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Abstract
Background Psychoactive medications play an important role for the mental health and risk of suicidal behaviour in the 
oldest segment of the population (75+). A better understanding of psychoactive medication use is advocated to prevent 
suicide in this age group.
Purpose We investigated the risk of suicide associated with the use of psychoactive medications in the total population aged 
≥ 75 years, with and without exposure to antidepressants.
Method A national population-based register study, including all Swedish residents aged ≥ 75 years between 2006 and 2014 
(N = 1,413,806). A nested case–control design was used to investigate psychoactive medications associated with suicide 
among users and non-users of antidepressants. Risk estimates were calculated in adjusted conditional logistic regression 
models for the entire cohort and by gender.
Results Suicide occurred in 1305 persons (907 men and 398 women). Among them, 555 (42.5%) were on an antidepressant 
at the time of suicide. Adjusted incidence rate ratio (aIRR) for suicide was increased in those who were on hypnotics in the 
total cohort (aIRR 2.05, 95% confidence interval 1.74 to 2.41), in both users and non-users of antidepressants and for both 
genders. Elevated suicide risk was observed in those who concomitantly used anxiolytics with antidepressants (1.51, 1.25 
to 1.83). Decreased risk of suicide was observed among those who were on anti-dementia drugs, in the total cohort (0.33, 
0.21 to 0.52) and in both users and non-users of antidepressants. Use of antipsychotics and mood stabilisers showed no 
effect on suicide risk.
Conclusion Use of hypnotics and concomitant use of anxiolytics with antidepressants was associated with increased risk 
of late-life suicide. Our findings suggest the need for careful evaluation of the benefit–risk balance of psychoactive medica-
tions as well as their availability as a possible suicide means. Future research should consider the indication of use of the 
psychoactive medications and the severity of psychiatric and medical illnesses of the patients.

Key Points 

Risk of suicide was increased in older adults who were 
using prescribed sleep medications.

Concomitant use of anxiolytics and antidepressants 
was associated with heightened  risk of suicide in older 
adults.

There is a need of careful monitoring of older adults 
prescribed psychoactive medication to reduce risk of 
suicide.
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1 Introduction

Suicide rates are the highest in the oldest population [1]. 
Older adults who die by suicide are often depressed, or 
have other psychiatric morbidities [2, 3]. Therefore, treat-
ment of depression and other psychiatric conditions is a 
major suicide prevention strategy in this age group.

Psychoactive medications are widely prescribed to older 
adults to treat behavioural and psychological symptoms 
associated with increased risk of suicidal behaviour [4–6]. 
Among older adults aged 75+ in Sweden, about four out of 
ten are prescribed psycholeptic medications (antipsychot-
ics, hypnotics or anxiolytics) and about one-fifth are on 
antidepressants [7]. Psychoactive medications are com-
monly used for suicide  [8, 9]. Further, emergency depart-
ment visits for self-harm involving prescribed medications 
are significantly more common in older adults  [10]. Yet, 
some research has shown that antidepressants and lithium, 
may be protective of suicidal behaviour [11, 12]. Taken 
together, psychoactive medications play an important role 
for the mental health and risk of suicidal behaviour among 
older people.

Surprisingly, only a few pharmacoepidemiological stud-
ies have investigated how the use of psychoactive medica-
tions may impact the risk of suicide in older adults [11, 
13–16]. None of these were conducted in the 75+ seg-
ment of the general population. Findings from research 
that includes “younger old” adults are not appropriate to 
extrapolate to the “older old” adult population (75+) as 
use patterns, treatment response and side effects of psy-
choactive medications differ with age due to higher levels 
of comorbidities and age-related physiological changes 
[17].

A better understanding of psychoactive medication use 
is advocated to prevent late-life suicide. Such knowledge 
will help to inform healthcare practitioners for a better 
monitoring of their older patients at risk and to contribute 
to improvement of the quality and safety of prescribing for 
a particularly sensitive and vulnerable age group with high 
consumption of psychoactive medications.

The availability of high-quality national registers in 
Sweden with full population coverage offers unique oppor-
tunities to examine with real-world big data how the use 
of psychoactive medications may affect the risk of late-life 
suicide with enough power, and without selection or recall 
bias. Gender-specific data are essential in this connection 
as older adult women consume more psychoactive medica-
tions [18] and show better adherence to suicide-preventive 
programmes [19], while suicide rates are far higher in men 
in this age group [20].

