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Introduction
Suicide as a word is of origin in the English Language, 

derived from the modern Latin suiciduim, which in turn stems 
from the Latin pronoun for ‘self ’ and verb ‘to kill’. American 
Psychiatric Association [1] has illustrated a number of suicide-
related key terms, such as: suicide that is self imposed death 
with confirmation that the person intended to die by killing 
himself; suicidal ideation which comprised on thoughts those 
are serving as the representative of one’s own death; suicidal 
attempt means the behaviors those are self-injurious with a fatal 
outcome and accompanied by evidence that the person wants 
to die; suicidal intend means person’s subjective expectation 
and a desire for a self-destructive act to end their life; deliberate 
self-harm  means willful self-inflicting, painful, destructive, or 
injurious acts that lacks intent to die. In the current research, the 
word suicidal tendencies is employed which according to Cull 
and Gill [2] refers to the suicide risk potential of an individual, 
based on aggregate of suicidal ideation, hopelessness, negative 
self-evaluation and hostility.

Psychiatric problems are found to constitute a major risk 
for suicidal ideation and behaviors Goldston et al. [3]. The high  

 
incidence of suicidal behavior in psychiatric disorders is well 
documented in the literature Beautrais [4]; Bertolote [5]; Meltzer 
[6]; Shooshtary et al. [7]; Scocco [8]. Numerous studies have 
documented that suicide is common among several psychiatric 
illnesses in adults, including major depressive disorder 
Laukkanen et al. [9]; Slater and Ruth [10], schizophrenia Palmer 
[11]; Slater and Ruth [10], obsessive compulsive disorder Sareen 
et al. [12], and substance dependence disorders Cheng [13]. The 
main objective of the present study is to explore the link between 
psychiatric disorders and suicidal tendencies by comparing 
psychiatric patients with normal counterparts.

Suicidal ideation is often associated with depression and is 
a symptom of major depressive disorder American Psychiatric 
Association [1]; Carver and Scheier [14]; Feather [15]; Keyes 
and Lopez [16]; McKelvey [17].  A number of researches have 
documented this association of suicide with depression. For 
instance, Jacobson [18] studied the profiles of adolescent 
psychiatric outpatients and found that those who attempted 
suicide were more likely to have major depressive disorder. 
Likewise Laukkanen [9] studied self-image and factors associated 
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with suicidal ideation among adolescents seeking psychiatric 
assessment. Suicidal ideation was reported by 64% of subjects, 
of whom 20% received no psychiatric diagnosis and 58% had 
depressive disorders. In addition, the data of young adults 
support the assumption that suicidal ideations and completed 
suicide is linked to different specific mental disorders, including 
major depression Asnis et al. [19]; Zisook [20]. 

One of the serious complications of psychotic disorders like 
schizophrenia is the occurrence of suicide attempts Altamura 
[21]; Ebert [22]; Noll and George [23]; Palmer [11]; Ros and 
Arranz [24]; Warman [25] and is the major cause of death 
among individuals with schizophrenia, with as many as 1 out 
of 4 persons with schizophrenia dying from suicide Conwell et 
al. [26]. In another view, those suffering with schizophrenia are 
fifty times more likely to commit suicide that those in the general 
population Thompson [27]. Higher suicide risk in schizophrenia 
possibly does not occur in the acute phase and during the 
hallucinatory phase or active delirium, but in the remission 
phase when the psychosis is under control Ros and Arran [24].

Moreover, Evren and Evren [28] evaluated the suicide 
attempt history among schizophrenic patients and compared 
their socio-demographic and clinical characteristics with 
schizophrenic patients without a history of suicide attempt. 
History of suicide attempt was found in 45% of the patients. 
The rate of having suicidal ideation, depression, paranoid 
type schizophrenia and first-degree relatives with psychiatric 
disorder was high among the group with suicide attempt history. 
Furthermore, Radomsky [29] evaluated suicidal behavior and 
its demographic, clinical, and diagnostic correlates among 
psychiatric patients with psychotic disorders. Results indicated 
a high rate of suicidal behavior in the group: 30.2% reported a 
lifetime history of suicide attempts, and 7.2% reported a suicide 
attempt in the month before admission. The highest 1-month 
and lifetime rates were found in patients with schizoaffective 
disorder and major depression with psychotic features. Ratings 
of the lethality of recent suicide attempts were higher for 
patients with schizophrenia spectrum psychoses (schizophrenia 
and schizoaffective disorder) than for patients with affective 
psychoses (major depressive disorder and bipolar disorder). 
Prevalence rates for recent suicide attempts were highest within 
the 20–29-years-old group. 

