
PEER REVIEW HISTORY 

BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

ARTICLE DETAILS 

TITLE (PROVISIONAL) Trends in suicidal behaviour in Dutch general practice 1983-2013 – 
a retrospective observational study 

AUTHORS de Beurs, Derek; Hooiveld, Mariëtte; Kerkhof, Ad; Korevaar, J; 
Donker, G 

 

VERSION 1 - REVIEW 

REVIEWER Siobhan O'Neill 
Ulster University, UK 

REVIEW RETURNED 04-Jan-2016 

 

GENERAL COMMENTS This paper makes a useful contribution to the field of suicide 
prevention, and in particular, suicide prevention in primary care in 
the Netherlands. The retrospective analysis of GP records following 
suicide deaths and attempts is a useful means of establishing the 
ways in which mortality and morbidity from suicide could be 
prevented or addressed. However the main limitation of this 
approach is the absence of a comparator group of patients who did 
not go on to attempt or complete suicide. This limitation of the 
current paper should be noted and the implications outlined in more 
detail in the discussion section of the manuscript. It may also be 
useful to include the term "retrospective" in the title so that readers 
have a clear understanding of the study methods.  
The introduction section outlines the context of the research in terms 
of the Netherland, however in order for the research to be of 
relevance to an international audience the research needs to 
contextualised in relation to the international literature on suicide 
prevention and risk assessment. It would be useful to, in the 
introduction, frame the research by discussing how primary care 
interventions fit within the contemporary theories of suicide. For 
example the links between the economic recession and entrapment 
is referred to at a later point in the text, however the relevance of 
cognitions such as entrapment, hopelessness and failure should be 
outlined in the introduction to explain how these interact with mental 
illness and life events to produce suicidal behaviour (with reference 
to the theories of O’Connor and Joiner specifically). It would also be 
useful to refer to the debates about the associations between 
suicidal behaviour and mental illness, and discuss the relevance of 
adverse life events to the development of suicidal behaviour and 
mental illness. The introduction suggests that suicidal behaviour in 
the context of economic crisis is less related to mental illness, 
however this is a controversial claim and appears to conflict with the 
statement in the discussion that 83% of those who die by suicide 
have diagnosable depression.  
The relevance of the research to primary care practice outside the 
Netherlands should be elucidated. This requires a discussion of how 
mental health services and treatments are funded in the Netherlands 
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and a consideration of the availability of treatments (including 
medication and counselling/ psychotherapy) as the cost of services 
is likely to be an important predictors of uptake by individuals in 
financial crisis. In addition, in order to allow an international reader to 
fully understand the associations between the patterns of suicidal 
behaviour and the economic crisis we need more information about 
the impact of the recession in the Netherlands. For example, it would 
be useful to have information about the proportions of the population 
affected by job losses and threatened redundancy, and the years in 
which the recession was at its worst, as this varied across Europe.  
The low proportion of suicidal patients for which suicidal ideation 
was a feature of the depression (13%) is interesting and, as noted, 
may reflect impulsive behaviour or poor screening behaviour in 
primary care. Both these need to be discussed. This figure is 
surprisingly much lower than the proportions of patients who 
presented with suicidal behaviour (31% and 22%). This discrepancy 
is likely to be a consequence of the recording of the four most 
important symptoms of depression rather than the routine recording 
of any suicidal ideation. The message that suicidal behaviour is 
possible among those who may present as being at low risk of death 
by suicide, is an important message from this study. In order to 
prevent deaths by suicide, all reports of suicidal thoughts need to be 
taken seriously, even if those thoughts are not a dominant feature of 
the depression.  
Finally, the writing in the manuscript could be improved, for example 
the use of 's in GPs is inappropriate in places, and the grammar 
moves from the past to the future tense in the methods section. 

