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Abstract: Because of its impact on social well-being, mental health, and financial security, the COVID19 health crisis may increase the risk of suicide. This study’s objective was to determine what
impact the period of confinement might have had on the incidence of deaths by suicide (DBS) in the
Extremadura region (Spain). Cases registered in the Institutes of Legal Medicine and Forensic Science
(IMLyCFs) from January 2015 to December 2020 were collected. Intra- and interannual comparisons
were made of the suicide rates in the periods of confinement (March–June) and postconfinement
(July–October) of 2020 with those of the preceding 5 years. After seasonally adjusting the data by
means of a time series analysis, rate ratios (RRs) were calculated together with their 95% confidence
intervals (CI). There were no significant differences between the suicide rates of 2020 and the mean
of the preceding 5 years (RR = 0.94; CI: 0.56–1.55), and neither did any differences seen in the intraannual analysis from the period of confinement to postconfinement reach statistical significance
(RR = 0.74; CI: 0.45–1.20). It is necessary to strengthen vigilance during and after the crisis and ensure
that assistance mechanisms are in place to prevent an increase in suicides.
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1. Introduction
People’s health and quality of life are strongly influenced by social, political, economic, environmental, and cultural contexts [1]. In this sense, the current health crisis
deriving from COVID-19 is a life event that seems to be impacting people’s mental health
negatively [2–8], and there are fears that it could increase the risk of DBS, as has been the
case in other crises [4–8], due to its destructive direct or indirect repercussions on social
well-being, mental health, housing, work, and financial security. Some studies, however,
have shown that suicide rates may decrease during or immediately after a crisis, with the
risk varying from one group of people to another due to, among other aspects, cultural,
religious, genetic, and socioeconomic factors [5]. Indeed, in general terms, there seems to
be no clear trend in DBS after, for example, a natural disaster [9].
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1.1. Previous Crises
As an example of the consequences deriving from a global crisis, the mortality data
of 27 European countries in the period of the economic recession of 2008 [10] showed an
increase in DBS in men in the first postcrisis year (2009) compared with the eight precrisis
years of 2000–2007 (RR = 1.042; CI: 1.035–1.081), while in women, it remained stable
(RR = 1.003; CI: 0.995–1.010).
In Spain during the same crisis, pre-to-post comparison (2006–2007 vs. 2011–2012)
showed an increase in the prevalence of mental health problems among men (RR = 1.15;
CI: 1.04–1.26), while in women, there was a slight decrease (RR = 0.92, CI: 0.87–0.98) [4]. In
the same context, the rate of suicide attempts increased for both sexes during the 5 years
after the onset of the crisis (2008–2012) compared with the precrisis period (2003–2007) [11],
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and the rate of completed suicides underwent an overall 8% increase during the period
2005–2010, being greater in men (RR = 1.10; CI: 1.026–1.179) than in women (RR = 1.013;
CI: 0.894–1.149) [12].
1.2. Background to the COVID-19 Health Crisis
With respect to the health consequences expected during a health crisis, the immediate
antecedent was the 2003 Severe Acute Respiratory Syndrome (SARS) epidemic in which
some biopsychosocial risk factors for suicide, such as loneliness, social disconnection,
limited access to medical care, and stress induced by the fear of suffering from those
factors, were associated with an exceptionally high rate of DBS in persons older than 65,
passing from 28.44 per 100,000 inhabitants in 2002 to values in the range from 37.46 to 40.35
depending on the different studies [13–15]. Specifically, social disconnection and loneliness,
especially in the elderly, could generate or enhance depressive symptoms [16] and suicidal
behaviors [17–22].
1.3. COVID-19 Crisis
In Spain, when the World Health Organization declared the emergency situation
caused by the epidemic outbreak of COVID-19 [23] to be an international pandemic, the
country’s government adopted the first urgent measures to confront the disease’s spread
and its economic impact [24]. Some days later, on 14 March 2020, it declared a state
of alarm to manage the health crisis situation over the whole of the national territory.
Confinement was the first measure adopted. This included the “limitation of persons’
freedom of movement,” which meant that the entire Spanish population remained confined
to their homes during the time the state of alarm was in force [25]. These extraordinary
measures underwent six continuous extensions until 00:00 h 21 June [26].
These restrictions on everyday life generated a series of stressors capable of directly
affecting people’s health [2,3,27–29]. The duration of the confinement, the lack of information, the fear of getting ill or infecting others, the frustration caused by being unable to carry
out daily activities such as leaving the house, the loss of freedom, the separation from one’s
environment, and uncertainty were some of the psychosocial stressors associated with
the health crisis situation that were potential generators of negative psychological effects
during the pandemic [30], effects that could be risk factors for suicidal behavior [4–8,31].
