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Review: Risk for suicide is increased for most mental disorders
where patients require treatment in a hospital setting

ETIOLOGY

Harris EC, Barraclough B. Suicide as
an outcome for mental disorders.
A meta-analysis. Br J Psychiatry.
1997Mar;170:205-28.

Objective
To determine the risk for suicide
among patients with common mental
disorders.

Data sources
English-language studies were iden-
tified by searching Index Medicos and
MEDLINE (1966 to 1993) using the
terms mental disorders, mortality, fol-
low-up, brain injury, eating disorders,
epilepsy, suicide attempt, and psycho-
surgery. Additional studies were iden-
tified by reviewing several journals up
to mid-1995 and by scanning the ref-
erence lists of retrieved articles.

Study selection
Studies were selected if they reported the
mortality of mental disorders, had > 2
years of follow-up, had < 10% loss to
follow-up, and compared observed num-
bers of suicides with those expected.

Data extraction
Data were extracted on the mental
disorder studied, sample size, length

Commentary

This study is the corollary of the 1974 in-
vestigation by Barraclough and colleagues
(1) of 100 consecutive patients who com-
mitted suicide; the investigators used the
psychological autopsy method (a retrospec-
tive reconstruction of the life, personality,
and state of mind of the deceased person
from records and interviews with others).
93 % of the individuals who committed sui-
cide had been clinically ill, and 64% had
uncomplicated depressive illness. This study
by Harris and Barraclough approaches the
problem from the opposite direction, find-
ing increased risk for suicide in 36 of 44 dis-
orders, with functional disorders collectively
having the highest risks. However, within
the functional disorders group, wide vari-
ability exists, ranging from a high of 20 times
greater than that expected for major depres-
sion to a low of 4 in neurosis. Other fiinc-

of foilow-up, country where the in-
vestigation occurred, observed suicide
rates, and expected suicide rates, if
provided in the article. If the expected
suicide rates were not provided, they
were estimated using the World
Health Organisation statistical re-
ports for the relevant country and
years, combined with the age and sex
composition and mean observation
period for each study.

Main results
249 studies met the selection criteria.
Standardised mortality ratios (SMRs)*
were calculated for each disorder by
comparing the sums of their observed
and expected values. Of 44 disorders
considered, 36 had a statistically sig-
nificant raised SMR for suicide, 5 had
a raised SMR that did not reach
statistical significance, 1 SMR was not
raised, and 2 SMRs could not be cal-
culated because no suicides were re-
ported. It appeared that there was an
increased risk for suicide for most
mental disorders where patients re-
quired treatment, mainly in a hospital
setting, except for those with mental
retardation, dementia, and agorapho-
bia. When disorders were grouped by
their cause, organic disorders had the

tionai disorders, such as bipolar disorder,
brief reactive psychosis, schizophrenia,
adjustment disorders, dysthymia, and anxi-
ety disorders, also carry substantial risk for
suicide.

The importance of this study for the cli-
nician is that the possibility of a suicidal
outcome must be considered in almost ev-
ery condition. The clinician should rou-
tinely inquire during the initial assessment
about the presence of depression (as a symp-
tom), future perspective, and about nega-
tive (including suicidal) thinking. Further
assessments are needed from time to time,
especially after hospital discharge, when
there is a turn for the worse, or the chronic-
ity and resistance to treatment might induce
hopelessness in the patient (and physician).
This counsel also applies to medical disor-
ders with links to mental disorders, such as

lowestSMR(332,95%CI293to375,
ranging from an SMR of 88 for de-
mentia not otherwise specified to an
SMR of 8750 for surgically treated
temporal lobe epilepsy); substance
abuse was next (SMR 574, CI 541 to
609, ranging from an SMR of 244 for
smoking (tobacco] to an SMR of 4423
for sedatives, with other drugs); and
functional disorders had the highest
SMR (1209, CI 1178 to 1241, rang-
ing from an SMR of 372 for neurosis
to an SMR of 5714 for stupor). Risk
for suicide appeared to be highest
at the beginning of treatment and
diminished thereafter.

Conclusion
The risk for suicide is increased for most
mental disorders where patients require
treatment, mainly in a hospital setting,
except for those with mental retarda-
tion, dementia, and agoraphobia.
Source of funding: In part, Knoll Pharma-
ceuticals.

For article reprint: Not available,

*A standardised mortality ratio is a way of com-
paring' 2 groups while adjusting for differences
between the groups (e.g., adjusting for age and
sex differences in a sample compared with the
population).

substance abuse, HIV and AIDS, cancer,
Huntington disease, multiple sclerosis, pep-
tic ulcer, renal dialysis, spinal cord injury,
and systemic lupus erythematosus (2).

This important study quantifies the risk
for suicide for common mental disorders.
Pooling data does carry the risk for reduc-
tionism, minimising heterogeneity of
samples and variability between studies.
Older material may also affect findings in
unknown ways.