In general, patients with anxiety symptoms tend to be more 
prone to suicidality Feather et al. [15]. However, suicidal behavior 
in obsessive compulsive disorder is not well documented in 
the literature and there are few studies have examined suicide 
behavior in patients with obsessive compulsive disorder. 
For instance, Sareen et al. [12] conducted a longitudinal 
study to examine whether anxiety disorders (social phobia, 
simple phobia, generalized anxiety disorder, panic disorder, 
agoraphobia, obsessive-compulsive disorder) are independently 
associated (i.e., after adjusting for comorbid mental disorders) 

with suicidal ideation and suicide attempts. Their findings 
indicated that after adjusting for socio-demographic factors 
and all other mental disorders assessed in the survey, baseline 
presence of any anxiety disorder was significantly associated 
with suicidal ideation and suicide attempts in both the cross-
sectional analysis and longitudinal analysis. Further Zisook [20] 
in their study found the prevalence of thoughts about death and 
suicide in all diagnostic groups including anxiety disorders. 
However, patients with anxiety disorders appeared somewhat 
less likely than other patients to have tried to kill themselves.

Suicidal behavior is also frequently related with substance 
abuse or dependence Bukstein et al. [30]; Crumley [31]; Tseng 
[32]; Asnis et al.  [19]. The suicide rate for persons who are 
heroin dependent is about 20 times more than the rate for 
the general population Sadock and Sadock [33]. According 
to our knowledge, there are few studies which have focused 
suicide behavior in substance dependence disorders generally 
and opioid dependence disorder particularly. For example: 
Ialongo [34] and Borges [35] pointed out that major depressive 
disorders and substance use disorders are among the strongest 
psychiatric risk factors for suicide thoughts and behavior among 
youth. Cheng [13] investigated the psychosocial and psychiatric 
risk factors for suicide and found five important risk factors: loss 
events; suicidal behavior in first degree relatives; ICD-10 major 
depressive disorder; emotionally unstable personality disorders; 
and substance dependence disorder to have independent effects 
on suicide. Moscicki [36] found that mental and addictive 
disorders were the most powerful risk factors for suicide in all 
age groups and related to a greater frequency of suicide attempts, 
repeat suicide attempts, and more serious ideation. 

Lester [37] pointed out that abuse of psychoactive drugs 
appears to be similarly (though less strongly) associated 
with a heightened risk of suicide and, in particular, with non-
fatal suicidal behaviors. Henriksson et al. [38] investigated 
the prevalence and comorbidity of mental disorders among a 
random sample of suicide victims from a nationwide suicide 
population. The most prevalent disorders were depressive 
disorders (59%) and alcohol dependence or abuse (43%). The 
prevalence of major depression was higher among females 
(46%) than among males (26%). Alcohol dependence was more 
common among the males (39% versus 18% for females). Other 
studies have also reported significant relationships of alcohol 
and drug use with suicidal ideation Annie Arnaud [39]; Yoder 
[40]. Some other researchers also found high suicide risk among 
patient with opioid dependence e.g., Krausz [41]; Maremmani et 
al. [42]; Miotto [43]. 

Many clinicians have observed that suicidal behavior is a 
result or complication of severe psychiatric disorders Gill [44]; 
Jackson [45]; Tseng [32] that’s why compared to the general 
population, patients with psychiatric illnesses have a significantly 
higher suicide rate Cavanagh et al. [46]; Sadock and Sadock [33]; 
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Troister [47]. As empirical evidence Thong [48] identified the 
risk period and risk factors for suicide in psychiatric patients 
in Singapore. The most common principal diagnoses were 
schizophrenia (46.3%) and major depressive disorder (26.8%). 
The other diagnoses were bipolar disorder (6.5%); adjustment 
disorder (4.1%), delusional disorder (4.1%), schizoaffective 
disorder (2.4%), brief psychotic disorder (1.6%) and obsessive-
compulsive disorder (1.6%). There was greater psychiatric 
comorbidity in suicidal subjects than control subjects. 

