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ABSTRACT
Aims: The objective of this thesis is to examine the relationship between suicide and health care
in Italy’s Friuli Venezia Giulia (FVG) region. First, it explores the correlation between suicide
rates and antidepressant sales. Second, it analyses, at the individual level, the risk of suicide
associated with the main suicidal risk factors, such as non-fatal self-harm, psychiatric disorders
and somatic disorders. Third, it investigates the differences in suicide risk related to qualitative
parameters in the use of antidepressants, such as adherence and treatment modifications. The
overall aim is to help improve interventions to prevent suicide.
Methods: All data were retrieved from the FVG Regional Social and Health Information
System (SISSR), which links data using a unique anonymous key from different regional
databases. Paper I analyses changes in individual-based data on antidepressant use and the
rates of suicide during years 1997-2006. The other three papers are designed as case-control
studies. All suicides that occurred in the region during years 2002-2008 (Paper II) and 20032013 (Paper III) were classified as cases, which were then age- and gender- matched to
controls from the general population. In Paper IV, cases and controls from 2005 to 2014 must
have had at least one prescription of antidepressant in the 730 days prior to the index date.
Regression analysis was used to assess the association between suicide risk and its predictors.
Results: In Paper I, suicide rates decreased by one-third in all genders and age groups. In
parallel, both the number of individual users of antidepressant and the number of Defined Daily
Doses per patient increased by 5-fold and 7-fold, respectively. In Paper II, the risk of suicide
was highly increased by previous self-harm (OR = 53.1 for a single episode and OR = 98. for
repeated episodes), as by psychiatric disorders (OR = 19.5). In Paper III, somatic disorders were
strong predictors of suicide (OR = 2.9), particularly in case of comorbid disorders (OR from 2.6
to 9.8 when the number of disorders raised from 1 to ≥4) and in the elderly (OR = 4.3). No
significant risk of suicide was found when medically-ill patients adhere to antidepressants. In
Paper IV, none of the antidepressants compounds and classes was associated to suicide except
SSRI (OR = 1.6). The association to suicide tended to decrease with adherence or current use of
antidepressants. In all studies, on average only 10-20% of suicide cases adhere to
antidepressants and 20-40% were currently using them at the time of death.
Conclusions: Our findings support the hypothesis that treatment with antidepressant medication
lowers the risk of suicide. The treatment at a proper dosage and for a proper length of time
further decreased the risk, particularly in somatic-ill persons. Well-known risk factors, such as
non-fatal self-harm and psychiatric and somatic disorders, were confirmed to highly increase
the risk of suicide. Only a minority of suicides, however, had adhered to antidepressants or were
under antidepressant treatment at the time of death.
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1 BACKGROUND
The pain and suffering behind every suicide are the reasons why Jamison KR in the book
Night falls fast: understanding suicide, describes it as “a tragedy”. When I decided to become
a psychiatrist, I did not know what the implications of suicide were. The first suicide I had to
face was shocking. He was a medical student, around my age, whom I had known for a long
time. The pain of his parents and friends was heart-breaking. I was hurt too, but I had to react.
I also had to react in all the following deaths by suicide I had to face afterwards. My research
on suicide gave me a chance to explore my feelings on the matter. A desire to understand
suicide and hopefully contribute to its prevention has driven my work during these PhD years.
I am also confident this will occur in my future career.
As recently stated by the World Health Organization (WHO), suicide prevention is “a global
imperative”(1). Globally, at least 800,000 individuals voluntarily die every year, but the
number is certainly much higher. Registration of suicide deaths is a challenging issue in many
countries, due to cultural and religious beliefs and consequent stigmatization. In some
countries suicidal behaviours are even illegal. Suicide registration is also complicated, since it
is a multilevel procedure that includes medical and legal concerns involving several
responsible authorities. Worldwide, however, suicide is included among the main causes of
death, particularly in young adults, making it a major public health problem (1).
What should be done to help prevent as many as possible of these deaths? Prevention
strategies at the population level include the enforcement of mental health and alcohol use
policies, improved access to health services, restricted access to the means of suicide (such as
firearms), the promotion of responsible media reporting and increased awareness about
mental health, substance use disorders and suicide. The efficacy of these strategies, however,
is difficult to assess. Suicide prevention strategies at the individual level are usually directed
at subjects with a greater suicidal risk. The main risk factors of suicidal behaviours are well
identified and include previous suicide attempts, mental disorders, harmful use of alcohol,
chronic somatic conditions and other factors, such as job or financial loss, family history of
suicide, genetic and biological factors. Nonetheless, the majority of suicide victims suffer
mental disorders (1, 2). Among these disorders, depressive disorders are highly prevalent in
the general population (3, 4), and are observed to a great extent in suicide deaths (5). Studies
have shown that only a minority of suicide victims receive adequate pharmacological
treatment with available medications, such as antidepressants (6). On the other hand, many
ecological studies in recent years have observed a decrease in suicide rates that parallels an
increase in sales of antidepressants (7-9). Although these studies mainly consider high-income
countries, thus preventing a definitive conclusion on a causal relationship, there is growing
evidence that proper treatment of depression can be crucial for the prevention of many
suicides. In spite of this clear correlation, few studies have analysed antidepressant use in
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individual suicides. Fewer still have analysed the relationship between suicidal risk factors,
such as psychiatric and somatic disorders, and antidepressant use. The assessment of
qualitative parameters of antidepressant use prior to suicide seems also crucial.
1.1

EPIDEMIOLOGY OF SUICIDE

Globally, the total number of deaths by suicide is over 800 000 people annually, accounting for
1-4% of deaths worldwide. Both demographic factors, such as gender and age groups, and
geographical variations should be taken into account when studying suicidal behaviour.
Suicide can occur at any point in a person’s life, yet takes a particularly large toll on youth.
Worldwide, suicide is the second most frequent cause of death among young people aged 15–24
years, though in some regions, such as South-East Asia, it is the leading cause of death in this
age group. Suicide attempts are some 20 to 30 times more frequent than completed suicides.
Globally, the total number of deaths by suicide is over 800 000 people annually, accounting
for 1-4% of deaths worldwide. Both demographic factors, such as gender and age groups, and
geographical variations should be taken into account when studying suicidal behaviour.
Suicide can occur at any point in a person’s life, yet takes a particularly large toll on youth.
Worldwide, suicide is the second most frequent cause of death among young people aged 15–
24 years, though in some regions, such as South-East Asia, it is the leading cause of death in
this age group. Suicide attempts are some 20 to 30 times more frequent than completed
suicides (1).
Males are generally at higher risk of completed suicide, while females are at higher risk of
suicide attempts (10). In high-income countries, the risk of completed suicide is three times
higher in males than females, while in middle and low-income countries the risk is 1.5 times
higher. Nevertheless, there are large differences between regions and between countries (1).
Moreover, the risk of suicide usually increases with age. Suicide is extremely rare in children
under 12 years old, but suicide incidence increases every year during and after puberty. The
absolute and relative rate of suicide in people older than 60 years is higher compared to the
general population. The proportion of suicides in older than 75 years is three times higher
than in younger. Differences may be found among high-income and low income countries. As
an example, high-income countries have greater suicidal rates among young adults and old
women (1).
Despite the significant public health problem that suicide poses worldwide, there is evidence
to suggest that efforts to curb suicide deaths have met with some success. For example,
between 2000 and 2012, the total number of suicides registered worldwide decreased by about
9%, from 883,000 to 804,000, despite the increase of 13.4% in the global population in the
same period. The global age-standardized suicide rate (which adjusts for differences in the
size and age structure of populations over time) also decreased by 26% (23% in men and 32%
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in women) during this 12-year period (1). The WHO has stated that the goal of reducing the
2000 suicide rate by 10% by 2020 might be achievable if this trend can be maintained (11).
1.1.1 The Region Friuli Venezia Giulia, Italy
Italy is a densely populated country with close to 60 million inhabitants. Compared with most
other European countries suicide rates are low (5.1 suicides per 100 000 inhabitants in 2010)
(12).
Friuli Venezia Giulia (FVG) is a region in the North-East of Italy with 1.2 million inhabitants.
Although it had the highest suicide rate of the whole country in 1997 (15.7 suicides per 100,000
inhabitants), a decrease in suicide rates has been observed in recent years (8.4 suicides per
100,000 inhabitants in 2015). Over this nineteen-year period (1997-2015), a decrease in suicide
rates in FVG has been observed also in both genders and all age groups with the greatest
decrease observed in males and individuals over 60 years of age (fig. 1 and 2). Suicide rates in
the region were three times higher in males than females (fig. 1), and in older age groups than
younger (fig. 2), consistent with international findings (1, 10).
The Epidemiological Register of FVG (the Regional Social and Health Information System
(SISSR)), is the only health registry in Italy permitted to link administrative and healthcare data
for an entire region. This enables the study of suicide and antidepressant use at both the
population and individual level in FVG.

Fig. 1: Suicide rate in males and females in Friuli Venezia Giulia 1997–2015
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Fig. 2 Suicide rate in age groups 0-29; 30-59 and more than 60 years old in Friuli Venezia Giulia 1997–2015

1.2

MAIN SUICIDAL RISK FACTORS

Suicide is a complex phenomenon, since many factors at the individual and societal level may
be implicated in suicidal behaviours. Suicide is usually explained as a convergence of genetic,
psychological, social, and cultural risk factors, combined with experiences of trauma and loss
(2). The WHO has divided suicidal risk factors into systemic, societal, community, relationship
(social connectedness to immediate family and friends) and individual factors (1). Of these,
individual factors have been more investigated and more scientific background information is
available. The main individual suicidal risk factors are analysed in more detail below.
1.2.1 Self-harm
It is well established in the literature that the strongest risk factor for completed suicide is a
previous history of deliberate self-harm (13). It is generally agreed that the likelihood of
committing suicide after a self-harm episode increases 50 to 100 times, with 1 in 15 people
dying by suicide within nine years of the self-harm episode (14). A recent study showed that for
individuals who self-harmed, the risk of suicide was 131 times higher during the year
following a self-harm act (15). The risk further increases in case of repeated self-harm episodes
(16), especially in females (17).
1.2.2 Psychiatric disorders
Psychiatric disorders are also among the most consistently reported risk factors for suicidal
behaviour (18). Psychological autopsy studies are the most frequent approach for investigating
such associations (19). These have demonstrated that 90–95 % of suicide victims had been
diagnosed with a psychiatric disorder prior to suicide (10, 20).

12

A recent review (21) confirmed the role of mental health and substance use disorders as major
risk factors for suicide; in the countries considered, 84.5% of completed suicides were due to
these disorders. Authors claimed that mental health and substance use disorders were also
responsible of more than 60% of total suicide Disability Adjusted Life Years (DALYs), defined
as years lost due to disease and disability. These disorders were therefore ranked as the third
leading disease category of global health burden in 2010, with major depressive disorder having
the largest health burden in this category. The attributable suicide DALYs was higher in males
than females in most age groups, with the exception of females between 10 and 19 years old.
Among psychiatric disorders, depressive and bipolar disorders (affective disorders) have been
demonstrated to account for the highest suicide risk (10, 22). It has been reported that 9%–15%
of deaths among persons with affective disorders are due to suicide, although the proportion
may be as low as 4% among persons with mild affective disorders (23). The prevalence of
depression among suicide victim is the highest, since more than 50% of all people who die by
suicide meet criteria for depressive disorder at the time of death (19, 24-27).
Other psychiatric disorders usually associated with a higher suicidal risk are psychotic
disorders, personality disorders and alcohol use disorders. The lifetime risk of suicide in
schizophrenia is about 4-5%, while the prevalence of personality disorders - particularly
borderline and antisocial personality disorders - in suicide victims is around 30-40%. Many of
these people, however, as well as the patients who previously had committed non-lethal selfharm, have also been shown to suffer from depressive symptoms prior to suicide (10). The
lifetime risk of suicide in alcohol dependence is about 8% (28). People with eating disorders, in
particular anorexia nervosa, are also at increased risk of suicide (10).
While there is no evidence that anxiety disorders alone lead to increased risk of suicide (29),
when co-morbid with other mental disorders, anxiety has been shown to be a risk factor for
suicide (30).
1.2.3 Somatic disorders
Somatic disorders, particularly cancer, may increase the risk of suicide (31-34). A recent study
from Denmark demonstrated an increased risk in all somatic diagnostic categories (35). Other
studies found a higher risk of suicide in Chronic Obstructive Pulmonary Disease (COPD) (36),
in stroke (37) and myocardial infarction (38), and in neurological disorders (31). Notably,
underlying depressive symptoms had been shown by patients with a variety of somatic
disorders, including cancer (39, 40), stroke (41, 42), neurological disorders (43-45), myocardial
infarction (46, 47), gastrointestinal diseases (48), COPD (49), endocrine disorders (50) and
musculoskeletal disorders (51).
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1.2.4 Economic crisis
Unemployment and financial loss may have a role in increasing suicidal risk, since these factors
are associated with a higher burden of depression, anxiety and alcohol abuse (52). Economic
crisis may therefore influence the individual risk of suicide, nowadays and in the past (53, 54).
Nonetheless, a recent European review did not demonstrate a clear causal relationship between
economic indices associated to the current economic crisis and an increase in the rates of
suicide (55).
1.2.5 Familiar history of suicide
Suicidal behaviour is highly prevalent in families with a history of suicide, independent from
the heredity of psychiatric disorders (56). Suicide risk, in fact, had been found to be twice as
high in families of suicide victims as in comparable families (57). This may be related to both
genetic dispositions as well as environmental factors (56). The negative impact of a suicide on a
family can led to stress, shame, guilt, anger and anxiety. In consequence, family dynamics may
change and support from others may be disrupted, due to stigma and hindered help-seeking (1).
1.3

