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Abstract

:

Background and Objectives: Demoralization has been defined by hopelessness and helplessness attributable to a loss of purpose and meaning in life. Demoralization is a meaningful mental health concern, frequently associated with suicide risk in medical and psychiatric patients. The aim of this systematic review was to synthesize the recent empirical evidence on demoralization in patients with schizophrenia and to better understand the relationship between demoralization and suicide risk in patients with schizophrenia. Methods: A comprehensive literature search using key words and subject headings was performed following PRISMA guidelines with several bibliographic databases, resulting in the identification of 27 studies. Results: The findings suggested that demoralization is prevalent in patients with schizophrenia and supported the hypothesis that the association between depression and suicide is moderated by hopelessness. In clinical practice, it is important to recognize symptoms of demoralization using appropriate psychological tools to better understand the suffering of patients with schizophrenia and to implement suicide prevention programs.
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1. Introduction


Jerome Frank [1], more than forty years ago, defined demoralization as “a syndrome of existential distress occurring in patients with severe conditions that threaten life or integrity of being, such as physical illness or mental disorders.” Demoralization is characterized by ‘‘feelings of impotence, isolation, and despair.” Frank interpreted demoralization as an outcome caused by someone’s failure to cope when faced with an event generally described as easy to manage [2]. In those who are demoralized, self-esteem suffers, and rejection is felt as a result of individuals believing they have failed to meet the expectations of others [1,2,3]. This highlights the salience that stressful events may have on the human psyche [4].



In more recent years, Irvin Yalom, an existential psychotherapist [5], noted how demoralization represents the outcome of a conflict between the individual and his personal existence. When a person is unable to face this conflict, demoralization can develop. Based on this, the definition of demoralization was subsequently enriched with new concepts [6], with the link between distress and subjective incompetence at the base of the construct of demoralization.



In the following years, several authors attempted to describe the demoralization syndrome. Fava et al. [7] used three diagnostic criteria for demoralization, including the failure of individuals to meet expectations set by themselves, those set by others, and their general inability to cope with demands. This results in feelings of helplessness, hopelessness, and a desire to give up. According to a psychosomatic perspective, demoralization is a predictor for the development of a medical illness [7].



A recent definition of demoralization was proposed by Kissane and Clarke [8,9] at the beginning of the 2000s. Demoralization was defined as a clinical entity characterized by symptoms such as existential distress, hopelessness, loss of meaning and purpose in life, a sense of being trapped, personal failure, and difficulty coping. Kissane focused on demoralization as a predictive variable for suicidal ideation in terminally ill patients [2]. Kissane described demoralization as an abnormal response characterized by two key aspects: loss of meaning in life and loss of hope. Considering that hopelessness is one of the most important predictors of suicide, patients with the demoralization syndrome may have a higher risk of suicide than patients without the demoralization syndrome [2].



The debate on demoralization as a syndrome is still controversial. The categorization of demoralization as an “abnormal response” has been criticized by different authors. Several authors emphasized that demoralization is a normal psychological response in patients affected by a medical illness [10] and compared demoralization to the Adjustment Disorders, described in DSM-5, or as a normal response to loss [11,12]. Furthermore, the main controversy centers on whether demoralization constitutes a syndrome of despair, distress, and hopelessness separate from depression. Kissane saw the concept of demoralization as a syndrome, contextualizing it on a spectrum where the end of this spectrum warrants a “psychiatric alert”. Demoralization becomes clinically relevant when there is a significant loss of meaning and purpose in life, and suicidal thinking appears [13]. It has been argued that the critical feature distinguishing depression from demoralization is the presence or absence of anhedonia [14]. However, depression and anxiety are symptoms that are often present in the demoralization syndrome [8].



Although demoralization can occur in response to many distressing circumstances, much of the literature about demoralization focuses on people who have a terminal or severely disabling physical illness [15,16], but only a few studies have focused on psychiatric patients, such as patients with schizophrenia [17].



Patients with schizophrenia often die prematurely [18]. Though the lifetime risk for suicide for people with schizophrenia is estimated to be about 4.9% [19], up to 40% [20] of their premature mortality can be attributed to suicide and unnatural deaths. Several psychological features seem to contribute to suicide in this population, including hopelessness, recent loss or rejection, fear of further illness deterioration, awareness of their illness, loss of faith in treatment, post-psychotic depression, or failure in interpersonal relationships [21]. A number of clinical features have been associated with completed suicide in people with schizophrenia, including being young, male, Caucasian, and never married, and having good premorbid function and a history of substance abuse and suicide attempts [21,22]. Hopelessness, social isolation, and hospitalization are also important risk factors for completed suicide in individuals with schizophrenia. Among these features, hopelessness plays a large role in affecting the suicide risk of these patients. Higher hopelessness scores, regardless of the presence of only depressive symptoms, predicted a worse short-term outcome and worse global functioning, which are considered important risks factor for suicidal behavior [23]. Furthermore, a greater surveillance for suicide is required in the period after discharge from hospital and after periods of remission. Patients with schizophrenia usually experience hopelessness and demoralization after discharge from hospital which increases their suicide risk. During periods of remission, they can develop a painful awareness of their illness. At this point, their expectations contrast sharply with their declining functioning, leading to feelings of inadequacy, depression, and hopelessness. It has been suggested that hopelessness and greater insight are associated with current and lifetime risk of suicide [24].



Drake has described a demoralization syndrome in individuals with schizophrenia, in which repeated exacerbations of psychotic symptoms, functional deterioration, and a non-delusional awareness of the effects of the illness can lead to feelings of hopelessness, depression, and ultimately suicide [25].



In this view, premorbid adjustment and insight interact, resulting in demoralization and depression, potentially culminating in suicidal behavior. Interestingly, on the one hand, depression has been recognized as a major risk factor for suicide attempt among patients with schizophrenia [26]. On the other hand, depression is difficult to diagnose in patients with schizophrenia. In clinical practice, nonspecific sadness is more often observed than major depressive episodes. In the 1980s, Bartels and Drake [27] considered chronic demoralization to be a variable that predicted the risk of suicide in patients with schizophrenia. This hypothesis was then validated in several studies that have shown how the presence of depression, hopelessness, negative self-thoughts, anxiety, insomnia, self-devaluation, low self-esteem, and a feeling of guilt were strongly associated with a higher risk of suicide in patients with schizophrenia [21,22,23,24,25,26,27,28]. Research on this topic was then enriched with papers on patients with schizophrenia linking hopelessness with social and vocational dysfunction [29,30,31], suicide risk [25,26,27,28,29,30,31,32], avoidant coping [33,34], and stigma [35,36,37].



In line with the hypothesis that the demoralization syndrome and hopelessness are important risk factors for suicide in patients with schizophrenia, and on the basis that these two constructs are related to both patient insight and stigma, variables involved in suicide risk, we reviewed those studies investigating the presence of demoralization (and its constructs) and suicide, in patients with schizophrenia.



The principal aim of this review was to clarify the role of demoralization and hopelessness in affecting suicide risk in patients with schizophrenia. The second aim of this review paper was to better understand the complex relationship between demoralization and hopelessness, along with patient insight and stigma, and suicide risk in patients with schizophrenia.