 

REVIEWER Nicole Boffin 
Scientific Institute of Public Health, Belgium 

REVIEW RETURNED 26-Jan-2016 

 

GENERAL COMMENTS I believe this study (cfr abstract: “objectives: to analyze..” and, line 
26-29 “analyse”) is about trends in suicidal behavior (or behaviour?, 
cfr abstract). The first part of the title ‘presentation and recognition’ is 
misleading. I believe the authors are alluding to a limitation of this 
type of study, i.e. it includes only suicidal behavior that was 
presented to the sentinel GPs, by the patient or by other 
persons/caregivers. The study is not about recognition/non-
recognition (and thus, under-reporting) of cases. If this would have 
been a study objective, a comparison with national mortality 
statistics should have been made. The study of trends in suicidal 
behavior in Dutch general practice may result in new information (in 
addition to previously reported findings) but the rationale of this 
study is unclear. As a matter of fact, several ‘checked’ STROBE 
items are lacking. I limit myself to some examples. Not all “primary 
and secondary outcomes” (cfr abstract) are described. On page 11 
line 7, the authors describe “More than half of the patients that died 
by suicide lived alone… “ and in the discussion “more than half of 
the participants” (??). On page 11: The data was collected in a 
subsample of 40 general practices ...” Subsample? Table 1 is highly 
incomplete: n/N are lacking, for outcomes and missing values. The 
female population is not described. Legends in figures are lacking. 
The rationale for studying trends over 3 periods (period 2 only 
counts 20 male suicides, number of female suicides unknown..) is 
not described. The style of the list of references is inconsistent and 
several citations are incomplete.   

 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-010868 on 10 M

ay 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


VERSION 1 – AUTHOR RESPONSE 

Reviewer 1  

 

This paper makes a useful contribution to the field of suicide prevention, and in particular, suicide 

prevention in primary care in the Netherlands. The retrospective analysis of GP records following 

suicide deaths and attempts is a useful means of establishing the ways in which mortality and 

morbidity from suicide could be prevented or addressed.  

 

Comment 1:  

 

However the main limitation of this approach is the absence of a comparator group of patients who 

did not go on to attempt or complete suicide. This limitation of the current paper should be noted and 

the implications outlined in more detail in the discussion section of the manuscript.  

 

Response to comment 1  

 

We added the following text:  

 

The retrospective analysis of GP records following suicide deaths and attempts is a useful means of 

establishing the ways in which mortality and morbidity from suicide could be prevented or addressed. 

However the main limitation of this approach is the absence of a comparator group of patients who 

did not go on to attempt or complete suicide. Therefore, we for example cannot examine whether the 

percentage of suicidal patients that live alone is relatively high or low compared to other patients.  

 

Comment 2:  

 

It may also be useful to include the term "retrospective" in the title so that readers have a clear 

understanding of the study methods.  

 

Response to comment 2:  

 

We changed the title into:  

 

Trends in suicidal behaviour in Dutch general practice 1983-2013 – a retrospective observational 

study  

 

Comment 3:  

 

The introduction section outlines the context of the research in terms of the Netherland, however in 

order for the research to be of relevance to an international audience the research needs to 

contextualised in relation to the international literature on suicide prevention and risk assessment. It 

would be useful to, in the introduction, frame the research by discussing how primary care 

interventions fit within the contemporary theories of suicide. For example the links between the 

economic recession and entrapment is referred to at a later point in the text, however the relevance of 

cognitions such as entrapment, hopelessness and failure should be outlined in the introduction to 

explain how these interact with mental illness and life events to produce suicidal behaviour (with 

reference to the theories of O’Connor and Joiner specifically).  

 

Response  

 

We changed the introduction into:  
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The general practitioner (GP) plays an important role in suicide prevention. In many countries, the GP 

is the first contact for patients with mental health problems, making them an important gatekeeper to 

identify suicidal ideation at an early stage. The integrated motivational volitional model (IVM) argues 

that patients gradually move from suicidal thoughts (the motivational phase) to actual suicidal 

behaviour (the volitional phase). Early identification of suicidal thoughts within general practice can 

prevent the patient from going further in the suicidal process, and prevent them from reaching the 

volitional phase. In Germany, a multifaceted program that improved the attitude and skills of GPs 

towards recognition and treatment of depressed and suicidal patients via workshops and other 

educational interventions (Hegerl, Rummel-Kluge, Värnik, Arensman, & Koburger, 2013) resulted in a 

sustainable decline in suicidal behaviour of 32.4% in the three years after the start of the intervention 

(Hegerl et al., 2010). Also, training GPs in early depression recognition resulted in a decrease of 

suicides in Sweden.  