PHARMACOLOGICAL TREATMENT OF SUICIDES

Suicide should be considered as a negative outcome of severe psychological suffering that can
be mediated by the interactions of many factors. Consequently, it is not possible to identify a
specific treatment for suicide. However, the proper pharmacological treatment of the underlying
mental disorders may be a central component of suicide prevention strategies. Since mental
disorders in most cases a probably necessary risk factor, its proper treatment may protect an
individual from suicide. Moreover, psychiatric disorder is underlying many other suicidal risk
factors.
Lithium is the drug that the best proven antisuicidal effect (58). This effect has been
demonstrated both in monotherapy, as well as in combination with antidepressant treatment
(59). Clozapine has also been shown to play a role in suicide prevention in psychotic patients
(60). Other antipsychotic or mood stabilizing drugs (61, 62), have no proven effect in
preventing suicide.
1.4

ANTIDEPRESSANT TREATMENT OF SUICIDES

Studies have shown that more than half of suicide victims suffered from depression prior to
death (19). Antidepressant medication is the basic acute treatment of depression. An
improvement in the treatment of depression in the population therefore appears to be a logical
intervention in suicide prevention (6).
There is growing evidence worldwide, particularly from ecological studies, that antidepressants
may play an important role in preventing suicidal behaviour (6-8, 63, 64). This evidence has
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increased since the introduction of new antidepressant compounds, such as Selective Serotonin
Reuptake Inhibitors (SSRI), that have fewer side-effects and a lower toxicity profile compared
to older Tricyclic (TCA), possibly contributing to better patient compliance (65, 66).
Nonetheless, there are official warnings that antidepressants might increase suicide risk in
young subjects, particularly in the first months of treatmentas reported from meta-analyses of
Randomized Clinical Trials (RCTs) (67). These findings, however, suffer from various
limitations such as short study periods and the use of suicide ideation as a surrogate for suicide
risk (67). Moreover, recent population-based studies failed to show such higher suicide risk (6872), Furthermore, there are worrying indications that the official warnings have been contraproductive. From US came early signals that these warnings had led to a decrease in the use of
antidepressants and an concomitant increase in young suicide (73). From Sweden was reported,
from an individual-based controlled study, increasing rates of young (10-19 years) suicides in
the five consecutive years from 2003(72).
1.4.1

Ecological studies

Evidence of an inverse correlation between suicide rates and antidepressant use has been
cumulated from ecological studies since the first report by Isacsson in 2000, where he reported
correlations of increases of antidepressant use and decreasing suicide rates 1978-1996 in
Sweden, in Norway, Denmark, Finland 1990-1995 and USA from 1987 (64). Rihmer confirmed
similar findings in Hungary 1984-1998 (74). In 2005, Ludwig & Marcotte (7) analysed data on
suicide rates and antidepressant sales in 27 countries from 1980 to 2000. They demonstrated
that an increase of one pill of antidepressant per capita (a 13% increase over 1999 levels) was
associated with a 2.5% reduction in suicide rates. This relationship was more pronounced for
adults than for children. In the same year, Isacsson & Rich (9) reviewed research from nine
countries and found in most of them an inverse correlation between rising antidepressant use
and falling suicide rates. In 2007, Baldessarini et al. (63) reviewed nineteen studies from
different countries between 1980 and 2000. They found that suicide rates decreased by 14%
overall while antidepressant prescriptions increased by an average of 395%. However the
findings were heterogeneous, since only eight out of the nineteen selected studies found
significant inverse correlations between rising sales of antidepressants after the introduction of
SSRIs in the 1990s and a decrease in suicide rates not anticipated in the 1980s. Nonetheless,
Isacsson & Mathè (75) argued that only three studies, among the 19 reviewed by Baldessarini et
al., did not find any inverse correlation. In fact, eleven studies were positive, and five studies
found an inverse correlation among the elderly. Furthermore, all three negative studies derived
from small countries with a very low number of suicides per year (Iceland, Northern Ireland,
Slovenia).
As summarized in Table 1, this inverse correlation was found in most of the countries where
studies were published after year 2000. Data on antidepressant use and suicide rates were dated,
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however, with no data available beyond 2006. The latest review conducted in 2013 (8),is based
on data from 29 European countries between 1980 and 2009 and found that suicide rates tended
to decrease more in countries where there had been a greater increase in the use of
antidepressants, thus providing further evidence that the use of antidepressants has a positive
effect on suicide prevention.

Table 1: Selected ecological studies published after year 2000 on suicide rates and antidepressant use by country
(all ages and gender are considered)

Reference

Country

Period

Suicide rates

Antidepressant use

Outcome
(correlation)

Isacsson (2000)
(64)

Sweden

1978 - 1996

19% decrease

82% increase

Positive

Rihmer et al.
(2001) (76)

Hungary

1984-1998

30% decrease

83% increase

Positive

Oravecz et al.
(2003) (77)

Slovenia

1984-1997

7.1% increase

58% increase

Negative

Kelly et al.
(2003) (78)

Northern
Ireland

1989-1999

8% increase

467% increase

Negative (more in
the ≤30 age group)

209% increase

Positive (the age
group with greater
increase in
antidepressants use
tended to have
greater decrease in
suicide rates)

increase in 2544 age group

Hall et al.
(2003) (79)

Australia

Helgason et al.
(2004) (80)

Iceland

1950-2000

unchanged

388% increase

Negative

Morgan et al.
(2004) (81)

England

1993-2002

85.8% decrease

237.5% increase

Positive

Grunebaum et
al. (2004) (82)

US

1985-1999

13.5% decrease

413% increase

Positive

16

1991-2000
decrease in
>44 age group

Barak &
Aizenberg
(2006) (83)

Israel

1998–2002

17.6% decrease

160% increase

Positive, but
significant only in
men aged 55-74
years

Milane et al.
(2006) (84)

US

1988-2002

14.4% decrease

1248% increase
(Fluoxetine)

Positive

Reseland et al.
(2006) (85)

Sweden,
Norway,
Denmark,
Finland

1961-2003

33.6% decrease

410% increase

Positive

Nakagawa et al.
(2007) (73)

Japan

1999-2003

54% increase

56% increase

Positive: inverse
association between
year-to-year changes
in SSRI prescribing
and suicide rates

Bramness et al.
(2007) (86)

Norway

1980-2004

28% decrease

100% increase (nonTricyclics)

Positive

Sebestyen et al.
(2010) (87)

Hungary

1998-2006

23% decrease

113% increase

Positive

1.4.1.1 Italian studies
Two studies analysed the correlation between suicide rate and antidepressant prescriptions in
Italy. The first (88) analysed data on suicide rates and antidepressant sales from 1988 to1996.
Authors found a 53% increase in antidepressant sales, mainly due to the increasing use of
SSRIs. During the same years, suicide rates slightly increased for men (from 9.8 to 10.2 per
100,000 inhabitants) and decreased for women (from 3.9 to 3.2 per 100,000). The second study
(89) analysed data on antidepressant sales from 1983 to 2000 and suicide rates from 1955 to
2000. A 336% increase in antidepressant use was observed, while suicide rates decreased in the
same period both in men (from 14.1 to 10.9) and women (from 5.4 to 3.5). In the over 65 age
group the decrease was also consistent (25% in men and 33% in women), however data on
antidepressant sales by age group were not available.
A study from the Veneto region (90) of antidepressant prescriptions from 2000 to 2005 found a
more pronounced increase in prescriptions in males and in people aged 65 and older. Suicide
rates did not change in either gender over these years. Suicide rates by age group, however,
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were not available. This data gap hindered more detailed analyses on the inverse correlation
between suicide rates and antidepressant prescriptions.
1.4.2 Population-based studies
Few register-based studies analysed the use of antidepressants in suicides compared to controls
from the general population at the individual level (Table 2). Six (71, 91-95) out of the seven
cohort studies selected found a positive outcome with regard to a preventive effect of
antidepressants on suicide risk. One cohort study (68) found no increased risk of suicide along
with the current use of antidepressants compared to past use. However, this finding gives no
information on the possible effect of current antidepressant treatment on suicide. Nonetheless,
one case-control study (69) found that a longer treatment with antidepressants was associated
with lower suicide risk. Another case-control study (96) failed to demonstrate a higher risk of
suicide in antidepressant users compared to controls. Two studies (70, 97) compared the risk of
suicide in SSRI users to TCA or other antidepressant users. They found low or no evidence of
higher risk in SSRI users. Only one study (98) found no difference in suicide risk between
subjects who discontinued antidepressant treatment compared with those who did not, thus
excluding a preventive effect of antidepressants on suicide. The study, however, was limited to
subjects older than 50 years.

Table 2: Selected population-based studies published after year 2000 on the use of antidepressants in suicides
compared to controls from the general population

Reference

Jick et al.
(2004) (69)

Country

UK

Period

19931999

Study
design

Casecontrol

Study sample

17 cases
(suicides) who
received AD
within 90 days
before death
(index date)
157 controls

18

Age
groups
and
gender

Main results
concerning the
risk of suicide
and AD use

Outcome
(preventing
effect of AD
on suicide)

All (10
to 69
years
old)

Patients who
started AD
treatment within 1
to 9 days prior to
index date have an
increased risk of
suicide 38 times
higher than those
who started AD
≥90 days prior to
the index date

Inconsistent,
but longer
treatment
with AD
associated to
lower suicide
risk

Didham et
al. (2005)
(96)

Martinez et
al. (2005)
(70)

New
Zealand

UK

19962001

19952001

Nested
casecontrol

Nested
casecontrol

26 cases
(suicides)

All

No increased risk
of suicide in AD
users (SSRIs,
TCAs) when
adjusted for
confounders (age,
gender,
depression/suicidal
ideation)

Inconsistent

All

No evidence of
increased risk in
SSRIs users
compared to TCAs
users

Inconsistent

78 controls

69 cases
(suicides) with
a first
prescription of
AD for
depression
1121 controls

Tiihonen et
al. (2006)
(71)

Sondergard
et al. (2006)
(93)

Sondergard
et al. (2006)
(92)

Finland

Denmark

Denmark

19972003

19951999

19951999

Cohort

15,390
subjects
hospitalized
with a
diagnosis of
suicide
attempt (602
suicides)

Cohort

438,625 AD
users
compared to
1,199,057
controls (2144
suicides)

Cohort

438,625 AD
users
compared to
1,073,862
controls (2145
suicides)

No increased RR
of suicide in TCA,
SSRI and SNRI
users
All

Positive
Current use of AD
was associated
with decreased
risk of suicide

All ≥18
years
old

All ≥18
years
old

Suicide rates
decreased both in
AD users and no
AD users, but the
decrease in suicide
rates was more
pronounced in AD
users

Positive

Suicide rates
decreased with the
number of AD
prescriptions and
when patients
purchased SSRIs
and newer ADs

Positive
(continued
treatment
decreases
suicide risk)
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≥2-fold compared
to patients who
purchased once

Simon et al.
(2006) (97)

Juurlink et
al. (99)

US

Canada

19922003
(June)

19922000

Cohort

Casecontrol

65,103 AD
users (31
suicides in the
6 monthsfollow-up)

1138 cases
(suicides)
4552 controls

Sondergard
et al. (2007)

Haukka et
al. (2009)
(91)

Erlangsen
et al. (2009)
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Denmark

19952000

Cohort

31,422
patients
diagnosed
with
depression
(310 suicides)

All

No significant
increase in suicide
risk after starting
treatment with
new AD compared
to subsequent
months

Inconsistent,
but did not
demonstrate a
higher risk in
the first phase
of treatment

All ≥66
years
old

Increased risk of
suicide in the first
month of therapy
with SSRIs
compared with
other AD, but
absolute risk is
low and under
treatment high
(68%)

Inconsistent

All ≥18
years
old

Suicide rates
decreased with the
number of AD
prescriptions and
when patients
purchased ADs
≥2-fold compared
to patients who
purchased once

