidence for a Main Effect and the Mod-
erating Influence of Stressful Life Events. Psychological 
Bulletin, 129(4), 614-636. https://doi.org/10.1037/0033-
2909.129.4.614

Surmacz, N., Tylec, A., Ryś, M., Kucharska, K. (2021). Assessment 
of selected suicide risk factors and the level of spirituals 
transcendence and religiosity. Kwartalnik Naukowy Fides et 
Ratio, 47(3), 357-374. https://doi.org/10.34766/fetr.v47i3.917

Szewczuk-Bogusławska, M., Kaczmarek-Fojtar, M., Halic-
ka-Masłowska, J., Misiak, B. (2021). Self-injuries and their 
functions with respect to suicide risk in adolescents with 
conduct disorder: findings from a path analysis. Journal 
of Clinical Medicine 2021, Vol. 10, Page 4602, 10(19), 4602. 
https://doi.org/10.3390/jcm10194602

Tae, H., Chae, J.H. (2021). Factors related to suicide attempts: the 
roles of childhood abuse and spirituality. Frontiers in Psy-
chiatry, 12, 338. https://doi.org/10.3389/fpsyt.2021.565358

Tanrıverdi, D., Bekircan, E., Koç, Z. (2022a). The relationship 
between psychache and suicide risk with spiritual well-being 
levels of patients diagnosed with depression. Journal of 
the American Psychiatric Nurses Association. https://doi.
org/10.1177/10783903221079796

Trevino, K.M., Balboni, M., Zollfrank, A., Balboni, T., Prigerson, H.G. 
(2014). Negative religious coping as a correlate of suicidal 
ideation in patients with advanced cancer. Psycho-Oncol-
ogy, 23(8), 936-945. https://doi.org/10.1002/pon.3505

Vitorino, L.M., Lucchetti, G., Leão, F.C., Vallada, H., Peres, M.F.P. 
(2018). The association between spirituality and religious-
ness and mental health. Scientific Reports, 8, 1-9. https://
doi.org/10.1038/s41598-018-35380-w

Warzocha, D., Gmitrowicz, A., Pawełczyk, T. (2008). Self-harm 
done by young patients during their psychiatric hospi-
talization in relation to the presence of specific mental 
disorders and chosen environmental factors. Psychiatria 
Polska, 42(5), 659-669. (From:) https://www.researchgate.
net/publication/24430337_Self-harm_done_by_young_
patients_during_their_psychiatric_hospitalization_in_
relation_to_the_presence_of_specific_mental_disorders_
and_chosen_environmental_factors (access: 3.09.2023).

WHO. (2021). Suicide. Newsrooom. (From:) https://www.who.int/
news-room/fact-sheets/detail/suicide (access: 19.01.2022)

Wu, A., Wang, J.Y., Jia, C.X. (2015). Religion and Completed 
Suicide: a Meta-Analysis. PLOS ONE, 10(6), e0131715. https://
doi.org/10.1371/journal.pone.0131715

Zhang, Y., Li, J., Hu, X. (2022). The effectiveness of dignity 
therapy on hope, quality of life, anxiety, and depression in 
cancer patients: A meta-analysis of randomized controlled 
trials. International Journal of Nursing Studies, 132. https://
doi.org/10.1016/j.ijnurstu.2022.104273

Zuchowicz, P., Bliźniewska, K., Talarowska, M., Gałecki, P. (2018). 
Personality disorders in depression. Neuropsychiatria 
i Neuropsychologia, 13(1), 25-30. https://doi.org/10.5114/
nan.2018.77451

Żemojtel-Piotrowska, M., Piotrowski, J. (2009). Skala lęku 
i fascynacji śmiercią. Polskie Forum Psychologiczne, 14(1), 
90-109.

