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A B S T R A C T   

Objective: In psychiatric literature, few original studies exist on the topic of demoralization in suicide. In this 
review, we aim to identify original studies on suicidal ideation (SI)/suicidal behavior (SB) and demoralization in 
populations of community-dwellers and patients with somatic or psychiatric disorders. 
Methods: We employed a systematic approach that followed PRISMA guidelines, searching through four major 
electronic databases (PubMed/MEDLINE, Scopus, Science Direct, and PsychINFO) for relevant titles/abstracts 
published from January 1980–June 2021. We included original studies that explicitly mentioned the investi-
gation of a potential association between SI/SB and demoralization. 
Results: A total of 18 studies met our inclusion criteria. Their synthesis revealed that demoralization can be 
associated with SI/SB in a wide range of populations (community dwellers, patients with somatic or psychiatric 
disorders) and lead to significantly higher suicide risk (odds ratios of >6 were encountered in community 
dwellers experiencing financial hardship or isolation). Moreover, demoralization alone (about half the patients 
who were demoralized did not meet the criteria for an affective disorder nor were they clinically depressed) or 
together with depression has been identified as a major risk factor for SI/SB. Regarding the crucial issue of 
progression from SI to SA, in the context of the “ideation-to-action” frame, some authors found that the inter-
action of demoralization and over-arousal could be a useful predictor for this progression, while others found 
that depression alone was sufficient to differentiate attempters from non-attempters or the interaction with 
shutdown (helplessness and low positive emotions). 
Conclusion: These results emphasize the possibility to identify demoralization as an independent risk factor for 
suicide. In patients with psychiatric disorders, the association between demoralization and SI/SB may be 
transnosographic. Overall, from the clinical implications perspective, our findings highlight that: i. Assessment of 
demoralization may contribute to a more comprehensive suicide risk detection. This appears particularly rele-
vant in Emergency Departments (EDs) where heterogeneous population typologies are usually admitted and a 
clinical diagnosis of depression is often difficult to be defined. ii. Additionally, since meaninglessness is 
considered one of the demoralization subcomponents, meaning-centered psychotherapeutic approaches prove to 
be indicated and they can be initiated already at the EDs upon first contact with the patient. Further studies are 
necessary to confirm these findings.  
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1. Introduction 

The term demoralization was first mentioned in the psychiatric 
literature by J.D. Frank [1] who saw it as resulting from a “persistent 
failure to cope with internally or externally induced stresses that the 
person and those close to him expect him to handle. Its characteristic 
features, not all of which need to be present in any one person, are 
feelings of impotence, isolation, and despair”. Demoralization was 
initially observed in American soldiers who repeatedly had been 
exposed to unfamiliar diseases [2] and subsequently documented in 
many other demographic groups, including holocaust survivors, immi-
grants, college students, health professionals, and patients with somatic 
or psychiatric diseases. According to De Figuereido [3] demoralization is 
a syndrome of distress with “subjective incompetence”, defined as “a 
state of self-perceived incapacity to act at some minimal level according 
to some internalized standard in a specific stressful situation”, this latter 
being its clinical hallmark. Fava and a number of Italian authors [4–7] 
extensively investigated this construct in patients with various somatic 
disorders and defined a set of diagnostic criteria for demoralization 
including helplessness and sense of failure or inability to cope, hope-
lessness, and giving up. These criteria, based on Engel's “giving-up/ 
given-up complex” [8], designate the presence of some psychological 
characteristics: a feeling of giving up experienced as helplessness or 
hopelessness, a depreciated image of the self, loss of gratification from 
relationships or roles in life, disruption of the sense of continuity be-
tween past, present, and future, and a reactivation of memories of earlier 
periods of giving-up. Furthermore, these authors formally brought the 
concept of demoralization into the psychosomatic research domain 
[4–7] and proposed to introduce demoralization into the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) [5]. In Kissane and 
Clarke's model [9–11], initially conceptualized in patients with 
advanced diseases near the end of life, demoralization is identified by 
the presence of five sub-dimensions: hopelessness or disheartenment, 
loss of meaning in life, helplessness, sense of failure, and dysphoria. In 
this model, while existential distress is present in a spectrum of mental 
states, only a subset of its extreme forms is potentially pathological and 
constitutes the demoralization syndrome [9]. 

A possible association between demoralization and the development 
of suicidal ideation (SI)/suicidal behavior (SB, covering the entire range 
from suicide attempts, SA, to completed suicides) was first noted by 
Slavney [12] in patients who had undergone general medical treatment 
or surgeries: “people differ in their vulnerability to demoralization, but 
even the most resilient persons have their breaking point — a phe-
nomenon observed in soldiers in combat”. However, he considered 
demoralization a normal response to adversity, instead of a condition 
with specific pathological features or a psychiatric disorder [12,13]. De 
Figuereido [14] subsequently connected the possible development of SI/ 
SB in demoralized community-dwellers experiencing an overlap be-
tween distress and subjective incompetence. SI/SB in demoralization 
was thoroughly investigated by Kissane [15,16], who approached 
demoralization because of a specific interest in suicide. He observed a 
predictable progression toward a desire to die or to make suicide in 
patients with somatic diseases, particularly those in palliative care 
[15,16]. Notably, while these patients were demoralized, they were not 
necessarily depressed [9,11,17]. Similarly, in cancer patients, demor-
alization has been associated with SI/SB development, both as co- 
occurring with depression [18] and as an independent factor [18–20]. 
Drake [21] described a model of demoralization syndrome in patients 
with schizophrenia in which repeated exacerbations of psychotic 
symptoms and functional deterioration compared with premorbid abil-
ities can precipitate suicide, particularly during periods of clinical 
improvement following a relapse, in individuals with good premorbid 
adjustment and residual insight. Despite these pivotal works, the role of 
demoralization in the development of SI/SB in individuals with somatic 
or psychiatric disorders, as well in community-dwellers, has only been 
scarcely investigated. 

The association between demoralization and SI/SB also needs to be 
critically analyzed with respect to the relationships between demoral-
ization and both depression and hopelessness, as the latter two condi-
tions are highly associated with suicide risk. 