2. Methods


We performed a systematic review of demoralization (according to a definition of demoralization that includes the inability to cope, helplessness, hopelessness, and low self-esteem) and suicidal risk in schizophrenia using MedLine, Excerpta Medica, PsycLit, PsycInfo, and Index Medicus search to identify all papers published between 1970 and 2018. The PRISMA statement for reporting systematic reviews was followed. Search terms used were: demoralization OR demoralization syndrome OR helplessness OR hopelessness AND suicide risk AND Schizophrenia, Psychosis. We first reviewed the titles and abstracts and applied the selection criteria outlined above with the exception of study design (Figure 1). Only articles published in English peer-reviewed journals were considered, and the articles were examined to for their relevance based on the inclusion criteria. Possible discrepancies between the reviewers with regard to inclusion criteria were resolved through consultation with the senior authors. In addition, reference lists were also examined. In the results section, we excluded case reports, meta-analyses, and systematic reviews, and studies that did not clearly report statistical analysis, diagnostic criteria, or the number of patients included. We found 27 articles on demoralization and schizophrenia that met these criteria and we discussed them in the two sections of the results (Clinical Studies included in qualitative synthesis). We have included three systematic reviews exclusively in the discussion section but not in the results section. The principal reviewer (IB) checked all items. Then, three reviewers independently inspected all citations of the studies identified by the search and grouped them according to topic.




3. Results


3.1. Demoralization and Suicide Risk in Schizophrenia


Depressive features, including demoralization and hopelessness, are common in schizophrenia and are often intertwined with psychotic symptoms, becoming a significant mediator of disability and suicidality. Cotton et al. [38] interviewed 20 therapists who had clinically followed 20 patients with schizophrenia who completed suicide. These interviews indicated that the profile of the patients was of young men in their thirties with a chronic history of illness with exacerbations. From the interviews, it emerged that patients expressed hopelessness at the time of their suicide. The patients had a strong desire to escape through death, and most of them had a previous history of suicidal behavior. Cotton then showed how different clinical features resulted in guidelines for the treatment of these patients. For example, it is important to assess the patient’s self-esteem, the protective function that psychosis may have in regard to suicide, and the importance of differentiating an inability to function from an unwillingness to function (i.e., unwillingness to share their thoughts of life and death or share the burden of despair resulting from their illness).



Drake et al. [39] examined risk factors for suicide in patients with schizophrenia, noting that the risk factors for suicide included demoralization and feelings of hopelessness and inadequacy. A few years later, the same authors investigated the clinical features of depression, hopelessness, and their relationship to major depressive episodes and suicides in 104 patients with schizophrenia, 15 of whom died by suicide [40]. Most patients (54%) endorsed “depressed mood”, and 21% of these patients met DSM criteria for a depressive disorder. Although the presence of depressed mood increased their risk of suicide, the severity of depression did not increase the risk of suicide. In contrast, the development of hopelessness, in addition to depressed mood, significantly increased the probability of suicide. In absence of hopelessness, depressed patients with schizophrenia presented a similar risk for suicide to that of non-depressed patients with schizophrenia. Thus, these results suggest that hopelessness mediates the relationship between depression and suicide risk in patients with schizophrenia.



Data from a prospective community treatment study on suicide in patients with schizophrenia showed that the group of patients who died by suicide were younger, with an earlier onset of illness compared to patients who did not complete suicide, and suicide occurred very early in the course of illness [32]. Furthermore, hopelessness was a very discriminative feature between the two groups (z = 3.27, p < 0.05), and patients who completed suicide showed a significant increase in hopelessness and depression.



Fenton et al. [41] studied the relationship between positive and negative symptoms, illness subtype, and suicidal behavior in 187 patients with schizophrenia, 87 patients with schizoaffective disorder, 15 patients with schizophreniform disorder, and 33 patients with schizotypal personality disorder. The authors demonstrated that the progressive loss of social drive, the diminished capacity to experience affect, and an indifference toward the future may preclude the painful self-awareness associated with suicide.



Nordentoft et al. [42] investigated predictive factors for suicidal behavior in 321 patients with first-episode psychosis. Their results demonstrated that a suicide attempt was associated with younger age, depression, hopelessness, and hallucinations. Being female, reported hopelessness at baseline, the presence of hallucinations, and a suicide attempt reported at the initial interview were associated with a suicide attempt by the one-year follow up.



Kim et al. [43] enrolled 333 patients with schizophrenia to clarify the clinical role of hopelessness, insight, and cognitive dysfunction for suicide risk. They found that hopelessness was significantly higher in patients with lifetime suicidality and in those with current suicide risk compared to patients without history of suicidal behavior, thereby supporting the role of hopelessness as a predictor of the lifetime risk of suicide.



Montross et al. [44] examined the prevalence of suicidal behavior in 132 patients with schizophrenia. Depression and hopelessness were significantly higher in the group with suicidal ideation. Predictive features for current suicidal ideation included depression, hopelessness, gender, general psychopathology, and the presence of a past suicide attempt. They also found that hopelessness and a past history of suicide attempts were the only variables associated with current suicidal ideation.



Restifo et al. [45] tested the demoralization hypothesis as an independent risk factor for suicidal behaviors in 164 patients, 115 of whom had a diagnosis of schizophrenia and 49 a diagnosis of schizoaffective disorder. The sample was divided in two groups: patients with a history of a previous suicide attempt (N = 59) and patients without a history of previous suicide attempts (N = 105). The authors observed that premorbid functioning and insight were associated with more depressive symptoms. Furthermore, cognitive symptoms of depression (poor concentration, indecisiveness, forgetfulness) and subclinical symptoms of depression were linked with past suicide attempts, while hopelessness predicted current and lifetime risk of suicide among these patients with schizophrenia. In support of these results, a case-control study [46] confirmed that a history of suicide attempts, hopelessness, and self-devaluation were the three variables that had the strongest association with completed suicide in patients with schizophrenia.



More recently Klonsky, et al. [47], in a 10-year longitudinal study of 414 patients with first-admission psychosis, clarified the relationship between hopelessness and suicide attempt. Both hopelessness and recent suicide attempts were assessed at multiple time-points. The results demonstrated that hopelessness at baseline predicted a suicide attempt during the subsequent 10 years independent of the presence of depression.



A few studies have investigated the association between self-esteem and suicide risk in patients with schizophrenia [48] (Table 1). Tarrier et al. [49] examined 59 patients with recent onset schizophrenia, reporting that greater hopelessness (odds ratio (OR) 1.22) and a longer duration of illness (OR 1.13) increased the risk of suicide in these patients. Hopelessness was associated with higher negative self-evaluation and social isolation, while negative self-evaluation was associated with self-criticism and negative symptoms. Acosta et al. [50], in a study of 60 patients with schizophrenia showed that negative cognitions about the psychiatric diagnosis were associated with depressive symptoms and hopelessness. Interestingly, negative cognition did not differ in patients with and without a history of previous suicide attempts. Yoo et al. [51] studied 87 patients with schizophrenia, of whom 20 (23.0%) had a history of suicide attempts. Their results revealed that patients with a history of suicide attempts had significantly higher scores on the Beck Depression Inventory (p = 0.036) and on the Korean version of the Internalized Stigma of Mental Illness scale (p = 0.009), and significantly lower scores on the Rosenberg Self-Esteem Scale (p = 0.001), demonstrating that low self-esteem represents a psychological feature of those who attempt suicide, thereby increasing their risk of suicide.



Five hundred and ten individuals with schizophrenia were studied by Ran et al. [52] with the aim of identifying clinical variables that could discern between patients with a history of suicide attempts and those without a history of suicide attempts. Of the 510 patients, 60.5% of patients that attempted suicide endorsed depressive symptoms and hopelessness. The suicide attempters also had more auditory hallucinations, delusions, and positive symptoms and presence of lifetime hopelessness.