Positive
(continued
treatment
decreases
suicide risk)

Positive only
for SSRIs

Finland

19992003

Cohort

258,417 AD
users (886
suicides)

All

Current AD use
was not associated
with lower risk of
suicide compared
to one-prescription
group, with the
exception of
SSRIs users

Denmark

19952000

Casecontrol

125,426 (323
suicides) who
not

All ≥50
years

No difference in
suicide risk
between subjects

Negative

discontinued
AD treatment

(100)

old

who discontinued
AD treatment
compared to
whom did not

All ≥17
years
old

The risk of suicide
decreased by 20%
among AD users

Positive

All

Current use of AD
(SSRIs, TCAs and
other) did not
increase suicide
risk compared to
past use of AD

Inconsistent

91,089 (215
suicides) who
discontinued
treatment early

Leon et al.
(2011) (95)

Cheung et
al. (2015)
(68)

US

Netherlands

197981 to
200609

19942012

Cohort

757
participants
with affective
and
schizoaffective
diagnoses
from 5
medical
centers (26
suicides)

Cohort

27,712 AD
users (280
suicides and
suicide
attempters)

AD antidepressants; SSRI Selective Serotonin Reuptake Inhibitors; SNRI Serotoninergic Noradrenergic Reuptake
Inhibitors; TCA Tricyclic

1.4.3 Under-treatment with antidepressants
Population-based studies observed an under-treatment with antidepressants in depressed
individuals (101, 102), as well as poor adherence to antidepressant treatment, both in Italy (103,
104), as well as in other countries (105-108). Moreover, a recent review (109) observed a strong
association between non-adherence to antidepressants and a worsening of patients’ clinical
outcomes, such as risk of relapse and recurrence of depressive episodes and consequent increase
in symptom severity, decreased treatment response and remission, and a higher number of
hospitalizations and visits to Emergency Departments. Economic outcomes, such as higher
healthcare expenditures, have been also claimed.
Few studies based on prescription registers analysed the use antidepressants in suicide victims.
A study from Jamtland county, Sweden (110), found that only seven patients out of 59 (12%)
who later committed suicide were dispensed antidepressants in the last 90 days before death.
Another Swedish study found that 61 (20%) out of the 295 subjects aged 10 – 19 years who had
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committed suicide between 2006 and 2010 had been prescribed an antidepressant in the six
months prior to death. However, only 41 of them (14%) were compliant with their prescription,
as indicated by the dispensation of more than one prescription (72). A study from Funen county,
Denmark (111), found that 108 suicides out of 390 were dispensed antidepressants one year
before death, but only 34 suicides (8.7%) received adequate treatment one month before death.
A study from Ontario, Canada (97), found that 422 out of 1329 suicides (32%), aged 66 years
and older, were dispensed antidepressants in the 6 months before death.
Furthermore, studies that analysed treatment after non-fatal self-harm also indicated a low use
of antidepressants. Suominen et al. (112) observed that only seven depressed patients out of 43
(17%) received an adequate treatment with antidepressants during the month before and after a
suicide attempt. Another study (113) found that the proportion of patients with a diagnosis of
Major Depression exposed to antidepressant treatment was significantly lower in in the group of
patients who had attempted suicide than a control group (42 vs 58%).
1.4.3.1 Toxicological studies
There is evidence from studies based on forensic toxicological screening of suicide victims that
they have seldom been treated with antidepressants (114-116). In Sweden, Isacsson et al. found
that the number of suicides exposed to antidepressants was 16% in 1999-91(116). In a
subsequent study, the authors found that the number of suicide victims exposed to
antidepressants had increased to 28.9% in 2005(6). Thus the detections of antidepressants had
increased 2-fold, which was a remarkably small increase since the use of antidepressants had
increased 8-fold in the population. In the study of young suicides, mentioned above, the average
number of suicides aged 10 – 19 years in whom antidepressants were detected in toxicological
screening was 1.7 out of 407 cases per year (0.4 %) from 1992–2002 and 7.4 out of 438 cases
per year (1.7 %) from 2003–2010 (72). In a study from New York City, Leon et al. (117)
observed that 23.1% of the 1419 adult suicides showed evidence of antidepressants in
toxicology analyses from 2001 to 2004. These toxicological data should be seen in the light of
that 50-80 % of the suicide victims were depressed (19, 24-27).
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2 AIMS
The overall aim of the thesis has been to explore the relation of suicide to health care in the
FVG region, Italy, particularly with regard to appropriate pharmacological medication, such as
antidepressants. More specifically, it explored the correlation between suicide rates and
antidepressant sales, as well as the individual of risk level by the main suicidal risk factors, such
as non-fatal self-harm, psychiatric disorders and somatic disorders. It further aimed to explore
the differences in suicide risk related to qualitative parameters in the use of antidepressants,
such as adherence and treatment modifications. By contributing to a better understanding of the
relationship between suicide and health care, this thesis aimed to help improve interventions to
prevent suicide, a major public health problem and among the most tragic.
The specific aims for the included papers were:
Paper I: To compare suicide trends and the use of antidepressants in the FVG region, using
individual-based data on suicides and on the use of antidepressants. The hypothesis was that
suicide rates decreased in parallel with an increasing trend in antidepressant prescriptions, as
observed previously in several ecological studies. An under-treatment with antidepressants in
the three months before death was also hypothesized.
Paper II: To explore to what extent and under which diagnoses suicides had received
psychiatric in-patient care, to explore to what extent they had previously committed non-lethal
self-harm, and to investigate the antidepressant treatment received by these subjects. The first
hypothesis was that previous self-harm and most psychiatric diagnoses, particularly diagnoses
of affective disorders, has increased the suicide risk. The second hypothesis was that current use
of antidepressants was low among those who suicide attempt to or successfully commit suicide,
even when previously diagnosed with an affective disorder.
Paper III: To explore the main somatic risk factors of suicide, to describe their prescription
patterns, as well as adherence to antidepressants in suicides and controls, and to assess whether
antidepressant treatment may play a role in decreasing the risk of suicide in patients with
somatic disorders. The first hypothesis was that depression underlies several somatic disorders,
while several somatic disorders, such as cancer, respiratory and cardiovascular disorders, are
associated with increased risk of suicide. The second hypothesis was that the use and adherence
to antidepressants was low in subjects with medical illnesses.
Paper IV: To compare the use of different antidepressant classes and compounds in individuals
who committed suicide and in controls from the general population in order to assess the extent
to which adherence and current use of different antidepressant classes can affect the risk of
committing suicide. The hypothesis was that adherence and current use of antidepressants was
associated with a lower suicide risk.
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3 MATERIAL AND METHODS
3.1

THE REGIONAL “SOCIAL AND HEALTH INFORMATION SYSTEM”

All data used for this thesis were retrieved from the FVG Regional Social and Health
Information System (SISSR). This is an unique individual-based health database in Italy, run
by INSIEL, a major Italian Information Technology company. The SISSR had been
implemented since the 1990s.
The SISSR links data using a unique anonymous key from different regional databases. For the
purpose of this thesis three databases were used:
1. Death Register (used to identify suicides)
2. Hospital Discharge Register (used to identify non-fatal self-harm episodes and discharge
diagnoses according to ICD-9 codes)
3. Drug Prescription Register (used to retrieve data on antidepressant prescriptions)
The anonymous key is a unique personal identifier, present in all computerised files. It identifies
a patient file, which keeps a record for each resident in FVG, including gender, date of birth,
general practitioner, as well as medical conditions. This enrolment file is updated daily for
change of general practitioner, births, deaths, and the arrival and departure of the residents from
the Region.
It gives information on:
•

Age, gender, residence area.

•

Visits to emergency rooms and other hospitalizations

•

Admission and discharge diagnosis (ICD-9)

•

Medications prescribed by a general practicioner (GP) or other public physicians,
reimbursed by the National Health System. They include the prescription date, the
number of packages, the volume (expressed in defined daily doses, DDD), the specific
antidepressant drug name and its ATC code (118).

3.2

PAPER I

Paper I is designed as an ecological study that includes all suicides in FVG between years 19972006, looking at changes in both the rate of suicide and antidepressant use. Cases where the
cause of death is uncertain were excluded. Data on antidepressants consumption were used for
the same period, and measured as follows:
•

DDDs per 1000 inhabitants per day

•

Number of individuals treated per year (treatment prevalence)

•

Number of DDDs per individual user (average dosage and duration of treatments)
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Antidepressants were classified, following ATC codes, as Tricyclics (TCAs), Selective
Serotonin Reuptake Inhibitors (SSRIs) and “others” (Table 3). SSRI data were available for the
period 1999-2006, due to the fact that in 1998 these drugs were made free of charge by the
National Health System (NHS).
Data on suicides and antidepressants prescriptions were analysed in men and women, as well as
in age groups 0-59 and ≥60 years.

Table 3: Antidepressant classification in Paper I
Drug Class

ATC code

Antidepressant compounds

Tricyclics (TCAs)

N06AA

maprotiline and similar older

Selective Serotonin Reuptake
Inhibitors (SSRIs)

N06AB

citalopram, escitalopram, fluoxetine, fluvoxamine,
paroxetine, sertraline

Others

N06AX

venlafaxine, mirtazapine, oxitriptan, mianserin, reboxetin,
trazodone

3.2.1 Statistical analysis
Trends were analysed using curve estimation. Spearman’s Rank Correlation Coefficient was
used to test correlations. Changes in suicide rates and in the use of antidepressants were
calculated as Relative Risks (RR) with 95% confidence intervals (95% CI). Odds Ratios (OR)
with 95 % CI were calculated in order to compare the proportions of subjects taking
antidepressants (e.g., men compared to women; younger compared to older). The last year of
the study (2006) was compared to the first year (1997), in all of these calculations.
3.3

PAPER II, PAPER III AND PAPER IV

3.3.1 Study design and subjects
Paper II, III and IV are designed as case-control studies.
First, we identified subjects who committed suicides in the selected study period, using ICD-9
codes E95* and E98* for intentional self-harm and events of undetermined intent. Suicides
were identified as cases. Second, we selected 10 controls in Paper II and III, and 5 controls in
Paper IV, from the FVG general population. In Paper II, we selected controls as subsequent to
the respective case in the population register. In Paper III and IV, we selected controls by using
an incidence density sampling method (119). Controls were then matched by gender and year of
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birth and had to be alive at the time of suicide of their corresponding case (index date). In Paper
IV, both cases and controls had to have received at least one prescription of an antidepressant in
the 730 days prior to death (index date).
Table 4 shows the study period and the study population with regard to each study.

Table 4: Study period and study population of Papers II, III and IV
Paper II

Paper III

Paper IV

Years

2002-2008

2003-2013

2005-2014

Study population

766 cases
7660 controls

1308 cases
13,080 controls

876 cases
4380 controls

3.3.2 Diagnoses
We considered, in all the three papers, the main in-patient diagnosis, recorded in the first
position on the medical record on discharge from public hospitals or private hospitals covered
by the Regional Health System. Diagnoses were recorded as ICD-9 codes (Table 5). Outpatients diagnoses were not available.
In Paper II, non-fatal self-harm episodes were obtained from the Hospital Discharge Register
and/or emergency room admission forms where “self-harm” was annotated.
In Papers III and IV, the following diagnoses are not considered and excluded from the data
analyses:
•
•

Complications from pregnancy, childbirth, and the puerperium (codes 630–679);
Certain conditions originating in the perinatal period (codes 760–779);

•

Injury and poisoning (codes 800–999)

•

External causes of injury and supplemental classification (codes E and V)

Table 5 summarizes the diagnoses and corresponding ICD-9 codes considered in each paper.
The psychiatric diagnoses at last discharge from the hospital were considered in Paper II,
while the time range for diagnoses was the 365 days and the 730 days prior to the index date,
in Paper III and Paper IV, respectively.
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Table 5: Diagnoses and corresponding ICD-9 codes, in Papers II, III and IV

Hospital discharge diagnoses
Psychiatric affective disorders
Non-affective psychiatric disorders
Psychosis
Organic
Anxiety
Personality
Other
Substance Use
Somatic disorders
Infectious and parasitic diseases
Malignant neoplasms
Benign neoplasms
Carcinoma in situ and other neoplasms
Metabolic and immunity disorders
Diseases of the blood and blood-forming organs
Neurological disorders
Diseases of sense organs
Heart and vascular diseases
Diseases of the respiratory system
Diseases of the digestive system
Diseases of the genitourinary system
Diseases of the skin and subcutaneous tissue
Diseases of the musculoskeletal system and
connective tissue
Congenital anomalies
Symptoms, signs, and ill-defined conditions

ICD-9 codes
296, 300.4, 311
295, 297, 298
290-294
300.0-300.3, 300.5300.9
301
306-310
303-305