Depression and demoralization are described as two different entities 
because of a number of phenomenological distinctions. E.g., Schildkraut 
and Klein [22] noted that while a depressed person loses their capacity 
to feel pleasure (anhedonia), a demoralized individual loses their sense 
of effectiveness (i.e., mastery). Additionally, de Figuereido [23] 
emphasized that the main problem in demoralization is the subjective 
incompetence experienced by the subject, caused by uncertainty about 
the appropriate direction of action, while the major concern in depres-
sion is a decreased motivation, even when the appropriate direction of 
action is known. Clarke and Kissane [9–11,24] characterized demoral-
ization by a loss of meaning and hope, while considering the presence of 
anhedonia as the hallmark of depression [9,24]. In patients with cancer 
[10,17–19,25,26] and other diseases [6], there may be a frequent 
overlap or co-occurrence of demoralization and depression without any 
hierarchical connection. 

Regarding hopelessness, further research is needed to improve our 
understanding of the relationship between demoralization and hope-
lessness, which was been found by Beck's crucial works to be associated 
with suicide risk, independently from depression [27]. In their theo-
retical model, Clarke and Kissane [9–11] suggested that hopelessness 
was a sub-component of demoralization. However, it is still unclear 
whether demoralization with hopelessness as a sub-component is of 
higher predictive value than hopelessness alone [28]. To the best of our 
knowledge, there is only one prior one systematic review that discussed 
the role of demoralization and hopelessness in SI/SB, although limited to 
the context of schizophrenia [29]. 

Finally, although SI and SB are intrinsically linked, individuals with 
SI do not necessarily progress to SB. Klonsky and May [30] stated that 
predictors and explanations for suicide should be classified as to wheter 
they address (a) risk of SI, (b) risk of SA among those with SI, or (c) both. 
Analogously, in their seminal paper appeared in Lancet Psychiatry, 
O'Connor and Nock [31] emphasized the urgent need to understand the 
psychological mechanisms involved in both the development of SI and in 
the transition from SI to SB and to promote pragmatic and innovative 
interventions to prevent them. However, such models and interventions 
remain scarce [32]. Therefore, this crucial issue also needs to be 
considered in the context of demoralization. 

Here, we provided a systematic literature review to identify original 
studies that investigated possible associations between demoralization 
and SI/SB in three population typologies (community-dwellers, patients 
with somatic disorders, and patients with psychiatric disorders) to 
evaluate whether demoralized participants had a higher risk of SI/SB. In 
addition, in this context, we examined the role of demoralization with 
respect to depression and hopelessness. Finally, we discussed the 
“ideation-to-action” frame. In conclusion, we looked at the possible 
clinical implications of the demoralization construct, linked to the 
assessment of suicide risk and the possible psychotherapeutic 
approaches. 

2. Methods 

This review has been prepared in accordance with the Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 
[33] and Cochrane collaboration guidelines [34]. 

2.1. Information sources and search strategy 

We performed a systematic search in four major electronic databases 
(PubMed/MEDLINE, Scopus, Science Direct, and PsychINFO) for rele-
vant titles and abstracts published between January 1980 and June 
2021. Although J.D. Frank [1] introduced the construct of demoraliza-
tion in the 1970s, we limited our search to studies published after 
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January 1980 by which time the construct had become more stan-
dardized and established. Additional articles were retrieved from the 
reference lists of relevant publications. Additional articles were 
retrieved from the reference lists of relevant publications. The following 
terms were combined to search the Pubmed/MEDLINE database either 
in Medical Subject Headings terms [MeSHt] or in titles/abstract [TA]: 
“Demoralization” AND “Suicidal ideation” [MeSHt] OR “Suicide, 
attempted” [MeSHt] OR “Suicide” [MeSHt] OR “Suicidal Behavior” 
[TA] OR “Suicidality” [TA]. The same combination of search terms was 
used to search the other databases (adapting the search fields 
accordingly). 

2.2. Eligibility criteria 

We included original articles that explicitly mentioned a potential 
association between demoralization (and not just one of its sub- 
components e.g., hopelessness or meaninglessness) [4–7,9–11,35,36] 
and SI/SB. Articles with seemingly eligible because of their titles/ab-
stracts were read in full to determine the real relevance. Studies were 
excluded if: (a) published before 1980, (b) not peer-reviewed, (c) not in 
English, and (d) either meta-analytical, systematic, or narrative reviews, 
or book chapters. 

2.3. Study selection and data collection 

The authors independently extracted and reviewed the studies using 
a two-step process: (1) screening and selecting based on title and ab-
stract, (2) screening and selecting based on the full-text. Author(s), 
publication year, study design, sample characteristics (population type, 
sample size, and psychiatric diagnosis when appropriate), instrument(s) 
used to assess demoralization and SI/SB, and impact of demoralization 
on suicide hopelessness-related variables (SI, SA, completed suicide, 
other SB-related variables, and/or main commentaries) were entered 
into a spreadsheet [33]. Potential disagreements regarding article in-
clusion and data collection were resolved by consensus meetings of all 
senior authors. 

2.4. Study quality assessment 

We assessed included articles for quality using the following criteria 
[37,38]: (1) representativeness of the sample of the general population, 
(2) presence and representativeness of a control group, (3) presence of 
longitudinal follow-up, (4) evidence-based measures of demoralization, 
(5) presence of raters who independently identified demoralization, (6) 
statistical evaluation of inter-rater reliability, and (7) evidence-based 
measures of SI or SA Each criterion was scored between 0 and 2 
points yielding an overall quality score between 0 and 14. In general, we 
awarded higher marks if: (i) the study employed a case-control study 
design, (ii) demoralization was measured through Demoralization Scale 
(DS) or other validated psychometric instruments, (iii) the presence/ 
severity/risk of SI and SB were determined either through Beck's 
Hopelessness and Suicide Ideation (SSI) Scales, the Columbia Suicide 
Severity Rating (C-SSR) Scale, or other validated psychometric in-
struments), (iv) the study employed more sophisticated statistical 
methods (e.g., logistic regression or latent class analysis), and (v) the 
study targeted the role of depression vs demoralization or individual 
components of demoralization (e.g., the crucial role of hopelessness). 
Studies were divided into 3 groups: (1) good quality (10–14 points), (2) 
moderate quality (5–9 points), or (3) low quality (0–4 points). Findings 
reported by the latter group were interpreted with caution. Articles were 
initially scored independently by all co-authors who would meet to 
reach a consensus score. 

3. Results 

3.1. Included studies 

Our initial search yielded 764 articles, 200 of which were duplicates 
and 546 met at least one exclusion criterion, leaving 18 included pub-
lications (17 articles and 1 abstract) (Fig. 1). 