3.2. Demoralization, Insight, and Stigma in Schizophrenia


How depression, demoralization, hopelessness, positive and negative symptoms, illness subtype, and suicidal tendency relate to one another in patients with schizophrenia is poorly understood but of great clinical relevance. Several studies have highlighted the link between high levels of insight, low self-esteem, and the quality of life [53,54] (Table 2). Patients with psychiatric illnesses experience discrimination, less life satisfaction, stigma, and feel demoralized and rejected by others [55]. Recent research has suggested that self-stigma results in reduced self-esteem, depression, and anxiety and hinders recovery [56,57]. In a cross-sectional study on 85 patients with schizophrenia receiving maintenance therapy, Birchwood et al. [58] investigated the relationship between depression, the acceptance or rejection of mental illness, the perceived controllability of illness and the acceptance of cultural stereotypes. Twenty-nine per cent of the patients with schizophrenia were considered ‘depressed’ using the cut-off point of 15 on the Beck Depression Inventory (BDI).



The relationship between hopelessness and global functioning was investigated by Aguilar et al. [59] in first-episode psychosis patients. They found that patients with first-episode schizophrenia had higher levels of hopelessness than non-schizophrenia patients, and that higher hopelessness scores predicted worse global functioning at a one-year follow-up in patients with psychosis. In a cross-sectional study, Carroll et al. [60] explored the relationship between hopelessness and level of insight in 28 forensic patients with schizophrenia, testing the hypothesis that insight domains of ‘compliance with treatment’ and ‘awareness of illness’, as evaluated by the Schedule for Assessment of Insight (SAI), would be positively correlated with hopelessness. They showed that awareness of illness, but not compliance with the treatment, was positively correlated with level of hopelessness (i.e., patients who had a poor awareness of their illness generally had more hope for their future).



Lysaker et al. [61] investigated whether expectations about the future and motivation to persist (two aspects of hope) were correlated with neurocognitive patterns, personality, symptoms, and social functioning among 52 patients in a post-acute phase of schizophrenia. The authors suggested that both these aspects of hope were linked to lesser levels of stigma, fewer symptoms of schizophrenia, lesser anxiety, and lesser preference for avoidant forms of coping, emphasizing how different aspects of stigma are possibly linked to different domains of hope.



White et al. [62], in a study on 100 patients with schizophrenia, investigated the psychological features of non-hopeless patients (including personal beliefs about illness) and versus hopeless patients. Of the total sample, 25% of patients reported severe hopelessness, and hopelessness correlated significantly with “entrapment”, “loss of autonomy”, and “attribution: of self vs. illness” (the extent to which the individual believes that the origins of the illness lie in their personal psyche), using subscales of the Personal Beliefs about Illness Questionnaire (PBIQ). White et al. concluded that, although depression and hopelessness scores are highly correlated, the abovementioned aspects of a patient’s personal belief about their illness were all independently associated with hopelessness after controlling for depression.



Cavelti et al. [63] demonstrated that the association between insight and demoralization is mediated by the participants’ perception of their mental illness as being chronic, disabling, and out of control. The same authors [64] confirmed, in a study of 145 outpatients with schizophrenia, that the relationship between insight and demoralization was stronger as self-stigma increased, that is, patients with high insight tended to be more demoralized as a result, in part, of their increased likelihood of experiencing self-stigma in relation to their mental illness. In the same study, self-stigma also partially mediated the positive relationship between insight and demoralization, that is, the impact of insight on demoralization diminished after self-stigma was included in the regression equation. Moreover, demoralization fully mediated the adverse associations of self-stigma with psychotic symptoms and global functioning (i.e., higher levels of psychotic symptoms and lower levels of functioning were correlated with higher levels of demoralization).



Boursier et al. [65] investigated the presence of demoralization in 55 patients with schizophrenia, demonstrating that more than 94% of these patients experienced demoralization. The degree of demoralization was correlated with the intensity of positive symptoms, depression, despair, suicidality, poor quality of life, and low self-esteem.



A recent study by Wartelsteiner et al. [66] found that schizophrenia patients had significantly lower quality of life (QoL), resilience, self-esteem, and hope compared to healthy control subjects, highlighting the complex nature of QoL in patients suffering from schizophrenia and the importance of enhancing resilience and self-esteem and diminishing hopelessness and psychopathological features in patients with schizophrenia.



Recently Tourino et al. [67], in a sample of 71 outpatients with a diagnosis of schizophrenia, found that, in 21.1% of these patients, stigma was associated with suicidal ideation, a higher number of suicide attempts, higher current suicidal risk, worse self-compassion, higher scores for depression, a higher prevalence of depression, and higher levels of hopelessness.





4. Discussion


In this review, we have shown a clinical overlap between symptoms of demoralization and schizophrenia. Currently, it is estimated that the prevalence of depressive disorders in schizophrenia is around 40% [68,69] and the presence of depression is correlated with poorer outcomes in schizophrenia [70,71]. Bartels and Drake [27] suggested that depressive symptoms in schizophrenia included depressive symptoms secondary to organic factors, “nonorganic” depression intrinsic to the acute psychotic episode, and depressive symptoms that are not associated with the acute psychotic episode, such as symptoms associated with the prodromal, post-psychotic interval, as well as those symptoms that resemble depression that may represent negative symptoms of schizophrenia. Based on the results of this review, we suggest including the Demoralization Syndrome among the depressive syndromes in schizophrenia.



The demoralization syndrome can be differentiated from depression. In patients with chronic medical illness and in patients with psychiatric disorders, disability, bodily disfigurement, fear of loss of dignity, social isolation, feelings of greater dependency on others, and the perception of being a burden may predispose patients to develop symptoms of demoralization. Furthermore, patients with the demoralization syndrome, composed of the sense of impotence and helplessness, could progress to a desire to die by suicide. The research reviewed demonstrated clearly that suicide risk is associated with hopelessness and depression [21], and that suicidal intent in psychiatric inpatients correlates more strongly with hopelessness than with depression [72]. The results of this paper further support the argument for distinguishing demoralization syndrome and its constructs from clinical depression in patients affected by schizophrenia [9].



Previous research has shown that the patients with schizophrenia who are at a higher risk to die by suicide are those who are young, male, Caucasian, never married, with good premorbid function, post-psychotic depression, and with a history of substance abuse and suicide attempts. Furthermore, hopelessness, social isolation, hospitalization, deteriorating health with a high level of premorbid functioning, recent loss or rejection, limited external support, and family stress are considered important risk factors in patients with schizophrenia who die by suicide. How depression, demoralization, hopelessness, positive and negative symptoms, illness subtype, and suicidal tendency evolved in relation to each other in patients with schizophrenia is poorly understood but of clinical relevance. As shown above, several studies have highlighted the link between high levels of insight and low self-esteem and quality of life [52,53]. Patients with psychiatric illnesses experience discrimination, less life satisfaction, stigma, and feel demoralized and rejected by others [54].



The research review above shows how demoralization is frequently present in patients with schizophrenia and its significant association with suicide risk. Furthermore, hopelessness has been found to predict current and lifetime suicidality among patients with schizophrenia, independently of a diagnosis of major depression [43,44,45,46,47,48,49,50,51,52,53,54,55,56,57,58,59,60,61,62,63,64,65,66,67,68,69,70,71], emphasizing the importance of assessing demoralization symptoms in psychiatric patients to better evaluate suicide risk in clinical settings.



This review supports the hypothesis that the association between depression and suicide is moderated by hopelessness. Hopelessness may operate as a powerful potentiating variable, as demonstrated by the evidence showing that depression becomes a predictor of suicide only in the presence of hopelessness. Furthermore, the results of our review, which demonstrated the relationship between demoralization, insight, and stigma in patients affected by schizophrenia, suggest that demoralization may add valuable information about clinically relevant psychological distress in the context of psychiatric diseases. Self-insight may exert its effect on suicide risk through increasing demoralization, rather than through a direct impact on suicidal behavior. Studies in this field suggested that insight may represent a risk factor for suicide in patients with schizophrenia and this association appears to be mediated by other variables, such as depression and, above all, hopelessness. Further studies are required to analyze this issue in depth, given the crucial implications that it may have on the development of a model for suicide prevention in schizophrenia.