Early studies during the first months of the pandemic found no significant increase in
DBS. Indeed, while some indicated absence of significant differences in any direction [32–34],
others found a decrease in suicides during confinement in the first months of the
pandemic [35–40].
In Massachusetts (USA), no significant differences were observed in the DBS incidence
rate registered from March to May 2020 compared with 2019 (RR = 0.94; CI: 0.76–1.15) [32],
neither were any significant differences found for Queensland (Australia) when comparing
DBS rates for the period from February to August 2020 with the same period from 2015 to
2019 (RR = 0.94; CI: 0.82–1.06) [33].
However, in Austria, a significant decrease in DBS was observed in the first 6 months
of the response to the pandemic (from April to September of 2020) when compared with
the mean of the years 2006 to 2019 (chi-squared = 4.553, df = 1, p = 0.033), although the
comparison by trimesters only showed significance for that from July to September (chisquared = 4.21, df = 1 p = 0.040) [39]. In Leipzig (Germany), there was an intra-annual
reduction in DBS registered between the confinement and nonconfinement months of
2020, although no significant differences were found when the comparison was with the
years 2015–2019 (RR = 1.084; CI: 0.665–1.766) [34]. In the same line, research in Japan [35]
found a 14% decline during the months of February to June (RR = 0.86; CI: 0.82–0.90) and
a 16% increase during the months of July to October (RR = 1.16; CI: 1.11–1.21) relative
to the preceding 5 years, although another study in Japan, which compared the period
from March to June 2020 with the same period of the preceding 10 years [36], did not find
any significant differences, but it did find an overall decrease in cases. Norway [37] and
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Korea [38] have published DBS statistics for the first months of the pandemic. They both
indicate a reduction in DBS compared with previous years, although neither publication
included any statistical analysis as to whether the differences were significant.
1.4. Justification for the Study
This work was carried out in the Extremadura region (Spain), which has a censused
population of 1,063,565 inhabitants and whose annual rate of DBS has remained fairly
stable over the preceding 5 years. Specifically, 2020 showed a slight increase of 3.70%
compared with 2019 in particular and of 4.60% compared with the mean of the preceding
5 years (2015–2019). In Spain, apart from overall figures, there are no official data available
and no studies that the authors are aware of analyzing the variation in DBS rates in the
months of confinement and postconfinement during the COVID-19 crisis. The objective
of this study was therefore to determine to what extent and in which sense the period of
confinement that was decreed during the state of alarm may have affected the incidence of
DBS in the Extremadura region.
2. Materials and Methods
2.1. Data Acquisition
The data were extracted from the DBS files of the provincial IMLyCFs of Cáceres and
Badajoz (the two provinces conforming to the Extremadura region), with the approval of
the Teaching Commission of these centers and the authorization of Spain’s Ministry of
Justice, both subject to Organic Law 3/2018 of December 5 on the Protection of Personal
Data and the Guarantee of Digital Rights.
The records for 2015–2020 were reviewed, and the DBS that occurred from January
to December of each year were collected. To calculate the incidence rates, the population
counts used were those published on January 1 of each year [41], except for 2020, which
had not yet been published at the date of the study. This last population was estimated
by applying to 2019 the flux of vegetative growth and migratory balance during that
year [42,43]. The mean suicide rate for 2015–2019 was calculated from the mean population
for those years. In all populations, the under-15 age group was excluded because it was
not considered a population at risk of suicide given its minimal or null recorded incidence.
2.2. Study Design
This was an observational and retrospective study in which the SARS-CoV-2 exposed
and unexposed groups are defined differently in accordance with whether the analysis is
inter- or intra-annual, as will be detailed below.
Prior to the rate analysis, using the statistical software package SPSS.21 (IBM Corp.
Armonk, NY, USA), the raw data series were deseasonalized by means of a time series
analysis with no prediction. After this seasonal decomposition, the cases that occurred from
March to October of each year were selected for analysis. The deseasonalized rates were
calculated by dividing the number of cases left after removing the seasonal component by
each year’s total population.
The same statistical software was used to perform all the comparisons. Contingency
tables were calculated, yielding the values of RR with the corresponding 95% confidence
interval. This method was decided on because it provides a straightforward estimate of the
percentage variation between two incidence rates. A further reason was that it allows the
results to be compared with those of reference studies, which used the same method to
determine the index of variation. In the present study, the resulting value is equivalent to
how much more likely DBS is in the group of people exposed to confinement (year 2020)
relative to the unexposed group (years 2015–2019). The calculations were made starting
from a contingency table, applying the following equation:
RR =