Paper
Paper II, Paper III, Paper IV
Paper III, Paper IV (all together)

Paper II

Paper IV (all together)
001–139
140–208
210–229
230–239
240–279
280–289
320–359
360–389
390–459
460–519
520–579
580–629
680–709

Paper III

710–739
740–759
780–799

3.3.3 Antidepressants
Data on antidepressant prescriptions included the prescription date, as well as the number of
packages and the volume (expressed in DDD). In Paper IV, also the specific antidepressant drug
name and the corresponding ATC code was included (Table 6). The prescriptions cover more
than 90% of all antidepressant prescriptions in the region.
We assessed the use of antidepressants using different parameters in each paper:
1. Current use of antidepressants prior to death (index date) (Papers II and IV):
a. Paper II: the last dispensation in the 90 days prior to index date with sufficient
amount of pills to cover the time to index date, assuming a daily dosage of one
DDD.
b. Paper IV: the total number of DDD supplied at the second-to-last prescription
sufficient to cover the time up to the last prescription, and the total number of
DDD supplied at the last prescription sufficient to cover the time up to the index
date.
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2. Adherence to antidepressants (Papers III and IV):
It was assesed using the Medical possesion ratio (MPR), defined as the proportion of
days supplied under a specified time period (120). The total number of DDD
approximated the number of days of treatment. MPR was calculated as:
Total number of DDD during the observation period
× 100
observation period

Observation period: 365 days prior to the index date in Paper III and 730 days prior to the index date in
Paper IV

Subjects with an MPR ≥ 80% were defined as adherent to treatment, while subjects
with an MPR ≤ 79% were defined as non-adherent.
3. Treatment modifications (Paper IV):
a. The number of switches of antidepressants. A switch is defined as the
discontinuation of an index antidepressant and the prescription of another
specific antidepressant. A delay up to 31 days until the prescription of the new
antidepressant as well as an overlap of the two drugs up to 31 days is allowed
(121).
b. The number of combinations of antidepressants. Combination is defined as the
prescription of the index antidepressant overlapping the prescription of a
second antidepressant for more than 31 days (121).
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Table 6: Antidepressant classification in Paper IV
Drug Class

ATC code

Antidepressant compounds

Tricyclics (TCAs)

N06AA

amitriptiline, clomipramine, nortriptiline,
trimipramine, imipramine, desipramine,
dosulepine, maprotiline

Selective Serotonin Reuptake
Inhibitors (SSRI)

N06AB

citalopram, escitalopram, fluoxetine,
fluvoxamine, paroxetine, sertraline

Serotonergic noradrenergic reuptake
inhibitors (SNRI)

N06AX21, N06AX16

venlafaxine, duloxetine

Others

N06AX49, N06AX12,
N06AX11, N06AF03,
N06AX03, N06AX18,
N06AX05

mirtazapine, mianserin, reboxetine, trazodone,
bupropion, ademetionin, phenelzine

3.3.4 Statistical analysis
In the three papers, continuous variables were summarized using the median as a measure of
central tendency and the range as a measure of dispersion, whereas dichotomous or categorical
variables were tabulated into contingency tables. For categorical variables, the chi-square
statistic (χ2) was used to test the differences between observed and expected frequencies.
A multivariate logistic regression analysis (Paper II) and a conditional logistic regression
analysis (Papers III and IV), were used to assess the associations between outcome (suicide) and
predictors, as follows:
•

Paper II: psychiatric disorders, self-harm, antidepressant prescriptions, time from the
first prescription of antidepressants

•

Paper III: psychiatric and somatic disorders

•

Paper IV: use of antidepressants

Crude and adjusted OR and 95% CI were estimated from the logistic regression coefficients and
their respective standard errors. A P-value (P) < 0.05 was set as the threshold for statistical
significance.
In Paper II, subjects who had never been hospitalized for psychiatric disorders and/or selfharm, as well as subjects who had not been prescribed antidepressants, were used as the
reference group (OR=1.0).
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In Paper III, a stratified analysis was performed according to adherence to antidepressants,
comparing subjects with an MPR 0–79% to subjects with an MPR ≥ 80%. Subjects with no
discharge diagnosis in the 365 days prior to index date were used as the reference group
(OR=1.0).
In Paper IV, stratified analyses were performed according to adherence and current use of
antidepressants. Subjects who were not prescribed the index antidepressant (i.e. SSRI, SNRI,
TCA or other), were used as a reference for the conditional regression analyses (OR=1.0).
Descriptive and inferential analyses were conducted using the statistical software SASEnterprise Guide 4.3 (SAS Institute Inc., Cary,NC, USA), in Paper III and Stata/SE (version
13.1), in Papers II and IV.
3.4

ETHICAL CONSIDERATIONS

Given the characteristics of the SISSR as listed above, the FVG Ethical Committee did not need
to be consulted for the thesis’ constituting papers, as when developing other epidemiological
studies in the Region, since epidemiological analyses are provided using only anonymous data.

30

4 MAIN RESULTS
4.1

PAPER I

4.1.1 Suicide rates and antidepressant use
A significant decrease in suicide rates was observed in FVG during years 1997-2006, in both
genders and age groups (Table 7). In parallel, an increase in the use of antidepressants was
observed, with all three measures we applied. This increase was greater in the elderly and in
women (Table 7). SSRI accounted for the most of the increase (71% of individual users in
2006), whilst the use of TCAs slightly decreased and the use of other antidepressants slightly
increased (fig. 3). The inverse correlation between the rates of antidepressants use and the rates
of suicide was confirmed by the Spearman’s rank correlation (r = 0.74, P <0.01), which fitted
better to a logarithmic curve (log r2 = 0.77).

Table 7: Decrease in suicide rates and increase in antidepressants use with regard to three measures (DDD/1000
inhabitants./day; number of users/1000 inhabitants./year; DDD/number of user). Data of year 1997 are compared
with those of year 2006
Suicide rates
(1997-2006)

Use of antidepressants
(1997-2006)

N suicides/100,000
inh./ year

DDD/1000 inh./day

N users/1000inh./year

DDD/user

20.5 to 13.5

0.5 to 15.1

6.9 to 32.4

25.6 to 169.1

7.6 to 5.0

1.1 to 36.9

7.6 to 79.4

25.4 to 169.1

0-59

10.2 to 7.0

0.5 to 17.5

11.5 to 37.9

46.6 to 168.9

≥60

23.5 to 14.3

1.8 to 48.1

25.6 to 103.0

25.2 to 170.6

13.8 to 9.1
(33.8% decrease)

0.8 to 26.4
(96.9% increase)

11.9 to 56.7
(79% increase)

25.5 to 169.8
(85% increase)

Genders
Males
Females
Age groups

Total
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Fig. 3: Number of people using antidepressants per 1000 inhabitants per year, with regard to different
antidepressants classes (SSRI, TCA, Other), during years 1997-2006

4.1.2 Use of antidepressants in suicides
On average, the number of suicide victims who were dispensed antidepressants in the 90 days
prior to death during years 1997-2006 was 14.8%. The main increase in the number of
individuals using antidepressants was observed after year 1999, when SSRI became reimbursed
by the NHS. Significant differences were found when comparing men to women and 0-59 age
group to ≥60 age group (Table 8).

Table 8: Number and percentages of suicides using antidepressants in the 90 days before death, according to
genders and age groups. OR with 95% CI was used to compare genders and age groups
Suicides using AD in
the 90 days before
death
N
%
Genders
Males
Females
OR (95% CI)

Total
N suicides

91
9.4
96
25.6
0.32 (0.24-0.43)

963
375

98
12.3
89
16.3
0.68 (0.52-0.90)

793
545

Age groups
0-59
≥60
OR (95% CI)
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4.2

PAPER II, PAPER III AND PAPER IV

The proportions of male and female suicides, as well as the proportions of suicides according to
age groups were similar in the three papers’ population (Table 9). The mean age at which
people committed suicide was around 56 years (range 12-98 years).

Table 9: Total number and percentages of suicides according to genders and age groups

Genders
Males
Females

PAPER II

PAPER III

PAPER IV

Suicides
(N = 766)
N
%

Suicides
(N = 1308)
N
%

Suicides
(N =1260)
N
%

552
214

72.1
27.9

957
351

73.2
26.8

928
332

73.6
26.4

66
385
315

8.6
50.3
41.1

98
648
562

7.4
49.5
43.0

95
638
527

7.5
50.6
41.8

Age groups
0-29
30-59
≥60

4.2.1 Previous self-harm, psychiatric and somatic disorders
The number of cases and controls who previously committed self-harm, as well as those who
were hospitalised for a psychiatric disorder or a somatic disorder in Paper II and III are
summarized in Table 10. In Paper II, previous self-harm episodes were found to be associated
with an increased risk of suicide, as were all psychiatric disorders diagnosed at last hospital
discharge. Similar findings were observed in Paper III. Somatic disorders led to a three-fold
increase in suicide risk (Table 10). We also observed that the risk of suicide increased by the
number of comorbid somatic diagnoses, with a ten-fold increase when subjects were diagnosed
with four or more somatic disorders. Somatic diagnoses carrying the highest suicide risk were
respiratory disorders (OR = 2.5). The risk of suicide in somatic disorders was further increased
by more than four times in subjects older than 60 years, compared to a two times increased risk
in younger subjects.
In Paper IV, affective disorders were diagnosed in 6% of suicides who received an
antidepressant prescription in the 730 days prior to death. The percentage of suicides diagnosed
with non-affective and somatic disorders was 12.2% and 44.4%, respectively.
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Table 10: Numbers (N), adjusted odds ratio (OR) and 95% confidence intervals (95% CI) of suicide in subjects
with previous self-harm, psychiatric and somatic disorders in Papers II and III
PAPER II a

PAPER III b
Suicides
(N=1308)

Controls
(N=13,080)

N

N

OR

95% CI

15.0-30.1

106

21

22.0

12.9–37.2

11.6-20.2

213

53

33.1

23.9–45.8

655

3141

2.9

2.5–3.3

Suicides
(N=766)

Controls
(N=7660)

N

N

1

79

10

53.1

26.2–107.4

≥1

31

1

98.0

12.4–775.6

Affective

104

59

21.5

Non-Affective
Psychiatric

154

123

15.3

Suicide risk,
adjusted c
OR

95% CI

Suicide risk,
adjusted d

Previous
self-harm

Somatic
a

Psychiatric and somatic diagnoses are referred to last discharge from hospital
Psychiatric and somatic diagnoses are referred to last discharge from hospital in the 365 days before the index date
c
Adjusted for age, gender and co-morbid psychiatric diagnoses
d
Adjusted for affective and non-affective disorders
b

4.2.2 Antidepressant use
Although the use of antidepressants was measured in the three studies using different methods,
in only a minority of cases were suicide victims adherent to antidepressants or currently
prescribed antidepressants at the time of death (Table 11).

Table 11: Number (N) and percentages (%) of suicides using antidepressants (AD)
PAPER II a

PAPER III b

PAPER IV c

Suicides
(N=766)
N
%

Suicides
(N=1308)
N
%

Suicides
(N=1260)
N
%

AD prescriptions
302
39.4
535
40.9
d
Current use of AD
123
16.1
151
11.5
Adherence to AD (MPR ≥80%)
a
Data on AD are referred to the 7-years study period
b
Data on AD are referred to the 365 days prior to death
c
Data on AD are referred to the 730 days prior to death
d
Definition of “current use” differs between Paper II and Paper IV
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876
392
334

69.5
31.1
26.5

Women were more likely to be dispensed antidepressants than men, as were subjects older than
60 years of age (compared to younger age group). We also observed that women were more
likely to currently use antidepressants (Paper II) and to adhere to antidepressant treatment
(Paper III). Furthermore, current use was more likely in elderly compared to younger age group
(Paper II).
In Paper II, we found that only one-fifth of the cases diagnosed with a psychiatric disorders
were currently using antidepressants at the time of death. A similar proportion was found also in
cases with higher suicide risk, such as subjects who previously committed self-harm or had
been diagnosed with an affective disorder.
In Paper III, we compared subjects with somatic disorders that were adherent to antidepressant
treatment, to those either not prescribed or non-adherent to antidepressant. The risk of suicide
was not increased in adherent subjects (OR = 1.0; 95% CI =0.7–1.5), while it was increased in
not prescribed or non-adherent subjects (OR = 2.8; 95% CI = 2.5–3.3).
In Paper IV, we analysed antidepressant compounds and different antidepressant classes taking
into account adherence, current use (Table 11), and treatment modifications. SSRI accounted
for more than 90% of the total prescriptions (N = 827), while SNRI 70% (N =610), TCA 51%
(N=451) and other antidepressants 52% (N=452). Combinations of antidepressants were found
in more than half of the users, except users of SSRI (Table 12). When treatment modifications
were not considered, only one-tenth of SSRI users was adherent to antidepressants (Table 12).