3.2. Characteristics of included studies 

All 18 included studies were cross-sectional while three had case- 
control designs (Table 1). Three studies used non-clinical populations, 
namely income support recipients aged 18 years and above (n = 10,641) 
[39], community-dwelling elderly women aged 65 and above (n = 62) 
[40], and college students (n = 18,527) [41]. The remaining 15 studies 
included adult and older patient groups: clinical populations with a 
somatic disorder (9 studies), namely patients with different stages of 
cancer [17,19,20,42–45], Parkinson's disease (PD) [46], and cluster 
headache [47] (total n = 3347); clinical populations with a psychiatric 
disease (5 articles and one abstract), namely schizophrenia [48,49] and 
psychiatric outpatients [50], patients attending an adult Emergency 
Department (ED) [51], and psychiatric inpatients [52,53] with various 
psychiatric diagnoses (total n = 1288). 

Ten studies [17,19,20,40,43–45,48,50,51] utilized DS only [10], 
three studies [42,46,47] combined DS with a Criteria of Psychosomatic 
Research-Demoralization interview (DCPR-D) [5]. Three studies 
[41,50,53] used the Restructured Clinical scale for demoralization 
(RCd) of the Minnesota Multiphasic Personality Inventory-2 Restruc-
tured Form (MMPI-2-RF) [54]. One study [39] utilized the Composite 
International Diagnostic Interview (CIDI) [55] and one study [48] 
employed the Global Assessment Scale (GAS) [48,56]. A total of 6 
studies attempted separate assessments of associations between 
demoralization and SI and between demoralization and SA 
[46–48,50,51,53]. 

In order to assess SI and SB, two studies [52,53] utilized the 
Columbia Suicide Severity Rating Scale (C-SSRS) [57]; two studies 
[46,47] combined the C-SSRS with the Suicidal Behavior Questionnaire 
revised (SBQ-R); three studies [19,50,51] used the Scale for Suicidal 
Ideation (SSI) [58]; three studies [42–44] used the Patient Health 
Questionnaire-9 (PHQ-9) [59]; two studies [20,39] used the Composite 
International Diagnostic Interview (CIDI) [55]; one study [41] used the 
Mini International Neuropsychiatric Interview (M.I.N.I.) [60]; one study 
[48] used the modified version of the Harkavy Asnis Suicide Survey 
(HASS) [61], one study [17] used the Schedule of Attitudes Toward 
Hastened Death (SAHD) [62]; one study [45] used the Self-rating Idea of 
Suicide Scale (SIOSS) [63]; one study investigated anamnesis [40]. 

Most included studies (13) are recent, i.e., published after 2016 
[17,20,41–47,50–53]. Five studies are from the United States 
[46–48,50,53], five from Europe [20,42,43,50,51], three from Australia 
[17,39,40], two from China [44,45], and one each from Taiwan [19] 
and Korea [41]. 

3.3. Quality assessment 

Studies were scored based on our quality scoring system (see 
Methods, Table 1). The mean score of all included studies was 8.88. 

3.4. Primary findings 

3.4.1. Studies involving community-dwellers 
In subjects receiving income support all psychological measures of 

demoralization were concurrently elevated with measures of SI and SA, 
such that those reliant on welfare payments had approximately 3 to 9 
times higher odds of SI/SA associated with about 3 times higher odds of 
demoralization [39]. In elder women with either SI or SA, the demor-
alization score was three times higher compared to non-suicidal 
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controls, after adjusting for financial status and presence of social sup-
port [40]. Classifying college students as high-, moderate-, or low-risk 
for suicide one study found that higher suicide risk was associated 
with higher scores in demoralization compared to healthy (no-risk) 
controls [41]. 

3.4.2. Studies involving patients with somatic disorders 
In patients with cancer or other somatic disorders such as PD or 

cluster headache, demoralization was significantly associated with SI or 
SB in eight out of nine studies [19,20,42–47]. As an effect modifier, 
there were significant differences in frequency of SI between patients 
with high demoralization compared with low/no demoralization: in-
dividuals that scored >30 on the DS-Mandarin Version (MV) were about 
six times more likely to exhibit SI compared to those with DS-MV scores 
<30 [44]. In three studies, demoralization together with depression 
represented a major risk for SI and SB [42,44,45]. While three studies 
demonstrated that demoralization influenced SI or SB more than 
depression [19,20,47], one study found the opposite result but identified 
high demoralization as an independent risk factor for SI [44]. Hope-
lessness, a demoralization sub-component [4–7,9–11,35,36], was only 
investigated as a separate factor in two studies [42,45]. While demor-
alization and depression appeared to synergistically promote the direct 
and indirect effects of this factor on SI, depression alone had no signif-
icant impact on the relationship between hopelessness and SI [42,45]. 
Meaninglessness, another demoralization sub-component [9–11,35,36], 
appeared to modulate the direct effect of a person's global quality of life 
on their desire to hasten death [64]. In summary, while all studies 
identified demoralization and some of its components as independent 
risk factors for SI/SB in subjects with somatic diseases, these effects were 
not the same for SI and SB (Table 1). 

3.4.3. Studies involving patients with psychiatric disorders 
Two studies among patients with schizophrenia [48,49] showed that 

demoralized patients with schizophrenia exhibited a higher suicide risk. 
Restifo et al. [48] found that demoralization may lead to an elevated risk 
for SA in patients with schizophrenia/schizoaffective disorders and that 
the psychological symptoms of associated depression significantly 

differentiated attempters from non-attempters was feelings of guilt. 
Boursier et al. [49] demonstrated that 94% of patients in their cohort 
were demoralized and the degree of demoralization was significantly 
and positively correlated with the intensity of schizophrenia symptoms 
like depression, despair, poor quality of life, low self-esteem, and sui-
cidality (without specifying whether this meant SI, SB, or both). Stanley 
et al. [50] showed that the interaction between demoralization and 
over-arousal (hypomanic activation or activation) was a predictor of SA 
history in psychiatric outpatients. Furthermore, the combination of 
elevated demoralization and over-arousal was a predictor for progres-
sion from SI to SA. Rufino et al. [53] were unable to replicate these 
results in a sample of psychiatric inpatients where shutdown (repre-
sented by low positive emotions and hopelessness/helplessness) but not 
over-arousal was a predictor of SA history. Low scores on shutdown, 
social isolation, and self-alienation indicators were predictors of SA 
[53]. In a heterogeneous cohort of psychiatric patients attending a 
psychiatric ED, Costanza et al. [51] found that demoralization was 
positively correlated with SI and represented a more sensitive risk factor 
for suicidality than depression, although SA, as an inclusion criterion, 
was negatively correlated with both SSI and DS scores. In addition, 
hopelessness, as a demoralization sub-component, only accounted for a 
small portion of the variance in SI compared to demoralization. In 
psychiatric inpatients, Berardelli et al. [52] found that psychiatric in-
patients with higher illness insight had 1.35 times greater odds of 
elevated suicide risk, while those with lifetime SA had 7.45 times greater 
odds of elevated suicide risk. Demoralization was not significantly 
associated with elevated suicidal risk and greater illness insight was 
found to be involved in suicide risk regardless of demoralization 
(Table 1). 

