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Abstract

Aims: The aim of the present study was to investigate potential differences between suicide decedents who had contact
with a psychologist or psychiatrist before committing suicide and those individuals who had not had previous contact
with a mental health professional prior to ending their lives.

Methods: Psychological autopsy interviews (N = 396) were conducted for individuals who died by suicide between 1997
and 2007 in South Tirol, Italy.

Results: The study found that suicide decedents known to mental health professionals were more frequently women and
more frequently unemployed or with unstable employment. These decedents were significantly more likely than those
unknown to mental health professionals to have a family history of mental illness, one or more past suicide attempts, and
more frequent substance abuse, and likely to have frequent alcohol abuse. They more often had visited a physician in the
last four weeks before dying and more frequently complained about psychological symptoms. In the prediction of group
membership, individuals whom were known to mental health professionals prior to their suicidal act were 3 times more
likely to have a family history of mental illness, 5.8 times more likely to have one past suicide attempt, 9.7 times more
likely to have two or more past suicide attempts and 3.5 times more likely to have visited a physician in the four weeks
prior to their death.

Conclusion: Our findings indicate that suicide decedents who had contact with mental health services can be
distinguished from those who were not known to mental health professionals.
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Introduction

Suicide represents a significant worldwide public health
issue. According to data from the World Health Organization
(WHO), suicide is reported to be one of the 10 most
frequent causes of death in every country and one of the
top three causes of death among people between 15 and 35
years old (World Health Organization, 2000). Approximately
877,000 people die by suicide each year (World Health
Organization, 2003), and the number of suicides has
increased as much as 60% in the last 50 years in some coun-
tries (Bertolote, Fleischmann, De Leo, & Wasserman,
2004). In order to address this problem, many countries
have organized prevention campaigns, some of which have
proven to be ineffective (Bertolote et al., 2010; Bertolote
et al., 2004). However, these ongoing efforts need to con-
tinue to be implemented and evaluated for effectiveness in
order to successfully reduce the incidence of suicide
around the world.

Several risk factors for suicide have been highlighted
in the literature. For example, the association between
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suicide and a psychiatric diagnosis has been consistently
documented (Mann, Waternaux, Haas, & Malone,
1999; Nock et al., 2008). Retrospective studies employ-
ing the psychological autopsy method have estimated that
between 90% and 98% of individuals who die by suicide
meet the criteria for at least one psychiatric disorder
(Cavanagh, Carson, Sharpe, & Lawrie, 2003; Inskip,
Harris, & Barraclough, 1998; Lonnqvist & Koskenvuo,
1988). Although previous research has found associations
between psychiatric conditions and risk for suicide attempts
and completions (Kessler, Borges, & Walters, 1999; Nock
et al., 2009), our knowledge of suicide risk factors is still
relatively limited. Although most suicide research has been
conducted with clinical samples who seek out psychiatric
services, the literature indicates that 50%—75% of indi-
viduals who die by suicide did not have previous contact
with a mental health professional before their suicidal act
(Cavanagh et al., 2003; Cheng, Chen, Chen, & Jenkins,
2000; Li, Phillips, Zhang, Xu, & Yang, 2008; Luoma,
Martin, & Pearson, 2002). These findings suggest that little
is known about those who have died by suicide but did not
have any prior contact with psychiatric services.

Furthermore, it is unclear whether or not this group (i.e.
those without contact with mental health services) is differ-
ent from the group who had previous contact with men-
tal health services. One study (Owens, Booth, Briscoe,
Lawrence, & Lloyd, 2003) found that the group of suicide
decedents who did not have any contact with a mental health
professional reported more past suicide attempts, present or
past mental illness, and social and interpersonal problems.
Others (Chen, Liao, & Lee, 2009; Salib & Green, 2003;
Sveticic, Milner, & De Leo, 2012) have found that suicides
who had not sought prior treatment used more violent meth-
ods, were more likely to be living alone and to leave a sui-
cide note, and were less likely to be married or report
problematic consumption of alcohol. Individual factors
impeding help-seeking behaviours include male gender,
proximity to health services, waiting time for an appoint-
ment, older age, and being an ethnic minority. Moreover, a
recent study in European countries demonstrated that the
perceived levels of social support and perception of mental
illness predicted the utilization of health services by adults
with depression (McCracken et al., 2006). In another recent
study (Kovess-Masfety et al., 2007), it was found that Italy
had the lowest percentage of lifetime usage of mental health
services for depression out of the six countries evaluated,
highlighting the need for continued research investigating
the link between service utilization and suicide risk.

Taken together, this research suggests that risk and pro-
tective factors for suicide in individuals not known to men-
tal health professionals may differ from those who utilize
psychiatric services, even though it is not yet clear how rel-
evant these differences may be. Therefore, it is important for
researchers to design and implement studies that examine
risk and protective factors specifically for individuals who
have not had any contact with health services. Given the

difficulty of identifying at-risk individuals who choose not
to seek out mental health services, one method of estab-
lishing significant risk factors in this group is to compare
the musing psychological autopsies to those who died by
suicide and received prior mental health treatment. The
results from a psychological autopsy study may aid in
the development and enhancement of suicide-prevention
strategies for those individuals not known to psychiatric ser-
vices who are planning to take their own life.