Table 12: Numbers (N) and percentages (%) of treatment modifications and adherence to antidepressants (AD) in
the 730 days prior to index date, according to different AD classes. Percentages were calculated on the total number
of suicides in different AD classes for treatment modifications, and on the number of suicides who neither
combined nor switched AD classes when AD monotherapy was assessed.
Suicides prescribed AD
SSRI
Treatment modifications
Switches
Combinations
AD monotherapy a
Not adherent to AD (MPR 1-79%)
Adherent to AD (MPR >80%)
a

SNRI

TCA

Other

N

%

N

%

N

%

N

%

139
359

16.8
43.4

133
282

21.8
62.5

113
341

25.1
55.9

115
293

25.4
64.2

391
51

88.5
11.5

211
36

85.4
14.6

129
26

83.2
16.8

119
28

81.0
19.0

Subjects who switched and/or combined antidepressants were not considered
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The conditional regression analyses showed a higher risk of suicide only in SSRI users (OR =
1.6, 95% CI 1.1-2.2) among antidepressant classes when adjusted for treatment modifications
and for psychiatric and somatic diagnoses. The adjusted risk was not significant when the
analysis was applied to different antidepressant compounds. Moreover, the stratified analyses
showed a decreasing trend in suicide risk when subjects with an MPR≥ 80% were compared
to subjects with MPR 1-79%, as well as when subjects currently using antidepressants at the
time of the index date were compared to subjects that were not. Significantly lower OR of
suicide was found only in subjects who currently use TCA (OR = 0.7, 95% CI = 0.5-1.0).
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5 DISCUSSION
5.1

METHODOLOGICAL CONSIDERATIONS

5.1.1 Strengths
The use of the FVG individual-based register using an unique personal identifier allowed for an
analysis at the individual level, not based on aggregated data. This also avoided information and
selection bias, since all studies were based on administrative data with full coverage of the
regional population. The amount of information available in the register was quite
comprehensive, since it included demographic data, in-patients diagnoses, detailed information
on antidepressant prescriptions, such as prescription date, as well as the number of packages,
the volume and the specific antidepressant drug name dispensed at each prescription. This
permitted the analysis of antidepressant use with different parameters at the individual level.
Moreover, the data, which referred to the 18-year period between 1997 and 2014, were
exhaustive enough to describe in detail recent findings regarding suicidal behaviour and
antidepressant use in the FVG Region. We were therefore able provide an overall picture of
suicide risk factors using different measures that also considered antidepressant use. In
particular, we used rates (suicide rates, rates of antidepressant use) and ratios (odds ratio) to
analyse trends in suicide incidence and antidepressant use, as well as the suicide risk related to
exposure to a variety of different risk factors (i.e. previous self-harm, psychiatric diagnoses,
somatic diagnoses, qualitative parameters in antidepressant use). Since all data derived from the
same regional data source, which had a consistently homogeneous population over the time
period considered, it is less likely that other factors not included in this analysis affected the
results.
5.1.2 Limitations
Paper I was designed as an ecological study. As a consequence, we could not assess the
influence of other factors on suicide, and causality could not be inferred. Other studies,
however, had been designed as case-control. The case-control design allowed analysis of causal
relationships between suicide and the principal suicide risk factors, such as previous self-harm,
psychiatric disorders and somatic disorders. This also allowed to study the relationship between
suicide and antidepressant use at the individual level. Nonetheless, several limitations should be
taken into account:
5.1.2.1 Statistical power
Suicide is a rare event. Although the study period of each paper was quite long, the sample size
still hindered stratified analyses in age and gender subgroups, as in men and women younger
than 30 years. Further, some stratified analyses we performed, should be interpreted with
caution, due to small numbers. The odds ratio of suicide in specific diagnostic categories in
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Paper II may be low powered, since the numbers are small. In Paper III, a similar limitation has
to be taken into account when analyses were applied to psychiatric and somatic diagnoses in
specific gender or age group, as when stratified analysis was applied in subjects adherent and
not adherent to antidepressants. In Paper IV, data limitations prevented further analyses that
could have yielded interesting and valuable results, such as the effect of using only one class of
antidepressant or the directions and the type of treatment modifications within different
antidepressant classes.
5.1.2.2 Clinical diagnoses
In Paper II, III and IV, only diagnoses at last discharge from hospital were considered.
Outpatient diagnoses were not available. This may represent a misclassification of exposure,
since in-patients were probably more severally ill and could be at a relatively higher suicidal
risk (35, 122). On the other hand, the unavailability of outpatient diagnoses may have led to an
underestimation of affective disorders (Paper II, III and IV) or anxiety disorders (Paper II), as an
indication for antidepressants. Another issue is that diagnoses were clinical and not validated.
Some degree of inaccuracy in the diagnostic coding, hence, should be considered.
5.1.2.3 Confounding factors
The database did not provide information on possible confounders of suicidal behavior, such as
unemployment, financial loss, socio-economic status, as well as familiar history of suicide. This
data gap was significant as some of these factors, for instance socio-economic conditions, have
been observed to underline differences in suicide rates across Italian regions (123). Moreover,
we had no information on methods of suicide, above all antidepressant poisoning. Nonetheless,
we could adjust for several confounding factors, such as gender, age, affective and other
psychiatric diagnoses, somatic diagnoses (Paper II, III and IV) and antidepressant treatment
modifications (Paper IV).
5.1.2.4 Antidepressant prescriptions
Only publicly reimbursed prescriptions of antidepressants were included in the database. We
calculated, however, that they represent more than 90% of the prescriptions filled in the Region.
Furthermore, in Paper I, we had no information on the indication of antidepressants. The same
limitation can be applied to the other papers, whose diagnoses was not available. This may be a
minor issue, however, since other database studies indicated that antidepressants are prescribed
for depression in more than half of cases (124). Another study demonstrated that Italian GPs are
satisfactory in detecting moderate to severe depression (125). An additional limitation is that
patients’ actual adherence to antidepressant treatment could not be estimated, as in many studies
based on prescription registers (92, 111, 121, 126). We tried to deal with this calculating
adherence using MPR (Papers III and IV). The MPR, however, was based on DDD, that only
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approximates the average recommended dose per day. A possible overestimation of drug
compliance, hence, should be taken into account. Finally, we did not assess whether
antidepressants were dispensed before or after hospitalizations for psychiatric or somatic
disorders (Paper II and III). Nonetheless, in Paper II the current use of antidepressants was
referred to the last 90 days prior to the index date and in Paper III all prescriptions were referred
to the 365 days prior to the index date. Due to these limited time periods, it was not possible to
assess if psychiatric and somatic disorders came before or after hospitalizations.
5.2

MAIN FINDINGS AND RELATION TO OTHER STUDIES

5.2.1 Paper I
Suicide rates in FVG decreased by 30% from 1997 to 2006, while treatment prevalence and
average dosage and length of antidepressant treatment increased by 80% in the same period.
The most dramatic increase was observed after SSRI became reimbursed in 1999. In 2006, 70%
of individual users were prescribed SSRI. The better tolerability of SSRI, thus, may have led to
higher dosages and longer duration of treatment, as previously observed in Sweden (127).
Although the inverse correlation between suicide rates and antidepressant use was similar in
both genders, it was more pronounced in the elderly compared to the young. Antidepressant
preventive effect on suicide, thus, may be greater among elderly patients (113, 128).
Although our findings from the region were consistent with international findings (7-9, 63, 64,
73, 76, 79, 81-87), they conflicted with previous Italian studies, whose conclusions were
negative towards the hypothesis that antidepressants prevent suicide (88, 89). However, more
recent data from Italy up to the year 2008 (8) confirmed our hypothesis that antidepressants play
a preventive role in suicides, whereas although they were based only on antidepressant sales.
Data from the FVG Region permitted an analysis of the number of users of antidepressants that
underestimate the DDD per 1000 inhabitants per day, and, thus, may be considered a more
reliable estimate for future studies. Further, the analysis could be applied to different genders
and age groups. This was of great advantage, since drug use, prevalence and incidence of
depression and suicide rates greatly differ in men and women, as in older and younger subjects
(79, 87, 113, 115, 129).
Finally, we observed a low use of antidepressants in suicide in the three months before death,
consistent with other studies (72, 110, 111). The use of antidepressant increased from 4-6%
during years 1997-1999 to 15-20% after year 2000, when SSRIs were reimbursed by NHS. Our
findings therefore indicate that some of the suicide victims that were not treated, would have
been saved if they had been dispensed, and taken, antidepressants.
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PAPER I: IMPLICATIONS FOR SUICIDE PREVENTION
Increased individual use of antidepressants in the population may be an important factor in
preventing suicide
The elderly should be considered a main target for suicide prevention with antidepressants
Suicide prevention strategies should take into account different subgroups of age and gender

5.2.2 Paper II
Findings at the individual level during years 2002-2008 indicated that 30% of suicides had been
hospitalised for a psychiatric disorder, 14% had previously attempted suicide and only 16% had
been currently using antidepressants at the time of death.
We found that previous non-lethal self-harm, particularly when repeated, was the strongest
predictor of completed suicide, consistent with other studies (13-16). Meanwhile, psychiatric
disorders, particularly affective, psychotic and personality disorders, carried the highest suicide
risk, as well established in the literature (5, 24, 130-132).
It was striking that current use of antidepressants was very rare, even among cases diagnosed
with affective disorders (21%) and cases who previously committed self-harm (20%). An
improvement in antidepressant treatment among suicide attempters may lead to a decrease in
suicide risk, as observed in Finland by Tiihonen et al. (71). Nonetheless, in FVG the number of
suicides treated with antidepressants remained low, despite the drastic increase of antidepressant
prescriptions in the Region (Paper I). This finding was in contrast with Swedish findings that
the portion of suicides treated with antidepressants had increased to 29% in 2005 (6).
However, we found that the risk of suicide decreased by 70% as treatment duration increased
from less than 20 days to 180 days and more, in line with British findings (69). We agree with
Jick et al. (69) that the effect of antidepressants is greater in subjects treated for a longer period,
compared to those recently diagnosed and treated. We also agree that the severity of depression
may be at its worst when antidepressant treatment starts to be taken.
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PAPER II: IMPLICATIONS FOR SUICIDE PREVENTION
Subjects who commit self-harm acts, particularly if repeated, and subjects with psychiatric
disorders, particularly affective, psychotic and personality disorders, should be considered
groups at high risk of suicide
Treatment should be improved particularly in these high risk groups
Continuous treatment with antidepressant may be an important factor in preventing suicide in
depressed people

5.2.3 Paper III
Somatic disorders increased the risk of suicide by three times in FVG during years 2003-2013.
This was consistent with other studies (35, 122, 133, 134). The risk was higher among subjects
aged 60 years and older compared to younger, in contrast with some previous studies (35, 133),
but consistent with other studies based on the elderly (135). Somatic comorbidities highly
increased the risk of suicide, as also previously has been observed (35). The highest suicide risk
among somatic diagnostic categories was observed in respiratory disorders. We interpreted this
result assuming a possible high burden of chronic obstructive pulmonary disease (COPD) on
suicidal risk, as indicated by Qin et al. (36). Further, we confirmed malignant neoplasms as an
important suicidal risk factor (34). However, when stratified analysis by age groups was
applied, the risk was found to increase only among the elderly.
In our data set, only 4.7% of suicides with somatic disorders had been hospitalised for affective
disorders. This may indicate that depression was underdiagnosed, since concomitant depression
has been found to be common in many somatic disorders (35, 39, 42, 48-51, 136). This
observation is crucial, since we found that the risk of suicide in subjects who adhere to
antidepressants in the 365 days prior to death was not significantly increased, while the risk
increased by more than three times when subjects were not prescribed or did not adhere to
antidepressants.
Forty per-cent of suicides were prescribed antidepressants one year prior to death, but only
11.5% adhered to treatment.
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PAPER III: IMPLICATIONS FOR SUICIDE PREVENTION
Somatic disorders should be considered an independent risk factor of suicide, particularly in
older subjects and subjects with multiple disorders
Depression is probably underdiagnosed in many somatic disorders. Antidepressants should be
prescribed in case of somatic disorders with depressive symptoms, since adequate treatment
with antidepressants may decrease the risk of suicide
Primary care and hospital care should be better integrated in order to identify, follow up and
treat subjects at a higher suicide risk

