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Arne Beck12, Gregory E. Simon13 and Brian K. Ahmedani4,5

Abstract
Background: Prior research suggests that substance use disorders (SUDs) are associated with risk of suicide mortal‑
ity, but most previous work has been conducted among Veterans Health Administration patients. Few studies have
examined the relationship between SUDs and suicide mortality in general populations. Our study estimates the asso‑
ciation of SUDs with suicide mortality in a general US population of men and women who receive care across eight
integrated health systems.
Methods: We conducted a case–control study using electronic health records and claims data from eight integrated
health systems of the Mental Health Research Network. Participants were 2674 men and women who died by suicide
between 2000–2013 and 267,400 matched controls. The main outcome was suicide mortality, assessed using data
from the health systems and confirmed by state death data systems. Demographic and diagnostic data on substance
use disorders and other health conditions were obtained from each health system. First, we compared descriptive
statistics for cases and controls, including age, gender, income, and education. Next, we compared the rate of each
substance use disorder category for cases and controls. Finally, we used conditional logistic regression models to
estimate unadjusted and adjusted odds of suicide associated with each substance use disorder category.
Results: All categories of substance use disorders were associated with increased risk of suicide mortality. Adjusted
odds ratios ranged from 2.0 (CI 1.7, 2.3) for patients with tobacco use disorder only to 11.2 (CI 8.0, 15.6) for patients
with multiple alcohol, drug, and tobacco use disorders. Substance use disorders were associated with increased
relative risk of suicide for both women and men across all categories, but the relative risk was more pronounced in
women.
Conclusions: Substance use disorders are associated with significant risk of suicide mortality, especially for women,
even after controlling for other important risk factors. Experiencing multiple substance use disorders is particularly
risky. These findings suggest increased suicide risk screening and prevention efforts for individuals with substance use
disorders are needed.
Keywords: Substance use disorders, Suicide, Alcohol use disorder, Drug use disorders
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Background
Suicide is a major public health concern in the United
States; in 2014, 42,826 people died of suicide in the U.S.,
making it the country’s 10th leading cause of death [1].
Alcohol, tobacco, and drug use disorders have all been
implicated in suicidal behavior in multiple studies [2–8],
but most prior research has examined non-fatal suicidal
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behavior such as suicide ideation or suicide attempt [2,
4, 8].
Only a handful of studies have examined the relationship between substance use disorders (SUDs) and
suicide mortality [2, 4, 5, 9, 10]. Of these, the majority
have focused solely on the relationship between alcohol
use disorder and suicide, with few studies exploring the
potential role of other SUDs [2, 4]. Most of these studies do not consider whether multiple SUDs contribute
greater risk than single SUDs [11]. In addition, most previous research has been limited to men, or to specific
populations or risk groups such as veterans or psychiatric
patients [12]. Most of these studies have also had relatively small samples, making it difficult to analyze results
by subgroup, such as gender [2, 4, 8].
A few studies have examined the relationship between
SUDs and suicide mortality in larger samples in the U.S
[5, 9, 10]. The results of these studies suggest several
important considerations. First, these analyses indicate that risk may differ by type of SUD, such as alcohol,
tobacco, or other drugs [5, 9]. Second, they suggest that
the strength of the association between SUDs and suicide
may be greater for women than for men [9, 10]. Finally,
these studies suggest that controlling for both physical
health status and psychiatric comorbidity is important
to understand the specific association between suicide
mortality and SUDs [9]. However, these studies have all
been conducted among Veterans Health Administration
(VHA) patients, and thus their findings may not hold
true for a broader general population. Specifically, members of the VHA population are likely to have different
risk factors, such as combat related health issues, that
may moderate the impact of SUDs.
Our study examined the relationship between SUDS
and suicide mortality in a general population drawn from
8 large integrated health systems. Our goal was to estimate the relationship between alcohol, tobacco, and drug
use disorders and the risk of suicide mortality. We estimated risk by single SUD diagnosis category (alcohol,
tobacco, drug) and combinations of these categories. In
addition, we examined stratified models by gender to
examine whether the relationship between SUDs and
suicide mortality was different for men and women. Our
results may aid health systems in identifying people most
at risk for suicide and in developing suicide prevention
programs best suited to those at risk.

