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Abstract: Objectives: Several studies have shown mortality and suicide risk in substance use
disorders, and autopsy findings with respect to the used substances. However, there seems to
be a gap in the knowledge about substances misused in life and at death at the within-person
level. Methods: All consecutive, autopsied patients during 1993 to 1997, who had been in contact
with the Addiction Centre in Malmö from 1968, were investigated (365 subjects). Drug misuse in
the long-term course noted in case records was related to autopsy findings. Self-inflicted death
(suicide/undetermined suicide/accidental overdose) was compared with natural death. Results:
Benzodiazepine misuse was associated with a high risk of autopsy findings of the substance in suicide
and death of undetermined intent. It was also associated among non-misusers, but less so. An alcohol
level above 1‰ was found more often in self-inflicted death. Prescription opioids at autopsy were
mainly found in self-inflicted death among non-misusers. Heroin misuse was related to overdose.
Central nervous system stimulants (CNS-S) and cannabis were rarely found in self-inflicted death
among previous misusers. The overlap between depression in life and antidepressants at death was
low. Conclusions: Benzodiazepines and alcohol seem to disinhibit suicidal tendencies. Suicide risk
among users of cannabis and CNS-S may be related to other risk factors than acute use. Implications
for suicide prevention are discussed.
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1. Introduction

Substance use disorders are associated with increased mortality, including self-inflicted death
such as suicide, death of undetermined intent, and accidental overdoses by heroin [1–4]. Substances
used and misused have also frequently been found in medico-legal samples.

Among dependent or regular users of illicit opiates, overdose has been found to be the most
common cause of increased mortality, and suicide is another major cause of death [5,6]. Premature
death, including suicide, has been found among amphetamine users [7,8]. Findings about cannabis
use and mortality have been contradictory [9,10]. An increased risk of suicide has been found among
cannabis users, but this was explained as markers of psychological and behavioural problems rather
than overdose [11]. Increased risk of accidental overdose among users of heroin and cannabis
in a criminal justice sample has also been found [12]. In medico-legal studies. heroin has been
found to be a main intoxicant among illicit drug misusers in Sweden and Norway, and use has
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increased [13,14]. In addition to heroin, other intoxicants include amphetamine, tetrahydrocannabinol
(THC), benzodiazepines, ethanol [15] and cocaine [16].

According to one study, misuse of benzodiazepines among psychiatric patients could not be
related to increased mortality compared to controls with similar diagnoses but no misuse [17]. However,
Tiihonen et al. found that use of benzodiazepines was associated with an increased risk of suicide,
which did not apply to antidepressants and antipsychotics [18,19]. Benzodiazepines have increasingly
been found in autopsy samples [15,20,21] during the past decade, with increasing poly-drug use [22],
although these are sometimes seen as incidental findings [23] and only constitute a minor contribution
to suicide [24,25]. To our knowledge, the risk of intoxication among users of prescription opioids has
only been studied indirectly by comparing prescription rates with fatalities, and some investigators
have found corresponding decreased rates with less prescription [26–28]. Recent studies have shown
increased rates of death with increased prescription [29,30]. One autopsy study reported that fatal
intoxications with prescription opioids (buprenorphine, codeine, dextropropoxyphene, fentanyl,
methadone, oxycodone, tramadol) were found at increasing rates in Finland [31] and increasing
rates of heroin and prescription opioids (including oxycodone) in the US [16].

Alcohol use disorders are associated with an increased risk of completed suicide [3]. From a
medico-legal point of view, ethanol appears to predominate among mono-intoxications [24,32] and
is also commonly found in addition to other drugs [15]. In fatal intoxications, ethanol appears to
predominate among mono-intoxications [24,32].

Substance use disorders are, after depression, the most commonly found diagnoses in suicide
victims [33,34]. Although suicide and death of undetermined intent are multifactorial, where diagnoses,
psychosocial stressors, somatic disease, etc. are important risk factors, the substance itself contributes
to the risk by its physical and psychological effects. This is why misused substances are commonly
found at autopsy, and several studies have shown increased risk of mortality among those who misuse.
However, there is little knowledge about the link between misuse in life and autopsy findings at the
within-person level. In one study, it was found that substances found at autopsy had also been used
at index admission [35]. Another study showed that the overlap between histories of help-seeking
and substance misuse is not simple: some people with a history of misuse show no evidence of use at
the time of death and in autopsies, and some with no record of seeking help show evidence of use
at death [36]. Consequently, there is a gap in the knowledge concerning the extent to which people
who misuse certain substances in life also use them at self-inflicted death on the within-person level.
To address this gap, we have revisited a sample of substance users in Malmö, examining clinical data
and autopsy findings.

This study is based on a sample of patients treated at the Addiction Centre in Malmö from
1968 onwards, who died in the period 1993 to 1997, and who were autopsied at the Department of
Forensics. A pseudo-prospective design was employed, enabling collection of independent information
on these cases, including previous addiction, diagnoses, and causes of death. As this design was
time-consuming, extending over several years, we chose to revisit the sample rather than start a new
sample. The sample has been presented in a previous study on unnatural death and drugs used
in life, concluding that number of substances used in life is related to an increased risk of death of
undetermined intent and heroin overdoses, but not suicide [37]. A more recent study on the same
sample showed that suicidal communication was more often considered non-serious before death of
undetermined intent than before suicide, and that the undetermined group also showed higher levels
of alcohol in blood at autopsy [38]. The sample does not reflect the substance use pattern of today,
but the physical and psychological effects we intended to study remain the same.

The aim of this study was to compare substances misused in life with autopsy findings on a
within-person level, to explore the link between substance use disorder in life and autopsy findings.
The study design enables exploration of this link, overlooked by previous studies on substance
use disorders in life or autopsy findings only. Unnatural self-inflicted death (suicide, death of
undetermined intent, and accidental overdoses) was compared with natural death. Differences
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in rates may be an indication that the substance had contributed to death. The difference between
self-inflicted and natural death for “non-misusers” was also calculated. Risk of suicide, death of
undetermined intent, and heroin overdoses during the follow-up by substance used in life were
estimated. Violent death by external causes was also described. Background factors, such as number
of substances used, psychiatric diagnoses (including depression), and non-fatal suicidal behaviour
were considered. Finally, poisoning and violent self-inflicted death were compared, and drugs used at
death were described.

2. Methods

All persons autopsied during 1993–1997 at the Forensic Department were matched with the patient
register for Addiction Centre in Malmö (originally called Clinical Alcohol Department), which included
inpatients and outpatients at the clinic from 1968 and onwards, a follow-up of almost 30 years.
Cases with toxicological data were included. The study procedure is presented in Figure 1.
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Figure 1. Flow diagram showing the sampling procedure.