We recently conducted a large national study to inves-
tigate late-life suicidal behaviour among new users of 

antidepressants aged 75 years and older in Sweden [13]. 
We found an increased risk of suicidal behaviour among 
antidepressant users who concomitantly used anxiolyt-
ics, hypnotics or antipsychotics suggesting a need of close 
monitoring. Risk was decreased in those with anti-dementia 
medications while no significant effect was found in those on 
mood stabilisers. New users make up only a small proportion 
of all antidepressant users in this age group, as duration of 
antidepressant treatment tends to be long in older adults. 
We therefore aimed to investigate the risk of suicide associ-
ated with the use of psychoactive medications in the total 
population aged 75+, and with respect to treatment with 
antidepressants.

2  Methods

2.1  Study Design and Study Population

We conducted a population-based register study including 
all Swedish residents aged 75 and over between 1 January 
2006 and 30 June 2014. All were followed from the time 
they fulfilled the eligibility criteria until 31 December 2014, 
or censored at migration or death occurring during the study 
period.

2.2  Data Sources

Data from multiple national registers were linked  through 
the unique personal identity number [21]. Older adults aged 
75 and over were identified from the total population reg-
ister. The Swedish Prescribed Drug Register was employed 
to identify users of antidepressants and other psychoac-
tive medications [22]. The register has full coverage of 
redeemed prescribed medications in outpatient care and 
in long-term care facilities. It contains information on the 
name of the dispensed medications, the Anatomic Thera-
peutic Class (ATC), the amount of medication dispensed, 
the prescribed daily dose, and the date of dispensing. The 
National Patient Register includes diagnoses for specialised 
inpatient and outpatient healthcare based on the Interna-
tional Classification of Diseases, 10th version (ICD-10) 
[23]. This register was used to identify individuals with an 
episode of non-fatal self-harm. It was also used to identify 
depression requiring specialised healthcare, considered as 
serious depression, since the common practice in Sweden 
is that milder forms of depression are treated within pri-
mary care and more serious cases are referred to specialised 
inpatient or outpatient services [24]. Data on the cause of 
death, including suicide, were collected from the Cause of 
Death Register [25]. Residents in long-term care facilities 
were identified from the National Care and Social Service 



Psychotropics and late-life suicide

database. Sociodemographic data were collected from Sta-
tistics Sweden.

2.3  Use of Antidepressants and of Other 
Psychoactive Medications

Antidepressants were defined as substances included in the 
ATC N06A, with the exception of tricyclics (N06AA), as 
these medications are primarily prescribed to older adults 
for chronic pain conditions in Sweden. The other psychoac-
tive medications were classified as: antipsychotics [N05A, 
except lithium (N05AN01), which is used as a mood stabi-
liser], anxiolytics (N05B), hypnotics (N05C), anti-dementia 
drugs (N06D) and mood stabilisers (N03AF01, N03AG01, 
N03AX09, N05AN01). To avoid an immortal bias, the use 
of antidepressants and other psychoactive medications was 
assessed within 90 days prior to the start of observation 
period and prior to the occurrence of suicide or study end. 
This period was chosen on the basis of the Swedish Phar-
maceutical Benefits Scheme, by which patients can purchase 
3 months’ supply. For persons with multidose prescriptions, 
a period of 30 days was considered sufficient as these pre-
scriptions are, in most cases, automatically renewed every 
2 weeks. Concomitant use of an antidepressant and another 
psychoactive medication was assessed on the basis of the 
supply periods covered by both medications.

2.4  Study Outcome

Persons who died by suicide were identified from the Cause 
of Death Register on the basis of the ICD-10 codes: inten-
tional self-harm (X60–X84) and harm of undetermined 
intent (Y10–Y34), as well as sequelae of intentional self-
harm (Y87.0) and events of undetermined intent (Y87.2).

2.5  Covariates

Covariates found to be associated with both use of psychoac-
tive medications and late-life suicide were considered: past-
year episode of non-fatal self-harm and use of specialised 
care for depression, as a proxy for serious depression. We 
also considered sociodemographic characteristics: marital 
status, country of birth, residence in a long-term care facil-
ity, highest attained level of education and occupation cat-
egory at retirement [27].