The present study addressed two major issues: (1) are
there differences between suicides who were in contact
with mental health services and those who were not in
contact with the same service; and (2) what are the char-
acteristics associated with suicides who did not have con-
tact with mental health services? We compared the two
groups of suicide decedents on variables including age,
ethnicity, marital status, school attainment, employment
status, life stressors and comorbidities, as well as varia-
bles germane to their suicidal crisis. We then investigated
various factors thought to differentiate between the two
groups of suicides. Specifically, we hypothesized that
those not in contact with mental health services might
have financial problems, a family history of suicide, and
adverse life events in childhood. The findings from this
study may inform suicide-prevention efforts, particularly
for those who are less likely to seek out mental health
services.

Method
Study population

The study was approved by the Authority of the Public
Health Department of the Autonomous Province of Bolzano.
The cases for psychological autopsy interviews were all sui-
cides of individuals residing in South Tirol, Italy, who died
between 1997 and 2007. Suicides were excluded from the
study based on the following criteria: individuals not resid-
ing in the provincial territory; information was unclear or
missing; the suicide death occurred outside the provincial
territory; the decedent had an illicit drug use disorder;
informed consent was refused by proxy referrals. Overall,
452 files were identified and examined. For 56 of the sui-
cides, we were unable to ascertain whether or not the suicide
was known to mental health services and, therefore, these
cases were excluded from the analyses. There were no dif-
ferences in gender, age or ethnicity between those suicides
included in the study and those excluded.

Mental health professionals were defined as psychia-
trists or psychologists working in the public health service
that provided free psychiatric care to all citizens.

Measurements

The psychological autopsy approach was used in this study.
This is the most direct method available to investigate the
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relationship between risk factors and suicide (Cavanagh
et al., 2003; Isometsa, 2001). It is designed especially to
allow proxy-based diagnostic assessments. Typically, at
least two different informants are used to complete com-
prehensive interviews. Informants include mother or
equivalent, father or equivalent, spouse and or girlfriend/
boyfriend, siblings, cousins and friends. Studies assessing
the validity of the psychological autopsy technique support
the reliability and validity of this method, with estimates of
concordance between direct clinical assessment and by
means of psychological autopsy that vary between 0.8 and
0.9 (Brent et al., 1993; Conner, Conwell, & Duberstein,
2001; Kelly & Mann, 1996). Our group has previously
reported similar high levels of inter-rater agreement for key
diagnoses among unselected suicides (Giupponi et al.,
2010; Pycha et al., 2009).

The psychological autopsy methodology was used to
derive Axis [ and Axis Il DSM-IV psychiatric disorders.
This is a valid technique (Conner et al., 2001; Isometsa,
2001; Kelly & Mann, 1996) that involves identifying the
family member or friend best acquainted with the subject
to act as informant. Previous research indicates that the
identification of specific psychiatric diagnoses using the
psychological autopsy methodology does not vary accord-
ing to the informant’s relationship with the deceased
(Luoma et al., 2002; Stack, 1998).

Between March 1997 and May 2008, the Department
of Psychiatry of Bolzano administered questionnaires to
all of the provincial Departments of Public Health request-
ing information about causes and methods of death (infor-
mation extracted from death certificates) of individuals
who died by suicide in the provincial territory. The data
returned were cross-referenced to the registered-persons
database (MENTA), which provides socio-demographic
information for residents. Structured interview instru-
ments were used to inquire about the following themes,
which have been shown in previous research to be associ-
ated with suicidal behaviour (Harris & Barraclough, 1998;
Innamorati et al., 2008; Law, Wong, & Yip, 2010; Pompili,
Innamorati, Masotti et al., 2008; Pompili, Innamorati,
Szanto et al., 2011; Pycha et al., 2009; Seguin et al., 2007):
(1) demographic factors and basic variables such as mari-
tal status; (2) employment status, educational status, and
living arrangements; (3) psychosocial and stress factors
such as losses (e.g. separation/divorce, death of spouse/
partner, death or divorce of parents, death of children),
school or work failure, recent financial problems, living
with individuals with severe mental illness, and traumas
during infancy and childhood; and (4) variables concern-
ing the mental illness of the suicide and his/her relatives,
including psychiatric disorders and suicidal behaviours
among family members and any contacts with a medical
centre (general practitioner (GP), psychiatrist or psychol-
ogist). The suicide method for previous attempts was
transformed into a dichotomous variable: violent methods
(e.g. hanging, jumping, shooting or stabbing, drowning

and burning) and non-violent methods (e.g. poisoning and
gassing).

Psychiatric diagnoses as well as inter-rater reliability
and validity of psychiatric diagnoses were obtained
using the SCID-I and SCID-II interviews (Spitzer,
Williams, Gibbon, & First, 1992). These are structured
interviews that cover all the major psychiatric disorders,
as well as personality traits. DSM-IV psychiatric diagno-
ses were ascertained only for 173 suicides occurring
from 2002 to 2009. Those for whom it was possible to
ascertain a diagnosis differed from other suicides by gen-
der (women: 31.0% and 20.3%, respectively for those
with a diagnosis ascertained and those for whom it was
not possible to ascertain a diagnosis; p < .01), but not by
age (t;9; = 0.57, p = .57) or ethnicity (y’; = 3.57, p = .31).
Furthermore, as expected, suicides known to mental
health professionals were more likely to be assigned a
diagnosis (p <.001).

As markers for the presence of mental illness, we used
physician/psychiatrist diagnoses. In the cases where there
was no previous physician/psychiatrist diagnosis on file,
two independent authors (GG, RP) evaluated the symptoms
reported and any prescribed drugs or drug combinations
dispensed in order to arrive at a diagnosis. Moreover, a
third party was consulted when a common decision was
difficult to reach. The mean & value for inter-rater reliability
was 0.91.