2.1. Forensic Examination

A forensic examination sampling procedure was used. This was carried out on all consecutive
autopsies of patients who had been in contact with the Addiction Centre at Malmö University Hospital.
In Sweden, forensic examination applies to most subjects who have died outside hospitals by suspected
natural causes (disease) but with no medical history that can explain the death, or by non-natural
manners (trauma including homicide, suicide, death of undetermined intent, and accidental fatal
intoxications). Fatal intoxications could be intentional, as in suicide, of unknown intent, as in the case
of death of undetermined intent, or probably unintentional, as is usually the case when the opioid
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drug previously used is involved [39]. The only accidental intoxications in the present sample were
heroin overdoses.

Suicide was defined as follows: “Different manners of non-natural death have different numbers
of undetermined cases in terms of intent; for example, in a hanging or a shooting it is usually easy
to differentiate between a suicide or a trauma (or a crime), while for drowning, traffic accidents or
intoxication it is more difficult. Circumstantial findings, such as suicide notes, expressed intent or
other findings such as self-inflicted cutting of the wrist followed by drowning, are suggestive of the
intent” (E950-953, X60-84-ICD—International Classification of Disease—9 and 10) [40,41]. Death of
undetermined intent was defined as follows: “When crime can be ruled out and it cannot be established
whether the manner of death is a suicide or an accident, the manner of death is recorded as death of
undetermined intent” (E980, Y10-34). Heroin overdose (E850, X40-49) was another cause of self-inflicted
death, and it is mostly considered unintentional [6]. The coroner also assessed the contribution of any
individual substances to death.

Poisoning and violent (such as hanging, drowning, jumping, burning) methods of self-inflicted
death, suicide, and undetermined intent, were noted. Substances found at autopsy, such as
benzodiazepines, prescription opioids, and antidepressants, were recorded by manner of death.

Death by trauma, such as fall from height, car accident, and homicide, was considered as violent
death (when it was not a suicide). All other cases were considered as natural death, i.e., when the
death was caused by disease alone. In some cases, toxicological data were not necessary, for instance
some cases of trauma with no suspicion of intoxication.

Mean age at death was 58 years for natural death, 52 for violent, 52 for undetermined intent,
49 for suicide, and 38 for heroin overdoses.

2.2. Case Record Evaluations and Interviews

In the period 1993 to 1997 inclusive, 394 consecutive forensic autopsies were performed on
previous patients at the Department of Forensic Medicine in Lund. In one case of violent death, it could
not be determined whether death was self-inflicted or caused by another person, and case records
could not be found for five patients. In 23 cases there was no blood sampling for any substance, so the
final sample comprised 365 patients: 319 men and 46 women.

A pseudo-prospective design was used, in which investigation was carried out within a few
days of death. One member of the research team (AF) performed the interviews with the staff at
the Addiction Centre. As the interviews were performed shortly after death, neither the interviewer
nor the interviewees knew the manner of death, whether it was suicide or not. This enabled a blind
approach on a reasonable sample size and a reasonable length of follow-up time using the case records.
The sampling was carried out in the period 1993–1997, but there have been no significant changes
in methodology since then, and the physical and psychological effects of the substances remain the
same. The interviewer (AF) blindly evaluated the records of those who had been in- or outpatients
at the Addiction Centre in Malmö University Hospital. The items were recorded on a questionnaire,
with reports on type and characteristics of the addiction of legal and illegal drugs, physical disease,
hallucinations, etc. In this study, information on type of addiction, suicidal behaviour, and diagnoses
according to ICD was recorded.

Substance use was diagnosed according to ICD 8 and 9 [40,41] for all inpatients, who constituted
76% of the sample. The remaining 24% had been admitted as outpatients and had applied because
they subjectively considered themselves to have a substance use problem and need treatment. It is
safe to conclude that almost all outpatients fulfilled the criteria for alcohol dependence and/or had
a drug problem. Up to 1994, all the patients treated at the Department of Clinical Alcohol Research
were admitted for alcohol problems; after that date, some patients may have been treated for narcotic
misuse only, i.e., not for alcohol problems, but in only four cases could alcohol use disorder not be
confirmed, though it may still be suspected (1% of the total sample and 4% of the illegal drug users).
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Other psychiatric diagnoses according to ICD 8 and 9 [40,41] were also recorded, including misuse
of prescribed substances, psychoses and complications to alcohol use disorders. Depression is an
important risk factor for suicide, and notes regarding depression and antidepressant medication in the
case records were recorded as depression.

Misuse involved both prescribed and illegal drugs. The former was divided into benzodiazepines
(and a few cases of “z drugs”) and prescription opioids (dextropropoxyphene and codeine; oxycodone
was not misused in Sweden at the time); illegal drugs were divided into opioids, cannabis, and central
nervous system stimulants (CNS-S), mainly amphetamine and a few cases of cocaine. All drug misuse
was recorded regardless of whether it was the main drug or not. Drugs that are not misused, such
as antipsychotics, were not recorded. However, use of antidepressants as a marker of depression
was noted.

We present the analysis by drug used in life and found at autopsy. An individual could use more
than one drug in life, so more drugs could be found at autopsy. We compared number of drugs used
in life and at autopsy for each drug to find out whether poly-drug use was more common for any
particular drug as a possible confounder.

2.3. Statistics

Fisher’s exact test was used to compare substances used in life and found at autopsy. As there were
multiple comparisons, a Bonferroni correction was applied and the significance was set at p < 0.0025.
A multiple logistic regression was used for comparison between suicidal ideation, suicide attempt,
diagnoses, and depression and the different substances used.

Ethical approval was not required for deceased persons in Sweden at that time, and the case
records all concerned deceased persons, i.e., none of the sample was still alive. However, the National
Board of Forensic Medicine approved the study.

3. Results

3.1. Case Records: Diagnoses, Suicidal Behaviour, and Misuse

Psychiatric diagnoses and previous non-fatal suicidal behaviour noted in the case records by
substance use in life are presented in Table 1. In addition, there were 18 cases of diagnoses of substance
use disorder by legal drugs, four of which were not contemporary to another psychiatric diagnosis.
Other psychiatric diagnoses tended to be less often reported among cannabis users. Depression was
also reported but rarely, in only 20 cases (5–8 per cent for each substance), with no significant difference
between the substances used.

Table 1. Type of misuse related to suicidal behaviour and diagnoses in case records.