2.6  Statistical Analysis

The characteristics of those who were users and non-users 
of antidepressants at baseline were compared using chi-
square tests. A nested case–control design was used to 
investigate the psychoactive medications associated with 
suicide in the total cohort and among users and non-users of 

antidepressants separately. Each person who died by suicide 
was matched with 50 living individuals of the same gender 
and age group. The nested case–control data were analysed 
using conditional logistic regression with each case and its 
controls forming a separate stratum. User status with regard 
to antidepressants and other psychoactive medications was 
considered at the time of suicide in the regression analysis. 
User status of all considered psychoactive medications was 
included in the adjusted models including all the covari-
ates. Gender interaction was incorporated into the model. 
Analyses were stratified by gender. Owing to the rarity of 
suicide, estimated odds ratios may be considered incidence 
rate ratios (IRRs) [26]. P values and 95% confidence inter-
vals (CIs) were reported. Data analyses were performed by 
SAS version 9.4 (SAS Institute Inc, NC, USA).

3  Results

Characteristics at baseline are presented in Table 1 for the 
total population aged 75+ (N = 1,413,806). The mean age 
was 80.5 years, and nearly six out of ten were women. One-
fourth (26%) were users of antidepressants. Hypnotics were 
the most commonly prescribed psychoactive medications, 
used by about one-third of all older adults aged 75 and above 
(58.1% in users of antidepressants versus 26.9% in the non-
users). Anxiolytics were used by about one-fourth of the 
cohort; about half of the antidepressant users and one-tenth 
in the non-users. Use of all psychoactive medications was 
more common in antidepressant users. Mood stabilisers were 
the least prescribed, used by about 2% of the total cohort.

Suicide occurred in 1305 persons (907 men and 398 
women). Among them, 555 (42.5%) were on antidepres-
sants at the time of suicide. Hanging was the most com-
mon method of suicide, followed by poisoning. Details of 
rates and methods of suicide in the total cohort and per gen-
der, in users and non-users of antidepressants were previ-
ously reported [27]. At the time of suicide, more than half 
(n = 690) were on a hypnotic, about one-third (n = 446) were 
on an anxiolytic, and 1 out of 12 were on an antipsychotic 
(n = 106). Only 3% (n = 39) were on a mood stabiliser, and 
1.8% (n = 23) were on an anti-dementia medication.

Use of hypnotics was associated with a two-fold 
increased risk of suicide in the total cohort (IRR 2.05, 95% 
CI 1.74–2.41), and in both users and non-users of antide-
pressants (Table 2). In the total cohort, risk of suicide was 
also increased in users of anxiolytics (IRR 1.34, 95% CI 
1.16–1.55) but stratification by antidepressant use revealed 
increased risk in antidepressant users only (IRR 1.51, 95% 
CI 1.25–1.83). Use of anti-dementia medications was, how-
ever, associated a lower risk of suicide regardless of antide-
pressant use status. Use of mood stabilisers and antipsychot-
ics did not have an effect on the risk of suicide.
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Similar results were obtained for the associations between 
the use of psychoactive medications and suicide in the 
gender-stratified analyses (Table 2). However, for antipsy-
chotics, a decreased risk of suicide was found in men not 
treated with antidepressants. The association between use 
of hypnotics and suicide was no longer significant in women 
without antidepressant treatment, but this finding should be 
interpreted with caution due to the relatively small number 
of suicide cases in the stratified analyses.

4  Discussion

In this national study of the total Swedish population aged 
75 years and older, we found increased risk of suicide in 
those who used a hypnotic, as well as in persons on anti-
depressants who concomitantly used an anxiolytic. Use 
of anti-dementia medication was associated with a lower 
risk of suicide in persons both with and without antidepres-
sants. Use of neither mood stabilisers nor antipsychotics was 
related to suicide risk.

Results of increased risk of suicide in users of hypnot-
ics expand on the findings of our previous study conducted 
in new users of antidepressants aged 75+ [28], by demon-
strating increased risk associated with hypnotics regardless 

of antidepressant use. One possible explanation for the 
observed risk increase may be that these drugs impair judge-
ment, and may create behavioural confusion [29]. In our 
previous population-based research in which older adults 
took part in face-to-face psychiatric examinations, we have 
shown that sleep problems may be independent predictors of 
suicidality [30]. Toxicological studies conducted in mixed 
age groups found that modern hypnotics “Z-Drugs” were 
frequently taken before suicide deaths, often in combina-
tion with other sedatives or alcohol [31, 32]. However, there 
may be other mechanisms to explain this association, and 
this needs to be further explored. Steps for decreasing the 
risks of suicide when prescribing hypnotics have also been 
suggested [33].