Controls were defined as suicide completers without
contact with mental health services. These were selected
from the same pool of suicides.

Statistical analysis

The analyses used to examine potential differences
between the two groups (i.e. not known to mental health
professionals vs known to mental health professionals)
were t-tests for dimensional variables and chi-square
tests (x?) and one-way Fisher exact tests for contingency
tables. The p values were corrected for multi-tests by
employing the Benjamini-Hochberg method. The varia-
bles that were found to be significant in the bivariate-
level analyses after correcting for multi-testing were then
included as independent variables in a loglinear model
analysis with group membership serving as the depend-
ent variable. All associations are reported as odds ratio
(OR) with their respective p values. All the analyses were
performed with the statistical package for social sciences
SPSS for Windows 19.0.

Results

Characteristics of the 396 reported suicides are listed in
Table 1. Approximately 76% of all the suicides were males,
with a mean age of 52.69 (SD = 18.02) (71% were adults
and 28% were older adults). Over 76% of the suicides were
German, 16.5% were Italian and 5.7% were Ladins.!
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Table |I. Demographic characteristics of suicides.

n (%)
Men 339 (75.7)
Age 52.69

(SD = 18.02,

range: 12-94)
Ethnicity
Italian 70 (16.5)
German 322 (76.1)
Ladins 24 (5.7)
Other 7 (1.7)
Marital status
Married 171 (40.5)
Widowed or divorced 78 (18.5)
Single 173 (41.0)
Living alone 97 (23.5)
School attainment
|3+ years 106 (26.9)
8 years 143 (36.3)
5 years or less 145 (36.8)
Work
Employed 202 (51.3)
Unemployed or with unstable employment 54 (13.7)
Retired 101 (25.6)
Other 37 (94)
Known to mental health professionals 206 (52.0)
Diagnosis®
None 18 (4.5)
Bipolar disorder 38 (9.6)
Major depressive disorder 57 (14.4)
Psychosis 22 (5.6)
Others 25 (6.3)
Substance abuse disorders 13 (3.3)°

2|t was possible to ascertain a DSM-1V diagnosis for 173 suicides who
died from 2002 to 2009.

5We included suicides in this category when they had only a diagnosis
for a substance abuse disorder; where there were other comorbid
diagnoses we reported this.

DSM-IV diagnoses were ascertained for 173 of the sui-
cide cases. Only 4.5% of the suicides revealed no evidence
of a DSM-IV diagnosis, whereas around 24% of the sui-
cides were diagnosed with a mood disorder (bipolar disor-
der (BD) and major depressive disorder (MDD)), 5.6%
were diagnosed with schizophrenia or other psychotic dis-
orders, 6.3% were diagnosed with other specified DSM-IV
diagnoses (mostly anxiety disorders and personality disor-
ders), and 3.3% were diagnosed only with a substance
abuse disorder (we included suicides in this category when
there was no comorbidity with other Axis I disorders).

Table 2 lists differences between suicides known to
mental health professionals and those not known to mental
health professionals for socio-demographic variables.
Suicides known to mental health professionals were more
frequently women (34.6% vs 14.4%, p < .001), more

frequently unemployed or with unstable employment
(17.3% vs 10.1%; x?; = 12.20, p < .01) and less frequently
employed (48.0% vs 55.6%) or retired (21.4% vs 28.7%)
than suicides not known to mental health professionals.

Differences in life events and familial or personal psy-
chopathology between the two groups of suicides are pre-
sented in Table 3. Suicides known to mental health
professionals (compared to those unknown to mental health
professionals) had more frequently a family history of men-
tal illness (42.8% vs 22.7%, p < .001), one or more past
suicidal attempts (42.1% vs 9.6%, y?,=58.43, p <.001) and
substance abuse (illicit drugs or psychotropic drugs; 9.8%
vs 2.7%, x*,=8.29, p < .05). Conversely, alcohol abuse was
more frequently reported from suicides not known to men-
tal health professionals (31.5%) as compared to suicides
known to mental health professionals (26.9%). The two
groups differed in DSM-IV diagnosis (y’s = 59.52, p <
.001). Overall, 38.6% of suicides not known to mental
health professionals compared to only 0.8% of those known
to mental health professionals did not have a DSM-IV diag-
nosis. In contrast, 17.1% of suicides known to mental
health professionals versus none of those not known to
mental health professionals had a diagnosis of schizophre-
nia or other psychosis; while 26.4% of suicides known to
mental health professionals and 9.1% of those not known to
mental health professionals had a diagnosis of BD. Other
specified diagnoses were more prevalent for those known
to mental health professionals (16.3% vs 9.1%) than in
other suicides, while a single diagnosis of a substance abuse
disorder was more prevalent in suicides not known to men-
tal health professionals (11.4% vs 6.2%) than in those
known to mental health professionals.

Differences between groups for characteristics of the
suicidal crisis are listed in Table 4. Suicides known to men-
tal health professionals less frequently used violent meth-
ods to kill themselves (68.9% vs 86.3%, p <.001), and they
more frequently visited a GP in the four weeks before dying
(52.8% vs 36.7%, p <.001) and complained about psycho-
logical symptoms (91.4% vs 68.8%, p < .001; depression:
67.8% vs 40.6%, p < .001) than did suicides unknown to
mental health professionals.