Misuse Suicidal Ideation Suicide Attempt Diagnoses Depression

Heroin (n = 49) 8 (16) 18 (37) 17 (35) 3 (6)
CNS-S (n = 63) 12 (19) 23 (37) 22 (35) 5 (8)

Cannabis (n = 56) 7 (13) 18 (32) 14 (25) * 4 (7)
Benzodiazepines (n = 91) 27 (30) 33 (36) 40 (44) 5 (5)

Legal opioids (n = 35) 11 (31) 15 (43) 16 (46) 2 (6)
Alcohol only (n = 231) 35 (15) 29 (13) 76 (33) 11 (5)

All; including alcohol only (N = 365) 70 (19) 73 (20) 130 (36) 20 (5)

* Diagnoses cannabis versus other drugs: p < 0.008 (multiple regression).

Mean number of substances used in life by substances used are presented in Table 2. There
were on average around two extra substances, slightly higher for heroin users, and somewhat lower
for benzodiazepines.
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Table 2. Mean number of drugs misused in life by each drug used in life. Alcohol excluded.

Substance Mean Number of Drugs Used in Life

Heroin 3.51 (±0.982)
Central stimulants 3.17 (±1.129)

Cannabis 3.13 (±1.237)
Benzodiazepines 2.34 (±1.400)

Legal opioids 2.91 (±1.463)
All; including alcohol only 0.80 (±1.314)

3.2. Autopsy: Manner of Death and Substance Use

Manner of death related to substances used in life is presented in Table 3. Self-inflicted death was
more common among patients who had used other substances in addition to alcohol (63–70% versus
31%), mainly because there were no heroin overdoses in the alcohol-only group. The suicide rates
were similar for the different substances (around 10%). Death by undetermined intent was common,
but somewhat less so among those who had used heroin or alcohol only.

Table 3. Manner of death by substance misused in life in addition to alcohol. (There is an overlap of
substances, so the sum does not correspond to individuals.). CNS-S: central nervous system stimulants.

Heroin CNS-S Cannabis Benzodiazepines Legal
Opioids

Alcohol
Only

Natural death n = 194 (53%) 13 (27%) 15 (24%) 15 (20%) 29 (32%) 9 (26%) 150 (65%)
Violent death n = 18 (5%) 6 (12%) 4 (6%) 3 (5%) 5 (6%) 2 (6%) 10 (4%)

Suicide n = 44 (12%) 4 (8%) 7 (11%) 8 (14%) 10 (11%) 2 (6%) 27 (12%)
Death of undetermined intent n = 87 (24%) 7 (14%) 18 (29%) 14 (25%) 30 (33%) 11 (31%) 44 (19%)

Heroin overdose n = 22 (6%) 19 (39%) 19 (30%) 16 (29%) 17 (19%) 11 (31%) 0 (0%)
Total self-inflicted death n = 153 (42%) 31 (63%) 44 (70%) 39 (70%) 57 (63%) 24 (69%) 71 (31%)

Total n = 365 (100%) 49 (100%) 63 (100%) 56 (100%) 91 (100%) 35 (100%) 231 (100%)

Among those who died by suicide or death by undetermined intent, there were 26 cases of
violent method.

3.3. Autopsy: Substances Used/Not Misused in Life and Found at Autopsy by Unnatural and Natural Death

Mean number of substances used in life by specific substances used are presented in Table 4.
There were similar rates for the different substances used, but the rate was somewhat lower
for benzodiazepines.

Table 4. Mean number of drugs found at autopsy by drug used in life.

Substances Used/Misused in Life Mean Number of Drugs Found at Autopsy

Heroin 2.31 (±1.262)
CNS-S 2.29 (±1.197)

Cannabis 2.20 (±1.182)
Benzodiazepines 1.97 (±1.251)

Prescription opioids 2.49 (±1.197)
Alcohol only 1.12 (±0.879)

All; including alcohol only 1.43 (±1.094)

Substances used in life related to autopsy findings by manner of death (unnatural or natural
death) are presented in Figure 2.
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Heroin at autopsy among heroin users was significantly more often found in self-inflicted death
compared with natural death (Fisher’s exact test: 23/30 vs. 0/13 p < 0.0001). Prescription opioids were
also marginally significantly more often found in self-inflicted death (Fisher’s exact test: 18/24 vs. 3/9
p < 0.0441). The same association was found for benzodiazepines (Fisher’s exact test: 40/57 vs. 4/29
p < 0.0001). When self-inflicted death by heroin overdoses was excluded, use of benzodiazepines was
the only substance that remained associated (Fisher’s exact test: 26/40 vs. 4/29 p < 0.0001).

In contrast, CNS-S and cannabis were rarely found at autopsy among those who had used the
substances in life, regardless of manner of death. No correlations could be shown.

Among those who had used alcohol only, no significantly higher rates of alcohol use were found
at autopsy in self-inflicted than natural death (63/148 (43%) vs. 52/156 (33%)). However, there were
higher rates of alcohol level above 1‰ among those who died of self-inflicted death (Fisher’s 11/49
(22%) vs. 34/58 (58%) p < 0.0002).

A comparison between substances found at autopsy by manner of death (self-inflicted or natural
death) among non-misusers in life is shown in Figure 3.

Illegal substances were rarely found, regardless of manner of death.
Prescription opioids were more often found at autopsy in self-inflicted deaths compared with

natural death among those who had not used the substance in life (Fisher’s exact test; 38/129 vs.
16/201, p < 0.0001). If heroin overdoses were excluded, the correlation remained significant (Fisher’s
exact test: 16/201 vs. 27/118, p < 0.0003).

Benzodiazepines were significantly more often found at autopsy in self-inflicted deaths compared
with natural death even among those who did not have a known use/misuse during life (Fisher’s exact
test: 32/96 vs. 13/165, p < 0.0001). If heroin overdoses were excluded, the result remained significant
(Fisher’s exact test: 30/91 vs. 13/165 p < 0.0001).

However, the rates were significantly higher for users than for non-misusers (Fisher’s exact test:
26/40 vs. 30/91 p < 0.0010).
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3.4. Autopsy: Substances Detected and Violent Manner of Self-Inflicted Death

Alcohol intoxication was found in similar rates in violent and poisoning death (suicide and death
of undetermined intent) (Fisher’s exact test 15/26 vs. 69/105, p < 0.4966.) Similar rates of alcohol levels
above 1‰ were found in both types of death (Fisher’s exact test: 6/15 vs. 15/69; p < 0.1875).

Prescription opioids at autopsy were related to poisoning in self-inflicted death (Fisher’s exact
test: 33/105 vs. 1/26 p < 0.0025).

3.5. Autopsy: Violent Death

Eighteen patients died by violent manner of death. Twelve were positive for high levels of alcohol;
mean 3.08‰ (range 2.3–4.6‰). There was one case of benzodiazepine, one of cannabis, and four
of CNS-S, but none of opioids. Only two were not positive for any drug. There were two cases of
homicide, one positive for alcohol (3.4‰). Intoxication was therefore very common, mainly with
respect to alcohol.