4. Discussion 

We presented a systematic review of original clinical studies inves-
tigating possible associations between demoralization and suicide in 
three different populations: community-dwellers, patients with somatic 
illnesses, and patients with psychiatric illnesses. In all populations, 
demoralization was found to be associated with suicide risk (Table 1). 

Fig. 1. Flow chart illustrating the search and selection process [32].  
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Table 1 
Studies analyzing association between demoralization and suicidality (n = 18).  

Authors Study 
design 

Sample Instruments used to assess Separate assessment 
of demoralization role 
with respect to SI and 

SB 

Main findings 
(including roles of 
hopelessness and 

depression) 

Quality 
assessment 

score Participant 
characteristics 

Size (n) Demoralization SI/SB 

Studies of association in community-dwellers 
Butterworth 

et al., 2006 
[39] 

Cross- 
sectional 

Income support 
recipients living in 
private dwellings 

10,641 CIDI CIDI No, although they 
provide separate OR 
for SI and SA with 
regard to receiving 
welfare. 

Three groups of income 
support recipients 
(unemployed, lone 
mothers, and disability 
payment recipients) 
reported significantly 
elevated levels on all 
psychological measures 
related to 
demoralization 
(hopelessness, 
worthlessness, and 
dissatisfaction with life) 
compared to non- 
recipients. These groups 
exhibited a similar 
pattern for measures of 
SI and reported SA, with 
OR increased by factors 
between 3 and 9. 
48% of participants 
classified as 
demoralized did not 
meet criteria for 
affective disorder. 

5 

Lau et al., 
2010 [40] 

Cross- 
sectional, 
case- 
control 

Elderly women, 
suicidal and non- 
suicidal 

62, (n = 31 for 
each group) 

DS Anamnesis: 
reported 
history of SI 
and SA in the 
past 5 years 

No. While they 
consider both SI and 
SA, results are lumped 
together. 

Elderly women who 
reported SI or SA in the 
past 12 months 
reported higher 
demoralization: mean 
DS of 38.65 ± 20.3 [SD] 
vs. 13.35 ± 12.3 [SD] 
for non-suicidal women 
(p < 0.0001) (after 
adjusting for social 
support and presence of 
networks, good physical 
health, and good 
financial status). 

8 

Kim et al., 
2020 [41] 

Cross- 
sectional, 
Case 
control 

College students, 
suicidal and non- 
suicidal 

Suicidal (n =
964); healthy 
(n = 7660) 

RCd of MMPI-2 
RF 

M.I.N.I. No. They consider SI 
and SA but through 
the proxy of “risk 
level”. 

Suicidal subjects were 
classified in three 
suicide risk groups 
(high-, moderate-, and 
low-risk). Scores for 
demoralization were 
significantly elevated in 
all three suicide risk 
groups (p < 0.0001) 
compared to healthy 
subjects. 

11  

Studies of association in patients with somatic disorders 
Fang et al., 

2014 [19] 
Cross- 
sectional 

Patients with cancer 200 DS-MV SSI No. Only SI. Higher demoralization 
was correlated with 
hospitalization status, 
continued treatment, 
lung cancer, and 
diagnosis during 1 to 2 
years. 
Tobit regression 
analysis showed that 
demoralization 
influenced SI more than 
depression (t = 2.84, p 
< 0.01). 
Regarding 
psychological distress 
and SI, both depression 
and demoralization 
played a mediating role 

9 

(continued on next page) 
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Table 1 (continued ) 

Authors Study 
design 

Sample Instruments used to assess Separate assessment 
of demoralization role 
with respect to SI and 

SB 

Main findings 
(including roles of 
hopelessness and 

depression) 

Quality 
assessment 

score Participant 
characteristics 

Size (n) Demoralization SI/SB 

with the latter having a 
greater effect. 
Considered together in 
the mediation model, 
demoralization 
maintained a greater 
role. 

Vehling et al., 
2017 [20] 

Cross- 
sectional 

Patients with cancer 430 DS CIDI-O No. Only SI. Clinically relevant 
levels of demoralization 
were present in 21% of 
participants. 
Demoralization co- 
occurred with a mood/ 
anxiety. Disorder in 7% 
of participants. 
Demoralization was 
associated with a 2.8- 
times higher risk of SI 
compared to 
depression; after 
adjusting for mental 
disorders, the effect 
remained significant 
(RR = 2.0; 95% CI: 
1.1–3.5). 

11 

Robinson 
et al., 2017 
[17] 

Cross- 
sectional 

Patients requiring 
palliative care 

162 DS-II SAHD No. Only SI. Depressive symptoms, 
loss of Meaning- 
Purpose, loss of control, 
and low self-worth 
mediated the direct 
effect of global quality 
of life on desire to 
hasten death. 
The Distress-Coping 
Ability component of 
demoralization was not 
a significant mediator. 

8 

Nanni et al., 
2018 [42] 

Cross- 
sectional 

Cancer outpatients 
from two countries 
(Portugal and Italy) 

195 DS, DCPR-D PHQ-9, item 9 No. Only SI. 25% prevalence (95% 
CI: 0.19–0.31) of 
clinically relevant 
demoralization. 
About half the 
participants who were 
demoralized were not 
clinically depressed. 
Self-reported SI (PHQ- 
9, item 9) was found in 
a minority of patients 
(8.2%), most of whom 
(77%) were depressed, 
while nearly one- 
quarter (23%) were not 
depressed but 
moderately/severely 
demoralized. 
SI was associated with 
DS-Hopelessness (p <
0.001) and DS-loss of 
meaning-purpose (p <
0.001) more than DS- 
Failure (p < 0.01) and 
DS-Dysphoria (p <
0.05). 
Demoralization and 
demoralization with 
depression mediated 
the direct and indirect 
effects of hopelessness 
on SI. 
Depression alone did 
not mediate the effect of 
hopelessness on SI. 

