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Brief Report
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Objective: Posttraumatic stress disorder (PTSD) increases the
risk of suicidal behavior; a major depressive episode also in-
creases the risk for suicidal behavior. The authors’ goal was to
examine the effect of comorbid PTSD and major depressive ep-
isode on suicidal behavior.

Method: Inpatients with a diagnosis of major depressive epi-
sode (N=156) were assessed for PTSD, suicidal behavior, and
clinical risk factors for suicidal acts.

Results: Patients with comorbid major depressive episode and
PTSD were more likely to have attempted suicide, and women
with both disorders were more likely to have attempted sui-
cide than men with both disorders. Cluster B personality disor-
der and PTSD were independently related to history of suicide
attempts.

Conclusions: The greater rate of suicide attempts among pa-
tients with comorbid PTSD and major depressive episode was
not due to differences in substance use, childhood abuse, or
cluster B personality disorders.

(Am J Psychiatry 2003; 160:580–582)

After catastrophic trauma, 14% to 25% of individuals
develop posttraumatic stress disorder (PTSD) (1), and
about 26% of individuals who experience trauma subse-
quently develop depression (2). Each of these disorders in-
creases the risk for suicidal behavior (3, 4). Studies of the
risk of suicidal behavior in patients with diagnoses of both
PTSD and major depressive episode (1, 5–7) suggest a syn-
ergistic effect on suicidal behavior.

A computer-assisted literature review identified no
studies of PTSD and suicidal behavior in adults with de-
pression. We hypothesized that depressed patients who
also had the diagnosis of PTSD would show more suicidal
behavior. We examined the contribution of the following
risk factors for suicidal acts: aggression, history of child-
hood abuse, and cluster B personality disorders.

Method

Patients consecutively admitted to the hospital for biological
studies of major depressive episode (bipolar or unipolar) (N=156)
were given tests measuring depression, hopelessness, substance
abuse, aggression, impulsivity, suicidal ideation, suicidal intent,
and medical damage secondary to attempted suicide. Past or cur-
rent PTSD was diagnosed on the basis of the Structured Clinical
Interview for DSM-III-R.

Clinical and demographic variables were examined by using
Student’s t tests and chi-square tests or Fisher’s exact tests. Back-
ward stepwise logistic regression, a data-driven method that elim-
inates the variable with the lowest significance (highest p value)
at each step, generated models containing the independent vari-
ables that best predicted the dependent variable (having made a
suicide attempt). The first model examined the relationship be-
tween suicide attempt status (dependent variable) and sex, life-
time PTSD, cluster B personality disorders, history of childhood
physical or sexual abuse, and aggression. A similar model exam-

ined the relationship between suicide attempt status and current
diagnosis of PTSD.

Results

Depressed patients with lifetime (N=24) or current (N=
15) PTSD did not differ in age, race, income, education,
presence of cluster B personality disorders, history or age
at onset of childhood abuse, impulsivity, hopelessness, or
depression from those without PTSD (data not shown).
However, women outnumbered men by a ratio of 6:1 in the
group with depression and current PTSD and 10:1 in the
group with depression and lifetime PTSD. Furthermore,
among the 62 subjects who reported abuse (40% of the
study group, regardless of PTSD status), more women than
men had lifetime PTSD (ratio=8:1), although the distribu-
tion of men and women was even in abused subjects with-
out lifetime PTSD (p<0.04, Fisher’s exact test). Among the
24 patients with any PTSD, reported traumata precipitat-
ing PTSD were physical threat to the patient (N=9 [38%]),
physical abuse (N=6 [25%]), sexual abuse (N=4 [17%]), and
unknown (N=5 [21%]).

More of the depressed patients with lifetime PTSD were
suicide attempters than those without PTSD (N=18 [75%]
versus N=63 [54%]) (χ2=6.39, df=1, p≤0.01), and more of
the depressed patients with current PTSD were suicide at-
tempters than those without PTSD (N=12 [80%] versus N=
63 [54%]) (χ2=5.89, df=1, p≤0.02). However, suicide at-
tempters with diagnoses of major depressive episode and
PTSD had similar numbers of suicide attempts, suicidal
intent, age at first suicide attempt, and medical damage
from suicidal acts as suicide attempters who had a diagno-
sis of major depressive episode but not PTSD. Patients
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with current PTSD plus major depressive episode had
higher scores on the measures of suicidal ideation (mean=
19.4, SD=9.5) and aggressivity (mean=20.4, SD=6.3) than
patients with major depressive episode alone (mean=12.5,
SD=9.4, and mean=17.3, SD=4.9, respectively) (t=–2.25,
df=138, p<0.03, and t=–2.43, df=137, p<0.02, respectively).
Patients with depression plus lifetime PTSD had more sui-
cidal ideation and aggressivity than those with depression
alone, but not statistically significantly so.

Each regression analysis yielded a model with cluster B
personality disorders and PTSD as predictors of suicide at-
tempt status (Table 1).

Discussion

More depressed patients who also had PTSD than de-
pressed patients without PTSD had attempted suicide,
and PTSD and cluster B personality disorders were inde-
pendent predictors of attempter status.