Concomitant use of anxiolytics and antidepressants may 
indicate a more complex psychopathology, which could help 
to explain the finding of elevated suicide risk in older adults 
using both these drug types [34, 35]. Previous research has 
found that the occurrence of concomitant depression and 
anxiety is associated with more severe symptoms, poorer 
outcomes and a higher incidence of suicide [36–38]. Another 
consideration is that older adults from recent cohorts are less 
likely to abstain from alcohol compared with earlier-born 
cohorts [39], and possible interactions between these psy-
choactive medications and alcohol are to be considered [40]. 

Table 1  Characteristics of old adults aged 75+a users and non-users of  antidepressantsb and other psychoactive medications (N = 1,413,806)

a Residents in Sweden between 2006 and 2014
b Persons taking tricyclic antidepressants and no other type of antidepressant (n = 35,504) were excluded from the subgroup analysis
c The χ2 test for variables with multiple categories to test for differences across categories
d The χ2 test for dichotomous variable to establish if there are differences between users and non-users of antidepressants

Characteristics All 75+ 
(N = 1,413,806)
n (%)

Non-users of anti-
depressants 
(N = 1,004,641)
n (%)

Users of anti-depressants 
(N = 373 661)
n (%)

p-value

Age category
75–79 765,950 (54.2) 605,939 (60.3) 139,170 (37.2) < 0.0001c

80–84 287,801 (20.4) 182,111 (18.1) 98,143 (2.36)
85–89 220,091 (15.6) 130,342 (13.0) 84,983 (22.7)
≥ 90 139,964 (9.9) 86,249 (8.6) 51,365 (13.7)
Women 817,154 (57.8) 542,276 (54.0) 250,565 (67.1) < 0.0001d

Men 596,652 (42.2) 462,365 (46.0) 123,096 (32.9) < 0.0001d

Use of other psychoactive medications
Hypnotics 487,993 (34.5) 270,732 (26.9) 217,261 (58.1) < 0.0001d

Anxiolytics 338,795 (24.0) 157,233 (11.1) 181,562 (48.5) < 0.0001d

Antipsychotics 86,573 (6.1) 40,610 (2.9) 45,963 (12.3) < 0.0001d

Anti-dementia 70,798 (5.0) 31,127 (2.2) 39,671 (10.6) < 0.0001d

Mood stabilisers 31,789 (2.2) 17,944 (1.3) 13,845 (3.7) < 0.0001d

Previous episode of self-harm 1952 (0.1) 400 (0.04) 1524 (0.4) < 0.0001d

Specialised care for depression 26,395 (1.9) 7406 (0.7) 18,075 (4.8) < 0.0001d

Residence in a long-term care facility 120,949 (8.6) 39,310 (3.9) 79,797 (21.4) < 0.0001d
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Table 2  Incidence risk ratio of suicide in users of psychoactive medications in persons aged 75+, and in antidepressants users and non-users 
separately

a Adjusted for age, use of specialised care for depression, residence in a long-term care facility : marital status, country of birth, highest attained 
level of education, occupation category at retirement and episode of non-fatal self-harm within 1 year preceding suicide or end of study
CI, confidence interval; IRR, incidence risk ratio; N, number

Character-
istics

All persons aged 75+ Non-users of antidepressants Users of antidepressants

N case/con-
trol

Crude IRR 
(95% CI)

Adjusted 
 IRRa (95% 
CI)

N case/con-
trol

Crude IRR 
(95% CI)

Adjusted 
 IRRa (95% 
CI)

N case/con-
trol

Crude IRR 
(95% CI)

Adjusted 
 IRRa (95% 
CI)

Total cohort
Antipsy-

chotic
106/9635 1.54*** 

(1.26–
1.89)

0.98 (0.76–
1.27)

32/2675 1.06 (0.74–
1.52)

0.73 (0.46–
1.14)

63/9225 1.24 (0.95–
1.62)

1.07 (0.77–
1.48)

Anxiolytics 446/40,867 1.82*** 
(1.62–
2.04)

1.34*** 
(1.16–
1.55)

156/11,807 1.26* (1.05–
1.51)

1.07 (0.83–
1.37)