Methods
Design and data

We conducted a case–control study using data from 8
large health care systems participating in the Mental
Health Research Network (MHRN), a research collaboration established in 2010 by the National Institute of
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Mental Health to improve understanding and management of mental health conditions through a closer connection between research, practice, and policy (http://
hcsrn.org/mhrn/en/).
MHRN members participating in this study were
HealthPartners (Minnesota), Harvard Pilgrim Health
Care (Massachusetts), Henry Ford Health System (Michigan), and Kaiser Permanente health systems in Colorado,
Georgia, Hawaii, Oregon, and Washington.
Cases included 2674 individuals who died by suicide
between 2000 and 2013. Each health system maintains
a research data warehouse organized according to the
Health Care Systems Research Network Virtual Data
Warehouse (VDW) model [13]. Data included in the
VDW include insurance enrollment records, electronic
health records (EHRs), insurance claims, pharmacy dispensings, state mortality records, and census-derived
neighborhood characteristics. We determined suicide
death initially through data from the VDW at each site
using International Classification of Diseases, 9th revision (ICD-9) codes (X60-X84 and Y87) [14, 15], and confirmed this using state death certificate data. We obtained
data on mortality from each state system using Social
Security numbers or a combination of patient names,
birthdates, and demographic information.
All included study subjects had been enrolled in one
of the 8 health systems for at least 10 months in the
year prior to suicide death. Each case was matched by
time period (year of index date) and site to a randomly
selected sample of 100 members who were also enrolled
in the health system for at least 10 months in the same
year as cases, for a total of 267,400 matched individuals
from the general population of health system members.
The date of suicide was used as the index date for cases
and all matched controls.
We gathered Information on diagnoses, health care
encounters, and other demographic information from the
VDW at each site. These data included electronic health
records (EHRs) from the health systems and insurance
claims data for members of each health system [16–19].
All data were harmonized between sites as part of participation in the MHRN and are regularly assessed for quality and completeness. The Institutional Review Boards
for each health system approved data use and research
activities for this project.
Measures
Suicide

The primary outcome was suicide death during the
observation period. Individuals who died from suicide were cases. At each site, official regional mortality
records were matched to all subjects by Social Security
Numbers, patient names, birthdates, and demographic

Lynch et al. Addict Sci Clin Pract

(2020) 15:14

profiles. Deaths were identified and method of suicide
was obtained using the regional mortality records and
state death certificate data.
Substance use disorders

Substance use disorders (SUDs) were the primary predictors of interest. SUDs were identified using ICD-9 codes
303–305. We categorized SUD diagnoses into major type
of SUD, focusing on the most common categories. Specifically, we created categories reflecting only one type
of SUD diagnosis (alcohol only, drug only, tobacco only),
and categories reflecting diagnoses of multiple types of
SUD (alcohol + drug, alcohol + tobacco, drug + tobacco,
alcohol + drug + tobacco). All SUD diagnoses were
identified in VDW records of clinical encounters that
occurred in the year prior to the index date [15].
Demographics

In adjusted analyses we included all available demographic indicators. For each study subject, we included
age and gender from the VDW at each site and geocoded
data on neighborhood income and education. Specifically, we created indicators of poverty and levels of education (college or higher vs. other). We were unable to
include race or ethnicity for study subjects as these data
were not available for all years of the study.
Other covariates

In adjusted analyses we also controlled for other factors
that are known to be related to risk of suicide and that
might confound the relationship between SUDs and risk
of suicide. As psychiatric disorders are highly linked to
suicide risk, we included an indicator of any psychiatric disorder. We extracted diagnoses for defined mental
health diagnoses (ICD-9 codes 291–302, and 306–319).
We also included the Charlson Comorbidity Index to
control for non-psychiatric medical comorbidity such
as cancer or cardiovascular disease [20]. The Charlson
Index was calculated using ICD-9 codes from clinical
diagnoses. All diagnoses were identified during clinical
encounters that occurred in the year prior to the index
date [21].
Statistical analyses

First, we compared descriptive statistics for the cases
and controls. We examined age, gender (male/female),
income (proportion living in census blocks with ≥ 20%
living below US poverty level), and education (proportion living in census blocks where ≥ 25% are college
graduates). Next, we compared the rate of each SUD
category for cases and controls. Finally, we used conditional logistic regression models to estimate unadjusted
and adjusted odds of suicide associated with each SUD
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category. All models were conditional on site. We present two sets of analyses, unadjusted results and results
adjusting for age, gender, poverty level, education,
physical health status (Charlson Index), and psychiatric
comorbidity. All analyses were conducted using SAS [22].
Statistical significance was assessed with a threshold of
p = 0.05.