(…)  

 

From 2007-2013, Dutch suicide rates have been rising with 5% each year, from 1353 suicides in 2007 

to 1854 in 2013. The average suicide rate increased from 10 to 11 per 100.000. Although this is often 

attributed to the rise in unemployment, the unemployment rates in the Netherlands only started going 

up in 2009. Unemployment rate even went down from 2007 to 2008 (4.2 to 3.7%). From 2009 it 

increased steadily from 4.4% to 6.9%. This pattern, that suicide rates rose first, and unemployment 

followed has been found in 28 other EU countries (Fountoulakis et al., 2014), and the USA as well 

(Reeves et al., 2012). This pattern might be explained by the fact that the start of an economic 

recession typically results in more people feeling entrapped, via (the anticipation of) lay-offs, financial 

problems and increased hopelessness about of the future. The IVM model of suicidal behaviour and 

the recent Dutch multidisciplinary guideline on the assessment and treatment of suicidal behaviour 

give entrapment a central role in the transition from suicidal thoughts to actual suicidal behaviour. 

Also, in a recession, more people may feel defeated, that they have failed in life, and that they have 

become a burden for others. Defeat, failure and perceived burdensomeness are additional crucial 

elements for suicidal behaviour in both the IVM and the interpersonal psychological theory of suicidal 

behaviour(Joiner, 2009; O'connor, 2011). Finally, the IVM states that adverse life events heighten the 

change for suicidal behaviour. Interpersonal problems, financial concerns or job loss are all adverse 

life events that have a positive and complex relationship with psychopathology, suicide ideation and 

suicide(attempt). As people are more likely to experience life events during years of recession, one 

might expect a rise in suicidal behaviour(McFeeters, Boyda, & Siobhan, 2015)  

 

Comment 5:  

 

It would also be useful to refer to the debates about the associations between suicidal behaviour and 

mental illness, and discuss the relevance of adverse life events to the development of suicidal 

behaviour and mental illness. The introduction suggests that suicidal behaviour in the context of 

economic crisis is less related to mental illness, however this is a controversial claim and appears to 

conflict with the statement in the discussion that 83% of those who die by suicide have diagnosable 

depression.  

 

See response to comment 4, we added the following text:  

 

Finally, the IVM states that adverse life events heighten the change for suicidal behaviour. 

Interpersonal problems, financial concerns or job loss are all adverse life events that seem to have a 

positive and complex relationship with psychopathology, suicide ideation and 

suicide(attempt)(McFeeters et al., 2015). As people are more likely to experience life events during 

years of recession, one might expect a rise in suicidal behaviour.  
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Comment 6:  

 

The relevance of the research to primary care practice outside the Netherlands should be elucidated. 

This requires a discussion of how mental health services and treatments are funded in the 

Netherlands and a consideration of the availability of treatments (including medication and 

counselling/ psychotherapy) as the cost of services is likely to be an important predictors of uptake by 

individuals in financial crisis.  

 

Response to comment 6: We added the following text:  

 

In the Dutch health care system, nearly all non-institutionalized citizens are enlisted as patients in a 

practice and the GP acts as a gatekeeper to secondary care. For mild psychological problems, the 

GP, supported by a mental health nurse, can offer antidepressants and different forms of 

psychological counseling. Patients with more severe psychiatric symptoms or an actual psychiatric 

disorder are referred to specialized mental health care. The availability and accessibility of GPs make 

them an important preventive function for suicidal behaviour. This is different for example in Belgium, 

where the GP does not have a function as gatekeeper (Reynders et al 2011). Also, compared to 

patients in the Netherlands, Belgium patients feel there is more stigma associated with consulting 

their GP for psychological problems.  

 

Comment 7:  

 

In addition, in order to allow an international reader to fully understand the associations between the 

patterns of suicidal behaviour and the economic crisis we need more information about the impact of 

the recession in the Netherlands. For example, it would be useful to have information about the 

proportions of the population affected by job losses and threatened redundancy, and the years in 

which the recession was at its worst, as this varied across Europe.  

 

In the Introduction, we added:  

 

From 2007-2013, Dutch suicide rates have been rising with 5% each year, from 1353 suicides in 2007 

to 1854 in 2013. The average suicide rate increased from 10 to 11 per 100.000. Although this is often 

attributed to the rise in unemployment, the unemployment rates in the Netherlands only started going 

up in 2009. The percentage of unemployed rose from 4.4 % of the working population in 2009 to 7.3 

in 2013.  