Limitations


When interpreting the results of this review, several limitations should be considered. First, all reviews of research are retrospective and, therefore, are subject to bias. Second, we selected only articles in English, omitting relevant articles in other languages from our review. Third, we did not examine the role of gender on suicide risk. Fourth, it was not always simple to apply the concept of “demoralization” retroactively to studies that did not specifically set out to study it, for example ones that look at “hopelessness” or “helplessness”. Moreover, given this difficulty, the division of the two sub-chapters of the result section can sometimes seem confusing. Specifically, we included in the first section the studies that presented the main focus on suicidal risk and in the second chapter the studies that mainly considered demoralization, insight, stigma, and quality of life in patients affected by schizophrenia.



Finally, not all the studies reviewed in this paper distinguished completed suicide from attempted suicide. Suicide attempters and completers with schizophrenia appear to represent two overlapping but distinct groups, with different clinical and demographic profiles.





5. Conclusions


Despite increased screening for depression in clinical settings, demoralization symptoms in patients with schizophrenia are often either missed or dismissed by clinicians. This is at least in part because of the difficulty of distinguishing between symptoms of a concurrent mood disorder and those of the schizophrenia syndrome itself, in which disturbed affect and difficulty expressing emotions are central negative symptoms. Our results suggest that, in clinical practice, it is important to recognize the symptoms of demoralization, in particular hopelessness, using appropriate psychological tools in order to better approach the suffering of our patients and implement suicide prevention programs in patients with schizophrenia. Identifying specific subgroups of patients with schizophrenia with different suicide risk profiles, including the presence of demoralization symptoms, is an important goal for future research. Furthermore, in clinical practice, clinicians should definitely focus on the degree of insight in their clients in order to evaluate the suicidal risk, through a careful clinical evaluation and through the use of appropriate tools that evaluate and prevent suicidal risk.







Author Contributions


I.B. wrote the manuscript, S.S., E.R., M.H., G.C. and D.E. contributed to the collection of articles, D.L. corrected and reviewed the article. M.P. provided the original idea and the intellectual impetus.




Funding


This research received no external funding.




Acknowledgments


No Acknowledgments.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



Frank, J.D. Psychotherapy: The restoration of morale. Am. J. Psychiatry 1974, 131, 271–274. [Google Scholar] [CrossRef]

	



Robinson, S.; Kissane, D.W.; Brooker, J.; Burney, S. A Review of the construct of demoralization: History, definitions, and future direction for palliative care. Am. J. Hos. Pall. Med. 2014, 33, 93–101. [Google Scholar] [CrossRef]

	



Frank, J.D. Persuasion and Healing: A Comparative Study of Psychotherapy, 2nd ed.; JHU Press: Baltimore, MD, USA, 1993. [Google Scholar]

	



Frank, J.D. The role of hope in psychotherapy. Int. J. Psychiatry 1968, 5, 383–395. [Google Scholar] [PubMed]

	



Yalom, I.D. The Yalom Reader: Selections from the Work of a Master Therapist and Storyteller; Basic Books: New York, NY, USA, 1996. [Google Scholar]

	



De Figueiredo, J.M.; Frank, J.D. Subjective incompetence, the clinical hallmark of demoralization. Compr. Psychiatry 1982, 23, 353–363. [Google Scholar] [CrossRef]

	



Fava, G.A.; Freyberger, H.J.; Bech, P.; Christodoulou, G.; Sensky, T.; Theorell, T.; Wise, T.N. Diagnostic criteria for use in psychosomatic research. Psychother. Psychosom. 1995, 63, 1–8. [Google Scholar] [CrossRef]

	



Kissane, D.W.; Clarke, D.M.; Street, A.F. Demoralization syndrome: A relevant psychiatric diagnosis for palliative care. J. Palliat. Care 2001, 17, 12–21. [Google Scholar] [CrossRef]

	



Clarke, D.M.; Kissane, D.W. Demoralization: Its phenomenology and importance. Aust. N. Z. J. Psychiatry 2002, 36, 733–742. [Google Scholar] [CrossRef]

	



Sansone, R.A.; Sansone, L.A. Demoralization in patients with medical illness. Psychiatry 2010, 7, 42. [Google Scholar] [PubMed]

	



Slavney, P.R. Diagnosing demoralization in consultation psychiatry. Psychosomatics 1999, 40, 325–329. [Google Scholar] [CrossRef]

	



Angelino, A.F.; Treisman, G.J. Major depression and demoralization in cancer patients: Diagnostic and treatment considerations. Support Care Cancer 2001, 9, 344. [Google Scholar] [CrossRef] [PubMed]

	



Kissane, D.W. Distress, demoralization and depression in palliative care. Curr Ther. 2000, 41, 14–19. [Google Scholar]

	



Pasquini, M.; Berardelli, I.; Biondi, M. Ethiopathogenesis of depressive disorders. Clinical practice and epidemiology in mental health. Clin. Pract. Epidemiol. Ment. Health 2014, 10, 166–171. [Google Scholar] [CrossRef] [PubMed]

	



Tecuta, L.; Tomba, E.; Grandi, S.; Fava, G.A. Demoralization: A systematic review on its clinical characterization. Psychol. Med. 2015, 45, 673–691. [Google Scholar] [CrossRef] [PubMed]

	



Fava, G.A.; Cosci, F.; Sonino, N. Current psychosomatic practice. Psychother. Psychosom. 2017, 86, 13–30. [Google Scholar] [CrossRef]

	



Grassi, L.; Mangelli, L.; Fava, G.A.; Grandi, S.; Ottolini, F.; Porcelli, P.; Rafanelli, C.; Rigatelli, M.; Sonino, N. Psychosomatic characterization of adjustment disorders in the medical setting: Some suggestions for DSM-V. J. Affect. Disord. 2007, 101, 251–254. [Google Scholar] [CrossRef]

	



Nordentoft, M.; Wahlbeck, K.; Hallgren, J.; Westman, J.; Osby, U.; Alinaghizadeh, H.; Gissler, M.; Laursen, T.M. Excess mortality, causes of death and life expectancy in 270,770 patients with recent onset of mental disorders in Denmark, Finland and Sweden. PLoS ONE 2013, 8, e55176. [Google Scholar] [CrossRef]

	



Palmer, B.A.; Pankratz, V.S.; Bostwick, J.M. The lifetime risk of suicide in Schizophrenia: A reexamination. Arch. Gen. Psychiatry 2005, 62, 247–253. [Google Scholar] [CrossRef] [PubMed]

	



Bushe, C.J.; Taylor, M.; Haukka, J. Mortality in Schizophrenia: A measurable clinical endpoint. J. Psychopharmacol. 2010, 24, 17–25. [Google Scholar] [CrossRef]

	



Pompili, M.; Amador, X.F.; Girardi, P.; Harkavy-Friedman, J.; Harrow, M.; Kaplan, K.; Montross, L.P. Suicide risk in schizophrenia: Learning from the past to change the future. Ann. Gen. Psychiatry 2007, 6, 10. [Google Scholar] [CrossRef] [PubMed]

	



Pompili, M.; Serafini, G.; Innamorati, M.; Lester, D.; Shrivastava, A.; Girardi, P.; Nordentoft, M. Suicide risk in first episode psychosis: A selective review of the current literature. Schizophr. Res. 2011, 129, 1–11. [Google Scholar] [CrossRef]

	