192 | Quarterly Journal Fides et Ratio 4(56)2023

R. Gajewski, K. Kucharska

https://brpd.gov.pl/wp-content/uploads/2023/04/Za%C5%82%C4%85cznik-nr-4.-Raport-z-badania-jako%C5%9Bci-%C5%BCycia-dzieci-i-m%C5%82odzie%C5%BCy-pespektywa-dzieci-i-ich-rodzic%C3%B3w.-Obszar-samopoczucie-psychiczne.pdf
https://brpd.gov.pl/wp-content/uploads/2023/04/Za%C5%82%C4%85cznik-nr-4.-Raport-z-badania-jako%C5%9Bci-%C5%BCycia-dzieci-i-m%C5%82odzie%C5%BCy-pespektywa-dzieci-i-ich-rodzic%C3%B3w.-Obszar-samopoczucie-psychiczne.pdf
https://brpd.gov.pl/wp-content/uploads/2023/04/Za%C5%82%C4%85cznik-nr-4.-Raport-z-badania-jako%C5%9Bci-%C5%BCycia-dzieci-i-m%C5%82odzie%C5%BCy-pespektywa-dzieci-i-ich-rodzic%C3%B3w.-Obszar-samopoczucie-psychiczne.pdf
https://brpd.gov.pl/wp-content/uploads/2023/04/Za%C5%82%C4%85cznik-nr-4.-Raport-z-badania-jako%C5%9Bci-%C5%BCycia-dzieci-i-m%C5%82odzie%C5%BCy-pespektywa-dzieci-i-ich-rodzic%C3%B3w.-Obszar-samopoczucie-psychiczne.pdf
https://brpd.gov.pl/wp-content/uploads/2023/04/Za%C5%82%C4%85cznik-nr-4.-Raport-z-badania-jako%C5%9Bci-%C5%BCycia-dzieci-i-m%C5%82odzie%C5%BCy-pespektywa-dzieci-i-ich-rodzic%C3%B3w.-Obszar-samopoczucie-psychiczne.pdf
https://doi.org/10.1097/00005053-199303000-00001
https://doi.org/10.20883/pielpol.2021.1
https://doi.org/10.1037/0033-2909.129.4.614
https://doi.org/10.1037/0033-2909.129.4.614
https://doi.org/10.34766/fetr.v47i3.917
https://doi.org/10.3390/jcm10194602
https://doi.org/10.3389/fpsyt.2021.565358
https://doi.org/10.1177/10783903221079796
https://doi.org/10.1177/10783903221079796
https://doi.org/10.1002/pon.3505
https://doi.org/10.1038/s41598-018-35380-w
https://doi.org/10.1038/s41598-018-35380-w
https://www.researchgate.net/publication/24430337_Self-harm_done_by_young_patients_during_their_psychiatric_hospitalization_in_relation_to_the_presence_of_specific_mental_disorders_and_chosen_environmental_factors
https://www.researchgate.net/publication/24430337_Self-harm_done_by_young_patients_during_their_psychiatric_hospitalization_in_relation_to_the_presence_of_specific_mental_disorders_and_chosen_environmental_factors
https://www.researchgate.net/publication/24430337_Self-harm_done_by_young_patients_during_their_psychiatric_hospitalization_in_relation_to_the_presence_of_specific_mental_disorders_and_chosen_environmental_factors
https://www.researchgate.net/publication/24430337_Self-harm_done_by_young_patients_during_their_psychiatric_hospitalization_in_relation_to_the_presence_of_specific_mental_disorders_and_chosen_environmental_factors
https://www.researchgate.net/publication/24430337_Self-harm_done_by_young_patients_during_their_psychiatric_hospitalization_in_relation_to_the_presence_of_specific_mental_disorders_and_chosen_environmental_factors
https://www.who.int/news-room/fact-sheets/detail/suicide
https://www.who.int/news-room/fact-sheets/detail/suicide
https://doi.org/10.1371/journal.pone.0131715
https://doi.org/10.1371/journal.pone.0131715
https://doi.org/10.1016/j.ijnurstu.2022.104273
https://doi.org/10.1016/j.ijnurstu.2022.104273
https://doi.org/10.5114/nan.2018.77451
https://doi.org/10.5114/nan.2018.77451

	Risk factors and protective factors of suicidal behaviour in people diagnosed with depression
	1.	Introduction
	2.	Study group and method
	2.1.	Group description
	2.2.	Method

	3.	Results of the study
	4.	Discussion
	5.	Summary of study results
	Practical implications
	Bibliography