All the variables that were significantly associated with
the groups at the bivariate-analysis level were entered as
independent variables in a loglinear model. (The variable
diagnosis was excluded due to the high numbers of missing
values.) The model fitted the data well (Likelihood ratio
X130 = 88.03, p = 1.00; see Table 5). Only four variables
were still significantly associated with the groups after con-
trolling for the presence of all other variables. Individuals
whom were known to mental health professionals prior to
their suicidal act were 3 times more likely to have a family
history of mental illness (p < .05), 5.8 times more likely to
have one past suicide attempt, 9.7 times more likely to have
two or more past suicide attempts (p < .05), and 3.5 times
more likely to have visited a GP in the four weeks prior to
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Table 2. Differences between groups on socio-demographic variables.

Not known to mental Known to mental health Statistics p<
health professionals professionals (n = 206) %
(n=190) %
Men 85.6 65.4 .00
Age (M) 54.59 (SD = 19.62) 50.72 (SD = 16.04) tig1s = —2.13 .05
Ethnicity %% = 3.50 32
Italian 14.7 18.0
German 80.0 733
Ladin 47 6.8
Other 0.5 1.9
Marital status x%, = 0.21 .90
Single 39.9 41.7
Married 42.0 39.8
Widowed or divorced 18.1 18.4
Living alone 223 249 32
School attainment ¥% =897 .05
3+ years 22.1 31.8
8 years 343 388
5 years or less 43.6 294
Work %% =12.20 0.01*
Employed 55.6 48.0
Unemployed or 10.1 17.3
with unstable
employment
Retired 28.7 214
Other 5.6 133

Note: One-way Fisher exact test where not otherwise specified; Benjamini-Hochberg correction.

*p <.05,% p <.001.

their death (p < .01), compared to those who were not
known to mental health professionals.

Discussion

Mental health service utilization and the delivery of treatment
to suicidal individuals have both recently received increased
attention and need to be empirically investigated (Gonzalez,
Alegria, Prihoda, Copeland, & Zeber, 2011; Wasserman et al.,
2012). Consequently, a better understanding of the specific
demographic, clinical and behavioural characteristics of indi-
viduals who died by suicide and were in contact with a psy-
chiatrist or psychologist versus non-contact suicides are of
great clinical relevance. The present study aimed to better
characterize suicide decedents who made contact with mental
health service providers versus those who never established
contact with these services prior to their death.

Our findings indicate that several variables character-
ized suicides who did and did not utilize mental health ser-
vices. The analysis revealed that many of the characteristics
of individuals who died by suicide without having contact
with a mental health professional did not differ signifi-
cantly from the group who had utilized services; age, mari-
tal status, living situation, school attainment, family loss or
loss of important relationships, traumatic experiences,
recent school or work failure, financial problems, presence

of previous suicidal behaviours in family, place of death,
communication of suicidal intent, and leaving a suicide
note did not differ between the two groups.

The absence of differences between the two groups
regarding their educational level contradicts previous
research (Lorant, Kunst, Huisman, Costa, & Mackenbach,
2005; Preville, Hebert, Boyer, Bravo, & Seguin, 2005;
Rubenowitz, Waern, Wilhelmson, & Allebeck, 2001;
Stack, 1998) that suggested that a higher level of educa-
tion is associated with an increased likelihood of over-
coming the potential stigma of mental illness, in turn
contributing to a higher probability that these individuals
will seek out mental health services. However, one study
found that higher education levels were related to the
patients’ decreased willingness to take psychiatric medi-
cations (Croghan et al., 2003). Future researchers should
continue to investigate the relationship between educa-
tion and help-seeking behaviours in order to elucidate the
association between these variables since this could have
important implications for suicide-prevention efforts.

Moreover, no significant differences were found for age,
as would be expected from the literature (Pycha et al., 2009).
However, a difference in help-secking behaviour between
men and women has been reported in the international
literature (Chang et al., 2009; Hawton, 2000; Isometsa,
Henriksson, Aro, Heikkinen, Kuoppasalmi, & Lonnqvist,
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Table 3. Differences between groups for life events and familial or personal psychopathology.
Not known to mental Known to mental Statistics p <
health professionals health professionals
(n=190) % (n=206) %
Romantic life events 46.1 43.0 31
Familial life events 24.1 21.7 .34
Life events in childhood 325 36.3 27
Recent school or work failure 14.5 14.1 .52
Financial problems 1.9 15.8 A7
Family history of mental illness 22.7 42.8 .00 | **
Suicidal behaviours in family members 23.9 244 51
Past suicidal attempts 1%, = 58.43 .00+
I 7.0 21.5
2+ 1.6 20.5
None 91.4 57.9
Diagnosis? x%s = 59.52 .00 |#*
None 38.6 0.8
Bipolar disorder 9.1 26.4
Manic depressive disorder 31.8 333
Psychosis 0.0 17.1
Others 9.1 16.3
Substance abuse disorders I1.4v 6.2°
Substance abuse 1%, =829 .05%
Alcohol 315 26.9
Others 2.7 9.8
None 65.8 63.2

Note: One-way Fisher exact test where not otherwise specified; Benjamini-Hochberg correction.
2|t was possible to ascertain a DSM-IV diagnosis for 173 suicides (129 known to mental health professionals and 44 not known to mental health

professionals).

5We included suicides in this category when they had only a diagnosis for a substance abuse disorder; where there were other comorbid diagnoses

we reported this.
*p < .05,%p < .001.

Table 4. Differences between groups for the suicidal crisis.