3.6. Autopsy: Contribution to Death by Substances Found

The contribution of the substances found at autopsy were investigated. There were 56 cases of
benzodiazepine found at autopsy in suicide and undetermined intent (30 among previous users),
of which there was one case (2%) of major cause of death, 29 cases (52%) of contribution, and 26 cases
(46%) of occasional findings, including z-drugs.

For 34 cases of intoxication of prescription opioids in suicide and undetermined intent, there were
15 (44%) main causes of death, 12 (35%) contributions and 7 (21%) occasional. Twenty-four had used
dextropropoxyphene; others had used mainly codeine.

Among those who had used cannabis in life, eight had died by suicide by intoxication, but none
had been using the drug at death. Three out of 14 who died by undetermined intent had used cannabis,
and three out of 16 who died by heroin overdoses. Other intoxicants used were prescription opioids,
ethanol, benzodiazepines, venlafaxin, paracetamol, and carbon monoxide.

Among those who had used CNS-S, seven had died by suicide, one of whom had used
amphetamine. Four out of 18 who died by undetermined intent had used CNS-S. Other stimulants
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used were ethanol, opioids, ketamine, paracetamol, karbamazepin, karisopropodol, teophyllin,
and orphenadrin.

Among those who had used heroin in life, four had died by suicide, three of whom had been
using the drug at death. Seven had died by undetermined intent, one of whom had used heroin.
One of those had possibly used heroin before death. They had also used ethanol, prescription opioids,
benzodiazepines, karisopropodol, venlafaxin, orfenadrin, and karbamazepin.

3.7. Case and: Depression and Antidepressants

There was only one case of overlap between depression detected in life and antidepressants found
at autopsy. Of the 20 patients with signs of depression according to case records, seven died by their
own hand (35%) versus 146/181 (45%) not diagnosed with depression, thus no significantly higher
suicide rate for depressives. Twenty-two positive cases of antidepressants were found at autopsy.
Of these 18 died by their own hand vs. 134/324 among those negative (Fisher’s exact test; p < 0.0002).
In four cases, antidepressants were considered the main cause of death, seven contributing together
with other substances, and seven occasional, so antidepressants were considered as cause of death in
more than half the cases (61%). Lithium was found in one case of death of undetermined intent.

4. Discussion

4.1. Main Findings

This study examines the link between substances used in life and autopsy findings on the
within-person level.

Benzodiazepine misuse was associated with self-inflicted death. It was also associated with
self-inflicted death among non-misusers, but less so. For prescription opioids, there was a significant
association with self-inflicted death among non-misusers, regardless of the inclusion of heroin
overdoses. Heroin use was, as expected, associated with a risk of overdose. Cannabis and CNS-S were
rarely found in self-inflicted death. Alcohol levels above 1‰ were associated with self-inflicted death,
but there was no significant difference between poisoning or violent method. Prescription opioids
were negatively associated with violent method. High levels of alcohol were often found in violent
manner of death.

According to a recent review of 17 studies, a positive correlation between prescription
benzodiazepines and non-fatal and fatal suicidal behaviour was reported in most studies, with few
exceptions [42]. This has since been questioned [43]. Epidemiological, clinical, laboratory-based,
and neuro-biological studies were included. Possible mechanisms of pro-suicidal effects could be
an increase in impulsivity or aggression. The reviewed articles included the two above-mentioned
longitudinal studies [28,29], where there was an increased risk of suicide in people with schizophrenia,
who were prescribed benzodiazepines, while antipsychotics reduced the risk in both studies and
antidepressants in the latter. Other studies in the review reported prescription of benzodiazepines
shortly before suicide. The present study gives further support for this view, by adding autopsy
findings of benzodiazepines among previous users, thereby indicating that the substance was also
used at the time of death. There was no indication of specific comorbidity to explain the increased risk,
but there were only two cases of anxiety diagnoses (one with misuse of benzodiazepine), which may
be an underestimate. We cannot definitely rule out self-medication at the time of suicide, nor that the
findings represent withdrawal symptoms.

Alcohol at levels above 1‰ was also associated with an increased risk of self-inflicted death.
This level of alcohol has also been found in suicide victims with a brittle/sensitive personality [44] and
high levels of alcohol were also related to suicide among patients with suicidal ideation in a previous
study on the present sample [38], both indicating disinhibition of suicidal impulses. Furthermore,
there were equal rates of positive blood sampling in poisoning and violent suicides and deaths of
undetermined intent and also similar rates of detection of high alcohol levels (above 1‰), regardless
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of violent method. This agrees with a study by Jones et al. [45] showing no significant difference in
detection of alcohol in poisoning and hanging suicides. A possible interpretation is that alcohol is
compatible with, or even induces, fatal suicidal acts, regardless of the toxic effect.

The association between heroin use and fatal heroin overdoses was expected and has repeatedly
been shown in previous literature [5,6]. Prescription opioids were sometimes used in addition to heroin
in heroin overdoses. They were also found at autopsy at higher rates in comparison with natural death
among non-misusers. When poisoning was compared with violent suicide/death of undetermined
intent, prescription opioids were associated with poisoning rather than violent death. These findings
may indicate that the toxicity is the main reason of the fatal outcome rather than psychological effects,
such as aggression and depression, in agreement with the known effects of opioids. Regular use was
not shown to be an increased risk. Dextropropoxiphene was available at the time, which probably
increased the risk of self-inflicted death. Reduced suicide rates were shown after withdrawal of this
drug from the market [21].

Cannabis and CNS-S were rarely found at autopsy, even in previous users, so acute use could
not be associated with self-inflicted death among persons who had previously used these substances.
In a recent review [46], it was concluded that there is lack of evidence that acute use of cannabis
increases the imminent risk of suicidality, while evidence tends to support that chronic acute use
can predict suicide. One study [11] concluded that suicide rates have been found to be increased
among cannabis users, but they were explained as markers of psychological and behavioural problems
rather than overdose. The present study supports this view. One study showed that there was a
smaller number of deaths with amphetamines and cocaine compared to opioids, in agreement with
the present findings [4]. However, that study dealt with autopsy findings and did not consider risk
among previous users.

The overlap between depression detected in life and antidepressants found at autopsy was
remarkably low, only one case. The medication was also considered to contribute to death in more
than half of the cases. Depression in alcohol use disorder is probably undertreated and difficult to
treat. Men with depression and alcohol use disorder have been shown to have a very high risk of
suicide, 16.2% [47]. Furthermore, in comorbid cases of depression and alcohol use disorders, alcohol
turned out to be more common as first diagnosis in the same sample [48]. This means that detection
and treatment of depression secondary to alcohol are important in the efforts to prevent suicide.