According to Tanney [49] depressive disorders; substance 
abuse disorders; schizophrenia; and, to a less significant 
degree, personality disorders; anxiety disorders; and eating 
disorders are widespread among suicide completers than in 
general population. Likewise Sayar et al. [50] compared suicide 
attempters with healthy controls on measures of hopelessness, 
depression, and suicidal ideation. Suicide attempters were 
more depressed, more hopeless, and displayed greater suicidal 
ideation than healthy controls. It was also found that depression 
severity rather than hopelessness correlated with suicidal 
intent. It was also noticed by Tugcu [51] that mean score and 
mean subscale scores of depressed group were higher than the 
normal group on measure of suicide probability.

 In addition, a lifetime suicide attempt rate of 20-40% is 
found in schizophrenia Amador et al. [52]; Meltzer et al. [6] 
that is 20 times higher than the reported suicide attempt rate 
in general population Axelsson et al. [53]; Meltzer et al. [6]; 
Siris [54]. Similarly, in a 10-year follow up study, the risk for 
suicide among schizophrenic women was estimated about 18 
times greater than that for women in the general population 
and the suicide risk for schizophrenic men was about 10 times 
greater than that for men in the general population Caldwell and 
Gottesman [55]. Another study indicated that suicide risk among 
patients with anxiety disorders is higher than in the general 
population Khan [56]. More specifically, in a case report study 
Maloney [57] examined the prevalence of suicidal behavior 
and the risk factors associated with such behaviors among 
an opioid dependent case group and a non-opioid dependent 
control group. Results indicate that among patients with opioid 
dependence there is significantly higher lifetime prevalence of 
suicidal ideation, suicide plans and suicide attempts compared 
to controls that consists of participants who did not suffer from 
any mental health disorders. 

 On the basis of above mentioned literature review it was 
hypothesized that;

1. There would be a significant difference in the level of 
suicidal tendencies among patients with psychiatric disorders 
and normal controls.

Methodology
Sample

Young adults with an age range of 18-25 years were the 
target population of the present study. The sample of this study 
consisted of 260 participants, including: (1) Clinical Group; and 
(2) Normal Control Group.

Clinical group consisted of 140 participants, who had 
been taking treatment for their mental health problems from 
outpatient clinics of different Psychiatric and Psychological 
settings with in urban areas of Karachi. They were diagnosed 
psychiatric patients according to Diagnostic and Statistical 
Manual of Mental Disorders DSM IV-TR; American Psychiatric 
Association [1] criteria including patients of (a) Schizophrenia 
(N=40); (b) Major Depressive Disorder (N=40); (c) Obsessive 
Compulsive Disorder (N=40); and (d) Opioid Dependence 
Disorder (N=20). Participants of Opioid Dependence Disorder 
group comprised of males only, because of the unavailability 
of the females with Opioid dependence disorder in outpatient 
clinical setups of Karachi city. 

Normal control group consisted of 120 participants who 
themselves or their first degree relatives had never experienced 
any kind of psychological problems that demanded clinical 
attention or consultancy from any kind of mental health 
professional. Participants for control group were drawn from 
different institutions and organizations of Karachi.  

The ages of the participants in both samples ranged from 
18-25 years with mean age of 22 years for psychiatric patients 
and 21 years for normal controls. The entire sample belonged 
to middle socioeconomic class and the minimum education level 
was Middle (8th Grade). Both the samples (i.e., clinical group 
and normal controls) were selected on the basis of the following 
inclusion/exclusion criterion which was pre-determined 
according to the requirement of the study:

To maintain the homogeneity, only young adults between an 
age ranges of 18-25 years and with middle socioeconomic status 
were included in the sample. 

Those individuals who also had any chronic medical illness 
(e.g., cancer, cardiac problem, tuberculosis, etc.) were excluded 
from both groups i.e., psychiatric patients and normal controls. 

Psychiatric patients who appeared to have either co-morbid 
Axis I or Axis II disorders were also excluded.   

Measures
Semi Structured Interview Form 

Detailed personal and clinical information of both the 
samples was recorded on the standard Intake form of Institute 
of Clinical Psychology, University of Karachi, Pakistan. This 
qualitative measure is designed by the Institute of Clinical 
Psychology, University of Karachi, based on the criteria of 
Diagnostic and Statistical Manual for Mental Disorders as well as 
other details necessary to screen out the diagnosis. It consisted 
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of items focusing on an individual’s demographic information, 
presenting problems, history of problem, medical history, family 
history, educational history, social and occupational history, 
recreational activities, sexual history, mental state examination, 
extrasensory perceptions, belief system, affective state, 
anxieties, gender identity problems, psychosomatic complaints, 
addiction problems, family psychopathology, personality traits, 
motivation, and behavior during interview. It is a qualitative 
measure which usually takes 20- 30 minutes to be administered.

