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Maternal suicides in Italy



Maternal suicides in high-income countries 
with maternal mortality surveillance systems
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Country and study period MMR per 100,000 live births

Sweden (1980-2007)1 3.7

Ontario-Canada (1994-2008) 2 2.6

Finland (2001-2012) 3 3.3

France (2016–2018) 4 2.1

Netherlands (1996–2020) 5 2.6

United Kingdom (2020–2022) 6 2.5

Italy (2011-2021) 2.4



The integrated ItOSS approach to identifying maternal deaths in Italy

Maraschini A, Mandolini D, Lega I, D'Aloja P, Corsi Decenti E, Baglio G, Minelli G, Donati S, ItOSS Working group. Maternal mortality in Italy estimated by the Italian Obstetric Surveillance
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Causes of maternal deaths up to 1 year from pregnancy outcome
identified through integrated record linkage procedures,  Italy 2011–2021

Causes of maternal deaths up to 1 year from pregnancy outcome (N=776)   
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125 maternal suicides: one case per month

MMR: 2.41 per 100,000 (95% CI: 2.01–2.88)



Characteristics of maternal suicides (N=125)

Timing of suicide
≤42 
days

43–365 
days

Methods of suicide Hanging

Jumping from a height

Poisoning

Drowning

Firearm or knife

Unspecified trauma

Unknown
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(N=38)4.8%
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Maternal suicide MMR by geographic area, Italy 2011-2021 (N=125)

Campania
0.73 per 100,000 (95% CI: 0.20–1.86)

Friuli-Venezia Giulia
6.41 per 100,000 (95% CI: 2.35–13.96)
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Maternal suicides MMR by age group, Italy 2011-2021 (N=125)

<25 years 25-39 years 40+ years Total

Foreign women: no statistically
significant difference with Italian women

Educational attainment: not analyzed
due to substantial missing data

Social vulnerability: data unavailable



Maternal suicide rate by pregnancy outcome and age group, 
compared with the population of women aged 15-49 years

*ISS analysis based on ISTAT cause-of-death data

Evidence limitations:
Previous studies suggest that the observed 
association may reflect common underlying 
risk factors rather than an independent 
harmful effect of induced abortion.
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Female population 15-49* Pregnancy/birth Induced abortion

Number by pregnancy outcome: 
8 during pregnancy
67 after birth
15 after miscarriage
34 after induced abortion
1 unknown



Towards integrated perinatal psychosocial care

Economic insecurity, 
social isolation, 

migration background, 
and limited access to 

services increase 
vulnerability and hinder 
the early identification 

of warning signs

COMPLEX SOCIAL 
FACTORS

A serious yet often 
hidden threat, with 

severe consequences 
for mother and fetus. 
Pregnancy is a time of 
increased vulnerability, 
but also an opportunity 

for disclosure and 
support

DOMESTIC AND 
GENDER-BASED 

VIOLENCE

PSYCHOLOGICAL 
DISTRESS

Often underestimated 
and stigmatized;
associated with a 

higher incidence of 
adverse maternal and 

perinatal outcomes



In-depth analysis through record linkage of multiple healthcare data sources,
years 2011–2021

Healthcare data sources Data source availability Selection by type of data sources

Emergency Department 82.8% All admissions

Pharmaceutical prescriptions 88.5% ATC code: N03A, N05, N06A, N06CA, 
N07B, R06A.

Outpatient specialist care 100.0%
Specialty: 

040 Psychiatry, 042 Toxicology, 
032 Neurology

Mental health services 41.4% All admissions

8 participating regions 54% of national live births 69.6% of all suicides (87/125)

Data-source availability varied by region and year



Data derived from healthcare data sources (N=87/125) 

Reasons for Emergency Department visit 
(not mutually exclusive categories) 

6.9%

11.1%

16.7%

23.6%

45.8%

Suspected drug and/or alcohol dependence

Suspected suicide attempt

Suspected violence-related

Trauma-related

Psychiatric



75.0%

50.0%

36.8%

67.5%

At least one mental health-related
contact

≥1 visit recorded in the Mental 
Health data flow 

≥1 outpatient 
psychiatric/neurologic visit 

≥1 psychiatric medication 
prescription 

Data derived from healthcare data sources 

Psychiatric drug prescriptions

Outpatient specialist care 

Mental health services  

Data derived from multiple healthcare data sources



Healthcare data alone cannot capture 
the complexity of women’s life and 

care pathways following a 
reproductive event.