Isaac Sakinofsky, MD
Clarke Institute of Psychiatry

Toronto, Ontario, Canada
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Smoking increased the risk for death and Ml after percutaneous
revascularization

Hasdai D, Garratt KN, Grill DE,
Lerman A, Holmes DR Jr. Effect of
smoking" status on the long-term
outcome after successful percutane-
ous coronary revascularization. N
EnglJMed. 1997 Mar 13;336:755-61.

Objective
To determine the long-term effect of
smoking in patients who have had per-
cutaneous coronary revascularization.

Design
16-year cohort study.

Setting
Mayo Clinic, Minnesota, United
States.

Patients
5450 patients (mean age 64 y, 74%
men) who had clinically successful per-
cutaneous coronary revascularization at
the Mayo Clinic between 1979 and
1995 and did not have acute myocar-
dial infarction (MI) within 24 hours of
the procedure. Clinical success was de-
fined as a reduction of a 20 percentage
points in stenosis of a 1 lesion and a
residual diameter stenosis of < 50%
without in-hospital complications of
death, Q~wave MI, or need for coro-
nary artery bypass graft (CABG). 13
patients who started to smoke during

Commentary „

The study by Hasdai and colleagues provides
several important messages. Smokers re-
quired coronary angioptasty a fall decade
earlier than nonsmokers, despite their lower
prevalence of hypertension, diabetes, and
dysKpidemia. Even after successful angio-
piasty, persistent smokers had a higher
risk for cardiac and all-cause mortality.

:. Although it is clearly best never to have
started smoking, quitting smoking after

.angioplasty is much better than continuing
to smoke.

•••.-. These results enhance existing knowledge
about smoking and the risks for coronary
artery disease and MI. The conclusions are

; applicable in a wider context. They strengthen

follow-up were excluded. The mean
follow-up was 4.5 years.

Assessment of risk factors
Patients were interviewed 6 and 12
months after revascularization and
yearly thereafter. Patients were divided
into 4 groups according to their
baseline smoking status: nonsmokers
(B = 2 009) were patients who had never
smoked, former smokers (n = 2259)
had stopped smoking a 6 months
before revascularization, quitters
(n = 43 5) had stopped smoking after
revascularization, and persistent
smokers (n = 734) smoked before and
after revascularization.

Main outcome measures
All-cause mortality, Q-wave acute MI
or severe angina, and need for CABG
or repeat revascularization.

Main results
Multivariate analysis controlled for the
following baseline variables: age, sex,
severe or unstable angina, previous
CABG, previous MI, congestive heart
failure, history of diabetes meilitus or hy-
pertension, complete revascularization,
muitivessel or family history of coronary
artery disease, and number of vessels
dilated. Persistent smokers had in-
creased risk for death from all causes
(relativerisk [RR] 1.76,95% CI 1.37 to

2.26) and for Q-wave MI (RR 2.08, CI
1.16 to 3.72) compared with nonsmok-
ers. The risk for death from cardiac
causes was greater in former smokers
and persistent smokers than in non-
smokers (RR 1.28, CI 1.04 to 1.58 and
RR 1.44, CI 1.04 to 2.04, respectively).
Compared with nonsmokers, quitters
and persistent smokers had reduced risk
for repeat revascularization (RR 0.80, CI
0.64 to 0.98 and RR 0.67, CI 0.56 to
0.81, respectively) and for CABG (RR
0.72, CI 0.54 to 0.95 and RR 0.68, CI
0.54 to 0.86, respectively). Persistent
smokers had greater risk for death from
any cause than did quitters (RR 1.44,
CI 1.02 to 2.11).

Conclusions
Patients who continued to smoke af-
ter successful percutaneous coronary
revascularization were at greater risk
for death from any cause or for Q-
wave myocardial infarction than non-
smokers. Stopping smoking after revas-
cularization reduced the risk for death.
Source of funding: No external funding.
For article reprint: Dr. D.R. Holmes Jr.,
Division of Internal Medicine and Cardiovas-
cular Diseases, Mayo Clinic, 200 First Street
South West, Rochester, MN 55905, USA
FAX 507-255-2550.

Abstract and Commentary also published in
AC?Journal Club. 1997;127:52.

the arguments for convincing children and
adolescents never to start smoking and for
encouraging smokers to quit. For patients
who have had angioplasty, quitting is a
medical necessity. These results from a
U.S. setting are consistent with Canadian
data (1), further confirming that the lethal
effects of tobacco products are not con-
strained by national borders.

Some may find solace in the result that
shows that persistent smokers had reduced
rates of revascularization by angioplasty as
well as future CABG. Although the expla-
nation for this "smoker's paradox" (2) re-
mains elusive, the observation has no re-
deeming features, unless one considers it

better to die sooner from MI or lung can-
cer than to jive longer and have repeat
angioplasty or CABG. Perhaps those with
marketing and public relations responsibili-
ties for tobacco companies will perceive some
health economic advantage of this anomaly.

S. George Catruthers, MD
The University of Western Ontario

London, Ontario, Canada
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