The Suicidal Probability Scale
The Suicidal Probability Scale (SPS) Cull and Gill [2] is 

36-items; self- report screening measure designed to aid in the 
assessment of suicide risk in adolescents and adults. The major 
function of the SPS is to provide a global index of suicide risk. 
Individuals are asked to rate the frequency of their subjective 
experience and past behaviors using a 4-point Likert scale 
format ranging from “None or a little of the time” to “Most or all 
of the time.” The responses are then hand scored to evaluate both 
general and specific suicide risk along several key dimensions. 
The SPS is a self report measure of suicide risk that can be used 
as a research instrument to provide quantitative scores. For the 
present study Udru translation of SPS was used.  

Setting
The scales were individually administered on both samples 

by the same examiner in order to minimize any change of 
procedural error in results. An effort was made to assess the 
whole sample either clinical or control in non-distracting 
settings, and the order of presentation of tests, and sitting 
arrangements were made almost identical throughout the study.

Research Procedure
As reported earlier the sample for the present study 

comprised of two groups i.e., clinical group and normal controls.  
Sample for the clinical group was recruited from different 
psychiatric departments and psychological clinics with in urban 
areas of Karachi. A letter of consent describing the research 
project was provided to authorities of selected organization. 
After getting permission from authorities, the psychiatric 
patients were approached individually with the help of 
respective Psychiatrists and Psychologist who had already made 
a diagnosis of these patients. The first few minutes were spent 
putting the patients at ease and then the purpose of the study was 
briefed and discussed in general terms. The researcher assured 
the confidentiality of the participant’s personal information and 
responses.

 The formal consent was taken from patients through Consent 
Form and only those patients who gave consent to participate 
were included in the sample. First, the researcher conducted 
a detailed diagnostic interview and recorded all necessary 
information about participant’s illness on Semi Structured 

Interview Form which further confirmed the diagnosis made 
by the respective psychiatrist/psychologists according to the 
diagnostic criteria of Diagnostic and Statistical Manual of Mental 
Disorders DSM-IV-TR; APA [1]. The participants’ final diagnosis 
was determined by a consensus meeting between the researcher, 
respective psychiatrist/psychologist and an expert clinician’s 
opinion. 

After the administration of Semi-Structured Interview Form 
the Suicidal Probability Scale; Cull and Gill [2]. was administered 
to assess suicidal tendencies among psychiatric patients as 
well as normal controls. Participants were allowed to ask 
questions if they had any difficulty in following instructions and 
understanding the statements. At the end of the administration 
of research measures psychiatric patients and concerned 
authorities were thanked for their cooperation and time. Sample 
for normal controls was drawn from different institutions 
and organizations of Karachi. Same procedure, which was 
applied to clinical group, was followed with these normal 
controls.  

Ethical Issues in Research
The objective of the entire study, procedures followed, and 

material used were reviewed and approved by the Board of 
Advanced Studies and Research (BASR), University of Karachi, 
Pakistan. Further, this study was conducted with consideration 
to the privacy and well-being of its participants. Written 
informed consent was obtained from participants, and they 
were given the right to withdraw their participation from the 
study at any time without having to face any consequences. In 
short, during the process of study, researcher adhered to four 
key ethical principles: respect for the person’s rights and dignity, 
responsibility, and integrity. 

Statistical Analysis
After scoring, the research data was analyzed to interpret 

it in statistical terminology. Data was initially compiled into a 
Microsoft Excel spreadsheet and then analyzed on Statistical 
Package for Social Sciences (SPSS, V-12.0) software. Descriptive 
statistics and One Way Analysis Of Variance (ANOVA) was 
applied to calculate the significance of differences in the level of 
suicidal tendencies among clinical groups (psychiatric patients 
with Schizophrenia, Major Depressive Disorder, Obsessive 
Compulsive Disorder, and Opioid Dependence Disorder) and 
normal controls. Further, Post hoc Tukey’s HSD analysis was 
conducted to assess the mean difference of scores of various 
clinical groups that is patients with Schizophrenia, Major 
Depressive Disorder, Obsessive Compulsive Disorder and Opioid 
Dependence Disorder and normal controls. 

Results
(Tables 1-4).
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Table 1: Summary of Demographic Characteristics of Clinical Group and Normal Controls.