5.2.4 Paper IV
Findings at the individual level during the years 2005-2014 confirmed that SSRI was the most
frequently prescribed antidepressant class. SSRI was the only class of antidepressants positively
associated to suicide risk. This association to suicide was in contrast with a previous register
study (70) and a study based on toxicological screening (65). The finding is not easily
explainable. It is possible that it might be an effect of confounding bias, since the prescribing of
SSRIs is more frequent among GPs, who might be less able to monitor treatment and to assess
and manage suicide risk when compared to psychiatrists (121, 126, 137). In Italy, however, GPs
are the main antidepressant prescribers.
Our main finding, however, was that a decreasing trend in suicide risk was observed, among
subjects who adhere to or currently use antidepressants, compared with those who do not
currently use or adhere. Previous findings from Denmark indicated a low suicide risk in subjects
continuously treated with antidepressants, using the number of prescriptions as parameter of
continuous use (92, 94). However, we did not find other studies using two different qualitative
parameters on antidepressant use to compare the risk of suicide in a general population.
Other interesting findings regarded the low adherence to SSRI compared to TCA when these
classes were analysed separately without taking into account treatment modifications. This
might be one possible explanation of TCAs lower association to suicide. It might also reflect a
lower efficiency of SSRI as compared to TCA (92). Nonetheless, a low adherence was found
for all antidepressant classes, consistent with our previous studies, as well as other Italian (103,
104, 137) and international findings (108, 121).
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PAPER IV: IMPLICATIONS FOR SUICIDE PREVENTION
An adequate use of antidepressants (i.e. at adequate dosage and for a proper length of time) is
crucial in achieving a better preventive effect
Treatment-resistant depression and lower adherence to antidepressants should be considered
possible precipitating factors of suicide
Clinicians should monitor treatment in order to ascertain that antidepressants are properly used
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6 CONCLUSIONS
Each suicide is a tragic event, and it is of great importance to identify risk factors that can be
targets for suicide prevention. A better knowledge of suicide epidemiology in a well-defined
population may contribute to developing appropriate interventions. This is crucial for health
care, since most suicides suffer from mental and medical disorders. This is also crucial for
stakeholders, since resources can be allocated on scientific basis.
The four papers included in this thesis provide a picture of the principal suicide risk factors
related to health care in FVG, a region with a high rate of suicide. In particular, the possibility
of preventing suicide through antidepressant medication was particularly analysed. Since the
regional register of FVG could provide data on the individual level, this research gives unique
information of great scientific value.
As previously reported at the international level, as well as in Italy as a whole, FVG has
experienced a decline in suicide rates in parallel with an increase in antidepressant use. This was
assessed in our research using data on individual users of antidepressant in different genders and
age groups.
The present thesis has highlighted that the risk of suicide was elevated in subjects who
previously had committed non-lethal self-harm and in subjects diagnosed with affective and
non-affective psychiatric disorders, and in those suffering from somatic disorders. The elderly
are identified as a main target for suicide prevention strategies, particularly if they have been
hospitalised for somatic illnesses. When assessed at the individual level, it was observed that the
use of antidepressants at a proper dosage and for a proper length of time was associated with a
decreased risk of suicide. This finding indicates the importance of diagnosing underlying
depression in somatic disorders. However, a general finding was that antidepressants appear
underused, also in high-risk populations.
Notwithstanding the limitations, our research has supported the original a priori hypothesis of
this research project: that treatment with antidepressant medication lowers the risk of suicide.
Accordingly, more effort should be given to better identify high-risk groups of suicide and to
improve antidepressant treatment in these groups. Since suicide victims were generally not
hospitalised, and antidepressants in Italy mainly are prescribed in primary care settings, it
appears crucial to involve primary care physicians in such efforts.
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7 FUTURE PERSPECTIVES
There is a need or further investigation of suicide - it is a complex phenomenon -, and the
pathways that lead to suicide should be examined in greater detail. The findings presented in
this thesis can contribute to a better understanding of risk factors of suicide in relation to health
care, as well as its prevention.
Our findings, however, highlighted the need to deepen the research on different genders and age
subgroups. We demonstrated, for instance, that the elderly are at the highest risk of suicide, but
research on suicide prevention in the elderly appears to be sparsely investigated area (138). The
Regional database will enable future projects focused on the elderly. Preliminary data from the
Region indicates that suicide rates in ageing population are higher in isolated areas than those in
urban areas. Information available from the Regional database, such as the prevalence of
psychiatric disorders, somatic disorders and antidepressant prescriptions, can be integrated with
information on geographical distribution of suicides, deprivation index and distance from the
closest mental health service. Spatial analysis may provide, thus, a visualization of areas with
higher suicide rates and a relevant amount of information on suicide victims. As a consequence,
multidisciplinary prevention strategies may be used, such as training programs for identified
gatekeepers (e.g. health workers, educators, primary care providers) in order to recognize and
treat vulnerable persons (139). Further, follow-up and community support may also be used for
suicide attempters (140). This may enhance the development of prevention strategies that could
be focused on small communities and would benefit from the collaboration between such
communities and health care. Such a project may be expanded to other Italian regions that
experience high suicide rates in the elderly. For instance, a preliminary project design has been
developed in collaboration with the Italian Region of Sardinia.
Further research may enhance knowledge on specific somatic disorders and suicide. A first step
may be developing studies on cancer, since previous Italian studies have indicated a greater
risk of suicide among cancer patients (141, 142). The FVG Region has a Cancer Registry (RTFVG), where all incident cases of malignant neoplasms in the regional population since 1995
are registered. The RT-FVG may provide information on the date of cancer diagnosis and the
cancer histotype based on Anatomy Pathology Reports, in addition to other information
available from Regional health database used in this project (SISSR). This may foster a better
understanding of demographic factors linked to suicide and cancer, the histotypes of cancer
more closely associated with suicide, the occurrence of suicides after diagnosis of neoplasms
and discharge from hospital, the comorbidity with psychiatric disorders and the possible role
of antidepressants in preventing self-harm among cancer patients. Future research may also
investigate less studied medical illnesses here identified as predictors of suicide, such as
respiratory and cardiovascular disorders.
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Finally, a limitation of our studies was that data from regional outpatient services were not
available in the database. In the current year, a new Informative System will be developed in
the Region of FVG in order to collect epidemiological data from outpatient mental health
services. When this system is in place, data will be available that can be linked with data on
hospitalisations and drug prescriptions. The challenge for the future is to perform suicide
research along these lines.

46

8 ACKNOWLEDGEMENTS
I would like to express my sincere gratitude to all people who have helped, encouraged and
supported me during these eight years of PhD studies and in the thesis writing as well. I owe
special thanks to:
My main supervisor, professor Göran Isacsson. Thank you for your unique support,
enthusiasm, guidance from the very beginning of my research career. I will be forever grateful
to you. You have always supported me with positive attitude and wise advices during all these
years. Without your constant and goodhearted help everything would have been much more
difficult to achieve. Thank you also for having contributed to feel Stockholm as my second
home.
My mentor, professor Fabio Barbone. Thank you for your support and participation in the most
important phases of this PhD and for your smart ideas and advices on the design of the studies
and their development. I remember all our discussions as extremely stimulant and enriching.
My co-supervisor, professor Massimo Bovenzi, for helping me from the beginning with the
complex world of statistics and epidemiology, and for the constant sincere support in all the
phases of my research project.
My co-supervisor, dr. Elisabetta Pascolo-Fabrici, for helping me to begin and going on with
my research, and for being always supportive and helpful in many ways. Thank you also for
sharing your clinical expertise, since my research has been always closely related to my work as
psychiatrist.
My co-supervisor, professor Matteo Balestrieri, for the excellent scientific contribution and
important advices that helped me to evolve as a researcher and clinician as well.
My co-authors, Elena Clagnan, Michele Gobbato and Francesca Valent at the
Epidemiological Service of region FVG, for valuable contributions in data retrieving and data
analysis.
Loris Zanier, Head of the Epidemiological Service of region FVG, for the constant help and
support and for making easier the administrative procedures to retrieve data on which this thesis
is based.
My colleagues at the Community Mental Health Centres of Latisana and Monfalcone, at the
Italian Collaborating Centre for the WHO Family of International Classifications and at the
Primary care services Area/Central Directorate for Health, Region FVG, for the encouragement
and support. A special thanks to Paula Tonel for helping me with linguistic review of Papers II
and III.

47

My dear Canadian friend Emily McGiffin, for her incalculable support and for the linguistic
review of this thesis.
My special “host family” in Stockholm, Pierluigi and Maria, their son Francesco and their
daughter Agnese. Thank you for having hosted me so many times and for your generous
attitude and friendship. I have always been “at home” with you. Without your fundamental
support would have been difficult to deal with all the issues happened during these PhD years.
My long-best friends Daniele, Giacomo and Piero and all my friends in Italy and in Sweden
that supported me sincerely during these years with their deep friendship. Thank you so much!
All my relatives for unconditional support. A special thanks to my cousin Jennifer Coppola,
for linguistic review of Papers II, III and IV.
My grandparents, Lina, Zoe and Giovanni, for being so important during all my life and for
having always supported and contributed to achieve my ambitions.
My uncle Aldo, for his love and his contribution to improve my critical thinking - and for
helping me in choosing the front cover of this thesis as well! My mother Nora and my father Livio, who have always supported me with their generosity and
love in all steps in life. Thank you for that.
My sister Elena, for having been always close to me during life. Thank you for being as you
are.
My partner Elena, for her love and her support during this thesis writing. We deserve a long
and relaxing holiday!

48

9 REFERENCES
1.
World Health Organization. Preventing suicide: a global imperative. WHO
Library Cataloguing-in-Publication Data. 2014.
2.
Zalsman G, Hawton K, Wasserman D, van Heeringen K, Arensman E,
Sarchiapone M, et al. Suicide prevention strategies revisited: 10-year systematic review. The
lancet Psychiatry. 2016;3(7):646-59.
3.
Ebmeier KP, Donaghey C, Steele JD. Recent developments and current
controversies in depression. Lancet. 2006;367(9505):153-67.
4.
Paykel ES. Depression: major problem for public health. Epidemiol Psichiatr Soc.
2006;15(1):4-10.
5.
Isometsa E. Suicidal behaviour in mood disorders--who, when, and why? Can J
Psychiatry. 2014;59(3):120-30.
6.
Isacsson G, Holmgren A, Osby U, Ahlner J. Decrease in suicide among the
individuals treated with antidepressants: a controlled study of antidepressants in suicide,
Sweden 1995-2005. Acta Psychiatr Scand. 2009;120(1):37-44.
7.
Ludwig J, Marcotte DE. Anti-depressants, suicide, and drug regulation. J Policy
Anal Manage. 2005;24(2):249-72.
8.
Gusmao R, Quintao S, McDaid D, Arensman E, Van Audenhove C, Coffey C, et
al. Antidepressant Utilization and Suicide in Europe: An Ecological Multi-National Study.
PLoS One. 2013;8(6):15.
9.
Isacsson G, Rich CL. Antidepressant drug use and suicide prevention. Int Rev
Psychiatry. 2005;17(3):153-62.
10.

Hawton K, van Heeringen K. Suicide. Lancet. 2009;373(9672):1372-81.

11.

Mental health action plan 2013 - 2020 [press release]. Geneve, 2013.

12.
Navigando tra le fonti demografiche e sociali. Roma: Istituto Nazionale di
Statistica; 2010.
13.
Owens D, Horrocks J, House A. Fatal and non-fatal repetition of self-harm Systematic review. British Journal of Psychiatry. 2002;181:193-9.
14.
Kendall T, Taylor C, Bhatti H, Chan M, Kapur N. Longer term management of
self harm: summary of NICE guidance. British Medical Journal.343.
15.
Chen VC, Tan HK, Chen CY, Chen TH, Liao LR, Lee CT, et al. Mortality and
suicide after self-harm: community cohort study in Taiwan. Br J Psychiatry. 2011;198(1):31-6.
16.
Isacsson G, Rich CL. Management of patients who deliberately harm themselves.
Bmj. 2001;322(7280):213-5.
17.
Zahl DL, Hawton K. Repetition of deliberate self-harm and subsequent suicide
risk: long-term follow-up study of 11 583 patients. Br J Psychiatry. 2004;185:70-5.