Not known to mental Known to mental Statistics p<

health professionals health professionals

(n=190) % (n =206) %
Died in inhabited place 70.2 65.3 .18
Violent methods 86.3 68.9 .00 |**
GP last four weeks 36.7 52.8 .00 |**
Psychological complaints 68.8 91.4 .00 #*
Communication of suicidal intent 28.6 30.0 44
Suicide notes 329 21.3 .07

Note: One-way Fisher exact test where not otherwise specified; Benjamini-Hochberg correction.

*p < .05,%p <.001.

1994). This difference, as confirmed by our data, suggests
that women were more likely to be in the group of suicides
known to mental health professionals. One explanation for
this finding is that a higher percentage of suicidal women
experience risk factors (e.g. presence of diagnosis, symp-
toms, social factors) compared to women in general. Another
explanation is that men may be less likely to seek out

psychological help due to an adherence to social norms and
a masculine gender role orientation, promoting strength,
aggressiveness and suppression of emotions (Berger,
Levant, McMillan, Kellehe, & Sellers, 2005). Thus, mental
health professionals should consider this gender discrep-
ancy in help-seeking behaviours when designing effective
suicide intervention and prevention strategies.
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Table 5. Loglinear model (suicides unknown to mental health professionals as references)2.

Known to mental health professionals * Log(OR) OR 95%Cl OR p <
Parameter
Lower Upper

Men -0.34 0.71 0.24 2.10 .54
Employed -0.52 0.59 0.12 2,97 .53
Unemployed or with unstable employment 0.45 1.57 0.25 10.08 .63
Retired -1.18 0.31 0.06 1.65 A7
Family history of mental illness I.10 3.01 1.23 7.37 .05
Past suicidal attempt 1.75 5.77 1.48 2247 .05
Past suicidal attempts > 2 227 9.68 1.06 88.15 .05
Alcohol abuse —-0.15 0.86 0.31 2.35 77
Other substance abuse -1.00 0.37 0.06 2.38 .30
Violent methods —0.42 0.66 0.24 1.82 42
GP last four weeks 1.26 3.54 1.48 8.43 0l
Psychological complaints 1.10 2.99 0.99 9.06 .053

Note: Model fit: Likelihood ratio %?,,3, = 88.03,p = 1.00.

aThe variable ‘diagnosis’ was not inserted into the model due to the high number of missing values.

The profiles of psychological symptoms and substance
abuse were different (i.e. the known group complained
more often about psychological symptoms and reported
more substance abuse than the group not known to mental
health professionals), while alcohol abuse showed the
opposite trend (i.e. less alcohol abuse among the suicides
known to mental health professionals). Furthermore, the
group of suicides known to professionals was at a three
times higher risk of suffering from a mental illness as com-
pared to the not-known group.

Various studies have attempted to put the association
between suicide and psychiatric disorders in an appropriate
perspective (Bertolote et al., 2004; De Leo, 2004; Pompili,
2010; Pridmore, 2010). The conclusion derived from psy-
chological autopsy studies, namely that the vast majority of
individuals who die by suicide had a mental disorder at the
time of their death, has been shown to suffer from several
biases (Pouliot & De Leo, 2006).

First, scholars worldwide use the term psychological
autopsy for any retrospective investigation. Some of these
studies lack comprehensive data from interviews with key
persons. It is rather easy to classify a person as psychiatri-
cally depressed when in fact he or she was understandably
sad over the state of his or her life. Most of the data obtained
in psychological autopsy studies are derived from a foren-
sic examination, physician or death register, and much less
often from family members or friends who could make
sense of depressive features that are distinguishable from
clinical depression. Suicide is a problem of the human con-
dition or, as Shneidman points out a dissatisfaction of the
status quo (Shneidman, 2005, 2010).

Pompili et al. (2012) recently reviewed suicide-preven-
tion programmes that can be helpful in preventing suicide.

For example, prevention efforts targeting symptoms related
to suicide should be developed in order to identify those
individuals at an elevated risk of engaging in suicidal
behaviours before they follow through with the suicidal act.
In line with the findings of Rutz and colleagues (1997),
greater success for the identification and assessment of
those at risk for suicide was possible for women (who tend
to search for help and report more depressive symptoms)
than for men (who show other types of risk factors such as
alcohol misuse). In our data, men did not ask for help as
often and reported more problems with alcohol (Giupponi
etal., 2010; Pycha et al., 2009). Suicide prevention requires
specific inquiry, which must involve careful attention to
suicidal risk and protective factors, as well as exploring
warning signs for suicide, such as talking about suicide and
death and having no reason to live. Most suicidal individu-
als give definite warnings of their suicidal intention, but
significant others are either unaware of the significance of
these warnings or do not know how to respond to them.
Suicidal individuals may withdraw from friends and social
activities and may have experienced a recent severe loss
(especially in a relationship) or a threat of a significant loss.
Moreover, they may show drastic changes in behaviour and
lose interest in hobbies, work and school, as well as increas-
ing their use of alcohol or drugs and showing unwillingness
to ‘connect’ with potential helpers. Mass media plays a cen-
tral role in delivering messages about where to seek help.
Also, efforts should be made to reach people who live
alone, who are separated/divorced or who are widowed
(since there is evidence that being married is a protective
factor for suicide (Masocco et al., 2008)).