11 

1527 German DS No. Only SI. 10 

(continued on next page) 

A. Costanza et al.                                                                                                                                                                                                                               



Journal of Psychosomatic Research 157 (2022) 110788

7

Table 1 (continued ) 

Authors Study 
design 

Sample Instruments used to assess Separate assessment 
of demoralization role 
with respect to SI and 

SB 

Main findings 
(including roles of 
hopelessness and 

depression) 

Quality 
assessment 

score Participant 
characteristics 

Size (n) Demoralization SI/SB 

Bobevski 
et al., 2018 
[43] 

Cross- 
sectional 

Early or advanced 
cancer 

PHQ-9, 
Item 9 

Using latent class 
analysis to identify 
discrete subgroups of 
participants based on 
symptoms of 
demoralization, 
depression, anxiety, (4- 
class model), 
demoralization was 
significantly associated 
with SI (p < 0.001) 

Xu et al., 
2019 [44] 

Cross- 
sectional 

Patients with cancer 303 DS-MV PHQ-9, item 9 No. Only SI. 14.5% of participants 
reported SI and 49% 
high demoralization. 
Logistic regression 
identified high 
demoralization as an 
independent risk factor 
for SI. 
Depression (OR = 6.68) 
had a stronger influence 
on SI than 
demoralization (OR =
5.85). 
Patients with both 
depression and 
demoralization were 
most likely to 
experience SI. 
As an effect modifier, 
there were significant 
differences in SI 
frequency between 
patients with high 
demoralization 
compared with low/no 
demoralization: 
individuals that scored 
>30 on the DS-MV were 
about six times more 
likely to exhibit SI 
compared to those with 
DS-MV scores <30 

8 

Liu et al., 
2020 [45] 

Cross- 
sectional 

Patients with cancer 244 DS-MV SIOSS No. Only SI. Bootstrap analyzes 
indicated direct and 
indirect effects of 
hopelessness on SI 
mediated solely by 
demoralization (B =
2.3074, SE = 0.1724, p 
< 0.001 or by 
demoralization with 
depression (B = 0.1605, 
SE = 0.0303, p < 0.001, 
95% CI). 
The mediation of 
depression alone in the 
relationship between 
hopelessness and SI was 
non-significant (B =
0.1541, SE = 0.0519, 
95% CI). 
Exploratory graph 
analysis suggested that 
the dimension with the 
strongest edge between 
demoralization and SI 
was hopelessness. 

9 

Elfil et al., 
2020 [46] 

Cross- 
sectional, 
Case- 
control 

Patients with PD; 
controls matched 
with age, gender, 
race/ethnicity, 
income, marital 

PD Patients (n 
= 186); 
Control, n =
177 

DS, DCPR-D C-SSRS, SBQ- 
R 

Yes. They also 
distinguish between 
“passive” (death wish) 
and “active” (suicide 
wish) SI. However, 

Patients with PD were 
more likely than 
controls to have lifetime 
depression history 
(34.4% vs. 20.9%; p =

10 

(continued on next page) 
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Table 1 (continued ) 

Authors Study 
design 

Sample Instruments used to assess Separate assessment 
of demoralization role 
with respect to SI and 

SB 

Main findings 
(including roles of 
hopelessness and 

depression) 

Quality 
assessment 

score Participant 
characteristics 

Size (n) Demoralization SI/SB 

status, and 
education. 

outcomes “plan” and 
“attempt” are lumped 
together. 

0.004) and 
demoralization (19.9% 
vs. 10.7%; p = 0.02) but 
not more likely than 
controls to have high 
suicide risk (SBQ-R ≥ 7) 
(7.5% vs. 11.3%; p =
0.22) or a lifetime 
suicide plan or SA 
(2.7% vs. 5.1%; p =
0.24), and were less 
likely to have had 
lifetime SI (23.1% vs. 
35.0%; p = 0.01). 
However, patients with 
PD with high vs. normal 
suicide risk had higher 
Non-Motor Aspects of 
Experiences of Daily 
Living scale (nM-EDL) 
scores (16.5 ± 6.8 vs. 
10.7 ± 5.9; p = 0.002), 
and more 
demoralization (71.4% 
vs. 21.5%; p < 0.0001). 
Across the entire 
cohort, demoralization 
was associated with 
higher suicide risk and 
demoralization was 
significantly more 
likely among those with 
high suicide risk (p <
0.0001) and those with 
past suicide attempts or 
plans (p = 0.004). 

Koo et al., 
2021 [47] 

Cross- 
sectional, 
case- 
control 

Patients with cluster 
headache, healthy 
subjects comparable 
for age, sex, 
Caucasian race, 
current marital 
status, current 
employment, and 
income 

Participants 
with cluster 
headache (n =
100); and 
controls (n =
135) 

DS, DCPR-D C-SSRS, SBQ- 
R 

Yes. While SI was 
slightly more common 
in cluster headache 
with high DS, SA was 
the same between 
cluster headache and 
controls. 

In patients with cluster 
headache, lifetime SI 
was associated more 
with demoralization 
(OR = 6.66) than with 
depression (OR = 1.89), 
while the reverse was 
true in control subjects. 

10  

Studies of association in patients with psychiatric disorders 
Restifo et al., 

2009 [48] 
Cross- 
sectional 

Patients with 
schizophrenia or 
schizoaffective 
disorder 

164 GAS Modified 
version of the 
HASS 

Yes. The 
psychological 
symptoms of 
associated 
depressionthat most 
strogly differiated 
attempters from non- 
attempters was 
feelings of guilt. 

This study provided the 
first multivariate test of 
Drake's demoralization 
model in individuals 
with schizophrenia and 
schizoaffective disorder 
with past SA. 
Patients with 
schizophrenia who also 
presented with a 
constellation of 
depressive symptoms 
reflecting 
demoralization may 
have an increased risk 
for suicidality, 
irrespective of whether 
they meet the full 
criteria for major 
depression. 
Presence of insight may 
increase 
demoralization. 

7 

Boursier 
et al., 2013 

Cross- 
sectional 

Patients with 
schizophrenia 

55 DS Not specified No. Only SA. >94% of patients were 
demoralized, 16.36% 

3 

(continued on next page) 
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Table 1 (continued ) 

Authors Study 
design 

Sample Instruments used to assess Separate assessment 
of demoralization role 
with respect to SI and 

SB 

Main findings 
(including roles of 
hopelessness and 

depression) 

Quality 
assessment 

score Participant 
characteristics 

Size (n) Demoralization SI/SB 

[49] – 
abstract 

severely. 
The degree of 
demoralization 
correlated with the 
intensity of positive 
symptoms (p = 0.016), 
depression (p < 0.001), 
despair (p = 0.015), 
suicidality (p < 0.01), 
poor quality of life (p =
007), and low self- 
esteem (p < 0.000). 