Confidential enquiries into late 
maternal suicides are urgently needed 
to assess preventability, improve care, 

and guide action.

Psychiatric diagnosis N %
Bipolar disorder 6 7%
Major depressive disorder 5 6%
Borderline personality disorder 2 2%
Adjustment disorder 2 2%
Obsessive-compulsive disorder 2 2%
Unspecified psychosis 2 2%
Anorexia nervosa 1 1%
Substance-induced mental disorders 1 1%
Personality disorder 1 1%
Schizoaffective disorder 1 1%
Unknown mental health/psychiatric conditions N %
Contact with the National Health Service for 
psychiatric care with an unknown diagnosis 35 40%
Unspecified mental disorder 24 28%
Unspecified severe mental disorder 5 6%

Psychiatric diagnoses inferred from multiple healthcare data sources 

74%

26%



Maternal suicides

Previous ItOSS in depth analysis

60% of the deceased women had a history 

of psychiatric disorders.

More than 75% had no documented 

psychiatric history in obstetric records.

Past psychiatric history

Half of the deceased women with 

documented postpartum suicide risk 

had no access to secondary mental 

health care services.

Integrated care network

MMR within 1 year of the end of 
pregnancy:
2006–2012: 2.3 per 100,000 
12% of maternal deaths (N=67)

2011–2019: 2.4 per 100,000
16.9% of maternal deaths (N=114)



119 Mental Health Departments (93.7% response rate)

58% offer preconception counseling
20% have written integrated care pathways for perinatal mental disorders 
43% have reference professional for psychopharmacological treatment
23% have established an outpatient clinic for perinatal mental disorders 
0%  have mother-baby units

Nationwide cross-sectional survey, 2023

National survey of Mental Health Departments 



www.epicentro.iss.it/materno/pdf/SNLG%201_2025%20Gravidanza-fisiologica%20Parte-2.pdf

For the first time in Italy, the update of the national evidence-based guideline on “Physiological
Pregnancy” has developed evidence-based recommendations on psychosocial problems during
pregnancy



The updated guideline recommends:

• Depression screening for all women at every routine antenatal health assessment and up to one year 
postpartum, using risk-factor assessment and the Whooley questions. 

• Anxiety screening for all women at every routine antenatal health assessment and up to one year 
postpartum, using the 2-item Generalized Anxiety Disorder scale (GAD-2). 

• Assessment of exposure to domestic and gender-based violence at every routine health assessment

• Assessment of complex social factors at every routine health assessment. 

• Mandatory training on these issues as part of both initial training and continuing professional development 
for all professionals involved in perinatal care. 

Summary of national guideline key recommendations

• Establishment of an integrated care network, where not already available, to ensure the diagnosis and 
treatment of depression and anxiety during pregnancy and the postpartum period, involving mental 
health services, social services, and other relevant community-based agencies.



Urgent priorities

Challenge the myth of pregnancy as an “always happy” time 

Train professionals in psychosocial health promotion 

Adopt a proactive approach at every contact with women 

Use validated tools to identify psychosocial risk 

Develop integrated care pathways to ensure communication and continuity across primary care, 
maternity, abortion, community paediatrics, and mental health services

Planned ItOSS activities for 2027

Disseminate the updated guideline recommendations 

Pilot their implementation 

Launch confidential enquiries into late maternal suicide 

Develop an e-learning course on psychosocial risk detection and assessment during the perinatal period
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My hearthfelt thanks to the wonderful national ItOSS research and 
clinical community, and to the entire ItOSS team!
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