Cassidy, R.M.; Yang, F.; Kapczinski, F.; Passos, I.C. Risk factors for suicidality in patients with schizophrenia: A systematic review, meta-analysis, and meta-regression of 96 studies. Schizophr. Bull. 2018, 44, 787–797. [Google Scholar] [CrossRef]

	



Vrbova, K.; Prasko, J.; Ociskova, M.; Latalova, K.; Holubova, M.; Grambal, A.; Slepecky, M. Insight in schizophrenia—A double-edged sword? Neuro. Endocrinol. Lett. 2017, 38, 457–464. [Google Scholar]

	



Drake, R.; Whitaker, A.; Gates, C.; Cotton, P. Suicide among schizophrenics: A review. Compr. Psychiatry 1985, 26, 90–100. [Google Scholar] [CrossRef]

	



Togay, B.; Noyan, H.; Tasdelen, R.; Ucok, A. Clinical variables associated with suicide attempts in schizophrenia before and after the first episode. Psychiatry Res. 2015, 229, 252–256. [Google Scholar] [CrossRef]

	



Bartels, S.J.; Drake, R.E. Depressive symptoms in schizophrenia: Comprehensive differential diagnosis. Compr. Psychiatry 1988, 29, 467–483. [Google Scholar] [CrossRef]

	



Hor, K.; Taylor, M. Suicide and schizophrenia: A systematic review of rates and risk factors. J. Psychopharmacol. 2010, 24, 81–90. [Google Scholar] [CrossRef] [PubMed]

	



Strauss, J.S. Chronicity: Causes, prevention, and treatment. Psychiatr. Ann. 1980, 10, 23–29. [Google Scholar] [CrossRef]

	



Regenold, M.; Sherman, M.F.; Fenzel, M. Getting back to work: Self-efficacy as a predictor of employment outcome. Psychiatr. Rehabil. J. 1999, 22, 361. [Google Scholar] [CrossRef]

	



Hoffmann, H.; Kupper, Z.; Kunz, B. Hopelessness and its impact on rehabilitation outcome in schizophrenia–an exploratory study. Schizophr. Res. 2000, 43, 147–158. [Google Scholar] [CrossRef]

	



Cohen, L.J.; Test, M.A.; Brown, R.L. Suicide and schizophrenia: Data from a prospective community treatment study. Am. J. Psychiatry 1990, 147, 602–607. [Google Scholar]

	



Ventura, J.; Neuchterlein, K.H.; Subotnik, K.L.; Gitlin, M.J.; Sharou, J. How are self-efficacy, neurocognition, and negative symptoms related to coping responses in schizophrenia? Schizophr. Res. 1999, 36, 186–187. [Google Scholar]

	



Lysaker, P.H.; Clements, C.A.; Wright, D.E.; Evans, J.; Marks, K.A. Neurocognitive correlates of helplessness, hopelessness, and well-being in schizophrenia. J. Nerv. Ment. Dis. 2001, 189, 457–462. [Google Scholar] [CrossRef]

	



Mechanic, D.; McAlpine, D.; Rosenfield, S.; Davis, D. Effects of illness attribution and depression on the quality of life among persons with serious mental illness. Soc. Sci. Med. 1994, 39, 155–164. [Google Scholar] [CrossRef]

	



Markowitz, F.E. The effects of stigma on the psychological well-being and life satisfaction of persons with mental illness. J. Health Soc. Behav. 1998, 39, 335–347. [Google Scholar] [CrossRef]

	



Wright, E.R.; Gronfein, W.P.; Owens, T.J. Deinstitutionalization, social rejection and the self-esteem of former mental patients. J. Health Soc. Behav. 2000, 41, 68–90. [Google Scholar] [CrossRef]

	



Cotton, P.G.; Drake, R.E.; Gates, C. Critical treatment issues in suicide among schizophrenics. Hosp. Community Psychiatry 1985, 36, 534–536. [Google Scholar] [CrossRef]

	



Drake, R.E.; Gates, C.; Cotton, P.G.; Whitaker, A. Suicide among schizophrenics. Who is at risk? J. Nerv. Ment. Dis. 1984, 172, 613–617. [Google Scholar] [CrossRef]

	



Drake, R.; Cotton, P.G. Depression, hopelessness and suicide in chronic schizophrenia. Brit. J. Psychiat. 1986, 148, 554–559. [Google Scholar] [CrossRef]

	



Fenton, W.S.; McGlashan, T.H.; Victor, B.J.; Blyler, C. Symptoms, subtype, and suicidality in patients with schizophrenia spectrum disorders. Am. J. Psychiatry. 1997, 154, 199–204. [Google Scholar]

	



Nordentoft, M.; Jeppesen, P.; Abel, M.; Kassow, P.; Petersen, L.; Thorup, A.; Krarup, G.; Hemmingsen, R.; Jørgensen, P. OPUS study: Suicidal behavior, suicidal ideation and hopelessness among patients with first-episode psychosis. Br. J. Psychiatry 2002, 181, 98–106. [Google Scholar] [CrossRef]

	



Kim, C.H.; Jayathilake, K.; Meltzer, H.Y. Hopelessness, neurocognitive function, and insight in schizophrenia: Relationship to suicidal behavior. Schizophr. Res. 2002, 60, 71–80. [Google Scholar] [CrossRef]

	



Montross, L.P.; Kasckow, J.; Golshan, S.; Solorzano, E.; Lehman, D.; Zisook, S. Suicidal ideation and suicide attempts among middle-aged and older patients with schizophrenia spectrum disorders and concurrent subsyndromal depression. J. Nerv. Ment. Dis. 2008, 196, 884–890. [Google Scholar] [CrossRef]

	



Restifo, K.; Harkavy-Friedman, J.M.; Shrout, P.E. Suicidal behavior in schizophrenia. A test of the demoralization hypothesis. J. Nerv. Ment. Dis. 2009, 197, 147–153. [Google Scholar] [CrossRef] [PubMed]

	



Pompili, M.; Lester, D.; Grispini, A.; Innamorati, M.; Calandro, F.; Iliceto, P.; De Pisa, E.; Tatarelli, R.; Girardi, P. Completed suicide in schizophrenia: Evidence from a case-control study. Psychiatry Res. 2009, 167, 251–257. [Google Scholar] [CrossRef] [PubMed]

	



David Klonsky, E.; Kotov, R.; Bakst, S.; Rabinowitz, J.; Bromet, E.J. Hopelessness as a predictor of attempted suicide among first admission patients with psychosis: A 10-year cohort study. Suicide Life-Threat. Behav. 2012, 42, 1–10. [Google Scholar] [CrossRef] [PubMed]

	



Fulginiti, A.; Brekke, J.S. Escape from discrepancy: Self-esteem and quality of life as predictors of current suicidal ideation among individuals with schizophrenia. Community Ment. Health J. 2015, 51, 654–662. [Google Scholar] [CrossRef] [PubMed]

	



Tarrier, N.; Barrowclough, C.; Andrews, B.; Gregg, L. Risk of non-fatal suicide ideation and behavior in recent onset schizophrenia—The influence of clinical, social, self-esteem and demographic factors. Soc. Psych. Psych. Epid. 2004, 39, 927–937. [Google Scholar] [CrossRef]

	



Acosta, F.J.; Aguilar, E.J.; Cejas, M.R.; Gracia, R. Beliefs about illness and their relationship with hopelessness, depression, insight and suicide attempts in schizophrenia. Psychiatr. Danub. 2013, 25, 0–54. [Google Scholar]

	



Yoo, T.; Kim, S.W.; Kim, S.Y.; Lee, J.Y.; Kang, H.J.; Bae, K.Y.; Yoon, J.S. Relationship between suicidality and low self-esteem in patients with schizophrenia. Clin. Psychopharm. Neu. 2015, 13, 296. [Google Scholar] [CrossRef] [PubMed]