exposed cases
exposed population
unexposed cases
unexposed population

=

exposed incident rate
unexposed incident rate

(1)
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With this method, a value of RR > 1 would indicate that DBS had increased, and this
increase would be significant if the lower limit of the CI was above 1. A value of RR < 1
would indicate that DBS had decreased, and this would be significant if the upper limit of
CI was below 1.
Procedure
After the seasonal decomposition, the first analysis was to compare the 2020 DBS with
the mean of the preceding 5 years in each of the months studied to check for variations
between the two periods. An interannual comparison was then made to analyze the
variation in the DBS incidence observed in the total period of confinement (March–June
2020) vs. the incidence in the same period of each of the preceding 5 years (2015–2019)
and the mean of those years, considering for the exposed and unexposed groups the total
population of Extremadura for the year 2020 and for 2015–2019, respectively (Table 1).
Table 1. The interannual analysis (confinement).
Exposed (Mar–Jun 2020)
Suicides (Cases)
Total Population

Unexposed (Mar–Jun 2015–2019)
Suicides (Cases)
Total Population

The same procedure was followed to analyze the first four months of postconfinement
(July–October) (Table 2).
Table 2. The interannual analysis (postconfinement).
Exposed (Jul–Oct 2020)
Suicides (Cases)
Total Population

Unexposed (Jul–Oct 2015–2019)
Suicides (Cases)
Total Population

Finally, to check whether there was an intra-annual increase in DBS postconfinement,
a comparison was made for each year between the DBS observed from March to June
(exposed cases) versus the DBS observed from July to October (unexposed cases) (Table 3).
Table 3. The intra-annual analysis (confinement vs. postconfinement).
Exposed (Mar–Jun 2015–2020)
Suicides (Cases)
Total Population