49

18.
Harris EC, Barraclough B. Suicide as an outcome for mental disorders - A metaanalysis. Br J Psychiatry. 1997;170:205-28.
19.
Cavanagh JTO, Carson AJ, Sharpe M, Lawrie SM. Psychological autopsy studies
of suicide: a systematic review. Psychol Med. 2003;33(3):395-405.
20.
Nock MK, Borges G, Bromet EJ, Cha CB, Kessler RC, Lee S. Suicide and
Suicidal Behavior. Epidemiologic reviews. 2008;30(1):133-54.
21.
Ferrari AJ, Norman RE, Freedman G, Baxter AJ, Pirkis JE, Harris MG, et al. The
Burden Attributable to Mental and Substance Use Disorders as Risk Factors for Suicide:
Findings from the Global Burden of Disease Study 2010. PLoS One. 2014;9(4).
22.
Li Z, Page A, Martin G, Taylor R. Attributable risk of psychiatric and socioeconomic factors for suicide from individual-level, population-based studies: a systematic
review. Social science & medicine (1982). 2011;72(4):608-16.
23.
Bostwick JM, Pankratz VS. Affective disorders and suicide risk: a reexamination.
Am J Psychiatry. 2000;157(12):1925-32.
24.
Robins E, Murphy GE, Wilkinson RH, Gassner S, Kayes J. Some clinical
considerations in the prevention of suicide based on a study of 134 successful suicides. Am J
Public Health. 1959;49:888-99.
25.
Cheng A. Mental illness and suicide. A case-control study in east Taiwan. Arch
Gen Psychiatry. 1995;52(7):594-603.
26.
Waern M, Runeson BS, Allebeck P, Beskow J, Rubenowitz E, Skoog I, et al.
Mental disorder in elderly suicides: A case-control study. Am J Psychiat. 2002;159(3):450-5.
27.
Pompili M, Innamorati M, Masotti V, Personnè F, Lester D, Di Vittorio C, et al.
Suicide in the elderly: a psychological autopsy study in a North Italy area (1994-2004). The
American journal of geriatric psychiatry : official journal of the American Association for
Geriatric Psychiatry. 2008;16(9):727.
28.
Schneider B. Substance Use Disorders and Risk for Completed Suicide. Arch
Suicide Res. 2009;13(4):303-16.
29.
Hawgood J, De Leo D. Anxiety disorders and suicidal behaviour: an update. Curr
Opin Psychiatry. 2008;21(1):51-64.
30.
Fawcett J. Diagnosis, Traits, States, and Comorbidity in Suicide. In: Dwivedi Y e,
editor. The Neurobiological Basis of Suicide: Boca Raton (FL); 2012.
31.
Arciniegas DB, Anderson CA. Suicide in Neurologic Illness. Curr Treat Options
Neurol. 2002;4(6):457-68.
32.
Harwood DMJ, Hawton K, Hope T, Harriss L, Jacoby R. Life problems and
physical illness as risk factors for suicide in older people: a descriptive and case-control study.
Psychol Med. 2006;36(9):1265-74.
33.
Harris EC, Barraclough BM. SUICIDE AS AN OUTCOME FOR MEDICAL
DISORDERS. Medicine. 1994;73(6):281-96.

50

34.
Robson A, Scrutton F, Wilkinson L, MacLeod F. The risk of suicide in cancer
patients: a review of the literature. Psycho-Oncology. 2010;19(12):1250-8.
35.
Qin P, Webb R, Kapur N, Sorensen HT. Hospitalization for physical illness and
risk of subsequent suicide: a population study. Journal of Internal Medicine. 2013;273(1):48-58.
36.
Strid JMC, Christiansen CF, Olsen M, Qin P. Hospitalisation for chronic
obstructive pulmonary disease and risk of suicide: a population-based case-control study. Bmj
Open. 2014;4(11).
37.
Pompili M, Venturini P, Lamis DA, Giordano G, Serafini G, Murri MB, et al.
Suicide in Stroke Survivors: Epidemiology and Prevention. Drugs Aging. 2015;32(1):21-9.
38.
Larsen KK, Agerbo E, Christensen B, Sondergaard J, Vestergaard M. Myocardial
Infarction and Risk of Suicide A Population-Based Case-Control Study. Circulation.
2010;122(23):2388-93.
39.
McDaniel JS, Musselman DL, Porter MR, Reed DA, Nemeroff CB.
DEPRESSION IN PATIENTS WITH CANCER - DIAGNOSIS, BIOLOGY, AND
TREATMENT. Arch Gen Psychiatry. 1995;52(2):89-99.
40.
Ng CG, Boks MPM, Zainal NZ, de Wit NJ. The prevalence and pharmacotherapy
of depression in cancer patients. Journal of Affective Disorders. 2011;131(1-3):1-7.
41.
Eriksson M, Asplund K, Glader EL, Norrving B, Stegmayr B, Terent A, et al.
Self-reported depression and use of antidepressants after stroke: A national survey. Stroke.
2004;35(4):936-41.
42.
Flaster M, Sharma A, Rao M. Poststroke depression: a review emphasizing the
role of prophylactic treatment and synergy with treatment for motor recovery. Top Stroke
Rehabil. 2013;20(2):139-50.
43.
Schiffer RB, Wineman NM. ANTIDEPRESSANT PHARMACOTHERAPY OF
DEPRESSION ASSOCIATED WITH MULTIPLE-SCLEROSIS. Am J Psychiat.
1990;147(11):1493-7.
44.
Koch HJ, Jurgens TP. Antidepressants in Long-Term Migraine Prevention. Drugs.
2009;69(1):1-19.
45.
Okazaki M, Adachi N, Ito M, Watanabe M, Watanabe Y, Kato M, et al. One-year
seizure prognosis in epilepsy patients treated with antidepressants. Epilepsy & Behavior.
2011;22(2):331-5.
46.
Taylor CB, Youngblood ME, Catellier D, Veith RC, Carney RM, Burg MM, et al.
Effects of antidepressant medication of morbidity and mortality in depressed patients after
myocardial infarction. Arch Gen Psychiatry. 2005;62(7):792-8.
47.
Van Melle JP, De Jonge P, Honig A, Schene AH, Kuyper AMG, Crijns H, et al.
Effects of antidepressant treatment following myocardial infarction. Br J Psychiatry.
2007;190:460-6.
48.
Mussell M, Kroenke K, Spitzer RL, Williams JBW, Herzog W, Lowe B.
Gastrointestinal symptoms in primary care: Prevalence and association with depression and
anxiety. Journal of Psychosomatic Research. 2008;64(6):605-12.

51

49.
Maurer J, Rebbapragada V, Borson S, Goldstein R, Kunik ME, Yohannes AM, et
al. Anxiety and depression in COPD: current understanding, unanswered questions, and
research needs. Chest. 2008;134(4 Suppl):43S-56S.
50.
Fava GA, Sonino N, Morphy MA. Major depression associated with endocrine
disease. Psychiatr Dev. 1987;5(4):321-48.
51.

Lin EH. Depression and osteoarthritis. Am J Med. 2008;121(11 Suppl 2):S16-9.

52.
Chang SS, Stuckler D, Yip P, Gunnell D. Impact of 2008 global economic crisis
on suicide: time trend study in 54 countries. BMJ-British Medical Journal. 2013;347.
53.
Stuckler D, Basu S, Suhrcke M, Coutts A, McKee M. The public health effect of
economic crises and alternative policy responses in Europe: an empirical analysis. Lancet.
2009;374(9686):315-23.
54.
Stuckler D, Meissner C, Fishback P, Basu S, McKee M. Banking crises and
mortality during the Great Depression: evidence from US urban populations, 1929-1937.
Journal of Epidemiology and Community Health. 2012;66(5):410-9.
55.
Fountoulakis KN, Kawohl W, Theodorakis PN, Kerkhof A, Navickas A, Hoschl
C, et al. Relationship of suicide rates to economic variables in Europe: 2000-2011. Br J
Psychiatry. 2014;205(6):486-96.
56.
Qin P, Agerbo E, Mortensen PB. Suicide risk in relation to family history of
completed suicide and psychiatric disorders: a nested case-control study based on longitudinal
registers. Lancet. 2002;360(9340):1126-30.
57.
Runeson B, Asberg M. Family history of suicide among suicide victims. Am J
Psychiat. 2003;160(8):1525-6.
58.
Tondo L, Isacsson G, Baldessarini R. Suicidal behaviour in bipolar disorder: risk
and prevention. CNS Drugs. 2003;17(7):491-511.
59.
Cipriani A, Hawton K, Stockton S, Geddes JR. Lithium in the prevention of
suicide in mood disorders: updated systematic review and meta-analysis. BMJ-British Medical
Journal. 2013;346:13.
60.
Siris SG. Suicide and schizophrenia. Journal of Psychopharmacology.
2001;15(2):127-35.
61.
Sharma V. Atypical antipsychotics and suicide in mood and anxiety disorders.
Bipolar Disord. 2003;5:48-52.
62.
Baldessarini RJ, Tondo L. Suicidal Risks during Treatment of Bipolar Disorder
Patients with Lithium versus Anticonvulsants. Pharmacopsychiatry. 2009;42(2):72-5.
63.
Baldessarini RJ, Tondo L, Strombom IM, Dominguez S, Fawcett J, Licinio J, et
al. Ecological studies of antidepressant treatment and suicidal risks. Harv Rev Psychiatry.
2007;15(4):133-45.
64.
Isacsson G. Suicide prevention--a medical breakthrough? Acta Psychiatr Scand.
2000;102(2):113-7.

52

65.
Isacsson G, Holmgren P, Ahlner J. Selective serotonin reuptake inhibitor
antidepressants and the risk of suicide: a controlled forensic database study of 14,857 suicides.
Acta Psychiatr Scand. 2005;111(4):286-90.
66.
Anderson IM. Selective serotonin reuptake inhibitors versus tricyclic
antidepressants: a meta-analysis of efficacy and tolerability. Journal of Affective Disorders.
2000;58(1):19-36.
67.
Hall WD, Lucke J. How have the selective serotonin reuptake inhibitor
antidepressants affected suicide mortality? Australian and New Zealand Journal of Psychiatry.
2006;40(11-12):941-50.
68.
Cheung K, Aarts N, Noordam R, van Blijderveen JC, Sturkenboom MC, Ruiter R,
et al. Antidepressant use and the risk of suicide: A population-based cohort study. Journal of
Affective Disorders. 2015;174:479-84.
69.
Jick H, Kaye JA, Jick SS. Antidepressants and the risk of suicidal behaviors.
Jama. 2004;292(3):338-43.
70.
Martinez C, Rietbrock S, Wise L, Ashby D, Chick J, Moseley J, et al.
Antidepressant treatment and the risk of fatal and non-fatal self harm in first episode depression:
nested case-control study. Bmj. 2005;330(7488):389.
71.
Tiihonen J, Lonnqvist J, Wahlbeck K, Klaukka T, Tanskanen A, Haukka J.
Antidepressants and the risk of suicide, attempted suicide, and overall mortality in a nationwide
cohort. Arch Gen Psychiatry. 2006;63(12):1358-67.
72.
Isacsson G, Ahlner J. Antidepressants and the risk of suicide in young persons-prescription trends and toxicological analyses. Acta Psychiatr Scand. 2014;129(4):296-302.
73.
Nakagawa A, Grunebaum MF, Ellis SP, Oquendo MA, Kashima H, Gibbons RD,
et al. Association of suicide and antidepressant prescription rates in Japan, 1999-2003. J Clin
Psychiatry. 2007;68(6):908-16.
74.
Rihmer Z, Belso N, Kalmar S. Antidepressants and suicide prevention in
Hungary. Acta Psychiatr Scand. 2001;103(3):238-9.
75.

Isacsson G, Mathe A. Untitled. Harvard Review of Psychiatry. 2008;16(4):267-.

76.
Rihmer Z. Can better recognition and treatment of depression reduce suicide
rates? A brief review. Eur Psychiatry. 2001;16(7):406-9.
77.
Oravecz R, Czigler Bz, Leskosˇek F. Correlation Between Suicide Rate and
Antidepressant Use in Slovenia. Arch Suicide Res. 2003;7(3):279-85.
78.
Kelly CB, Ansari T, Rafferty T, Stevenson M. Antidepressant prescribing and
suicide rate in Northern Ireland. Eur Psychiatry. 2003;18(7):325-8.
79.
Hall WD, Mant A, Mitchell PB, Rendle VA, Hickie IB, McManus P. Association
between antidepressant prescribing and suicide in Australia, 1991-2000: trend analysis. Bmj.
2003;326(7397):1008.
80.
Helgason T, Tomasson H, Zoega T. Antidepressants and public health in Iceland.
Time series analysis of national data. Br J Psychiatry. 2004;184:157-62.