257/33,559 1.75*** 
(1.48–
2.07)

1.51*** 
(1.25–
1.83)

Hypnotics 690/59,274 2.32*** 
(2.07–
2.59)

2.05*** 
(1.74–
2.41)

296/18,178 1.83*** 
(1.57–
2.14)

1.87*** 
(1.34–2.6)

353/43,138 2.31*** 
(1.94–
2.75)

2.12*** 
(1.74–
2.58)

Anti-
dementia

23/9303 0.32*** 
(0.21–
0.49)

0.33*** 
(0.21– 
0.52)

13/2631 0.42** 
(0.24–
0.73)

0.43** 
(0.23–0.8)

9/8916 0.16*** 
(0.08–
0.31)

0.25*** 
(0.13–
0.49)

Mood stabi-
lisers

39/3593 1.43* (1.04–
1.98)

0.88 (0.60–
1.29)

14/1068 1.14 (0.67–
1.95)

1.11 (0.61–
1.99)

22/2626 1.47 (0.95–
2.26)

0.74 (0.431–
1.26)

Men
Antipsy-

chotic
56/4728 1.21 (0.92–

1.60)
0.78 (0.56–

1.08)
15/1713 0.67 (0.40–

1.12)
0.42** 

(0.26–
0.81)

37/4341 1.10 (0.78–
1.56)

1.12 (0.76–
1.66)

Anxiolytics 270/18,410 1.69*** 
(1.46–
1.95)

1.33** 
(1.12–
1.59)

104/7130 1.17 (0.94–
1.46)

1.05 (0.78–
1.42)

155/14,131 1.73*** 
(1.40–
2.14)

1.55*** 
(1.22–
1.97)

Hypnotics 439/27,620 2.16*** 
(1.90–
2.47)

1.99*** 
(1.63–
2.42)

207/11,132 1.76*** 
(1.47–
2.10)

1.86** 
(1.25–
2.76)

218/18,981 2.2*** 
(1.77–
2.73)

2.03*** 
(1.59–
2.58)

Anti-
dementia

18/4709 0.37*** 
(0.23–
0.59)

0.37*** 
(0.22–
0.61)

11/1731 0.49* (0.27–
0.90)

0.51 (0.26–
1.02)

6/4229 0.17*** 
(0.08–
0.38)

0.25*** 
(0.11–
0.57)

Mood stabi-
lisers

26/1963 1.32 (0.89–
1.96)

0.95 (0.6 ; 
1.487)

11/781 1.08 (0.59–
1.97)

1.18 
(0.60–2.3)

13/1361 1.25 (0.71–
2.19)

0.74 (0.39–
1.43)

Women
Antipsy-

chotic
50/4907 2.24*** 

(1.65–
3.03)

1.54* (1.02–
2.33)

17/962 2.26** 
(1.35–
3.78)

1.73 (0.86–
3.46)

26/4884 1.50 (0.98–
2.27)

0.96 (0.53–
1.74)

Anxiolytics 176/22,457 2.09*** 
(1.71–
2.56)

1.31* (1.02– 
1.69)

52/4677 1.49* (1.07–
2.08)

1.04 (0.65–
1.65)

102/19,428 1.78*** 
(1.34–
2.35)

1.46* (1.05–
2.03)

Hypnotics 251/31,654 2.72*** 
(2.21–
3.34)

2.20*** 
(1.64–
2.96)

89/7046 2.09*** 
(1.53–
2.86)

1.78 (0.93–
3.42)

135/24,157 2.53*** 
(1.88–
3.40)

2.30*** 
(1.63–
3.26)

Anti-
dementia

5/4594 0.22*** 
(0.09–
0.52)

0.25** 
(0.10–
0.62)

2/900 0.29* (0.06–
0.97)

0.24 (0.06–
1.03)

3/4687 0.15** 
(0.05–
0.47)

0.26* (0.08–
0.83)

Mood stabi-
lisers

13/1630 1.73 (0.98–
3.02)

0.90 (0.43–
1.86)

3/287 1.45 (0.46–
4.62)

0.88 (0.24–
3.25)

9/1265 1.95 (0.99–
3.86)

0.77 (0.30–
1.98)
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Alcohol use may intensify impulsive tendencies, thereby 
increasing risk of suicidal behaviour.