Unexposed (Jul–Oct 2015–2020)
Suicides (Cases)
Total Population

3. Results
3.1. Analysis of DBS in the Total Period
Table 4 lists the DBS cases and raw risk ratios registered in the months and years of
the study. The last column gives the results for the contrast between each month of the
year 2020 (exposed) and the corresponding mean of the preceding 5 years (unexposed).
Figure 1 shows the trends of the RR of the original and of the seasonally adjusted series.
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Table 4. Suicide cases
in Extremadura2018
in the period March–October
2015–2020
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2015
2016and risk ratios
2017
2019
2015–2019
2020
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RR (CI = 95%
Population
Month
939,582
936,220
930,789
925,626
923,065
931,056
919,761
Year
Cases
and
Risk
Ratios
of
the
Original
Series
2015
2016
2017
2018
2019
2015–2019
2020
RR (CI = 95%)
Month
Population
Mar
4 (0.43)
13 (1.39)
6 (0.64)
11 (1.19)
6 (0.65)
8 (0.86)
7 (0.76)
0.89 (0.32–2.44
936,220 6 (0.64)
930,789
925,626
919,761
Apr
8 (0.85) 939,582
11 (1.17)
7 (0.76) 923,065
12 (1.30)931,056 8.8 (0.95)
10 (1.09)
1.12 (0.46–2.77
Cases and Risk Ratios of the Original Series
May
10 (1.06)
11 (1.17)
9 (0.97)
7 (0.76)
10 (1.08)
9.4 (1.01)
9 (0.98)
1.01 (0.40–2.55
13 (1.39) 11 (1.18)
6 (0.64)
115(1.19)
7 (0.76)
0.89 (0.32–2.44)
Jun
7Mar
(0.75) 4 (0.43)7 (0.75)
(0.54) 6 (0.65)
5 (0.54)8 (0.86) 7 (0.75)
5 (0.54)
0.72 (0.23–2.28
Apr
8 (0.85)
11 (1.17)
6 (0.64)
7 (0.76)
12 (1.30)
8.8 (0.95)
10 (1.09)
1.12 (0.46–2.77)
Jul
8May
(0.85) 10 (1.06)
9 (0.96)
(0.97) 10 (1.08)
16 (1.73)
11 (1.2)
1.11 (0.47–6.62
11 (1.17) 7 (0.75)
9 (0.97)
7 9(0.76)
9.4 (1.01)9.8 (1.05)
9 (0.98)
1.01 (0.40–2.55)
Aug
3Jun
(0.32) 7 (0.75)9 (0.96)
11
(1.18)
5
(0.54)
9
(0.98)
7.4
(0.79)
13
(1.41)
1.88
(0.75–4.71
7 (0.75)
11 (1.18)
5 (0.54)
5 (0.54)
7 (0.75)
5 (0.54)
0.72 (0.23–2.28)
Jul
8
(0.85)
9
(0.96)
7
(0.75)
9
(0.97)
16
(1.73)
9.8
(1.05)
11
(1.2)
1.11
(0.47–6.62)
Sep
5 (0.53)
10 (1.07)
9 (0.97)
6 (0.65)
7 (0.76)
7.4 (0.79)
8 (0.87)
1.16 (0.42–3.19
Aug
3 (0.32)
9 (0.96)
11 (1.18)
5 (0.54)
9 (0.98)
7.4 (0.79)
13 (1.41)
1.88 (0.75–4.71)
Oct
2Sep
(0.21) 5 (0.53)3 (0.32)
(0.86) 7 (0.76)
4 (0.43)7.4 (0.79)5.4 (0.58)
7 (0.76)
1.42 (0.45–4.47
10 (1.07) 10 (1.07)
9 (0.97)
68(0.65)
8 (0.87)
1.16 (0.42–3.19)
Cases
and
Risk
Ratios
of
the
Seasonally
Adjusted
Series
Oct
2 (0.21)
3 (0.32)
10 (1.07)
8 (0.86)
4 (0.43)
5.4 (0.58)
7 (0.76)
1.42 (0.45–4.47)
Mar
3 (0.32)
12 (1.28)Cases and
5 (0.54)
5 (0.54)Series 7 (0.75)
6 (0.65)
0.87 (0.29–2.58
Risk Ratios of10
the(1.08)
Seasonally Adjusted
Apr
6Mar
(0.68) 3 (0.32)9 (1.01)
(0.59) 5 (0.54)
10 (1.13)7 (0.75) 7 (0.75)
8 (0.92)
1.16 (0.42–3.19
12 (1.28) 4 (0.48)
5 (0.54)
105(1.08)
6 (0.65)
0.87 (0.29–2.58)
9 (1.01) 7 (0.80)
4 (0.48)
55(0.59)
8 (0.92)
1.16 (0.42–3.19)
May
8Apr
(0.90) 6 (0.68)9 (1.01)
(0.59) 10 (1.13)
8 (0.92)7 (0.75) 8 (0.86)
7 (0.81)
0.89 (0.32–2.44
9 (1.01)
7 (0.80)
5 (0.59)
7 (0.81)
0.89 (0.32–2.44)
Jun
8May
(0.86) 8 (0.90)8 (0.86)
12 (1.29)
6 (0.65) 8 (0.92)
6 (0.65)8 (0.86) 8 (0.86)
6 (0.66)
0.76 (0.26–2.19
Jun
8 (0.86)
8 (0.86)
12 (1.29)
6 (0.65)
6 (0.65)
8 (0.86)
6 (0.66)
0.76 (0.26–2.19)
Jul
5Jul
(0.59) 5 (0.59)6 (0.70)
(0.71) 13 (1.47)
13 (1.47)7 (0.75) 7 (0.75)
8 (0.93)
1.16 (0.42–3.19
6 (0.70) 4 (0.49)
4 (0.49)
6 6(0.71)
8 (0.93)
1.16 (0.42–3.19)
9 (0.95) 11 11
(1.17)
5 5(0.53)
13 (1.40)
1.88 (0.75–7.71)
Aug
3Aug
(0.31) 3 (0.31)9 (0.95)
(1.17)
(0.53) 9 (0.96)
9 (0.96)7 (0.75) 7 (0.75)
13 (1.40)
1.88 (0.75–7.71
Sep
5 (0.53)
10 (1.06)
9 (0.96)
6 (0.64)
7 (0.75)
7 (0.75)
8 (0.86)
1.16 (0.42–3.19)
Sep
5 (0.53)
10 (1.06)
9 (0.96)
6 (0.64)
7 (0.75)
7 (0.75)
8 (0.86)
1.16 (0.42–3.19
Oct
4 (0.42)
5 (0.53)
12 (1.29)
10 (1.08)
6 (0.65)
7 (0.75)
9 (0.98)
1.30 (0.48–3.49)
Oct
4 (0.42)
5 (0.53)
12 (1.29)
10 (1.08)
6 (0.65)
7 (0.75)
9 (0.98)
1.30 (0.48–3.49
Note: RR is the risk ratio comparing the DBS of the year 2020 with the corresponding mean DBS of the preceding 5 years.
Note: RR is the risk ratio comparing the DBS of the year 2020 with the corresponding mean DBS of the preceding 5 years.
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3.2. Analysis of DBS in the Confinement Period
This second analysis did not provide any significant results suggestive of a greater
likelihood of committing a suicidal act in the population exposed to confinement than in
the unexposed population.
The comparison of the total DBS that occurred during the 2020 confinement period
with each of the preceding 5 years revealed no significant differences, finding that the
recorded rates and the calculated RRs were fairly stable over the course of the series
(Table 5). The comparison of 2020 with the mean of 2015–2019 did not show any statistically
significant difference (RR = 0.94; CI: 0.56–1.58).
Table 5. Total DBS (seasonally adjusted) in the confinement period months (March–June).
Year