Results
Table 1 compares cases and controls on demographic
characteristics and SUD categories for the sample as a
whole and separately by gender. Cases were significantly
more likely than controls to be male (77.5% of cases were
male vs. 47.5% of controls, p < 0.001) and to be older
(average age of cases was 44.9 vs. 39.3 years for controls;
p < 0.001). Cases were also more likely than controls
to have psychiatric co-morbidities, as well as a higher
Charlson Comorbidity Index score. We found no significant difference between cases and controls when we
examined poverty level. We found a significantly higher
level of education for female cases.
All individual SUD categories were significantly associated with suicide death. For instance, for the overall
sample, the percent of cases diagnosed with alcohol use
disorder only was more than 10 times greater than controls (8.3% of cases vs. 0.6% of controls, p < 0.001). Relative differences were greatest for those who used multiple
categories of alcohol, tobacco and drugs (3.6% of cases vs.
0.1% of controls).
When we compared males and females separately we
found that SUD was associated with suicide death for
both genders. Male and female cases had a similar rate
of some SUD diagnoses, for example 8.5% of male cases
were diagnosed with an alcohol use disorder only (AUD)
compared to 8% of female cases. However, the relative
differences between cases and controls were different.
For example, looking only at males, the percent of male
cases diagnosed with AUD only was about 10 times
greater than the percent diagnosed among male controls
(8.5% of cases vs. 0.8% of controls, p < 0.001). In contrast,
looking only at females, the percent of female cases diagnosed with AUD only was 20 times greater than the percent diagnosed among female controls (8.0% of cases vs.
0.4% of controls, p < 0.001). This pattern was consistent
across most categories of SUD.
Table 2 reports results for conditional logistic regression for the entire sample. The first set of results presents unadjusted odds ratios; the second set presents
results adjusted for age, gender, education, poverty
level, physical health status, and psychiatric conditions. All SUD categories were significantly associated
with suicide in both models. Unadjusted odds of suicide for different categories of SUDs ranged from 3.5

34.9 [93,323]

39.3 (21.9)

12.6 [33,692]

0.38 (0.99)

Higher education

Age

Psychiatric comorbidity

Charlson index

5.5 [14,707]

0.1 [267]

Tobacco only

Alcohol + drug

Italic signifies p < 0.05

Alcohol + drug + tobacco

Drug + tobacco

0.1 [267]

0.2 [535]

0.3 [802]

0.4 [1070]

Drug only

Alcohol + tobacco

0.6 [1604]

Alcohol only

Substance use disorder category

8.6 (8.6)

3.6 [96]

2.3 [62]

5.6 [150]

2.9 [78]

16.2 [433]

3.8 [102]

8.3 [222]

0.92 (1.70)

51.1 [1366]

44.9 (19.0)

34.4 [920]

8.7 (8.6)

77.5 [2072]

% [N] or mean (SD)

% [N] or mean (SD)

47.5 [127,015]

N = 2674

N = 267,400

Low income

Cases

Controls

All subjects [% or mean (SD)]

Male (ref. female)

Category

Table 1 Demographic and diagnostic categories

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.223

0.333

0.008

p-value

0.2 [254]

0.2 [254]

0.4 [508]

0.2 [254]

5.4 [6857]

0.4 [508]

0.8 [1016]

0.41 (1.05)

9.5 [12,063]

38.4 (21.8)

34.9 [44,316]

8.5 (8.5)

NA

% [N] or mean (SD)

N = 126,980

Controls

3.3 [68]

1.8 [37]

5.7 [118]

2.8 [58]

15.9 [329]

2.5 [52]

8.5 [176]

0.98 (1.81)

46.3 [959]

50.4 (19.3)

33.8 [700]

8.8 (8.6)

NA

% [N] or mean (SD)

N = 2072

Cases

Males only [% or mean (SD)]

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.007

0.075

NA

p-value

0.1 [140]

0.2 [281]

0.2 [281]

0.1 [140]

5.6 [7863]

0.3 [421]

0.4 [562]

0.36 (0.93)

15.5 [21,765]