53

81.
Morgan OWC, Griffiths C, Majeed A. Association between mortality from
suicide in England and antidepressant prescribing: an ecological study. BMC Public Health.
2004;4:6.
82.
Grunebaum MF, Ellis SP, Li SH, Oquendo MA, Mann JJ. Antidepressants and
suicide risk in the United States, 1985-1999. J Clin Psychiatry. 2004;65(11):1456-62.
83.
Barak Y, Aizenberg D. Association between antidepressant prescribing and
suicide in Israel. International Clinical Psychopharmacology. 2006;21(5):281-4.
84.
Milane MS, Suchard MA, Wong ML, Licinio J. Modeling of the temporal
patterns of fluoxetine prescriptions and suicide rates in the United States. Plos Medicine.
2006;3(6):816-24.
85.
Reseland S, Bray I, Gunnell D. Relationship between antidepressant sales and
secular trends in suicide rates in the Nordic countries. Br J Psychiatry. 2006;188:354-8.
86.
Bramness J, Walby F, Tverdal A. The sales of antidepressants and suicide rates in
Norway and its counties 1980-2004. J Affect Disord. 2007;102(1-3):1-9.
87.
Sebestyen B, Rihmer Z, Balint L, Szokontor N, Gonda X, Gyarmati B, et al.
Gender differences in antidepressant use-related seasonality change in suicide mortality in
Hungary, 1998-2006. World J Biol Psychiatry. 2010;11(3):579-85.
88.
Barbui C, Campomori A, D'Avanzo B, Negri E, Garattini S. Antidepressant drug
use in Italy since the introduction of SSRIs: national trends, regional differences and impact on
suicide rates. Soc Psychiatry Psychiatr Epidemiol. 1999;34(3):152-6.
89.
Guaiana G, Andretta M, Corbari L, Mirandola M, Sorio A, D'Avanzo B, et al.
Antidepressant drug consumption and public health indicators in Italy, 1955 to 2000. J Clin
Psychiatry. 2005;66(6):750-5.
90.
Guaiana G, Andretta M, Griez E, Biancosino B, Grassi L. Sales of
antidepressants, suicides and hospital admissions for depression in Veneto Region, Italy, from
2000 to 2005: an ecological study. Ann Gen Psychiatry. 2011;10(1):24.
91.
Haukka J, Arffman M, Partonen T, Sihvo S, Elovainio M, Tiihonen J, et al.
Antidepressant use and mortality in Finland: a register-linkage study from a nationwide cohort.
European Journal of Clinical Pharmacology. 2009;65(7):715-20.
92.
Sondergard L, Kvist K, Andersen PK, Kessing LV. Do antidepressants prevent
suicide? Int Clin Psychopharmacol. 2006;21(4):211-8.
93.
Sondergard L, Kvist K, Lopez AG, Andersen PK, Kessing LV. Temporal changes
in suicide rates for persons treated and not treated with antidepressants in Denmark during
1995-1999. Acta Psychiatr Scand. 2006;114(3):168-76.
94.
Sondergard L, Lopez A, Andersen PK, Kessing LV. Continued Antidepressant
Treatment and Suicide in Patients with Depressive Disorder. Arch Suicide Res. 2007;11(2):16375.
95.
Leon AC, Solomon DA, Li CS, Fiedorowicz JG, Coryell WH, Endicott J, et al.
Antidepressants and Risks of Suicide and Suicide Attempts: A 27-Year Observational Study. J
Clin Psychiatry. 2011;72(5):580-6.

54

96.
Didham RC, McConnell DW, Blair HJ, Reith DM. Suicide and self-harm
following prescription of SSRIs and other antidepressants: confounding by indication. Br J Clin
Pharmacol. 2005;60(5):519-25.
97.
Juurlink DN, Mamdani MM, Kopp A, Redelmeier DA. The risk of suicide with
selective serotonin reuptake inhibitors in the elderly. Am J Psychiatry. 2006;163(5):813-21.
98.
Erlangsen A, Vach W, Jeune B. The effect of hospitalization with medical
illnesses on the suicide risk in the oldest old: A population-based register study. J Am Geriatr
Soc. 2005;53(5):771-6.
99.
Simon GE, Savarino J, Operskalski B, Wang PS. Suicide risk during
antidepressant treatment. Am J Psychiatry. 2006;163(1):41-7.
100.
Erlangsen A, Agerbo E, Hawton K, Conwell Y. Early discontinuation of
antidepressant treatment and suicide risk among persons aged 50 and over: A population-based
register study. Journal of Affective Disorders. 2009;119(1-3):194-9.
101.
Henriksson S, Asplund R, Boëthius G, Hällström T, Isacsson G. Infrequent use of
antidepressants in depressed individuals (an interview and prescription database study in a
defined Swedish population 2001-2002). Eur Psychiatry. 2006;21(6):355-60.
102.
Ohayon MM, Lader MH. Use of psychotropic medication in the general
population of France, Germany, Italy, and the United Kingdom. J Clin Psychiatry.
2002;63(9):817-25.
103.
Poluzzi E, Piccinni C, Sangiorgi E, Clo M, Tarricone I, Menchetti M, et al. Trend
in SSRI-SNRI antidepressants prescription over a 6-year period and predictors of poor
adherence. European Journal of Clinical Pharmacology. 2013;69(12):2095-101.
104.
Degli Esposti L, Piccinni C, Sangiorgi D, Fagiolini A, Buda S. Patterns of
Antidepressant Use in Italy: Therapy Duration, Adherence and Switching. Clinical Drug
Investigation. 2015;35(11):735-42.
105.
Olfson M, Marcus SC, Tedeschi M, Wan GJ. Continuity of antidepressant
treatment for adults with depression in the United States. Am J Psychiat. 2006;163(1):101-8.
106.
Krivoy A, Balicer RD, Feldman B, Hoshen M, Zalsman G, Weizman A, et al. The
impact of age and gender on adherence to antidepressants: a 4-year population-based cohort
study. Psychopharmacology. 2015;232(18):3385-90.
107.
Sawada N, Uchida H, Suzuki T, Watanabe K, Kikuchi T, Handa T, et al.
Persistence and compliance to antidepressant treatment in patients with depression: A chart
review. BMC Psychiatry. 2009;9:10.
108.
Serna MC, Cruz I, Real J, Gasco E, Galvan L. Duration and adherence of
antidepressant treatment (2003 to 2007) based on prescription database. Eur Psychiatry.
2010;25(4):206-13.
109.
Ho SC, Chong HY, Chaiyakunapruk N, Tangiisuran B, Jacob SA. Clinical and
economic impact of non-adherence to antidepressants in major depressive disorder: A
systematic review. Journal of Affective Disorders. 2016;193:1-10.

55

110.
Henriksson S, G. Boethius, and G. Isacsson, . 2001. : p. . Suicides are seldom
prescribed antidepressants: findings from a prospective prescription database in Jamtland
county, Sweden, 1985-95. Acta Psychiatr Scand. 2001;103(4):301-6.
111.
Andersen UA, Andersen M, Rosholm JU, Gram LF. Psychopharmacological
treatment and psychiatric morbidity in 390 cases of suicide with special focus on affective
disorders. Acta Psychiatr Scand. 2001;104(6):458-65.
112.
Suominen KH, Isometsa ET, Henriksson MM, Ostamo AI, Lonnqvist JK.
Inadequate treatment for major depression both before and after attempted suicide. Am J
Psychiatry. 1998;155(12):1778-80.
113.
Barak Y, Olmer A, Aizenberg D. Antidepressants Reduce the Risk of Suicide
among Elderly Depressed Patients. Neuropsychopharmacology. 2005;31(1):178-81.
114.
Isacsson G, Bergman U, Rich CL. Antidepressants, depression and suicide: an
analysis of the San Diego study. J Affect Disord. 1994;32(4):277-86.
115.
Isacsson G, Holmgren P, Druid H, Bergman U. Psychotropics and suicide
prevention. Implications from toxicological screening of 5281 suicides in Sweden 1992-1994.
Br J Psychiatry. 1999;174:259-65.
116.
Isacsson G, Holmgren P, Wasserman D, Bergman U. Use of antidepressants
among people committing suicide in Sweden. Bmj. 1994;308(6927):506-9.
117.
Leon AC, Marzuk PM, Tardiff K, Bucciarelli A, Stajic M, Piper TM, et al.
Antidepressants in adult suicides in New York City: 2001-2004. J Clin Psychiatry.
2007;68(9):1399-403.
118.
WHO Collaborating Centre for Drug Statistics Methodology. ATC/DDD Index
http://www.whocc.no/atc_ddd_index/ 2014.
119.
Satchi T, Mounib EL. Automating the Selection of Controls in Case-Control
Studies. SUGI: SAS Users Group International Annual conference; 25th: SAS Users Group
International; 2000.
120.
Andrade SE, Kahler KH, Frech F, Chan KA. Methods for evaluation of
medication adherence and persistence using automated databases. Pharmacoepidemiology and
Drug Safety. 2006;15(8):565-74.
121.
Milea D, Guelfucci F, Bent-Ennakhil N, Toumi M, Auray JP. Antidepressant
Monotherapy: A Claims Database Analysis of Treatment Changes and Treatment Duration.
Clinical Therapeutics. 2010;32(12):2057-72.
122.
Bolton JM, Walld R, Chateau D, Finlayson G, Sareen J. Risk of suicide and
suicide attempts associated with physical disorders: a population-based, balancing scorematched analysis. Psychol Med. 2015;45(3):495-504.
123.
Pompili M, Innamorati M, Vichi M, Masocco M, Vanacore N, Lester D, et al.
Inequalities and Impact of Socioeconomic-Cultural Factors in Suicide Rates Across Italy.
Crisis. 2011;32(4):178-85.

56

124.
Gardarsdottir H, Heerdink ER, van Dijk L, Egberts ACG. Indications for
antidepressant drug prescribing in general practice in the Netherlands. Journal of Affective
Disorders. 2007;98(1-2):109-15.
125.
Balestrieri M, Carta MG, Leonetti S, Sebastiani G, Starace F, Bellantuono C.
Recognition of depression and appropriateness of antidepressant treatment in Italian primary
care. Soc Psychiatry Psychiatr Epidemiol. 2004;39(3):171-6.
126.
Wu CS, Shau WY, Chan HY, Lai MS. Persistence of antidepressant treatment for
depressive disorder in Taiwan. Gen Hosp Psychiatry. 2013;35(3):279-85.
127.
Isacsson G, Boëthius G, Henriksson S, Jones J, Bergman U. Selective serotonin
reuptake inhibitors have broadened the utilisation of antidepressant treatment in accordance
with recommendations. Findings from a Swedish prescription database. J Affect Disord
1999;53(1):15-22.
128.
Waern M, Rubenowitz E, Runeson B, Skoog I, Wilhelmson K, Allebeck P.
Burden of illness and suicide in elderly people: case-control study. Bmj. 2002;324(7350):1355.
129.
Waern M, Beskow J, Runeson B, Skoog I. High rate of antidepressant treatment
in elderly people who commit suicide. Bmj. 1996;313(7065):1118.
130.
Baxter D, Appleby L. Case register study of suicide risk in mental disorders. Br J
Psychiatry. 1999;175:322-6.
131.
King EA, Baldwin DS, Sinclair JM, Baker NG, Campbell MJ, Thompson C. The
Wessex Recent In-Patient Suicide Study, 1. Case-control study of 234 recently discharged
psychiatric patient suicides. Br J Psychiatry. 2001;178:531-6.
132.
Kelleher MJ, Keohane B, Corcoran P, Keeley HS, Neilson S. An investigation of
one hundred suicides. Ir Med J. 2000;17:86-90.
133.
Crump C, Sundquist K, Sundquist J, Winkleby MA. Sociodemographic,
psychiatric and somatic risk factors for suicide: a Swedish national cohort study. Psychol Med.
2014;44(2):279-89.
134.
Webb RT, Kontopantelis E, Doran T, Qin P, Creed F, Kapur N. Suicide Risk in
Primary Care Patients With Major Physical Diseases. Arch Gen Psychiatry. 2012;69(3):256-64.
135.
Fassberg MM, Cheung G, Canetto SS, Erlangsen A, Lapierre S, Lindner R, et al.
A systematic review of physical illness, functional disability, and suicidal behaviour among
older adults. Aging Ment Health. 2016;20(2):166-94.
136.
Larsen KK. Depression following myocardial infarction--an overseen
complication with prognostic importance. Dan Med J. 2013;60(8):B4689.
137.
Trifiro G, Tillati S, Spina E, Ferrajolo C, Alacqua M, Aguglia E, et al. A
nationwide prospective study on prescribing pattern of antidepressant drugs in Italian primary
care. Eur J Clin Pharmacol. 2013;69(2):227-36.
138.
Lapierre S, Erlangsen A, Waern M, De Leo D, Oyama H, Scocco P, et al. A
Systematic Review of Elderly Suicide Prevention Programs. Crisis. 2011;32(2):88-98.

57

139.
Isaac M, Elias B, Katz LY, Belik SL, Deane FP, Enns MW, et al. Gatekeeper
Training as a Preventative Intervention for Suicide: A Systematic Review. Can J Psychiat-Rev
Can Psychiat. 2009;54(4):260-8.
140.
Luxton DD, June JD, Comtois KA. Can Postdischarge Follow-Up Contacts
Prevent Suicide and Suicidal Behavior? A Review of the Evidence. Crisis. 2013;34(1):32-41.
141.
Crocetti E, Arniani S, Acciai S, Barchielli A, Buiatti E. High suicide mortality
soon after diagnosis among cancer patients in central Italy. Br J Cancer. 1998;77(7):1194-6.
142.
Miccinesi G, Crocetti E, Benvenuti A, Paci E. Suicide mortality is decreasing
among cancer patients in Central Italy. European Journal of Cancer. 2004;40(7):1053-7.

58