Variables
Clinical Group Normal Controls

N % N %

Gender

Male

Female

82 58.6 60 50

58 41.4 60 50

Family Structure

Nuclear

Joint

84 60 57 37.5

56 40 63 52.5

Marital Status

Single

Married

123 87.9 118 98.3

17 12.1 2 1.7

Table 2: Summary of Demographic Characteristics of Subgroups within Clinical Group.

Variables Schizophrenia MDD OCD ODD

N % N % N % N %

Gender

Male

Female

21 52.5 20 50 19 47.5 20 100

19 47.5 20 50 21 52.5 -- --

Nuclear

Joint

29 72.5 21 52.5 26 65.0 8 38.9

11 27.5 19 47.5 14 35.0 12 61.1

Marital Status

Single

Married

39 97.5 34 85.0 32 80 18 90

1 2.5 6 15 8 20 2 10

Note: MDD: Major Depressive Disorder; OCD: Obsessive Compulsive Disorder; ODD: Opioid Dependence Disorder

Table 3: Summary of Analysis of Variance for the variable of Suicidal Tendencies among Clinical Groups and Normal Controls (N=260). 

Groups M SD F Sig. df

Clinical Group

Schizophrenia 70.2000 28.53356

Major Depressive Disorder 91.5000 23.05734

Obsessive Compulsive Disorder 79.4000 21.24799 33.579 .000 4, 255

Opioid Dependence Disorder 83.4500 29.58569

Normal Controls 54.70 11.02
  
Table 4: Post Hoc Tukey’s HSD Analysis among Normal Controls and various Clinical Groups for the variable of Suicidal Tendencies. 

Groups Mean Difference Standard Error Sig 

Normal Controls

Schizophrenia -15.49167 3.6412 .000

Major Depressive Disorder -36.79167 3.6412 .000

Obsessive Compulsive Disorder -24.69167 3.6412 .000

Opioid Dependence Disorder -28.74167 4.81147 .000

Schizophrenia

Major Depressive Disorder -21.30000 4.45456 .000

Obsessive Compulsive Disorder -9.20000 4.45456 .238

Opioid Dependence Disorder -13.25000 5.45570 .111

Major Depressive Disorder
Obsessive Compulsive Disorder 12.1000 4.45456 .054

Opioid Dependence Disorder 8.05000 5.45570 .579

Obsessive Compulsive Disorder Opioid Dependence Disorder -4.05000 5.45570 .946
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Discussion
As we hypothesized that “There would be a significant 

difference in the level of suicidal tendencies among patients 
with psychiatric disorders and normal controls”. Findings from 
the present study indicates that psychiatric patients scored 
significantly higher than normal controls on the variable of 
suicidal tendencies [F (4, 255) = 33.579, p<.05; Table 3)]. These 
findings are consistent with our formulated hypothesis and with 
previous similar studies (e.g. Cohen and Hart [58]; Gould [59]; 
Noll [23]; Silverman [60]; Stirling and Hellewell [61]; Sadock 
and Sadock [33]. Further, to analyze the differences of normal 
controls from four sub-groups within clinical group and for 
researcher’s interest, additional post hoc Tukey’s HSD analysis 
was conducted Table 4. All the psychiatric patients i.e., patients 
of Schizophrenia (MD= -15.491, p<.05), Major Depressive 
Disorder (MD= 36.791, p<.05), Obsessive Compulsive Disorder 
(MD= 24.691, p<.05), and Opioid Dependence Disorder (MD= 
28.741, p<.05), are found to score significantly higher, which 
indicates high suicidal tendencies in psychiatric patients than 
normal controls.

Patients with mental illnesses usually face rejection from 
environment. According to Wahl [61], these people may still 
find themselves eschewed, stay away from others, and feels as 
others perceive them less proficient, possibly will have observe 
themselves being the object of humor, insensitivity, intolerance 
and may have marginalized against in insurance, in volunteer, 
and in employment settings. Thus, stigma and discrimination 
against those with mental illnesses are still considerable 
problems. Looked in this way, need for or lack of social approval 
can be one of the reason for high suicidal tendencies in patients 
with psychiatric disorders compared to normal controls. Social 
approval is mostly associated with compliance to societal norms 
and standards. Individuals who have better education, job 
and life status and who are productive and are economically 
supportive to their families are usually preferred and get high 
social approval.