Stanley et al., 
2018 [50] 

Cross- 
sectional 

Psychiatric 
outpatients 

189 RCd of MMPI-2 
RF 

SSI Yes. Concluded 
simultaneously high 
demoralization and 
over-arousal was good 
predictive indicator of 
progression from SI to 
SA. 

46.6% reported a past 
SA. The interaction of 
demoralization and 
over-arousal (measured 
by RC9 or ACT) 
predicted increased 
history of SA. 

9 

Costanza 
et al., 2020 
[51] 

Cross- 
sectional 

Patients with various 
psychiatric 
diagnoses attending 
an ED 

199 DS SSI Yes. While SI was 
strongly correlated 
with demoralization, 
SA as an inclusion 
criterion was 
negatively correlated 
with SSI and DS 
scores. 

Demoralization was 
strongly and positively 
correlated with SI (p <
0.001). 
Demoralization was 
related to major 
depressive episodes but 
was confirmed to be a 
different and probably 
more sensitive 
construct for 
suicidality, validating 
its specificity in relation 
to depression. 
Hopelessness 
(considered as a sub- 
component of 
demoralization) only 
accounted for a small 
portion of the variance 
in SI, compared to 
demoralization. 

10 

Berardelli 
et al., 2021 
[52] 

Cross- 
sectional 

Psychiatric 
inpatients 

100 DS C-SSRS No. Used “suicide 
risk” as proxy. 

Demoralization was not 
significantly associated 
with high suicidal risk. 
Patients with higher 
illness insight had 1.35 
times greater OR of 
having a higher suicide 
risk, and those with 
lifetime SA had 7.45 
times greater OR of 
having a higher suicide 
risk. 
Greater illness insight 
was found to be 
involved in suicide risk 
regardless of 
demoralization. 

11 

Rufino et al., 
2021 [53] 

Cross- 
sectional 

Psychiatric 
inpatients 

581 RCd of MMPI-2 
RF 

C-SSRS Yes. They could not 
replicate the findings 
of [30] but found that 
shutdown was a good 
predictor of SI to SA 
progression. 

The study could not 
replicate the results in 
[38]. Shutdown 
(represented by low 
RC2 and HLP) but not 
over-arousal (RC9, or 
ACT) predicted SA 
history. 
Low scores on 
shutdown, social 
isolation and self- 
alienation indicators 
provided an additional 
prediction of SA. 

10 
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Particularly in Emergency Departments (EDs), typically attended by 
heterogeneous populations with SI or SB [65–67], psychiatric diagnoses 
of depression based on the Diagnostic and Statistical Manual of mental 
disorders (DSM) or the International Classification of Diseases (ICD) 
may not be possible and the construct of demoralization can be used 
instead to facilitate a more inclusive detection and mitigation of suicide 
risk. 

While the studies focusing on community dwellers considered pop-
ulations with various socio-economic backgrounds and life stages (in-
dividuals in precarious economic conditions [39], elder women [40], 
and college students [41]), all three studies found significant associa-
tions between demoralization and suicide risk. Their findings on 
demoralization and economic insecurity highlight the impact of the 
latter on mental health, particularly suicide, as evidenced by studies 
examining the effects of the economic crises of 2008 [68–70] and related 
to the Covid-19 pandemic [71]. Historically, psychotherapy had a sig-
nificant relevance to demoralized patients, often without a psychiatric 
diagnosis, i.e. community dwellers: J.D. Frank argued that it was pre-
cisely demoralization that often prompted patients to seek psychother-
apeutic help [72,73]. He noted that these patients used similar 
expressions to describe their suffering: “The chief problem of all patients 
who come to psychotherapy is demoralization” and “the effectiveness of 
all psychotherapeutic schools lies in their ability to restore patient 
morale” [72]. In this regard, “demoralized individuals responded 
readily to help and encouragement, as they were at a heightened state of 
suggestibility that interacted with expectations of improvement in the 
psychotherapeutic context” [73]. Further work [74] demonstrated the 
importance of promoting a sense of mastery and a return of hope in 
demoralized patients. Specifically, encouragement, support, and edu-
cation are essential to restore a feeling of mastery and achieve a 
reduction in helplessness [74]. Social integration may also be important 
as isolation and social breakdown are linked to demoralization [75,76]. 
An additional rationale behind psychotherapy focusing on social inte-
gration lies in the notion that distress and subjective incompetence are 
less likely to co-occur in the presence of adequate social bonds [3]. An 
inverse relationship between the extent of demoralization and the de-
gree of socio-cultural integration has been documented [77]. People 
who are less integrated in their social groups are more demoralized even 
if they have fewer stressful life events than those that are more inte-
grated [78] and their risk of suicide is higher [79]. 

About half the included studies involved patients with somatic ill-
nesses and demoralization has indeed been investigated extensively in 
such patients, although, historically, this construct was first mentioned 
in the context of psychotherapy [72,73]. It could be hypothesized that 
this construct shifted to patients with severe somatic diseases because 
the psychiatric criteria of depression did not fit them and the more 
existentialist concepts of hopelessness and meaningless (both sub-
components of demoralization) were more relevant. This hypothesis, e. 
g., has been proposed as a characteristic feature of serious neurologic 
diseases and may be associated with the unpredictable course of the 
disease (relapses, progression, or chronicity), the unavailability of 
curative treatments, loss of autonomy, deterioration or loss of identity 
and status, a sense of uselessness, as well as social isolation and stigma 
[80–83]. 

In patients with a psychiatric diagnosis, insight appears crucial. 
While several studies found that demoralization was associated with 
increased SI/SB risk in schizophrenia patients, particularly when disease 

insight was present [21], this could not be confirmed in psychiatric in-
patients where only illness insight but not demoralization was signifi-
cantly associated with elevated suicide risk [52]. This mismatch was 
attributed to the fact that the latter sample consisted of psychiatric pa-
tients hospitalized for symptomatic worsening rather than suicidal risk, 
while previous studies having found a link between demoralization and 
suicide risk had focused on somatic illnesses in patients presenting sui-
cide risk [52]. Our findings in patients with different psychiatric di-
agnoses indicate that the association between demoralization and SI/SB 
may be transnosographic, as previous suggested [52]. 