The lower risk of suicide among users of anti-dementia 
drugs is likely to be explained, at least in part, by confound-
ing by indication. There is some evidence that clinical 
dementia is associated with lower risk of suicidal behaviour 
[3, 41, 42]. Further, a recent meta-analysis of clinical tri-
als including persons with Alzheimer’s disease suggested 
a beneficial effect of continuing anti-dementia medications 
on neuropsychiatric symptoms, including agitation, depres-
sion, delusions, hallucinations and sleep impairment [43]. 
These symptoms were previously found to be associated 
with increased risk of suicide. However, the evidence was 
moderate and future research should also consider the type 
and stage of dementia to better understand any effect of 
anti-dementia medications on occurrence of suicide. The 
degree of cognitive decline is important to consider here 
as research suggests that early-stage dementia is associated 
with elevated suicide risk [44, 45].

Antipsychotics did not have a significant effect on sui-
cide in our cohort. Antipsychotics are used in late life for a 
wide variety of indications including psychotic disorders, 
bipolar depression and treatment-resistant depression. These 
medications are also used off-label for a large spectrum of 
behavioural symptoms in dementia [5, 46]. We were not able 
to adjust for indication and confounding by indication must 
be considered. Mood stabilisers were rarely used and did 
not have an effect on suicide risk in our cohort. We could 
not investigate lithium use due to the small number of per-
sons using this medication, but we note that the authors of a 
recent meta-analysis that included randomised trials includ-
ing adults of mixed ages found inconclusive results for an 
anti-suicidal effect of lithium [47].

4.1  Methodological considerations

The study is based on national register-based data, minimis-
ing the risk of selection or recall bias. While we adjusted our 
regression models for several known confounders, our study 
design did not allow investigating other factors, such as sub-
stance misuse and family history of psychiatric disorders, 
nor did we have details about the indication of use of a spe-
cific psychoactive medication. Therefore, indication biases 
are to be considered [48]. Moreover, while previous research 
showed that a high proportion of older adults aged 65+ who 
died by suicide had untreated mental disorders [49], our 
research approach did not allow for the identification of such 
cases, nor could we identify depressed patients with primary 
care contact only as they are not included in the National 
Patient Register. Even milder forms of depression may be 
associated with suicidal behaviour in older adults [50], and it 
is unclear whether odds ratios in our adjusted models might 
have been attenuated. Our data covered the period from the 

start of the Swedish Prescribed Drug Register to the end of 
2014, and some prescribing practices may have changed. 
However, statistics indicate a stable proportion of 75+ users 
of psychoactive medications in recent years [7]. We did not 
use any analytical method to address the variation in expo-
sure to psychoactive medications over time. Our approach 
to consider in the regression models the latest exposure 
status to each of the considered psychoactive medications 
to assess their association with risk of suicide allowed to 
consider those who either started or stopped medications 
after the start of the study. We did not consider specific use 
patterns such as switching or discontinuation of medications 
as that was beyond the scope of the study. The use of medi-
cations was based on dispensed data, and it was not possible 
to assess the effect of non-adherence to medications as the 
majority of persons aged 75+ in Sweden have this multidose 
prescribing, which automatically creates high refill adher-
ence. Therefore, some individuals classified as users may not 
have taken their medications as prescribed.

While poisoning was a common method of suicide (25% 
of all suicides) [27], our data lacked detail on the spe-
cific agent. The lack of data on psychiatric and somatic 
comorbidities other than serious depression is a signifi-
cant limitation. Previous research focusing on older adults 
aged 65+ showed increased risk of suicide in persons diag-
nosed with cancer, neurological disorders, pain, chronic 
obstructive pulmonary disease, liver disease, male genital 
disorders, arthritis/arthrosis [50] and stroke [51]. More 
research is needed on possible sociodemographic and 
clinical mediators influencing the association of use of 
psychoactive medications and suicide in the oldest seg-
ment of the population. Our study design did not enable 
identification of deaths due to indirect suicidal behaviour 
as such deaths are not classified as suicide in the National 
Cause of Death Register.

5  Conclusion

Our results underline the importance of careful evaluation 
of the benefit risk balance of anxiolytics and hypnotics as 
well as their availability as possible suicide means in older 
adults. Our findings may help to inform the prescribers about 
psychoactive medications associated with an increased risk 
of suicide and which may require a closer monitoring. Future 
research should consider the indication of use and the clini-
cal characteristics of patients.
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