In summary, there was a high risk of self-inflicted death for all the substances, regardless of the
acute effect. There was no obvious difference in psychiatric comorbidity or poly-drug use between
the substances, apart from fewer diagnoses among cannabis users. However, the latter did not show
lower rates of self-inflicted death. The chronic effect on the risk of suicide and death of undetermined
intent needs to be considered and investigated. There was a modest overlap between substances
used in life and autopsy findings, in agreement with the study on detection of alcohol at autopsy
and alcohol use reported in primary care [36]. Another study reported that the same substances used
at index admission could be found at autopsy. but did not consider to what extent the substances
were found [35]. Substance use as such is a risk factor for suicide, where the use of the substance
itself contributes, but the contribution may vary for different substances, as has been clarified in the
present study.

Gamma-amino butyric acid (GABA-ergic) substances, such as benzodiazepines and alcohol,
seemed to facilitate suicidal behaviour on a psychological level, although it may be difficult to
distinguish between physical and psychological effects. The fact that alcohol was also common
in violent suicide or undetermined death is compatible with a psychological effect as well, as the
physical effect did not contribute to death. Opioids, legal or illegal, appear to mainly have a physical
effect, as prescription opioids were associated with suicide in casual use and negatively associated
with violent suicide or death of undetermined intent.

Cannabis may have a very limited toxic effect on suicidal behaviour, and social factors may
contribute to the suicide risk. CNS-S do not often facilitate suicidal feelings, but aggression may lead
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to violent behaviour [49]. The number was too small to show an association with violent suicide in the
present sample.

The almost non-existent overlap between depression in life and antidepressants at autopsy may
be an indication of low detection and undertreatment of depression.

To prevent suicide in substance use disorder, treatment of the misuse itself, and poly-drug use,
is of major importance. Benzodiazepines should be prescribed with caution to people with substance
misuse. Investigation of suicidal ideation during drug use would be of major importance, as the
substance may facilitate suicidal behaviour. Reduced availability of more toxic opioids has already
been found to reduce suicide rates [21]. Psychosocial factors should not be overlooked. Comorbidity
with depression needs investigation, and treatment of depression in alcohol use disorders, although
presenting a challenge, is very important. The association between cannabis and schizophrenia [50] is
another possible link to suicidal behaviour.

4.2. Strengths and Limitations

The major strength of this study was the combination of clinical data with a long-term follow-up
and autopsy findings on a within-person level, an approach that, to the best of our knowledge, has very
rarely been used. The design enabled an exploration of the link between the use of substances in life
and autopsy findings. The research assistant who evaluated the case records did not know the cause of
death, so the assessments were unbiased in terms of knowledge of the manner of death, a problem
usually inherent in a retrospective design. The case records have been shown to be of good standard
by validation against self-reports [51].

In this study, natural death was restricted to those who were autopsied. Some people treated at
the Addiction Centre had died at the hospital. Those patients were either not autopsied at the Forensic
Department or not at all, so the risk of self-inflicted death is overestimated. However, those who
had died at the hospital could not be assumed to be more often positive for the different substances
compared to those who had been autopsied, so the higher doses found in self-inflicted death is
probably reliable.

The substances used are not representative of substances used today. However, the physical and
psychological effects are the same, and these effects were the aim of this investigation. Furthermore, the
increasing poly-drug use today makes it even more difficult to study the effect of individual substances.
We could not control for the effect of use of more than one drug, but the number of drugs was similar.
This sample is not representative of users of benzodiazepines and prescription opioids without using
other substances, mainly alcohol, as well.

Additional psychiatric diagnoses may be underestimated, but this may be equally applicable to
the variables compared.

Blood-sampling of drugs and not brain autopsy was used, so we have only information on the
recent intake of substances before death.

5. Conclusions

This study supports the view that a psychological effect facilitating suicidal behaviour, in addition
to a medium toxic effect, contributes to the high risk of self-inflicted death patients who use the
GABA-ergic substances benzodiazepine and alcohol. The latter substance was also commonly found
in natural death, but in less toxic doses. Legal and illegal opioids, not unexpectedly, appear mainly
to have a toxic effect, as accidental overdoses were common and violent death very rare. Use of
illegal drugs, such as cannabis and CNS-S, shows a high risk of self-inflicted death from accidental
overdoses to suicide, but the chronic risk appears more important than the acute use of the drugs.
More knowledge about comorbidity with other diagnoses appears to be an important topic for future
research. Detection and treatment of depression in substance use disorders appears to be a challenge.

Caution should be exercised in prescribing benzodiazepines and opioids to people with an alcohol
problem. Inquiry about suicidal tendencies and also a history of suicide attempts in patients with
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substance use disorders, also during intoxicated states, may be important in the efforts to prevent
suicide. Finally, people with substance use disorders who are not registered at the hospital should be a
topic for future research.

Author Contributions: Conceptualisation: L.B., P.L. and M.B.; Investigation: A.F.; Writing—original draft: L.B.

Funding: Governmental funding of clinical research within the Swedish NHS (National Health Service) and Ellen
and Henrik Sjöbring’s Memorial Foundation supported the study.

Acknowledgments: The study was sponsored by Skåne University Hospital and the Faculty of Medicine,
Lund University and Ellen and Henrik Sjöbrings Memorial Foundation. Leslie Walke revised the manuscript.

Conflicts of Interest: The authors report no conflicting interests.

References

1. Harris, E.C.; Barraclough, B. Suicide as an outcome for mental disorders. A meta- analysis. Br. J. Psychiatry
1997, 7, 205–228. [CrossRef]

2. Murphy, G.E. Psychiatric aspects of suicidal behaviour: Substance abuse. In The International Handbook of
Suicide and Attempted Suicide; Hawton, K., van Heeringen, K., Eds.; John Wiley & Sons: Hoboken, NJ, USA,
2000; pp. 107–120.