Our results indicated that the suicides whom were
known to mental health professionals often had a family
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member with a history of mental illness. The presence of a
family member suffering from psychological symptoms
appears to have a positive influence on help-seeking behav-
iours. This finding is consistent with previous research
(Kendler, 1995) and suggests that individuals who have a
family member with a psychiatric diagnosis are more likely
to seek treatment for their own mental health problems.
One interpretation of this finding is that individuals who
witness a family member’s positive experience with a men-
tal health provider and successful treatment may be more
inclined to utilize these services for their own psychologi-
cal issues.

The findings in the current study demonstrate that sui-
cides whom were known by a mental health professional
were 3.5 times more likely to also have had contact with a
GP at some point during the four weeks prior to their death.
This result is of concern and suggests that, although some
people utilized recent services from a GP, they eventually
went on to commit suicide. This finding corroborates previ-
ous research documenting that patients suffering from
depression and other psychiatric illnesses known to confer
significant risk for suicide often utilize services from a
GP instead of a psychiatrist or psychologist (Luoma et al.,
2002). This highlights the importance of understanding
why some suicidal patients seck services from mental
health providers while others make contact with their
primary care physicians for their mental health needs.

Limitations

The results of the present study have the common limita-
tions inherent to the psychological autopsy methodology.
First, measurements rely heavily on informants, who may
not have accurate information about the index subject.
Second, informants may be in the grieving process at the
time of the interview, making them more likely to overes-
timate signs and symptoms of the deceased. Third, the
personal characteristics of the respondent could also influ-
ence the quality of the information. Nevertheless, previ-
ous studies have supported the validity and reliability of
this methodology (Conner et al., 2001; Dumais et al.,
2005; Isometsa, 2001; McGirr, Paris, Lesage, Renaud, &
Turecki, 2007). Fourth, it was not possible to ascertain a
diagnosis for many of the suicides who were not in con-
tact with mental health facilities due to the lack of reliable
informants. Those who had contact with mental health
agencies could be charted for their past psychiatric his-
tory, whereas it was difficult to determine a possible psy-
chiatric disorder at the time of suicide for those who had
not had such contact.

Conclusions

The current findings demonstrate that suicides who had
contact with mental health services also had more contact

with physicians, reported more psychological complaints,
and used less violent methods when compared to those who
never had contact with mental health services. One note-
worthy finding is that many suicides communicated their
suicidal intent prior to their death, suggesting that many
people in profound crisis still feel the need to communicate
with others and seek out possible solutions to overcome
their distress. Nonetheless, the major challenge in the pre-
vention of suicide is to deliver the proper education to GPs,
who in turn must be sufficiently trained to assess suicide
risk in patients. It will also be important for physicians to be
adequately trained in psychiatric services as well as in pri-
mary care. In sum, the results from the present investiga-
tion confirm several known risk factors for suicide as well
as reinforce previous findings. However, further research is
warranted to investigate help-seeking behaviours for indi-
viduals at risk for suicide in order to successfully identify
them and then direct them to effective mental health
services.

Funding

This research received no specific grant from any funding agency
in the public, commercial or not-for-profit sectors.

Note

1. Ladins are one of the three major South Trolean linguistic
groups. Ladin is a Rhaeto-Romance language related to the
Venetian and Swiss Romansh languages.

References

Berger, J. M., Levant, R., McMillan, K., Kelleher, W., &
Sellers, A. (2005). Impact of gender role conflict, traditional
masculinity ideology, alexithymia, and age on men’s attitudes
toward psychological help seeking. Psychology of Men &
Masculinity, 6, 73-78.

Bertolote, J. M., Fleischmann, A., De Leo, D., Phillips, M. R.,
Botega, N. J., Vijayakumar, L., ... Wasserman, D. (2010). Rep-
etition of suicide attempts: Data from emergency care settings
in five culturally different low- and middle-income countries
participating in the WHO SUPRE-MISS Study. Crisis, 31,
194-201.

Bertolote, J. M., Fleischmann, A., De Leo, D., & Wasserman, D.
(2004). Psychiatric diagnoses and suicide: Revisiting the evi-
dence. Crisis, 25, 147-155.

Brent, D. A., Perper, J. A., Moritz, G., Allman, C. J., Roth, C.,
Schweers, J., & Balach, L. (1993). The validity of diagnoses
obtained through the psychological autopsy procedure in ado-
lescent suicide victims: Use of family history. Acta Psychiat-
rica Scandinavica, 87, 118-122.

Cavanagh, J. T., Carson, A. J., Sharpe, M., & Lawrie, S. M.
(2003). Psychological autopsy studies of suicide: A system-
atic review. Psychological Medicine, 33, 395-405.

Chang, C. M., Liao, S. C., Chiang, H. C., Chen, Y.Y., Tseng, K. C.,
Chau, Y. L., ... Lee, M. B. (2009). Gender differences in
healthcare service utilisation 1 year before suicide: National
record linkage study. British Journal of Psychiatry, 195,
459-460.

Downloaded from isp.sagepub.com by guest on February 12, 2016


http://isp.sagepub.com/

38

International Journal of Social Psychiatry 60(1)

Chen, Y. Y., Liao, S. C., & Lee, M. B. (2009). Health care use
by victims of charcoal-burning suicide in Taiwan. Psychiatric
Services, 60, 126.

Cheng, A. T., Chen, T. H., Chen, C. C., & Jenkins, R. (2000). Psy-
chosocial and psychiatric risk factors for suicide. Case-control
psychological autopsy study. British Journal of Psychiatry,
177,360-365.

Conner, K. R., Conwell, Y., & Duberstein, P. R. (2001). The
validity of proxy-based data in suicide research: A study of
patients 50 years of age and older who attempted suicide. II.
Life events, social support and suicidal behavior. Acta Psy-
chiatrica Scandinavica, 104, 452-457.