Consistent with the findings of Marshall et al. (8), we
found that suicidal ideation was most severe in the de-
pressed patients who had current PTSD and, therefore,
more symptoms, suggesting that suicidal ideation lessens
in major depressive episodes once PTSD subsides. Al-
though PTSD did not influence suicidal intent, age at first
attempt, or the number of attempts or medical damage
caused by the attempts, depressed patients with current
PTSD had more aggressivity. An association between sui-
cidal behavior and aggressivity has been reported in bor-
derline personality disorder (9) and major depression (10).
Higher levels of aggression, including autoaggression,
have been reported in PTSD (6, 11, 12). However, in our
study group, PTSD and cluster B personality disorders, not
aggression, predicted attempter status. It may be that the
relationships among aggression, cluster B personality dis-
orders, and PTSD obscure the effect of aggression on sui-
cidal acts.

A third of those who report childhood abuse or neglect
develop PTSD (13), and the presence of childhood abuse
doubles the odds of developing major depressive episode
(14). In our group of depressed patients, 41% reported
abuse during childhood, although not all of these patients
developed PTSD. Frequency of childhood abuse was sim-
ilar in the groups of depressed patients with and without
PTSD, and abuse history did not predict suicide attempter
status.

In depressed youth, PTSD is reportedly more prevalent
if there is a history of sexual abuse, but suicide attempts
and depression severity are not influenced by abuse his-
tory (15). Further studies may clarify how childhood abuse
is related to the development of major depressive episode,
cluster B personality disorders, and PTSD, and whether it
affects rates of suicidal behavior by predisposing individu-
als to these disorders.

The higher prevalence of PTSD in women and their
greater risk for suicidal acts may explain the preponder-

ance of women in the group with major depressive
episode plus PTSD, which had more suicide attempters.
However, the regression models did not find sex to be a
predictor of attempter status. Whether women are ex-
posed to more traumata or are biologically vulnerable to
developing PTSD after trauma are important consider-
ations, since more women than men in our group of in-
patients reported abuse in childhood and developed
PTSD.

Retrospective data in this small group of patients can-
not elucidate the temporal relationship between onset of
PTSD and suicidal behavior. In addition, only certain
types of trauma and severity of PTSD may influence the
risk for suicidal behavior (8), and our study did not evalu-
ate trauma severity. Nevertheless, the greater risk of sui-
cide attempts in patients with PTSD plus major depressive
episode underscores the need to assess depressed patients
for PTSD to ascertain accurate risk for suicidal acts.
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TABLE 1. Backward Logistic Regression Analysis of Suicide
Attempter Status and Lifetime or Current PTSD Among 156
Depressed Patients

Step in Analysis

Analysis of
Lifetime PTSD 
and Suicide

Attempts
(N=129)a

Analysis of
Current PTSD 
and Suicide

Attempts
(N=128)a

Beta
(df=1) p

Beta
(df=1) p

Step 1
PTSD diagnosis 0.81 0.17 0.96 0.18
Cluster B personality disorder 

diagnosis –0.68 0.10 –0.71 0.08
Childhood history of abuse –0.44 0.25 –0.44 0.25
Lifetime aggression 0.05 0.24 0.04 0.33
Sex 0.27 0.49 0.35 0.37

Step 2
PTSD diagnosis 0.90 0.11 0.96 0.18
Cluster B personality disorder 

diagnosis –0.70 0.09 –0.73 0.07
Childhood history of abuse –0.44 0.25 –0.43 0.25
Lifetime aggression 0.04 0.28 0.04 0.39

Step 3
PTSD diagnosis 0.94 0.09 1.10 0.12
Cluster B personality disorder 

diagnosis –0.97 0.02 –0.87 0.02
Childhood history of abuse –0.41 0.67 –0.41 0.28

Step 4
PTSD diagnosis 1.00 0.08 1.10 0.10
Cluster B personality disorder 

diagnosis –0.86 0.02 –0.86 0.02
Modelb 0.006 0.009
a Patients missing any of the variables in the model were excluded

from analysis.
b df=2.
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Objective: The influence of psychiatric symptoms and cogni-
tive impairment on daily living skills was explored in a series of
nursing home residents. Three categories of symptoms were ex-
amined: behavioral disturbances, depression, and delusions.

Method: Nursing home residents (N=69) underwent compre-
hensive psychiatric evaluations. Relationships among psychiat-

ric symptoms, cognitive function, and daily living skills were as-
sessed by using regression and correlation analyses.

Results: Cognitive decline had the greatest effect on functional
impairment in a standard least squares model, followed by be-
havioral disturbances. Psychiatric symptoms correlated posi-
tively with each other and with functional impairment, and cor-
related inversely with cognitive functioning.

Conclusions: Cognitive decline appears to confer the greatest
burden of functional disability in the nursing home setting. Af-
ter cognitive effects were accounted for, behavioral dysregula-
tion was also associated with functional impairment. In conclu-
sion, interventions to enhance cognition and ameliorate
behavioral disturbances are important areas for future studies
in long-term care.

(Am J Psychiatry 2003; 160:582–584)

This study explored the phenomenology of psychiatric
symptoms in the nursing home in an effort to help inform
treatment strategies. Among geriatric psychiatrists, there
is increasing awareness of the need for multimodal inter-
ventions for the elderly that are aimed at minimizing func-

tional impairment and enhancing quality of life across
multiple sources of disability (1, 2). This multimodal ap-
proach contrasts with the typical method of employing
psychotropic medications, i.e., targeting discrete psychi-
atric syndromes with specific medications. Discrete syn-