3. Wilcox, H.C.; Conner, K.R.; Caine, E.D. Association of alcohol and drug use disorders and completed suicide:
An empirical review of cohort studies. Drug Alcohol Depend. 2004, 76, 119. [CrossRef] [PubMed]

4. Arendt, M.; Munk-Jørgensen, P.; Sher, L.; Jensen, S.O. Mortality among individuals with cannabis, cocaine,
amphetamine, MDMA, and opioid use disorders: A nationwide follow-up study of Danish substance users
in treatment. Drug Alcohol Depend. 2011, 114, 134–139. [CrossRef]

5. Hulse, G.K.; English, D.R.; Milne, E.; Holman, C.D. The quantification of mortality resulting from the regular
use of illicit opiates. Addiction 1999, 94, 221–229. [CrossRef] [PubMed]

6. Darke, S.; Ross, J. The relationship between suicide and heroin overdose among methadone maintenance
patients in Sydney, Australia. Addiction 2001, 96, 1443–1453. [CrossRef] [PubMed]

7. Singleton, J.; Degenhardt, L.; Hall, W.; Zabransky, T. Mortality among amphetamine users: A systematic
review of cohort studies. Drug Alcohol Depend. 2009, 105, 1–8. [CrossRef] [PubMed]

8. Ericsson, E.; Brådvik, L.; Håkansson, A. Mortality, causes of death, and risk factors for death among primary
amphetamine users in the Swedish criminal justice system. Subst. Use Misuse 2014, 49, 262–269. [CrossRef]
[PubMed]

9. Arendt, M.; Munk-Jørgensen, P.; Sher, L.; Jensen, S.O. Mortality following treatment for cannabis use
disorders: Predictors and causes. J. Subst. Abuse Treat. 2013, 44, 400–406. [CrossRef] [PubMed]

10. Degenhardt, L.; Hall, W. Extent of illicit drug use and dependence, and their contribution to the global
burden of disease. Lancet 2012, 379, 55–70. [CrossRef]

11. Price, C.; Hemmingsson, T.; Lewis, G.; Zammit, S.; Allebeck, P. Cannabis and suicide: Longitudinal study.
Br. J. Psychiatry 2009, 195, 492–497. [CrossRef] [PubMed]

12. Olsson, M.O.; Brådvik, L.; Öjehagen, A.; Håkansson, A. Predictors for unnatural death; accidental
intoxication, undetermined intent and suicide. Register follow-up in a criminal justice population.
Drug Alcohol Depend. 2016, 162, 176–181. [CrossRef] [PubMed]

13. Simonsen, K.W.; Normann, P.T.; Ceder, G.; Vuori, E.; Thordardottir, S.; Thelander, G.; Hansen, A.C.; Teige, B.;
Rollmann, D. Fatal poisoning in drug addicts in the Nordic countries in 2007. Forensic Sci. Int. 2011, 207,
170–176. [CrossRef] [PubMed]

14. Simonsen, K.W.; Edvardsen, H.M.; Thelander, G.; Ojanperä, I.; Thordardottir, S.; Andersen, L.V.; Kriikku, P.;
Vindenes, V.; Christoffersen, D.; Delaveris, G.J.; et al. Fatal poisoning in drug addicts in the Nordic countries
in 2012. Forensic Sci. Int. 2015, 248, 172–180. [CrossRef] [PubMed]

15. Steentoft, A.; Teige, B.; Ceder, G.; Vuori, E.; Kristinsson, J.; Simonsen, K.W.; Holmgren, P.; Wethe, G.; Kaa, E.
Fatal poisoning in drug addicts in the Nordic countries. Forensic Sci. Int. 2001, 123, 63–69. [CrossRef]

16. Seth, P.; Scholl, L.; Rudd, R.A.; Bacon, S. Overdose Deaths Involving Opioids, Cocaine, and
Psychostimulants—United States, 2015–2016. Morb. Mortal. Wkly. Rep. 2018, 67, 349–358. [CrossRef]
[PubMed]

http://dx.doi.org/10.1192/bjp.170.3.205
http://dx.doi.org/10.1016/j.drugalcdep.2004.08.003
http://www.ncbi.nlm.nih.gov/pubmed/15555812
http://dx.doi.org/10.1016/S0924-9338(11)71719-9
http://dx.doi.org/10.1046/j.1360-0443.1999.9422216.x
http://www.ncbi.nlm.nih.gov/pubmed/10396790
http://dx.doi.org/10.1046/j.1360-0443.2001.961014438.x
http://www.ncbi.nlm.nih.gov/pubmed/11571063
http://dx.doi.org/10.1016/j.drugalcdep.2009.05.028
http://www.ncbi.nlm.nih.gov/pubmed/19631479
http://dx.doi.org/10.3109/10826084.2013.825921
http://www.ncbi.nlm.nih.gov/pubmed/23965040
http://dx.doi.org/10.1016/j.jsat.2012.09.007
http://www.ncbi.nlm.nih.gov/pubmed/23122774
http://dx.doi.org/10.1016/S0140-6736(11)61138-0
http://dx.doi.org/10.1192/bjp.bp.109.065227
http://www.ncbi.nlm.nih.gov/pubmed/19949196
http://dx.doi.org/10.1016/j.drugalcdep.2016.03.009
http://www.ncbi.nlm.nih.gov/pubmed/27020324
http://dx.doi.org/10.1016/j.forsciint.2010.10.001
http://www.ncbi.nlm.nih.gov/pubmed/21036495
http://dx.doi.org/10.1016/j.forsciint.2015.01.003
http://www.ncbi.nlm.nih.gov/pubmed/25645132
http://dx.doi.org/10.1016/S0379-0738(01)00524-2
http://dx.doi.org/10.15585/mmwr.mm6712a1
http://www.ncbi.nlm.nih.gov/pubmed/29596405


Int. J. Environ. Res. Public Health 2019, 16, 801 13 of 14

17. Piesiur-Strehlow, B.; Strehlow, U.; Poser, W. Mortality of patients dependent on benzodiazepines.
Acta Psychiatr. Scand. 1986, 73, 330–335. [CrossRef] [PubMed]

18. Tiihonen, J.; Suokas, J.T.; Suvisaari, J.M.; Haukka, J.; Korhonen, P. Polypharmacy with antipsychotics,
antidepressants, or benzodiazepines and mortality in schizophrenia. Arch. Gen. Psychiatry 2012, 69, 476–483.
[CrossRef] [PubMed]

19. Tiihonen, J.; Mittendorfer-Rutz, E.; Torniainen, M.; Alexanderson, K.; Tanskanen, A. Mortality and
Cumulative Exposure to Antipsychotics, Antidepressants, and Benzodiazepines in Patients with
Schizophrenia: An Observational Follow-Up Study. Am. J. Psychiatry 2016, 173, 600–606. [CrossRef]
[PubMed]

20. Darke, S.; Duflou, J.; Torok, M.; Prolov, T. Characteristics, circumstances and toxicology of sudden or
non-natural deaths involving very high-range alcohol concentrations. Addiction 2013, 180, 1411–1417.
[CrossRef] [PubMed]

21. Frost, J.; Slørdal, L.; Vege, Å.; Nordrum, I.S. Forensic autopsies in a naturalistic setting in Norway: Autopsy
rates and toxicological findings. Forensic Sci. Int. 2012, 223, 353–358. [CrossRef] [PubMed]