	



Ran, M.S.; Xiang, M.Z.; Mao, W.J.; Hou, Z.J.; Tang, M.N.; Chen, E.Y.A.; Chan, C.L.W.; Yip, P.S.F.; Conwell, Y. Characteristics of suicide attempters and nonattempters with Schizophrenia in a rural community. Suicide Life Threat Behav. 2005, 35, 694–701. [Google Scholar] [CrossRef]

	



Drake, R.J.; Pickles, A.; Bentall, R.P.; Kinderman, P.; Haddock, G.; Tarrier, N.; Lewis, S.W. The evolution of insight, paranoia and depression during early schizophrenia. Psychol. Med. 2004, 34, 285–292. [Google Scholar] [CrossRef]

	



Hasson-Ohayon, I.; Kravetz, S.; Meir, T.; Rozencwaig, S. Insight into severe mental illness, hope, and quality of life of persons with schizophrenia and schizoaffective disorders. Psychiatry Res. 2009, 167, 231–238. [Google Scholar] [CrossRef]

	



Mansouri, L.; Dowell, D.A. Perceptions of stigma among the long-term mentally ill. Psychosoc. Rehabil. J. 1989, 13, 79. [Google Scholar] [CrossRef]

	



Schulze, B.; Angermeyer, M.C. Subjective experiences of stigma. A focus group study of schizophrenic patients, their relatives and mental health professionals. Soc. Sci. Med. 2003, 56, 299–312. [Google Scholar] [CrossRef]

	



Vass, V.; Morrison, A.P.; Law, H.; Dudley, J.; Taylor, P.; Bennett, K.M.; Bentall, R.P. How stigma impacts on people with psychosis: The mediating effect of self-esteem and hopelessness on subjective recovery and psychotic experiences. Psychiatry Res. 2015, 230, 487–495. [Google Scholar] [CrossRef]

	



Birchwood, M.; Mason, R.; MacMillan, F.; Healy, J. Depression, demoralization and control over psychotic illness: A comparison of depressed and non-depressed patients with a chronic psychosis. Psychol. Med. 1993, 23, 387–395. [Google Scholar] [CrossRef] [PubMed]

	



Aguilar, E.J.; Haas, G.; Manzanera, F.J.M.; Hernández, J.; Gracia, R.; Rodado, M.J.; Keshavan, M.S. Hopelessness and first-episode psychosis: A longitudinal study. Acta Psychiatr. Scand. 1997, 96, 25–30. [Google Scholar] [CrossRef]

	



Carroll, A.; Pantelis, C.; Harvey, C. Insight and hopelessness in forensic patients with schizophrenia. Aust. N. Z. J. Psychiatry 2004, 38, 169–173. [Google Scholar] [CrossRef] [PubMed]

	



Lysaker, P.H.; Davis, L.W.; Hunter, N.L. Neurocognitive, social and clinical correlates of two domains of hopelessness in schizophrenia. Schizophr. Res. 2004, 70, 277–285. [Google Scholar] [CrossRef] [PubMed]

	



White, R.G.; McCleery, M.; Gumley, A.I.; Mulholland, C. Hopelessness in schizophrenia: The impact of symptoms and beliefs about illness. J. Nerv. Ment. Dis. 2007, 195, 968–975. [Google Scholar] [CrossRef]

	



Cavelti, M.; Kvrgic, S.; Beck, E.M.; Kossowsky, J.; Vauth, R. The role of subjective illness beliefs and attitude toward recovery within the relationship of insight and demoralization among people with schizophrenia spectrum disorders. J. Clin. Psychol. 2012, 68, 462–476. [Google Scholar] [CrossRef]

	



Cavelti, M.; Kvrgic, S.; Beck, E.M.; Rüsch, N.; Vauth, R. Self-stigma and its relationship with insight, demoralization, and clinical outcome among people with schizophrenia spectrum disorders. Compr. Psychiatry 2012, 53, 468–479. [Google Scholar] [CrossRef]

	



Boursier, S.; Jover, F.; Pringuey, D. Relevance of the concept of demoralization in schizophrenic patients. Eur. Psychiatry 2013, 28, 1. [Google Scholar] [CrossRef]

	



Wartelsteiner, F.; Mizuno, Y.; Frajo-Apor, B.; Kemmler, G.; Pardeller, S.; Sondermann, C.; Hofer, A. Quality of life in stabilized patients with schizophrenia is mainly associated with resilience and self-esteem. Acta Psychiatr. Scand. 2016, 134, 360–367. [Google Scholar] [CrossRef]

	



Touriño, R.; Acosta, F.J.; Giráldez, A.; Álvarez, J.; González, J.M.; Abelleira, C.; Benítez, N.; Baena, E.; Fernández, J.A.; Rodriguez, C.J. Suicidal risk, hopelessness and depression in patients with schizophrenia and internalized stigma. Actas Esp. Psiquiatr. 2018, 46, 33–34. [Google Scholar]

	



Upthegrove, R.; Marwaha, S.; Birchwood, M. Depression and schizophrenia: Cause, consequence, or Trans-diagnostic issue? Schizophr. Bull. 2017, 43, 240–244. [Google Scholar] [CrossRef]

	



Conley, R.R.; Ascher-Svanum, H.; Zhu, B.; Faries, D.E.; Kinon, B.J. The burden of depressive symptoms in the long-term treatment of patients with schizophrenia. Schizophr. Res. 2007, 90, 186–197. [Google Scholar] [CrossRef]

	



Gardsjord, E.S.; Romm, K.L.; Friis, S.; Barder, H.E.; Evensen, J.; Haahr, U.; Ten Velden Hegelstad, W.; Joa, I.; Johannessen, J.O.; Langeveld, J.; et al. Subjective quality of life in first-episode psychosis. A ten year follow-up study. Schizophr. Res. 2016, 172, 23–28. [Google Scholar] [CrossRef]

	



Pompili, M.; Lester, D.; Innamorati, M.; Tatarelli, R.; Girardi, P. Assessment and treatment of suicide risk in schizophrenia. Expert Rev. Neurother. 2008, 8, 51–74. [Google Scholar] [CrossRef]

	



Wetzel, R.D.; Margulies, T.; Davis, R.; Karam, E. Hopelessness, depression, and suicide intent. J. Clin. Psychiatry 1980, 41, 159–160. [Google Scholar] [CrossRef]








[image: Medicina 55 00200 g001 550] 





Figure 1. Flowchart of the search and selection process. 
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Table 1. Demoralization and Suicide Risk in Schizophrenia.
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	Authors
	Purpose
	Measures
	Results/Discussion





	Drake et al. (1984)
	Risk factors for suicide in patients with schizophrenia

N = 104 (15 clinical vs. 89 controls; all met DSM-III diagnostic criteria for Schizophrenia)
	3d edition of the Diagnostic and Statistical Manual of Mental Disorders from the American Psychiatric Association

(DSM-III)
	Depressed mental status is more frequently observed in suicide group vs. non-suicide group (80% vs. 48%; p < 0.01).



	Cotton et al. (1985)
	Psychotherapy of suicidal schizophrenic patients.

N = 20 (schizophrenia)
	Semi-structured interviews
	Patients with schizophrenia reported hopelessness and a strong desire to escape through death at the time of suicide.