Thus, being diagnosed as having psychiatric disorder can 
have paralyzed effects on patient’s life. Patients with psychiatric 
disorders start perceiving that due to their illnesses they 
can never meet the societal expectations and also can never 
achieve their desired goals and can never get social approval. 
Consequently, perceived inability to reach desired goals 
and get social approval induces a sense of hopelessness and 
despair about future and loss of general control. As Thobaben 
and Kozlak [62] illustrated that suicidal behavior usually lead 
by some psychological factors including anger, impulsivity, 
hopelessness, hostility, isolation, and due to fear or some time 
denial show resistance towards treatment. Thus, this sense of 
hopelessness and general loss of control induces in psychiatric 
patients the feeling that they cannot contribute to the society in 
a way as others do therefore, their lives have no meanings. In this 
state of despair and hopelessness, the risk for suicide becomes 

increased. Tarrier et al. [63] reported that there is direct and 
independent association of suicide risk with duration of illness 
and hopelessness.

Another reason for high suicidal tendencies in patients with 
psychiatric disorders as compared to normal controls is the 
consequences of their illness and also the perception of the agony 
of their illness as prolonged and threatening. It has been suggested 
that suicide attempts of psychiatric patients may be related to 
the severity, type, and chronicity of their psychopathology Joiner 
et al. [64]; Minnix [65]; Tseng [32] posited that suicidal behavior 
may occur as a complication of severe psychiatric disorders, a 
secondary reaction towards stigmatized mental disorders that 
are chronic or untreatable. Mann [66] also described suicide 
as a complication of psychiatric disorders, and extended that 
psychiatric disorder may cause discord in marital relations as 
well as in other relations and attainment of poor socio-economic 
status. The usual outcome of Psychiatric illness is psychosocial 
adversity, and combination of these both factors cause serious 
distress in person’s life and by this means potentially augment 
the threat of self harm. Vilhjalmsson [67] indicated that negative 
economic and domestic events and ongoing difficulties are 
sometimes overtaxing and debasing which leads to thoughts of 
suicide. Pompili [68] put forward that insight and awareness 
of illness make patients realize the medical and social 
consequences of the disease, that develops in them hopelessness 
and despair which consequently increases the risk of suicide. 
Skodlar [69] found that complaints of solitude in patients 
with suicidal ideation are mainly due to poor communication 
and interaction abilities, fear of appearing stupid; they don’t 
understand the simple rules of connectedness and feelings of 
inadequacy to contribute in regular activities with other fellows. 
They experienced blockage of thoughts when someone is in 
front of them, they are preoccupied with their appearance, and 
lack of any clue how to initiate or continue relationships with 
others. The burden and stress of these disabilities make them 
vulnerable to think about or even designed and execute the 
suicide plane. Thus, psychiatric patients perceive that their 
illness and its consequences will be enduring; therefore in 
order to get escape from the agony of mental illness, patients 
with psychiatric disorders think that ending one’s life is the 
only option to escape. They feel that by doing this they will get 
a permanent solution from their symptoms and the debilitating 
effects of their illnesses. This could be further illustrated by 
what Fournier [70] stated that most people do not want to die 
through suicide, but rather wish to escape from a stressful pain 
and suffering that seems intolerable and unmanageable. Thus, 
suicide is a powerful attempt to express the powerlessness of a 
stressful life situation, and a desperate attempt to seek meaning, 
purpose, and belonging in life [71,72]. 

On the basis of findings from this study we can conclude that 
having a psychiatric illness seriously provoke the risk potential 
of suicide. We can suggest that mental health professionals 
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seriously need to work on suicidal risk potential when dealing 
with psychiatric patients. The findings of this study offer 
important suggestions to mental health professionals, health 
agencies, community caretakers, and NGOs, etc. There are 
certain limitations of this research. One of the limitations is the 
limited power of generalizeabilty of the findings due the reasons, 
such as: Sample with restricted age range i.e., young adults also 
referred to as youth population with an age range of 18-25 years 
is selected and inclusion of only four diagnostic groups (e.g. 
Major depression, schizophrenia, obsessive compulsive disorder 
and opioid dependence disorder). Therefore, caution should be 
taken while generalizing the findings to psychiatric patients with 
age range and psychiatric disorders other than these included in 
our sample. Moreover, the use of self-report measures to assess 
suicidal risk is also one of the limitations. Future researches 
should utilize samples of varied age groups and of patients from 
different diagnostic categories. Also, future research should 
focus on gender and socioeconomic status effects while working 
on the same variables.
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