22. Delaveris, G.J.; Teige, B.; Rogde, S. Non-natural manners of death among users of illicit drugs: Substance
findings. Forensic Sci. Int. 2014, 238, 16–21. [CrossRef] [PubMed]

23. Jönsson, A.K.; Holmgren, P.; Druid, H.; Ahlner, J. Cause of death and drug use pattern in deceased drug
addicts in Sweden, 2002–2003. Forensic Sci. Int. 2007, 169, 101–107. [CrossRef] [PubMed]

24. Jones, A.W.; Holmgren, A.; Ahlner, J. Post-mortem concentrations of drugs determined in femoral blood
in single-drug fatalities compared with multi-drug poisoning deaths. Forensic Sci. Int. 2016, 267, 96–103.
[CrossRef] [PubMed]

25. Melander, A.; Henricson, K.; Stenberg, P.; Lowenhielm, P.; Malmvik, J.; Sternebring, B.; Kaij, L.; Bergdahl, U.
Anxiolytic-hypnotic drugs: Relationships between prescribing, abuse and suicide. Eur. J. Clin. Pharmacol.
1991, 41, 525–529. [CrossRef] [PubMed]

26. Simkin, S.; Hawton, K.; Sutton, L.; Gunnell, D.; Bennewith, O.; Kapur, N. Co-proxamol and suicide:
Preventing the continuing toll of overdose deaths. QJM 2005, 98, 159–170. [CrossRef] [PubMed]

27. Corcoran, P.; Reulbach, U.; Keeley, H.S.; Perry, I.J.; Hawton, K.; Arensman, E. Use of analgesics in intentional
drug overdose presentations to hospital before and after the withdrawal of distalgesic from the Irish market.
BMC Clin. Pharmacol. 2010, 18, 10. [CrossRef] [PubMed]

28. Hawton, K.; Bergen, H.; Simkin, S.; Wells, C.; Kapur, N.; Gunnell, D. Six-year follow-u of impact of
co-proxamol withdrawal in England and Wales on prescribing and deaths: Time-series study. PLoS Med.
2012, 9, e1001213. [CrossRef] [PubMed]

29. Ilgen, M.A.; Bohnert, A.S.; Ganoczy, D.; Bair, M.J.; McCarthy, J.F.; Blow, F.C. Opioid dose and risk of suicide.
Pain 2016, 157, 1079–1084. [CrossRef] [PubMed]

30. Gwira Baumblatt, J.A.; Wiedeman, C.; Dunn, J.R.; Schaffner, W.; Paulozzi, L.J.; Jones, T.F. High-risk use by
patients prescribed opioids for pain and its role in overdose deaths. JAMA Intern. Med. 2014, 174, 796–801.
[CrossRef] [PubMed]

31. Häkkinen, M.; Launiainen, T.; Vuori, E.; Ojanperä, I. Comparison of fatal poisonings by prescription opioids.
Forensic Sci. Int. 2012, 222, 327–331. [CrossRef] [PubMed]

32. Jones, A.W.; Kugelberg, F.C.; Holmgren, A.; Ahlner, J. Drug poisoning deaths in Sweden show a
predominance of ethanol in mono-intoxications, adverse drug-alcohol interactions and poly-drug use.
Forensic Sci. Int. 2011, 206, 43–51. [CrossRef] [PubMed]

33. Arsenault-Lapierre, G.; Kim, C.; Turecki, G. Psychiatric diagnoses in 3275 suicides: A meta-analysis.
BMC Psychiatry 2004, 4, 37. [CrossRef] [PubMed]

34. Bertolote, J.M.; Fleischmann, A.; De Leo, D.; Wasserman, D. Psychiatric diagnoses and suicide: Revisiting
the evidence. Crisis 2004, 25, 147–155. [CrossRef] [PubMed]

35. Nyhlén, A.; Fridell, M.; Hesse, M.; Krantz, P. Causes of premature mortality in Swedish drug abusers:
A prospective longitudinal study 1970–2006. J. Forensic Leg Med. 2011, 18, 66–72. [CrossRef] [PubMed]

36. Galway, K.; Gossrau-Breen, D.; Mallon, S.; Hughes, L.; Rosato, M.; Rondon-Sulbaran, J.; Leavey, G. Substance
misuse in life and death in a 2-year cohort of suicides. Br. J. Psychiatry 2016, 208, 292–297. [CrossRef]
[PubMed]

http://dx.doi.org/10.1111/j.1600-0447.1986.tb02693.x
http://www.ncbi.nlm.nih.gov/pubmed/3716850
http://dx.doi.org/10.1001/archgenpsychiatry.2011.1532
http://www.ncbi.nlm.nih.gov/pubmed/22566579
http://dx.doi.org/10.1176/appi.ajp.2015.15050618
http://www.ncbi.nlm.nih.gov/pubmed/26651392
http://dx.doi.org/10.1111/add.12191
http://www.ncbi.nlm.nih.gov/pubmed/23560684
http://dx.doi.org/10.1016/j.forsciint.2012.10.023
http://www.ncbi.nlm.nih.gov/pubmed/23127658
http://dx.doi.org/10.1016/j.forsciint.2014.02.009
http://www.ncbi.nlm.nih.gov/pubmed/24637034
http://dx.doi.org/10.1016/j.forsciint.2006.08.002
http://www.ncbi.nlm.nih.gov/pubmed/16965879
http://dx.doi.org/10.1016/j.forsciint.2016.08.015
http://www.ncbi.nlm.nih.gov/pubmed/27591717
http://dx.doi.org/10.1007/BF00314979
http://www.ncbi.nlm.nih.gov/pubmed/1687735
http://dx.doi.org/10.1093/qjmed/hci026
http://www.ncbi.nlm.nih.gov/pubmed/15728397
http://dx.doi.org/10.1186/1472-6904-10-6
http://www.ncbi.nlm.nih.gov/pubmed/20298551
http://dx.doi.org/10.1371/journal.pmed.1001213
http://www.ncbi.nlm.nih.gov/pubmed/22589703
http://dx.doi.org/10.1097/j.pain.0000000000000484
http://www.ncbi.nlm.nih.gov/pubmed/26761386
http://dx.doi.org/10.1001/jamainternmed.2013.12711
http://www.ncbi.nlm.nih.gov/pubmed/24589873
http://dx.doi.org/10.1016/j.forsciint.2012.07.011
http://www.ncbi.nlm.nih.gov/pubmed/22884575
http://dx.doi.org/10.1016/j.forsciint.2010.06.015
http://www.ncbi.nlm.nih.gov/pubmed/20630671
http://dx.doi.org/10.1186/1471-244X-4-37
http://www.ncbi.nlm.nih.gov/pubmed/15527502
http://dx.doi.org/10.1027/0227-5910.25.4.147
http://www.ncbi.nlm.nih.gov/pubmed/15580849
http://dx.doi.org/10.1016/j.jflm.2011.01.003
http://www.ncbi.nlm.nih.gov/pubmed/21315300
http://dx.doi.org/10.1192/bjp.bp.114.147603
http://www.ncbi.nlm.nih.gov/pubmed/26541690