While there is an overlap between depression and demoralization 
[10,17–19,25,26], demoralization can occur independently. It has been 
theorized that demoralization and depression differ in that depression is 
often associated with anhedonia and a loss of motivation, while a 
demoralized individual loses their sense of effectiveness (i.e., mastery) 
[22], hope and meaning [4–7,9–11,24,35,36], and may experience a 
sense of incompetence [23]. The studies reviewed here found that across 
all three populations (community-dwellers, patients with somatic dis-
orders, and patients with psychiatric disorders) about half the patients 
who were demoralized did not meet the criteria for an affective disorder 
nor were they clinically depressed (Table 1). Four out of five studies 
involving patients with a somatic disorder found that demoralization led 
to a more significant increase in both SI and SB compared to depression 
[17,19,20,47], while one study [44] found no significant differences 
between the two but identified high demoralization as an independent 
risk factor for SI. In patients admitted to a psychiatric ED with various 
psychiatric disorders, demoralization was found to be a different and, 
probably, more sensitive construct for suicidality, thus validating its 
specificity in relation to depression [51]. With regard to psychological 
distress and SI, both depression and demoralization seem to play a 
mediating role with the latter having a greater effect, even when 
considered together in the mediation model [19]. Two studies suggested 
that demoralization and depression may have a synergistic effect on the 
development of SI and SB [42,44]. 

Using network and exploratory graph analyses, Belvederi Murri et al. 
[84] examined the strength of association between symptoms such as 
life feeling pointless, low mood/discouragement, hopelessness, feeling 
trapped, and SI in four identified communities: (1) Neurovegetative 
depression, (2) Loss of purpose, (3) Frustrated isolation, and (4) Low 
mood and morale. They found that features of depression and demor-
alization were independent except for low mood and self-reproach. 
However, anhedonic symptoms of depression separated into a discrete 
cluster with SI being located in the same cluster as demoralization 
symptoms, where SI loaded at a probability of nearly 1 while hope-
lessness loaded at 0.86 for the same community [84]. Similarly, using 
latent class analysis, Bobevski et al. [43] found a 75.5% probability of SI 
in individuals with anhedonia and 81.3% probability in individuals with 
“adjustment disorder with demoralization”. Both studies further char-
acterize demoralization with regard to depression and provide addi-
tional evidence for the association of demoralization and SI. 

Regarding hopelessness role (considered as a demoralization sub- 
component), it remains unclear whether demoralization is of higher 
predictive value than hopelessness alone [26]. The studies reviewed 
here (Table 1) found that in demoralized patients with somatic disor-
ders, depression alone did not mediate the effect of hopelessness on SI 
[42,45]. In psychiatric patients admitted to an ED, hopelessness 
accounted only for a small portion of the variance in SI compared to 

Legend: ACT = activation; CIDI=Composite International Diagnostic Interview; CIDI-O=Computer-assisted Composite International Diagnostic Interview–Oncology; 
C-SSRS=Columbia-Suicide Severity Rating Scale; DCPR-D = The Diagnostic Criteria for Psychosomatic Research Demoralization interview; DS=Demoralization Scale; 
DS-II=Demoralization Scale-II; DS-MV=Demoralization Scale Mandarin Version; ED = Emergency Department; HASSS=Harkavy Asnis Suicide Survey; GAS = Global 
Assessment Scale; HLP = hopelessness/helplessness; M.I.N.I. = Mini International Neuropsychiatric Interview; MMPI-2 = Minnesota Multiphasic Personality 
Inventory-2 Restructured Form; nM-EDL = Non-Motor Aspects of Experiences of Daily Living scale; OR = odds ratio; PD=Parkinson's disease; PHQ-9 = Patient Health 
Questionnaire-9; RC2 = low mood; RC9 = hypomanic activation; RC9SA = suicide attempt; RCd = Restructured Clinical scale for demoralization; SAHD=Schedule of 
Attitudes Toward Hastened Death; SBQ-R = The Suicidal Behavior Questionnaire revised; SI = suicidal ideation; SIOSS = Self-rating idea of suicide scale; SSI=Scale for 
Suicidal Ideation. 
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demoralization [51]. However, the dimension with the strongest edge 
between demoralization and SI was hopelessness [45]. A recent sys-
tematic review suggested that demoralization was prevalent in patients 
with schizophrenia and supported the hypothesis that the association 
between depression and suicide was moderated by hopelessness [29]. 
These somewhat inconsistent findings clearly demonstrate the 
complexity of the issue and the necessity for additional studies to 
improve our understanding of how the different dimensions of demor-
alization and hopelessness interact. 

In the “ideation-to-action” frame, hopelessness and most psychiatric 
disorders are characterized as predictors of SI [30,85]. In contrast, lower 
social support, reduced pain sensitivity, fearlessness, and substance 
abuse (e.g. alcohol) appear to specifically characterize SA but not SI 
[86–88], although this may be age-dependent. For example, in geriatric 
patients with mood disorders Pompili et al. [89] found that while 
attempters and ideators had similar risk factors for SB, attempters re-
ported lower social support compared with ideators. This corroborates 
findings that social isolation can exacerbate the impact of demoraliza-
tion in community-dwellers and psychiatric inpatients [53]. Neither the 
SSI nor BSI scale can discriminate between SI and SA [90]. Some studies 
investigated the role of demoralization separately in ideators and 
attempters. During the most severe episode of depressed mood, all but 
one of the psychological symptoms of depression (feelings of guilt) 
significantly differentiated attempters from non-attempters in patients 
with schizophrenia or schizoaffective disorder whereas the somatic 
symptoms did not [48]. This is consistent with the hypothesis that 
cognitive rather than somatic symptoms of depression can discriminate 
attempters from non-attempters [48]. Stanley et al. [50] found that the 
interaction of demoralization and over-arousal was a useful predictor for 
the progression from SI to SA. A high over-arousal score indicated 
absence of lethargy as a mitigating factor, indicating a higher proba-
bility of progression from SI to SA. This agrees with Binford & Liljequist 
[91] who showed that demoralization significantly correlated with SI 
but not SA, possibly because demoralization is often accompanied by 
apathy and lethargy (also clinical features of major depression), making 
SB physically and emotionally more difficult, even in the presence of 
serious SI. Rufino et al. [53] were unable to replicate the Stanley et al. 
[50] results in a psychiatric inpatient sample and found that shutdown 
(low positive emotions and hopelessness/helplessness) was a predictor 
for progression from SI to SA but not over-arousal. Costanza et al. [51] 
found that demoralization and SI positively correlated with the number 
of psychiatric diagnoses and current diagnosis of major depressive 
episode, although lifetime SA, as an inclusion criterion, was negatively 
correlated with SSI and DS scores, which they attribute to a possible 
mitigating effect of a lifetime SA on later SI. 