It is important to assess self-esteem, the presence of psychosis, and distinguish inability to function from unwillingness to function



	Drake & Cotton (1986)
	DSM-III depressive symptoms vs. hopelessness in schizophrenic suicides and non-suicides patients N = 104 (15 = s; 89 = n-s)
	3d edition of the Diagnostic and Statistical Manual of Mental Disorders from the American Psychiatric Association

(DSM-III); Beck Hopelessness Scale (BHS)
	Suicide ideas, depressive mood, and hopelessness rather than depression increases risk of suicide (respectively 87%, 80%, and 67% vs. 33% of depression in suicide sample); p < 0.01



	Cohen et al. (1990)
	Suicide in long-term treatment schizophrenia.

N = 122 (67.2% male) with Schizophrenia, schizoaffective disorder (research diagnostic criteria), or schizotypal personality disorder (DSM-III)
	Symptom Checklist 90-R (SCL-90-R); Brief Psychiatric Rating Scale (BPRS); Self-report measure of satisfaction
	Baseline SCL-90-R scores for: hopelessness (6.30 vs. 2.96), hostility (3.53 vs. 1.63), depression (5.89 vs. 3.52), paranoid ideation (4.51 vs. 2.71), and obsessive-compulsive (3.73 vs. 2.23) were very discriminative between suicides (N = 8) and non-suicides (N = 74)



	Fenton et al. (1997)
	Suicidality in schizophrenia and its relationship with subtypes

N = 322 (schizophrenia n =187; schizoaffective disorder n = 87; schizophreniform disorder N = 15; schizotypal personality disorder n = 33)
	3d edition of the Diagnostic and Statistical Manual of Mental Disorders from the American Psychiatric Association

(DSM-III); Positive and Negative Symptoms Scale (PANSS); self-report interviews
	Negative symptoms: blunted affect (p = 0.03), poverty of speech (p = 0.02), stereotyped thinking (p = 0.005), and only one of positive symptoms (grandiosity (p < 0.05)) were correlated with suicide behavior.



	Nordentoft et al. (2002)
	Suicidal behavior and treatment in first-episode schizophrenia (FEP)

N = 341 (FEP disorder); attempts reported at baseline (N = 321); attempts during first year of treatment (N = 275)

Diagnosis: schizophrenia, schizotypal disorder, delusional disorder, acute or transient psychosis, schizoaffective psychosis, induced psychosis, or unspecific non-organic psychosis according to ICD–10
	Schedules for Clinical Assessment in Neuropsychiatry (SCAN 2.0), Scale for the Assessment of Negative Symptoms (SANS), Scale for the Assessment of Positive Symptoms (SAPS)
	Baseline period: being male (p = 0.001) and suicidal plans the week prior (p = 0.001) were significant predictors of suicide;

Follow up period: being male (p = 0.002), suicidal plans the week prior (p < 0.001), and previous suicide attempts (p = 0.001) were significantly associated with suicide. There was a weak association between hopelessness and suicide in the integrated treatment’s group one year after treatment compared to the standard treatment’s group (p < 0.01)



	Kim et al. (2002)
	Hopelessness, insight, cognitive dysfunction, and suicidality in schizophrenia

N = 333 (schizophrenia)
	Schedule for Affective Disorders and Schizophrenia (SADS), Hamilton Depression Rating Scale (HDRS), Brief Psychiatric Rating Scale (BPRS)
	Regression analysis predicted Hopelessness as the most important predictor of current and lifetime suicidality (β = 0.41, p = 0.0001; β = 0.35, p = 0.01, respectively).

Further, insight and substance abuse were predictors for lifetime and current suicidality (p = 0.001 and p = 0.004; p = 0.001 and p = 0.033, respectively).



	Tarrier et al. (2004)
	Factors (self-esteem, relatives’ expressed emotions, demographic, social, clinical) associated with suicidal ideation and/or previous suicide attempts as proxy measures of suicide risk

N = 59 (DSM-IV diagnosis of recent onset schizophrenia)
	4d edition of the Diagnostic and Statistical Manual of Mental Disorders from the American Psychiatric Association

(DSM-IV); Modified Self-Evaluation and Social Support for Schizophrenia (SESS-sv); Positive and Negative Symptoms Scale (PANSS); Beck Depression Inventory (BDI); Beck Hopelessness Scale (BHS); Insight Scale (IS)
	Greater hopelessness (OR 1.22) and longer duration of illness (OR 1.13) increase suicide risk. Hopelessness was also associated with higher negative self-evaluation and social isolation.



	Ran et al. (2005)
	Suicide attempters’ (N = 38) vs. non-attempters’ (N = 472) clinical features.

N = 510 (schizophrenia)
	Screening schedule for Psychosis, Present State Examination, Chinese version (PSE-9), Social Disability Screening Schedule (SDSS), General Psychiatric Interview Schedule and Summary Form
	Hopelessness and depressed mood were present in 60.5% of the patients with a history of lifetime suicide attempt (p < 0.001).



	Montross et al. (2008)
	Prevalence and correlates of suicide in 40-year-old and older schizophrenic patients

N = 132 (schizophrenia spectrum disorder and concurrent depressive symptoms)
	SCID, Beck Scale for Suicidal Ideation (BSSI), Hamilton Depression Rating Scale (HAM-D), Calgary Depression Rating Scale (CDRS), Positive and Negative Symptoms Scale (PANSS), Clinical Global Impression Scale (CGI), Cumulative Illness Rating Scale-Geriatrics version C(IRS-G), Beck Hopelessness Scale (BHS)
	Hopelessness rated by BHS (5.8; p = 0.001), and level of depression rated by HAM-D (13; p = 0.000) and CDR (6.4; p = 0.001) significantly differentiated the suicidal ideation and non-suicidal ideation groups.



	Restifo et al. (2009)
	Demoralization model (premorbid adjustment x insight)

N = 164 (schizophrenia, N = 115; schizoaffective, N = 49)
	Diagnostic Interview of Genetic Studies (DIGS), Premorbid Adjustment Scale (PAS)
	Interaction between premorbid adjustment and insight did not significantly predict suicide attempt (p = 0.88, p =0.91)



	Pompili et al. (2009)
	Understanding suicide risk in 20 patients with schizophrenia who died by suicide vs. C 20 controls
	Beck Hopelessness Scale (BHS)
	Hopelessness (OR = 51.00; 95%CI = 7.56–343.72) was a risk factor for suicide



	Klonsky et al. (2012)
	Longitudinal relationship of hopelessness and attempted suicide in DSM-III-R psychotic disorders

N = 414
	3d edition of the Diagnostic and Statistical Manual of Mental Disorders from the American Psychiatric Association

DSM-III-R; Beck Hopelessness Scale (BHS); Hamilton Depression Rating Scale (HAM-D)
	Hopelessness in psychotic disorders provides information about suicide risk. In comparison to non-psychotic population, even relatively modest levels of hopelessness increase risk for suicide in psychotic patients.



	Acosta et al. (2012)
	Relationship between schizophrenic patients’ cognitions about their illness and past suicidal behaviors

Relationship between patients’ beliefs about the illness with potential mediators of suicidal behaviors such as depressive symptoms, hopelessness, and insight

N = 60 (ICD-10 diagnosis of schizophrenia)
	International Classification of Diseases 10th Revision); (ICD-10); Calgary Depression Scale (CDS); Beck Hopelessness Scale (BHS);
	Negative appraisals were associated with hopelessness and depressive symptoms (negative expectations and stigma showed the strongest associations).

No differences between patients with and without past suicidal behaviors



	Fulginiti & Brekke (2015)
	Association between discrepancy factors (self-esteem and quality of life) and suicidal ideation in DSM-IV schizophrenia spectrum disorders

N = 162
	4d edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV); Extended Version of the Brief Psychiatric Rating Scale (BPRS-E); Subjective Well-being under Neuroleptic Treatment scale (SWL); Index for Self-Esteem (ISE); Medical Outcomes Study Social Support Survey (MOS-SSS); Survey); RFS (Role Functioning Scale)
	QoL and self-esteem added value to predicting suicidal ideation beyond clinical and demographic factors. Self-esteem mediates the relationship between QoL and suicidal ideation.