Int. J. Environ. Res. Public Health 2019, 16, 801 14 of 14

37. Brådvik, L.; Berglund, M.; Frank, A.; Lindgren, A.; Löwenhielm, P. Number of addictive substances
used related to increased risk for unnatural death: A combined medico-legal and case-record study.
BMC Psychiatry 2009, 9, 48. [CrossRef] [PubMed]

38. Brådvik, L.; Berglund, M.; Frank, A.; Löwenhielm, P. Clinical Prediction of Suicide and Undetermined Death:
A Pseudo-Prospective Clinical and Medico-Legal Study of Substance Abusers. Int. J. Environ. Res. Public
Health 2017, 14, 310. [CrossRef] [PubMed]

39. Gossop, M.; Griffiths, P.; Powis, B.; Williamson, S.; Strang, J. Frequency of non-fatal heroin overdose: Survey
of heroin users recruited in non-clinical settings. BMJ 1996, 313, 402. [CrossRef] [PubMed]

40. Klassifikation av Sjukdomar 1968. Svensk Version av ICD8 (Swedish Version of ICD 8); Socialstyrelsen:
Stockholm, Sweden, 1968.

41. Klassifikation av Sjukdomar 1987. Svensk Version av ICD10 (Swedish Version of ICD9); Socialstyrelsen:
Stockholm, Sweden, 1987.

42. Dodds, T.J. Prescribed Benzodiazepines and Suicide Risk: A Review of the Literature. Prim. Care Companion
CNS Disord. 2017, 19, 2037. [CrossRef] [PubMed]

43. Rothschild, A.J.; Shindul-Rothschild, J.A. Benzodiazepines Do Not Cause Suicide or Suicide Attempts.
Prim Care Companion CNS Disord. 2017, 19. [CrossRef] [PubMed]

44. Berglund, M.; Krantz, P.; Lundqvist, G. Suicide in alcoholism. A prospective study of 55 cases with autopsy
findings. Acta Psychiatr. Scand. 1987, 76, 381–385. [CrossRef] [PubMed]

45. Jones, A.W.; Holmgren, A.; Ahlner, J. Toxicology findings in suicides: Concentrations of ethanol and other
drugs in femoral blood in victims of hanging and poisoning in relation to age and gender of the deceased.
J. Forensic Leg. Med. 2013, 20, 842–847. [CrossRef] [PubMed]

46. Borges, G.; Bagge, C.L.; Orozco, R. A literature review and meta-analyses of cannabis use and suicidality.
J. Affect. Disord. 2016, 195, 63–74. [CrossRef] [PubMed]

47. Holmstrand, C.; Bogren, M.; Mattisson, C.; Brådvik, L. Long-term suicide risk in people with no, one or
more mental disorders: The Lundby study 1947–1997. Acta Psychiatr. Scand. 2015, 132, 459–469. [CrossRef]
[PubMed]

48. Holmstrand, C.; Bogren, M.; Mattisson, C.; Brådvik, L. First and subsequent life-time alcoholism and
mental disorders in suicide victims with reference to a community sample—The Lundby Study 1947–1997.
Front. Psychiatry 2018, 9, 173. [CrossRef] [PubMed]

49. Eksborg, S.; Rajs, J. Causes and manners of death among users of heroin, methadone, amphetamine,
and cannabis in relation to postmortem chemical tests for illegal drugs. Subst. Use Misuse 2008, 43, 1326–1339.
[CrossRef] [PubMed]

50. Rognli, E.B.; Berge, J.; Håkansson, A.; Bramness, J.G. Long-term risk factors for substance-induced and
primary psychosis after release from prison. A longitudinal study of substance users. Schizophr. Res. 2015,
168, 185–190. [CrossRef] [PubMed]

51. Månsson, M.; Hansson, M.; Moberg, A.L.; Berglund, M. Severity of alcohol dependence; rating by patient
records. Alcohol. Alcohol. 1993, 28, 347–351. [PubMed]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1186/1471-244X-9-48
http://www.ncbi.nlm.nih.gov/pubmed/19653902
http://dx.doi.org/10.3390/ijerph14030310
http://www.ncbi.nlm.nih.gov/pubmed/28304357
http://dx.doi.org/10.1136/bmj.313.7054.402
http://www.ncbi.nlm.nih.gov/pubmed/8761230
http://dx.doi.org/10.4088/PCC.16r02037
http://www.ncbi.nlm.nih.gov/pubmed/28257172
http://dx.doi.org/10.4088/PCC.17lr02171
http://www.ncbi.nlm.nih.gov/pubmed/29022652
http://dx.doi.org/10.1111/j.1600-0447.1987.tb05622.x
http://www.ncbi.nlm.nih.gov/pubmed/3425364
http://dx.doi.org/10.1016/j.jflm.2013.06.027
http://www.ncbi.nlm.nih.gov/pubmed/24112333
http://dx.doi.org/10.1016/j.jad.2016.02.007
http://www.ncbi.nlm.nih.gov/pubmed/26872332
http://dx.doi.org/10.1111/acps.12506
http://www.ncbi.nlm.nih.gov/pubmed/26402416
http://dx.doi.org/10.3389/fpsyt.2018.00173
http://www.ncbi.nlm.nih.gov/pubmed/29773997
http://dx.doi.org/10.1080/10826080801922124
http://www.ncbi.nlm.nih.gov/pubmed/18696371
http://dx.doi.org/10.1016/j.schres.2015.08.032
http://www.ncbi.nlm.nih.gov/pubmed/26359848
http://www.ncbi.nlm.nih.gov/pubmed/8352846
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Methods 
	Forensic Examination 
	Case Record Evaluations and Interviews 
	Statistics 

	Results 
	Case Records: Diagnoses, Suicidal Behaviour, and Misuse 
	Autopsy: Manner of Death and Substance Use 
	Autopsy: Substances Used/Not Misused in Life and Found at Autopsy by Unnatural and Natural Death 
	Autopsy: Substances Detected and Violent Manner of Self-Inflicted Death 
	Autopsy: Violent Death 
	Autopsy: Contribution to Death by Substances Found 
	Case and: Depression and Antidepressants 

	Discussion 
	Main Findings 
	Strengths and Limitations 

	Conclusions 
	References