None of the included studies considered “completed suicide” and it is 
therefore difficult to draw any conclusions here. Nevertheless, we could 
hypothesize an association between demoralization and completed 
suicide if we consider that hopelessness, a sub-component of demoral-
ization, is closely related to both SI and SB, even in its most severe forms, 
i.e., completed suicide [27,92,93]. Moreover, the subject is highly 
complex: since demoralization is often investigated in patients with 
severe or terminal somatic diseases, the question arises whether assisted 
suicides (euthanasia), legal in some countries, should be considered 
completed suicides. 

Considering demoralization as a risk factor for suicide should be 
understood neither as an effort to minimize the role of psychiatric pa-
thologies (one of the most relevant risk factor [94]) nor as the basis of 
biological vulnerability. For the latter, in addition to well-known 
authoritative models [95–99], other biological aspects, are emerging, 
such as neuroinflammation [100], to improve biomarkers detection and 
refine prevention in possible high-risk subgroups of vulnerable patients. 

To elucidate the clinical significance and practical implications of 
these findings, we must consider two aspects: their contributions to 
suicide risk assessment and to treatment. 

Demoralization can be useful for the early detection of SI/SB, 

particularly in an urgent care setting as EDs where heterogeneous 
population typologies (non-clinical and clinical somatic/psychiatric 
populations) are admitted [65–67,101]. Demoralization could comple-
ment a more comprehensive preventive and therapeutic approach, 
especially if psychiatric diagnoses are difficult to define clinically. One 
prime example is the evaluation of elderly admitted to EDs with somatic 
conditions, where suicide risk can easily go undetected [102]. 

With regard to treatment, psychotherapies first considered stress and 
emotion− /problem-based coping models [103] to arrive more recently 
at meaning-centered approaches [104–106]. As mentioned above, 
meaningless is one of the demoralization sub-components. Folkman 
[103–105] added meaning-based approaches in the late 1990's to the 
original emotion− /problem-based coping models by Lazarus and Folk-
man [106]. It saw two pathways from a harmful or threatening event, 
one leading to a favorable resolution and positive emotion while the 
second leading to an unfavorable resolution and distress, with a loop 
back to the appraisal process [103]. This model was revised in 1984 
[107] by extending the unfavorable resolution pathway including im-
pacts of positive emotion as individuals deal with unfavorable outcomes. 
Positive emotion affects event reappraisal, the energy and the resources 
individuals have available for coping, and the meaning they derive from 
unfavorable outcomes [104,106]. Meaning-focused coping was defined 
as “appraisal-based coping in which the person draws on his or her be-
liefs (e.g., religious, spiritual, or beliefs about justice), values, and 
existential goals (e.g., purpose in life or guiding principles) to motivate 
and sustain coping and well-being during a difficult time” [105]. Such 
recognition of meaning ushered in a body of meaning-centered therapies 
that focus on the value, meaning, and fulfillment that can be derived 
from life. Simultaneously, demoralization studies about psychothera-
peutic interventions matured [108–110], often with a focus on patients 
affected by severe somatic disease, cancer, or receiving palliative care 
[111,112]. Meaning-centered interventions would lead to lower 
demoralization scores, e.g., with Rodin's CALM therapy (RCT) [113] and 
Ross's psilocybin-assisted psychotherapy RCT [114,115], illustrating the 
value of existentially-oriented and meaning-centered psychotherapy for 
treating demoralized patients with SI/SB. These treatment options could 
already be employed starting in EDs on patients with SI/SB 
[79,116,117]. Especially in situations where antidepressants are not 
indicated because the suicide attempt was not associated with anhe-
donic depression, meaning-centered therapies can become a brief and 
focused model of intervention that psychiatric services need to develop, 
study, and learn to appreciate. 

4.1. Limitations 

The results should be treated with a certain amount of caution 
because (i) all included articles used a cross-sectional study design, (ii) 
some had to rely on relatively small sample sizes, and (iii) the overall 
mean score of the included studies was only 8.88 (out of 14) with no 
study scoring higher than 11, indicating the presence of at least some 
flaws in all studies. Only one of the studies involving patients with 
psychiatric illnesses [52] examined the role of demoralization on SI/SB 
according to different diagnoses, and while most where limited to 
schizophrenia, other disorders (e.g., bipolar) also are highly associated 
with suicide risk; both issues can introduce biases. Furthermore, there 
was a certain degree of heterogeneity in the measurement of both 
demoralization and SI/SB, which may lead to classification bias. In 
addition, we excluded articles in non-English languages. Lastly, most 
studies focused on SI and SA rather than completed suicides. 

4.2. Conclusions 

Our findings emphasize the importance of recognizing demoraliza-
tion in both non-clinical and clinical somatic and psychiatric pop-
ulations. Demoralization emerged as a relevant risk factor for SI/SB. 
Furthermore, hopelessness is not only a sub-component of 
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demoralization but represents an independent dimension that is 
frequently and highly associated with suicide risk [27,92,93]. Future 
research should focus on evaluating the association between demoral-
ization and suicidality in more extensive populations as well as dis-
secting the roles of demoralization and hopelessness, especially 
considering that hopelessness may be pivotal for determining the 
development of SI/SB related to demoralization. 

In clinical practice, demoralization should be considered as a com-
plementary factor to arrive at a more comprehensive approach that is 
both preventive and therapeutic. Demoralization, being more inclusive, 
could be useful for the early detection of SI/SB, particularly in in-
dividuals who do not meet the clinical diagnosis of depression [118] but 
may still be at high risk for depression due to certain situational or 
existential characteristics, e.g., in the urgent care settings at EDs and 
their heterogeneous population typologies [65–67,101]. Whenever 
possible, demoralization should be assessed by administering the 
demoralization scale (DS), even in its short forms [119]. Otherwise, 
interviews should touch upon the five DS sub-components and patients 
should be offered glimmers of hope through the possibility of psycho-
therapy interventions (meaning-centered models) or by exploring as-
pects from the patiens everyday life that can be approached from a 
pragmatic perspective (e.g., with the support of a social worker or other 
professional figures). Finally, in our experience, patients highly appre-
ciated a combination of risk assessment and basic beginning of psy-
chotherapy, even initiated already at the EDs upon first contact, as long 
as time, attention, and extended listening was devoted to them [51]. 
Moreover the DS offers cues for expanded discourse (not necessarily part 
of standard psychiatric interviews/scales) involving existential points 
close to the patient's suffering and concerns. 
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