 

In the discussion section, we added:  

 

The Dutch rise in suicide rate was among the highest in Europe since the crisis. Only Greece showed 

a higher increase in suicide rate. However, it is good to realize that even in 2013, the Dutch suicide 

rate is low compared to surrounding countries such as Belgium and Germany. Also, to halt the rise, 

the ministry of Health has launched a national prevention strategy. Many gatekeepers such as 

teachers and baillifs and professionals have been trained in the recognition of suicide ideation. GPs 

and mental health nurses have access to e-learning and training since 2014. In a few years, a new 

analysis of the NIVEL data will give insight in the effects of these interventions.  

 

Comment 8:  

 

The low proportion of suicidal patients for which suicidal ideation was a feature of the depression 

(13%) is interesting and, as noted, may reflect impulsive behaviour or poor screening behaviour in 

primary care. Both these need to be discussed. This figure is surprisingly much lower than the 

proportions of patients who presented with suicidal behaviour (31% and 22%). This discrepancy is 
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likely to be a consequence of the recording of the four most important symptoms of depression rather 

than the routine recording of any suicidal ideation.  

 

Response to comment 8  

 

We added the following text:  

 

Despite several initiatives (Egmond, 1988; Hegerl et al., 2013; R. Marquet & Donker, 2009; R. L. 

Marquet, Bartelds, Kerkhof, Schellevis, & van der Zee, 2005) to increase the assessment of suicide 

risk in depressed patients, the percentage of cases in which the GP report suicidal ideation as one of 

the four most important symptoms of depression remained stable over the years. This does not mean 

that the GP did not discuss suicide ideation, but that GPs found other symptoms more important. As 

we know that suicide ideation is an important predictor for future suicidal behaviour, GPs might be 

trained to learn about the predictive power of suicidal communication (Coryell & Young, 2005). Future 

studies should ask GP to the routinely record suicidal ideation to give a more complete picture how 

often suicidal ideation was discussed with depressed or suicidal patients.  

 

Comment 9:  

 

The message that suicidal behaviour is possible among those who may present as being at low risk of 

death by suicide, is an important message from this study. In order to prevent deaths by suicide, all 

reports of suicidal thoughts need to be taken seriously, even if those thoughts are not a dominant 

feature of the depression.  

 

Response to comment 9:  

 

We added that recommendation to the text  

 

Comment 10:  

 

Finally, the writing in the manuscript could be improved, for example the use of 's in GPs is 

inappropriate in places, and the grammar moves from the past to the future tense in the methods 

section.  

 

The text was sent to a native speaker, who is experienced in editing scientific manuscripts.  

 

Reviewer: 2  

 

Comment 1:  

 

I believe this study (cfr abstract: “objectives: to analyze..” and, line 26-29 “analyse”) is about trends in 

suicidal behaviour (or behaviour?, cfr abstract). The first part of the title ‘presentation and recognition’ 

is misleading. I believe the authors are alluding to a limitation of this type of study, i.e. it includes only 

suicidal behaviour that was presented to the sentinel GPs, by the patient or by other 

persons/caregivers. The study is not about recognition/non-recognition (and thus, under-reporting) of 

cases. If this would have been a study objective, a comparison with national mortality statistics should 

have been made. The study of trends in suicidal behaviour in Dutch general practice may result in 

new information (in addition to previously reported findings) but the rationale of this study is unclear.  

 

Response to comment 1:  
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This study is indeed about trends in suicidal behaviour. Several changes were made to make this 

more clear. For one, we changed the title into:  

 

Trends in suicidal behaviour in Dutch general practice 1983-2013 – a retrospective observational 

study  

 

In the abstract we added:  

 

First, we analyzed trends in suicidal behaviour in primary care using data as reported by the Dutch 

sentinel general practices from the years 1983-2013. Second, we examined the relationship between 

suicidal behaviour and several patient characteristics such as age and history of depression. Finally, 

we compared the relationship between suicidal behaviour and patient characteristics in the period 

before (1983-2007) and after (2008-2013) the start of the crisis.  