Croghan, T. W., Tomlin, M., Pescosolido, B. A., Schnittker, J.,
Martin, J., Lubell, K., & Swindle, R. (2003). American atti-
tudes toward and willingness to use psychiatric medications.
The Journal of Nervous and Mental Disease, 191, 166—174.

De Leo, D. (2004). Suicide prevention is far more than a psychiat-
ric business. World Psychiatry, 3, 155-156.

Dumais, A., Lesage, A. D., Alda, M., Rouleau, G., Dumont, M.,
Chawky, N., ... Turecki, G. (2005). Risk factors for suicide
completion in major depression: A case-control study of
impulsive and aggressive behaviors in men. American Jour-
nal of Psychiatry, 162,2116-2124.

Giupponi, G., Bizzarri, J., Pycha, R., Innamorati, M., Lester, D.,
Conca, A., ... Pompili, M. (2010). Socioeconomic risk fac-
tors and depressive symptoms in alcohol use disorders among
male suicides in South Tirol, Italy. Journal of Addictive Dis-
eases, 29, 466-474.

Gonzalez, J. M., Alegria, M., Prihoda, T. J., Copeland, L. A., &
Zeber, J. E. (2011). How the relationship of attitudes toward
mental health treatment and service use differs by age, gender,
ethnicity/race and education. Social Psychiatry and Psychiat-
ric Epidemiology, 46, 45-57.

Harris, E. C., & Barraclough, B. (1998). Excess mortality of
mental disorder. British Journal of Psychiatry, 173, 11-53.

Hawton, K. (2000). Sex and suicide. Gender differences in sui-
cidal behaviour. British Journal of Psychiatry, 177, 484-485.

Innamorati, M., Pompili, M., Masotti, V., Persone, F., Lester, D.,
Tatarelli, R., ... Amore, M. (2008). Completed versus attempted
suicide in psychiatric patients: A psychological autopsy study.
Journal of Psychiatric Practice, 14,216-224.

Inskip, H. M., Harris, E. C., & Barraclough, B. (1998). Lifetime
risk of suicide for affective disorder, alcoholism and schizo-
phrenia. British Journal of Psychiatry, 172, 35-37.

Isometsa, E. T. (2001). Psychological autopsy studies—A review.
European Psychiatry, 16, 379-385.

Isometsa, E. T., Henriksson, M. M., Aro, H. M., Heikkinen, M. E.,
Kuoppasalmi, K. I., & Lonngvist, J. K. (1994). Suicide in major
depression. American Journal of Psychiatry, 151, 530-536.

Kelly, T. M., & Mann, J. J. (1996). Validity of DSM-III-R diag-
nosis by psychological autopsy: A comparison with clinician
ante-mortem diagnosis. Acta Psychiatrica Scandinavica, 94,
337-343.

Kendler, K. S. (1995). Is seeking treatment for depression pre-
dicted by a history of depression in relatives? Implications for
family studies of affective disorder. Psychological Medicine,
25,807-814.

Kessler, R. C., Borges, G., & Walters, E. E. (1999). Prevalence of and
risk factors for lifetime suicide attempts in the National Comor-
bidity Survey. Archives of General Psychiatry, 56, 617-626.

Kovess-Masfety, V., Alonso, J., Brugha, T. S., Angermeyer,
M. C., Haro, J. M., & Sevilla-Dedieu, C. (2007). Differences
in lifetime use of services for mental health problems in six
European countries. Psychiatric Services, 58, 213-220.

Law, Y. W., Wong, P. W, & Yip, P. S. (2010). Suicide with
psychiatric diagnosis and without utilization of psychiatric
service. BMC Public Health, 10, 431.

Li, X. Y., Phillips, M. R., Zhang, Y. P., Xu, D., & Yang, G. H.
(2008). Risk factors for suicide in China’s youth: A case-
control study. Psychological Medicine, 38, 397—406.

Lonngvist, J. K., & Koskenvuo, M. (1988). Mortality in depres-
sive disorders: A 3-year prospective follow-up study in Fin-
land. In In T. Helgason & P. M. Darragh (Eds.), Depressive
illness: Prediction of Course and Outcome. Berlin: Springer.

Lorant, V., Kunst, A. E., Huisman, M., Costa, G., & Mackenbach, J.
(2005). Socio-economic inequalities in suicide: A European
comparative study. British Journal of Psychiatry, 187, 49-54.

Luoma, J. B., Martin, C. E., & Pearson, J. L. (2002). Contact with
mental health and primary care providers before suicide: A
review of the evidence. American Journal of Psychiatry, 159,
909-916.

Mann, J. J., Waternaux, C., Haas, G. L., & Malone, K. M. (1999).
Toward a clinical model of suicidal behavior in psychiatric
patients. American Journal of Psychiatry, 156, 181-189.

Masocco, M., Pompili, M., Vichi, M., Vanacore, N., Lester, D.,
& Tatarelli, R. (2008). Suicide and marital status in Italy. The
Psychiatric Quarterly, 79, 275-285.

McCracken, C., Dalgard, O. S., Ayuso-Mateos, J. L., Casey, P.,
Wilkinson, G., Lehtinen, V., & Dowrick, C. (2006). Health
service use by adults with depression: Community survey in
five European countries. Evidence from the ODIN study. Brit-
ish Journal of Psychiatry, 189, 161-167.