2015

2016

2017

2018

2019

2015–2019

2020

Seasonally adjusted cases
Seasonally adjusted rates
RR
CI (95%)

26
2.76
1.1
(0.65–1.88)

39
4.16
0.73
(0.45–1.19)

29
3.11
0.98
(0.58–1.64)

27
2.91
1.04
(0.62–1.77)

30
3.25
0.94
(0.56–1.57)

30
3.24
0.94
(0.56–1.58)

28
3.04
1

Note: RR is the risk ratio comparing the DBS of the four months of the year 2020 with those of each of the preceding 5 years and with the
mean of those years.

3.3. Analysis of DBS in the Postconfinement Period
The results of this third analysis (Table 6) showed the highest DBS rate to correspond
to the year 2020, although the variation with respect to the mean of the preceding 5 years
was not significant. Nonetheless, in the comparisons with each of those 5 years separately,
a significant difference was found with the year 2015 (RR = 2.28; CI: 1.29–4.05). As can be
seen in the table, the 2015 rate was the lowest of the series, with 17 cases as against the 38
of 2020.
Table 6. Total DBS (seasonally adjusted) in the postconfinement period months (July–October).
Year

2015

2016

2017

2018

2019

2015–2019

2020

Seasonally adjusted cases
Seasonally adjusted rates
RR
CI (95%)

17
1.85
2.28
(1.29–4.05) *

30
3.25
1.29
(0.8–2.08)

36
3.91
1.07
(0.68–1.69)

27
2.96
1.42
(0.86–2.32)

35
3.83
1.09
(0.69–1.72)

29
3.16
1.33
(0.82–2.15)

38
4.17
1

Note: RR is the risk ratio comparing the DBS of the four months of the year 2020 with those of each of the preceding 5 years and with the
mean of those years. (*) significant difference.