40.1 (22.0)

34.8 [48,865]

8.7 (8.6)

NA

% [N] or mean (SD)

N = 140,418

Controls

4.6 [28]

4.2 [25]

5.3 [32]

3.4 [20]

17.3 [104]

5.1 [31]

8.0 [48]

0.71 (1.28)

67.6 [407]

48.2 (17.6)

36.7 [221]

8.5 (8.4)

NA

% [N] or mean (SD)

N = 602

Cases

Females only [% or mean (SD)]

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.001

0.007

0.075

NA

p-value

Lynch et al. Addict Sci Clin Pract
(2020) 15:14
Page 4 of 9

Lynch et al. Addict Sci Clin Pract

(2020) 15:14

Page 5 of 9

Table 2 Risk of suicide by substance use disorder category, whole sample
Substance use disorder category

Odds ratioa

Adjusted odds (adjusted for age, gender,
poverty level, education, Charlson index,
psychiatric diagnoses)

OR

CIb

p-value

Alcohol only

15.5

13.1, 18.4

0.001

Drug only

11.3

8.8, 14.4

0.001

3.5

3.1, 4.0

Tobacco only

aOR

CI

p-value

5.8

4.7, 7.1

0.001

5.3

3.9, 7.0

0.001

0.001

2.0

1.7, 2.3

0.001

Alcohol + drug

21.8

16.2, 29.3

0.001

8.1

5.7, 11.5

0.001

Alcohol + tobacco

19.5

15.8, 24.2

0.001

6.1

4.8, 7.9

0.001

Drug + tobacco

14.1

10.2, 19.6

0.001

5.0

3.4, 7.4

0.001

Alcohol + drug + tobacco

30.7

23.3, 40.6

0.001

11.2

8.0, 15.6

0.001

a

All conditional logistic regression models are conditional on site

b

CI denotes 95% confidence interval

Table 3 Risk of suicide by substance use disorder category, by gender
Substance use disorder category

Odds ratioa

OR

Adjusted odds (adjusted for age,
education level, poverty level, Charlson
index, psychiatric diagnoses)
CIb

p-value

aOR

CI

p-value

Male only
Alcohol only
Drug only
Tobacco only
Alcohol + drug

Alcohol + tobacco

Drug + tobacco

Alcohol + drug + tobacco

11.7

9.6 14.3

0.001

4.6

3.7, 5.6

0.001

8.2

6.1, 11.2

0.001

4.0

2.9, 5.4

0.001

3.5
14.5

3.1, 4.1

0.001

1.8

1.6, 2.1

0.001

10.1, 20.7

0.001

6.3

4.4, 9.0

0.001

13.6

10.6, 17.5

0.001

5.5

4.2, 7.0

0.001

10.4

6.8, 16.1

0.001

3.5

2.3, 5.4

0.001

19.5

13.9, 27.4

0.001

7.9

5.6, 11.1

0.001

Female only

Alcohol only

22.4

14.8, 34.00

0.001

10.7

6.3, 18.1

0.001

Drug only

13.9

8.5, 22.8

0.001

5.2

2.9, 9.1

0.001

Tobacco only
Alcohol + drug

Alcohol + tobacco

Drug + tobacco

a
b

Alcohol + drug + tobacco

3.8
34.3

3.0, 4.9

0.001

2.5

1.9, 3.3

0.001

17.3, 68.0

0.001

11.8

5.4, 25.8

0.001

23.0

13.8, 38.3

0.001

6.5

3.6. 11.8

0.001

32.9

17.6, 61.4

0.001

10.4

4.9, 22.0

0.001

53.5

27.4, 104.3

0.001

16.7

7.9, 35.3

0.001

All conditional logistic regression models are conditional on site
CI denotes 95% confidence interval

times increased risk for people with tobacco use disorder only (OR 3.5; CI 3.1, 4.0) to 30.7 times increased
risk for people with alcohol, drug and tobacco use disorders (OR 30.7; CI 23.3, 40.6). Adjustment for demographics, psychiatric conditions and Charlson Index of
physical health comorbidity reduced the odds ratios,
but all categories of SUD continued to be associated
with suicide at levels that were statistically significant.
For example, odds of suicide adjusted for age, gender,
education, poverty level, psychiatric conditions, and