McGirr, A., Paris, J., Lesage, A., Renaud, J., & Turecki, G.
(2007). Risk factors for suicide completion in borderline
personality disorder: A case-control study of cluster B
comorbidity and impulsive aggression. Journal of Clinical
Psychiatry, 68, 721-729.

Nock, M. K., Borges, G., Bromet, E. J., Cha, C.B., Kessler, R. C.,
& Lee, S. (2008). Suicide and suicidal behavior. Epidemio-
logic Reviews, 30, 133—154.

Nock, M. K., Hwang, 1., Sampson, N., Kessler, R. C., Angermeyer,
M., Beautrais, A., ... Williams, D. R. (2009). Cross-national
analysis of the associations among mental disorders and sui-
cidal behavior: Findings from the WHO World Mental Health
Surveys. PLoS Medicine, 6, ¢1000123.

Owens, C., Booth, N., Briscoe, M., Lawrence, C., & Lloyd, K.
(2003). Suicide outside the care of mental health services:
a case-controlled psychological autopsy study. Crisis, 24,
113-121.

Pompili, M. (2010). Exploring the phenomenology of suicide.
Suicide & Life-Threatening Behavior, 40, 234-244.

Pompili, M., Innamorati, M., & Lester, D. (2012). Suicide pre-
vention programs. In R.I. Simon & R. E. Hales (Eds.), The
American Psychiatric Publishing textbook of suicide assess-
ment and management. Washington, DC: American Psychiat-
ric Publishing Inc.

Pompili, M., Innamorati, M., Masotti, V., Personne, F., Lester, D., Di
Vittorio, C., ... Amore, M. (2008). Suicide in the elderly: A
psychological autopsy study in a north Italy area (1994-2004).
American Journal of Geriatric Psychiatry, 16, 727-735.

Downloaded from isp.sagepub.com by guest on February 12, 2016


http://isp.sagepub.com/

Giupponi et al.

39

Pompili, M., Innamorati, M., Szanto, K., Di Vittorio, C.,
Conwell, Y., Lester, D., ... Amore, M. (2011). Life events
as precipitants of suicide attempts among first-time sui-
cide attempters, repeaters, and non-attempters. Psychiatry
Research, 186, 300-305.

Pouliot, L., & De Leo, D. (2006). Critical issues in psychologi-
cal autopsy studies. Suicide & Life-Threatening Behavior, 36,
491-510.

Preville, M., Hebert, R., Boyer, R., Bravo, G., & Seguin, M.
(2005). Physical health and mental disorder in elderly suicide:
A case-control study. Aging & Mental Health, 9, 576-584.

Pridmore, S. (2010). Suicide and Predicament: Life is a Predica-
ment. Karachi, Pakistan: Bentham Sciences Publishers.

Pycha, R., Pompili, M., Innamorati, M., Schwitzer, J., Lester, D.,
Sani, G., ... Giupponi, G. (2009). Sex and ethnic differences
among South Tirolean suicides: A psychological autopsy
study. European Psychiatry, 24, 47-56.

Rubenowitz, E., Waern, M., Wilhelmson, K., & Allebeck, P.
(2001). Life events and psychosocial factors in elderly suicides-
-A case-control study. Psychological Medicine, 31, 1193-1202.

Rutz, W., Walinder, J., Rihmer, Z., & Pihlgren, H. (1997). No rela-
tion between antidepressive agents and suicide is not necessarily
a sign of ineffective treatment. Lakartidningen, 94, 2838-2840.

Salib, E., & Green, L. (2003). Gender in elderly suicide: Anal-
ysis of coroners inquests of 200 cases of elderly suicide in
Cheshire 1989-2001. International Journal of Geriatric Psy-
chiatry, 18, 1082—-1087.

Seguin, M., Lesage, A., Turecki, G., Bouchard, M., Chawky, N.,
Tremblay, N., ... Guy, A. (2007). Life trajectories and

burden of adversity: Mapping the developmental pro-
files of suicide mortality. Psychological Medicine, 37,
1575-1583.

Shneidman, E. S. (2005). How I read. Suicide & Life-Threatening
Behavior, 35, 117-120.

Shneidman, E. S. (2010). Final contribution to suicidology. In
M. Pompili (Ed.), Suicide in the words of suicidologists.
New York: Nova Science Publishers Inc.

Spitzer, R. L., Williams, J. B., Gibbon, M., & First, M. B.
(1992). The Structured Clinical Interview for DSM-III-R
(SCID). I: History, rationale, and description. Archives of
General Psychiatry, 49, 624—629.

Stack, S. (1998). Education and risk of suicide: An analysis of
African Americans. Sociological Focus, 31, 295-302.

Sveticic, J., Milner, A., & De Leo, D. (2012). Contacts with men-
tal health services before suicide: A comparison of Indigenous
with non-Indigenous Australians. General Hospital Psychia-
try, 34, 185-191.

Wasserman, D., Rihmer, Z., Rujescu, D., Sarchiapone, M.,
Sokolowski, M., Titelman, D., ... Carli, V. (2012). The Euro-
pean Psychiatric Association (EPA) guidance on suicide
treatment and prevention. European Psychiatry, 27, 129—
141.

World Health Organization. (2000). World Health Report, 2000.
Health Systems: Improving Performance. Geneva: World
Health Organization.

World Health Organization. (2003). The World Health
Report: 2003: Shaping the Future. Geneva: World Health
Organization.

Downloaded from isp.sagepub.com by guest on February 12, 2016


http://isp.sagepub.com/