3.4. Intra-Annual Analysis of DBS Comparing the Confinement and Postconfinement Periods
Finally, Table 7 lists the results of the intra-annual analysis of the total DBS during
the periods of March–June and July–October. This last analysis does not allow one to state
that there is any significant change in DBS rates from the period of confinement to that
of postconfinement in the year 2020. The variation observed in this year of the pandemic
is quite similar to the variations found in comparing the periods of March–June vs. July–
October in 2017 and 2019 when there was no confinement, so the variation registered in
2020 could well be due to chance.
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Table 7. Intra-annual comparison of the confinement period months (March–June) with the postconfinement period months
(July–October) for each year (seasonally adjusted data).
Year

2015

2016

2017

2018

2019

2015–2019

2020

Rates March–June
Rates July–October
RR
CI (95%)

2.76
1.85
1.53
(0.83–2.82)

4.16
3.25
1.3
(0.81–2.09)

3.11
3.91
0.81
(0.49–1.31)

2.91
2.96
1
(0.59–1.70)

3.25
3.83
0.86
(0.53–1.40)

3.24
3.16
1.03
(0.62–1.72)

3.04
4.17
0.74
(0.45–1.20)

Note: RR is the risk ratio comparing in each year the DBS of the confinement months with that of the postconfinement months.