Charlson Index ranged from 2.0 times increased risk
for people with tobacco use disorder only (OR 2.0; CI
1.7, 2.3) to 11.2 times for people with alcohol, drug and
tobacco use disorders (OR 11.2; CI 8.0, 15.6). Conditional logistic regression results stratified by gender are
presented in Table 3. Comparing male cases to male
controls, adjusted odds of suicide for different categories of SUD ranged from 1.8 times increased risk
for males with tobacco use disorder only (OR 1.8; CI
1.6,2.1) to 7.9 times for males with alcohol, drug and
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tobacco use disorders (OR 7.9; CI 5.6, 11.1). Comparing female cases to female controls, adjusted odds of
suicide for different categories of SUD ranged from 2.5
times increased risk for females with tobacco use disorder only (OR 2.5; CI 1.9, 3.3) to 16.7 times for females
with alcohol, drug and tobacco use disorders (OR 16.7;
CI 7.9, 35.3). All categories of SUD continued to be significant after adjustments for other risk factors for both
males and females.

Discussion
We estimated the risk of suicide associated with SUDs
for a general population sample of men and women who
receive care in 8 large integrated health care systems
spanning a variety of regions across the U.S. Our results
suggest that SUDs are associated with significantly
increased risk of suicide even after adjusting for other
factors that are known to increase risk of suicide, such
as psychiatric conditions or physical health comorbidity. We also examined the association of SUDs with risk
of suicide for males and females separately. Our results
indicate that all categories of SUD are associated with
significantly increased risk of suicide for both males and
females. Consistent with other studies and known epidemiology [1], we found that in general, men were more
likely than women to have died from suicide. For men, the
relative risk of suicide associated with SUDs was between
1.8 (tobacco only) and 7.9 (alcohol + drug + tobacco).
For women, the relative risk of suicide associated with
SUDs was between 2.5 (tobacco only) and 16.7 (alcohol + drug + tobacco). Finally, we found that having multiple SUDs was associated with significantly greater risk
of suicide mortality than any of the other SUD categories.
The most comparable study to ours is a recent analysis using data from the VHA [9]. Bohnert and colleagues
found increased risk associated with several categories of
SUD amongst persons served at VHA facilities. Although
the methods are not directly comparable to ours, due to
differences in underlying study design, our results are
generally in line with Bohnert’s findings that SUDs are
consistently associated with an increased risk of suicide
mortality. However, in the current study we also find that
even after controlling for other important risk factors (e.g.,
psychiatric diagnoses), all categories of SUD are associated with increased risk of suicide. In contrast, Bohnert
et al. find that after adjusting for other risks, increased
risk of suicide death is only associated with some kinds of
SUD. In addition, Bohnert et al. did not examine diagnosis of multiple types of SUD, while our work suggests that
diagnosis of multiple SUDs is associated with increased
risk of suicide beyond that associated with any one category of SUD.
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Our results suggest that increased screening for suicide
risk in persons identified with SUDs may be warranted.
This might include screening for suicide risk at entry to
substance use treatment programs, or ongoing monitoring for suicide risk during treatment. Although this type
of screening or monitoring may be currently happening
in some health care systems, more research is needed
on systematic programs for monitoring and mitigating
risk of suicide in persons with SUD. The small number
of studies reported in the literature to date suggest that
many addiction providers may not have formal training
in suicide risk assessment, or may not consistently incorporate it into care [23]. In addition, health systems might
want to consider suicide prevention screening for persons identified with SUDs in other settings such as primary care or emergency settings, where persons may be
identified with SUD who are not currently in addiction
treatment.
We find that all categories of SUD are associated with
significant risk of suicide in both men and women even
after controlling for known risk factors, such as psychiatric conditions, or physical health status. We also find
that the relative risk associated with SUD is particularly
high for women. This result is consistent with observations in the literature suggesting that women may be
reluctant to seek care for substance use conditions compared to men, such that the women who are diagnosed
have more severe conditions [24]. Our results suggest
that health systems pay particular attention to risk of suicide in women with SUD. In addition, further research to
explore potential differences in how SUD influences risk
of suicide in men and women could help to shape future
suicide screening and treatment efforts. Our results are
consistent with, but somewhat different than, previous
work. Similar to our findings, Bohnert et al. [9] found
that after controlling for demographic factors and psychiatric comorbidity, the relative risk of SUD associated
with suicide mortality was greater for women compared
to men. However, we find a larger difference in relative
risk of suicide for women compared with men associated with SUD. Bohnert et al. [9] included only patients