	Yoo et al. (2015)
	Associations between suicidality and self-esteem in patients with schizophrenia according to DSM-IV

N = 87 (20 attempted suicide)
	4d edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV); Positive and Negative Symptoms Scale (PANSS); Beck Depression Inventory (BDI); Beck Hopelessness Scale (BHS); Rosenberg Self-Esteem Scale (SES); Korean version of the Internalized Stigma of Mental Illness Scale (K-ISMI)
	Patients with a history of suicide attempt had significantly higher scores on BDI (p = 0.036) and K-ISMI (p = 0.009) and significantly lower scores on SES (p = 0.001)
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Table 2. Demoralization, insight, and stigma in schizophrenia.
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	Authors
	Purpose
	Measures
	Results/Discussion





	Birchwood et al. (1993)
	Relationship between depression and acceptance or rejection of mental illness and perceived controllability of illness in chronic psychosis

N = 84 (49 schizophrenia, 35 manic-depressive disorder)
	Beck Depression Inventory (BDI); Personal Beliefs about Illness Questionnaire (PBIQ); Crown Self-Esteem Scale; degree of acceptance of two statements regarding acceptance or rejection of mental illness label
	Patients’ perception of controllability of their illness powerfully discriminated depressed from non-depressed psychotic patients.

Label acceptance was not associated with depression, low self-esteem, or unemployment.



	Aguilar et al. (1997)
	Hopelessness in first-episode psychotic patients in 96 neuroleptic-naive psychotic patients (49 schizophrenic patients and 47 other non-affective psychotic patients)
	Hopelessness Scale (HS)
	High HS scores at baseline predicted poor short-term outcome in patients with schizophrenia, as evidenced by worse global functioning at the 12-month follow-up.



	Carrol et al. (2004)
	Explores the level of insight in patients with schizophrenia and its relationship to symptoms and history of violence. Relationship between the insight’s dimensions of “compliance” and “awareness of illness” and hopelessness

N = 28 (DSM-IV diagnosis of schizophrenia)
	4d edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV); Beck Hopelessness Scale (BHS); Positive and Negative Symptoms Scale (PANSS);
	Awareness of illness (p = 0.028), but not compliance with treatment, was positively correlated with level of hopelessness.



	Lysaker et al. (2004)
	Explores two aspects of hope (expectations of the future and motivation to persist), neurocognition, personality, symptoms, and social functioning in post-acute phase of schizophrenia

N = 52 (39 DSM-IV diagnosis of schizophrenia; 13 DSM-IV diagnosis of schizoaffective disorder)
	4d edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV); Positive and Negative Symptoms Scale (PANSS); Hopkins Verbal Learning Test (HVLT); Wisconsin Card Sorting Test (WCST); (NEO Five-Factor Inventory (NEO); Vocabulary; Beck Hopelessness Scale (BHS); Quality of Life Scale (QOL)
	Neuroticism, verbal memory, and income were each related to expectations of the future.

Neuroticism and social isolation were related to motivational hope.

Positive and negative symptoms were unrelated to either form of hopelessness.



	White et al. (2007)
	Relationship between psychiatric symptoms levels, beliefs about illness and hopelessness

N = 100 (DSM-IV diagnosis of schizophrenia)
	4d edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV); Personal Beliefs about Illness Questionnaire (PBIQ); Extended Version of the Brief Psychiatric Rating Scale (BPRS); Scale for the Assessment of Negative Symptoms (SANS); Beck Hopelessness Scale (BHS);
	There were significant differences between the hopeless and non-hopeless participants on PBIQ, SANS, and BPRS. CDSS score, “humiliating need to be marginalized” PBIQ subscale and BPRS score contributed significantly (60% of the variance) to hopelessness scores.



	Cavelti et al. (2012)
	Mechanisms underlying the association of insight, depressive symptoms, and protective factors in patients with DSM-IV diagnosis of schizophrenic spectrum disorders

N = 142
	4d edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV); Scale to Assess Unawareness of Mental Disorder (SUMD); Beck Depression Inventory (BDI-II); Subjective Well-being under Neuroleptic Treatment scale (SWN); Illness Perception Questionnaire for Schizophrenia (IPQS);
	Higher levels of insight and psychotic symptoms were associated with more depressive symptoms. Participants’ perception of their illness as chronic and disabling mediates the relationship between insight and depressive symptoms. The association of insight and depressive symptoms was less pronounced in patients with positive recovery attitude



	Cavelti et al. (2012)
	Investigates self-stigma both as a moderator and as a mediator variable in the relationship between insight and demoralization in patients with DSM-IV diagnosis of schizophrenic spectrum disorder

N = 145
	4d edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV); Scale to Assess Unawareness of Mental Disorder (SUMD); Beck Depression Inventory (BDI); Subjective Well-being under Neuroleptic Treatment scale (SWN); Self-Stigma of Mental Illness Scale (SSMIS);
	The association of insight and demoralization was stronger as self-stigma increased, confirming self-stigma as a moderator.

Self-stigma also partially mediates the positive relationship between insight and demoralization.

Demoralization fully mediates the adverse associations of self-stigma with psychotic symptoms and global functioning



	Boursier et al. (2013)
	Demoralization in psychotic patients

N = 55 (schizophrenic disorder)
	Positive and Negative Symptoms Scale (PANSS), Beck Hopelessness Scale (BHS), Poor quality of life (SqOL)
	94% of the sample was found to be demoralized. Demoralization correlates with positive symptoms (p = 0.016), depression (p < 0.001), despair (p = 0.015), suicidality (p < 0.01), and poor quality of life (p = 0.007).



	Vass et al. (2015)
	Impact of stigma on symptomatic and subjective recovery from psychosis (currently and longitudinally). Investigates whether self-esteem and hopelessness mediate the association between stigma and outcomes

N = 80
	International Classification of Diseases 10th Revision (ICD-10); Beck Hopelessness Scale (BHS); Questionnaire about the Process of Recovery (QPR); Positive and Negative Symptoms Scale (PANSS)
	Stigma predicted both symptomatic and subjective recovery. Hopelessness and self-esteem mediated the effect of stigma on symptomatic and subjective recovery.

At the follow-up, stigma predicted recovery and symptoms.



	Wartelsteiner et al. (2016)
	Examines the correlation of resilience, self-esteem, hopelessness, and psychopathology with quality of life

N = 129 (52 DSM-IV diagnosis of schizophrenia; 77 healthy controls)
	4d edition of the Diagnostic and Statistical Manual of Mental Disorders
	Patients with schizophrenia had lower levels of QoL, resilience, self-esteem, and hope than healthy control subjects.

In these patients, QoL correlated moderately with resilience, self-esteem, and hopelessness and weakly with symptoms (negative correlation with depression and positive symptoms)



	Touriño et al. (2018)
	Assesses prevalence of internalized stigma in patients with ICD-10 diagnosis of schizophrenia who attend psychosocial rehabilitation programs.

Investigate the relationship between internalized stigma and sociodemographic, general clinical, psychopathologic, psychological, and suicidal behaviour variables in schizophrenic patients

N = 71
	ICD-10; ISMI; RSES; SUMD; BHS; CGI-SCH; CDS; SCS
	Stigma was associated with higher prevalence of suicidal ideation, a higher number of suicide attempts, higher current suicidal risk, worse self-compassion, higher self-esteem, higher scores on depression, higher prevalence of depression, and higher hopelessness.

Hopelessness and the existence of depression were independently associated with internalized stigma
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