4. Discussion
This study aimed at exploring the possible impact of the confinement measures
imposed during COVID-19 on the incidence of deaths by suicide in the Extremadura
region. Given the antecedents of observations in previous crises on their consequences for
people’s mental health and the increase in suicides [4–8,10–12], a similar impact could be
expected during the course of the COVID-19 pandemic. Some studies have already shown
the negative consequences of this crisis on mental health [2,3,27–29], but there as yet seems
to be no evidence for any increase in DBS during the confinement period—rather there
seems to be stability [32–34] or a decline [35–40]—and there are still insufficient data to
indicate otherwise. Nonetheless, the possible immediate impact in the months following
confinement and the general medium and long term impacts remain to be explored in
greater depth. At the moment, some data already indicate that the feared increase in DBS
could well occur [35].
Based on this work, it cannot be affirmed that there has been a significant change in
the trend of DBS in the region of Extremadura during either the confinement period of
2020 or in the months following confinement. There could be some unidentified factor,
apart from the exceptional situation of confinement, underlying the variations observed
in the incidence rates because it was impossible to carry out an exhaustive analysis of
the potential differentiating variables present in the year 2020 relative to the other years
that might have provided some tentative explanation. Specifically, for many cases of DBS
in the 2015–2018 period, there was no information available on sociodemographic (age,
marital status, etc.), socioeconomic (employment situation), and personal (physical or
mental health status, divorce rates, etc.) variables. Hence, the significant difference in DBS
for the months of July–October between the years 2020 and 2015 can neither be attributed
to chance nor be explained on the basis of the available data.
The incidence for the entire March to June period stayed fairly stable relative to the
years preceding the crisis (RR = 0.94; CI: 0.56–1.58). Such a finding is coherent with those
of other studies on the incidence of DBS during the first months of the pandemic [32–34],
especially with the Massachusetts (RR = 0.94; CI: 0.76–1.15) [32] and the Queensland
(RR = 0.94, CI: 0.82–1.06) [33] studies.
With regard to the rates of DBS observed in the months of July to October, these
differences are not coherent with the results reported for Japan (RR = 1.16; CI: 1.11–1.21) [35],
in which there was a significant 16% increase. In our analysis for the Extremadura region,
the risk ratios for the years 2017 and 2019 were similar to that of 2020 for these same
months, so that one cannot rule out that the variation observed was due to chance.
There are various possible mediating factors underlying these results. The government
of Spain approved exceptional economic measures to mitigate the impact of COVID-19.
These included actions aimed at strengthening the health sector, protecting families’ welfare,
helping employees and self-employed whose incomes had fallen, and supporting firms in
terms of liquidity and flexibility so as to minimize unemployment. At the psychoemotional
level, the social cohesion at individual, family, and community scales generated by the confinement situation could have acted as a protective factor for mental health [16], especially
against suicidal behavior [19,21], by contributing a feeling of security and connection. In
addition, the confinement measure may have led to a situation that limited access to lethal
means for persons with suicidal ideation or intentions. Given the published data on suicidal
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ideation at the start of the pandemic [44], this period could have been one of the incubation
of active suicidal ideas, which would ultimately be consummated postconfinement.
Faced with the possible future scenario in which the increases in DBS that occurred
in periods subsequent to the immediate stressor could be replicated in other crises, psychosocial interventions for the population at risk could prevent postcrisis complications,
reduce mental disorders, improve mental health, and augment these persons’ disaster
resilience [45]. To this end, it is important to recognize the need for mechanisms with which
to detect persons at risk of suicide during the postconfinement and postcrisis periods.
Finally, following the recommendations of the WHO [46], in order to implement
preventive programs that stop or reduce such suicidal behaviors, as for example, the
existing plans of prevention of Spain’s various Autonomous Communities [47–49], it
would be necessary to monitor the epidemiological trends of suicide in specific geographic
areas through studies that help determine which population groups are at greatest risk, as
some affected groups (such as women, adolescents, the elderly, or people with depression
and post-traumatic stress disorder) suffer more and are more vulnerable to disasters [45].
The aforecited reference studies [32–40] respond implicitly to the need for this type of
research at a local level, and their findings will be of relevance for the design of suicide
prevention strategies in their specific zones of study. In this sense, a comparative analysis
of the DBS registered by the IMLyCFs of Spain’s various Autonomous Communities would
show whether the results of this present study done at a local level are generalizable
nationally. A thorough analysis of the cases that occurred during the confinement period
by means of psychological autopsies [50,51] would complement and enrich research in
this area. It would help understand the personal circumstances surrounding the persons
who have committed suicide, and thus make it possible to identify possible common risk
factors, for example, mental health problems, the situation of social isolation, the feeling or
perception of loneliness, and the reduced access to medical attention in persons undergoing
medical or psychological treatment [11–13].
5. Study Limitations
This research has some limitations. Firstly, the incidence rates calculated from the cases
registered in our data source might well increase in the coming months. The cases included
in this study that occurred during the confinement and postconfinement periods of 2020
were those unequivocally classified as DBS. However, some deaths currently classified
as being of unknown cause might come to be reclassified as DBS. Secondly, as the case
frequency is low throughout the series, a variation of just one or two cases translates into a
large percentage variation. Thirdly, our study was carried out in a single Spanish region
with particular population, sociodemographic, and socioeconomic characteristics. This
makes it difficult to generalize the results on a national or international level. Another
limitation is that the RR is a measure of the effect that indicates whether the incidence of a
phenomenon varies under certain circumstances; in this case, the confinement period, but
this measure does not determine causality. We consider that to determine causality during
COVID-19 confinement to the possible variation of DBS, it would be necessary to know the
specific circumstances of each DBS that occurred throughout the study period 2015–2020,
something hardly possible with the data that are usually collected by official sources. For
this reason, we recommend a psychological autopsy as the proper methodology to know
the particular circumstances of each person who committed suicide.
6. Conclusions
The pandemic situation of COVID-19 during 2020 has supposed a major socioeconomic and sanitary impact which determined that the researches about the consequences
have progressed at astonishing speed, although there are many aspects which still remain
unexplored in order to combat the consequences. In this sense, the present study opens an
interest in possible measures of prevention and public health, although we cannot claim
that there has been a significant change in the tendency of DBS in the region of Extremadura
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during the confinement period of 2020 (RR = 0.94; CI: 0.56–1.55), or in the months following
confinement (RR = 1.33; CI: 0.82–2.15). Neither did any differences seen in the intra-annual
analysis from the period of confinement to postconfinement reach statistical significance
(RR = 0.74; CI: 0.45–1.20). However, in view of the antecedents observed in previous crises
and their consequences for people’s mental health as well as the increase in suicides, a
similar impact could be expected during the COVID-19 pandemic. In this sense, it would
be necessary to strengthen vigilance during and after the crisis and assure that assistance
mechanisms are in place to prevent an increase in suicides.
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