served through VHA, and this limits the generalizability
of results to a broader population. Our study includes a
greater number of women who died of suicide than Bohnert et al. (602 in current study compared to 291 in the
VHA study); thus, our study has more power to look at
women separately from men.
Many persons with SUD have multiple diagnoses
across different categories of SUD (e.g., alcohol, drugs)
[25], yet few studies have examined the difference in risk
of suicide mortality for single compared to multiple SUD
diagnoses. We know of only one study from Mexico that
has reported on this issue [26]. Consistent with Ocampo
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and colleagues, we found that diagnoses of multiple types
of SUD are associated with greatly increased risk of suicide mortality for both men and women.
SUDs and some psychiatric conditions often occur
together [27]. Yet, little previous research on risk of suicide mortality has been able to control for the effect of
SUD in the context of other health conditions such as
psychiatric conditions or physical health disorders [2].
The few studies that have addressed this issue suggest
that specific psychiatric conditions, such as depression
or bipolar disorder, may account for a significant portion of the relationship between SUD and suicide mortality [9, 28]. Our findings also suggest that psychiatric
conditions likely play an important role in suicide mortality in those with SUD, but we also find that even after
controlling for many types of psychiatric conditions,
all categories of SUD remain important risk factors for
suicide mortality.
Our results should be considered in light of several
limitations. All persons included in our study were
covered by private or public health insurance and were
members of established integrated health systems.
Therefore, the results may not apply to persons without insurance or those served by more fragmented systems. Although the sample of cases is relatively large
for a study of suicide death, some of the subgroup
analyses include small numbers of subjects, resulting
in relatively wide confidence intervals. Because this is
an observational study, we cannot rule out confounding
due to unmeasured factors. In particular, we were not
able to include some demographic variables that may
be important moderators of the relationship between
SUDs and suicide risk such as race or ethnicity, employment status, or marital status. We included adjustment
for known psychiatric conditions, however, it is possible that some patients with SUD may have undiagnosed
psychiatric conditions and that could account for some
of the increased risk of SUD that we identified. We
were not able to examine the risk associated with some
specific individual types of drugs (e.g., marijuana), and
it is possible that the risks may differ by type of drug.
We also did not have measures of the severity of SUD.
Those with more severe disorders may be driving the
differences in suicide risk that we observe. Information
on diagnoses of SUD are dependent on health care providers coding these diagnoses; thus some individuals
with SUD may have been missed because health care
providers did not recognize the disorder, or chose not
to record the diagnosis. Thus, some controls may have
undiagnosed SUD and this may make our results somewhat conservative. Although we included health system
members from multiple states representing different
geographic regions, not all U.S. states or healthcare
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settings were represented. In contrast to previous work,
we did not match on age and gender. We limited matching to location and year, so that future analyses in this
line of research could investigate variation in subgroups
through analyses using interaction, stratification, and
adjustment. In lieu of matching, this study adjusted the
analyses for both age and gender. Although we used
robust methods for identifying suicide death [29], it
is possible that some deaths identified as suicide were
accidental overdoses, as this can be difficult to distinguish in persons with some types of SUD [30].
Despite these limitations, our study provides one of the
first reports of risk of suicide amongst individuals with
SUDs in a general population. All SUD categories studied were associated with increased risk of suicide and our
results suggest that health systems could increase screening and monitoring of suicide risk and plan services to
help address suicide risk amongst persons with SUD. The
focus of this study was examining the risk of suicide for
persons with SUD. However, persons who are identified
by health systems as at risk for suicide are also more likely
at risk for SUD [31], therefore health systems may want
to screen persons identified as at risk for suicide for SUD
and to offer evidence-based treatment for SUD where
warranted. Health systems may want to pay particular
attention to how current services address suicide risk for
women with SUD. Future research to better understand
the significant relative risk of suicide amongst women
with SUD could greatly aid health systems and providers
to better serve women with SUD.

Conclusions
Substance use disorders are associated with significant
risk of suicide mortality, especially for women, even after
controlling for other important risk factors. Experiencing multiple substance use disorders is particularly risky.
These findings suggest the need for increased suicide risk
screening and prevention efforts for individuals with substance use disorders.
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