 

We changed parts of introduction, thereby also improving the rationale. In specific we added:  

 

The last analysis of suicidal behaviour within NIVEL Primary Care Database was done for the period 

of 1983-2003 (Marquet, 2005). In the current study we analyzed trends in incidence of suicides and 

suicide attempts of NIVEL Primary Care Database during1983-2013. Using joint model analysis, we 

determined whether the incidence started rising, remained stable or declined over a period of 30 

years  

 

(…)  

 

The relationship between patient characteristics such as history of depression and suicidal behaviour 

will be analyzed for the period 1983-2013. To offer insights in changes of patient characteristics of 

suicidal patients after the recession we will also present descriptives of patient characteristics and 

suicidal behaviour separate for the period before and after the recession.  

 

Comment 2:  

 

As a matter of fact, several ‘checked’ STROBE items are lacking. I limit myself to some examples. Not 

all “primary and secondary outcomes” (cfr abstract) are described. On page 11 line 7, the authors 

describe “More than half of the patients that died by suicide lived alone… “ and in the discussion 

“more than half of the participants” (??). On page 11: The data was collected in a subsample of 40 

general practices ...” Subsample? Table 1 is highly incomplete: n/N are lacking, for outcomes and 

missing values. The female population is not described. Legends in figures are lacking. The rationale 

for studying trends over 3 periods (period 2 only counts 20 male suicides, number of female suicides 

unknown..) is not described. The style of the list of references is inconsistent and several citations are 

incomplete.  

 

Response to comment 2:  

We have re-written parts of the article. All percentages are accompanied with n/N. In the method 

section, we added:  

The relation between patient characteristics and suicidal behaviour is presented as a percentage. For 

example, when we are interested in the percentage of male suicides, we will divide the number of 

male suicides with the total number of suicides. To indicate the number of participants with missing 

data, we will present the number of actual cases (n) with the total available sample data (N) for each 

variable of interest.  

Table one was made complete by adding n/N and female data. We agree that the rationale for 

studying trends over 3 periods is unclear. We decided to present the trend over the total period in 

table 1, and then split the data in two periods: 1983-2007 and 2008-2013 (before and after the crisis). 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-010868 on 10 M

ay 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/


Please see table one in the newly uploaded manuscript.  

 

Also, the following text was added:  

 

The relation between patient characteristics and suicidal behaviour is presented as a percentage. For 

example, when we are interested in the percentage of male suicides, we will divide the number of 

male suicides with the total number of suicides. To indicate the number of participants with missing 

data, we will present the number of actual cases (n) with the total available sample data (N) for each 

variable of interest.  

To examine change in characteristics of suicidal behaviour before and after the recession, we 

compared the frequency of patient characteristics from 1983-2017 and 2008-2013. As the actual 

number of events of suicidal behaviour in the period after the recession will be relatively low, we will 

not test for significance, but only describe the data.  

 

We made sure to describe all outcomes:  

 

Primary outcomes  

 

To estimate national incidence rates, we applied direct age standardisation, taking the age distribution 

of the Dutch population in 2011 as the standard (Ahmad et al., 2001). An adjustment factor was 

applied when estimating incidence rates for incomplete years. We calculated the 3 year moving 

average to smooth out short term fluctuations and to be able to highlight longer term trends.  

To analyse changes in trends of reported suicides and suicide attempts we applied joint point 

regression models (Kim, Fay, Feuer, & Midthune, 2000), using the Surveillance Epidemiology and 

End Results statistical software(Branch, 2015). The software takes trend data (in our case the age 

adjusted 3 year moving average of suicides or suicide attempts) and fits them to the simplest joint-

model that the data allow. The program tests the null-hypotheses of no joint point with the alternative 

of one or more joint points. Because of the well-established differences in suicidal behaviour between 

men and women (Mościcki, 1994), we stratify trend analyses by gender.  

 

Secondary outcomes:  

 

Using descriptive statistics, we described the number of suicides and suicide attempts in relation to 

the following patient characteristics: age, gender, household composition, history of depression, 

recognition of suicide ideation, treatment before the suicidal behaviour and contact within month 

before suicidal behaviour.  

 

An native speaker checked the text for grammar and spelling. Citations were checked, and made 

complete.  

Lastly, we uploaded a new strobe checklist, and made sure all checked items are complete. 

 

VERSION 2 – REVIEW 

REVIEWER Siobhan O'Neill 
Ulster University UK 

REVIEW RETURNED 02-Mar-2016 

 

GENERAL COMMENTS The requested changes are now complete and I am happy to 
recommend the paper for publication  

 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-010868 on 10 M

ay 2016. D
ow

nloaded from
 

http://bmjopen.bmj.com/

