We agree that depression following
myocardial infarction predicts long-term
quality of life and we recently showed that
this effect persists after controlling for car-
diac condition and quality of life at 3
months post-myocardial infarction (de
Jonge et al, 2006). However, it is unclear
whether and how detection and treatment
of depression can counter these effects. In
the SADHART study Glassman et al
(2002) found that the effects of sertraline
were modest and appeared to be restricted
to depression with an onset before the in-
farction, but Dickens et al found that de-
pression and anxiety which were present
before myocardial infarction did not
predict quality of life. In the ENRICHD
trial (Berkman et al, 2003), cognitive—
behavioural therapy had modest effects on
depressive symptoms at 6 months post-
infarction in patients with depression and
social isolation, but these effects diminished
over time. In the EXIT trial (Appels et al,
2005), where the focus of treatment was
explicitly on vital exhaustion, only some in-
tervention effects were observed and these
were modified by the presence of a previous
cardiac history.

We agree with Dickens et al that there
is a need for improved detection and treat-
ment of depression and anxiety following
myocardial infarction but several questions
need to be addressed. These include ‘can
the effects of depression and anxiety be
linked to specific subgroups of emotional
disorders based on symptoms and/or on-
set?; ‘can interventions that were developed
in general psychiatry be applied to depres-
sion post-myocardial infarction or should
they be adapted?’; and ‘how can psychiatric
interventions be integrated into regular car-
diac aftercare?’
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Authors’ reply: We agree that although
observational studies have shown that de-
pression is associated with subsequent im-
pairment in health-related quality of life
in coronary heart disease, intervention stu-
dies have failed to provide convincing proof
that treating depression improves this out-
come. Previous intervention studies have
not addressed this question satisfactorily
because the SADHART study (Glassman
et al, 2002) was not sufficiently powered
to demonstrate the efficacy of antidepres-
sants in coronary heart disease and the EN-
RICHD study (Berkman et al, 2003) did
not anticipate very high rates of sponta-
neous remission of depression or unplanned
prescription of antidepressants in the con-
trol group. The results of these trials, how-
ever, together with our own results are
valuable for planning future treatment
trials.

We also agree that there are many un-
answered questions relating to the nature
of the association between depression and
negative outcomes in coronary disease. As
mentioned by de Jonge & Ormel, the tim-
ing of the onset of depression (Dickens et
al, 2004a), the specific aspects of depres-
sion or anxiety that are associated with
poor outcome and the possibility of vulner-
able sub-populations of patients (such as
those without social support) (Dickens et
al, 2004b) require further investigation.
Furthermore, whether the association be-
tween depression and negative outcomes
in coronary disease is the result of residual
confounding by severity of heart disease
(Dickens et al, 2005) remains unsolved.
Further research is required to address these
questions, although it is likely that most
will only be convincingly resolved through
intervention studies.
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High female suicide rates:
ecological fallacy or sad reality?

Yip & Liu (2006) present a demographic
perspective of female suicide in China, the
only country in which the suicide rate is
higher among women than men. However,
this reversed gender representation also ex-
ists in certain communities in other coun-
tries. In the Indian subcontinent suicide
rates are higher in men than in women
but the difference is lower than in most
countries: the male:female suicide ratio in
India is 1.3:1 (Cheng & Lee, 2000). Suicide
among immigrants from the Indian subcon-
tinent to Britain was higher among young
married women than men (Soni Raleigh et
al, 1990). Tadros & Salib (2006) also re-
ported that
women than Asian men killed themselves
in Birmingham and Solihull, a clearly re-
versed gender ratio compared with suicide

significantly more Asian

in the White population and in other ethnic
groups in Birmingham and the UK as a
whole.

Suicide terrorism is not an egoistic sui-
cide but none the less is a form of fatal
self-harm in the legal and human sense
and has a distinct underlying political, indi-
vidual and social logic. The support of and
acceptance by the attackers’ own commu-
nities ensure an endless supply of volunteers
who seek ‘voluntary violent death’ in a bi-
zarre act of so-called martyrdom, in order
to promote what they firmly believe to be
a just cause. Women carried out 15% (64)
of such attacks over the past 25 years
(Pope, 2005). Chechen women carried out
60% of all suicide bombings in Russia
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and 70% of such attacks were executed by
Kurdish women in Turkey (Pope, 2005).
There is also a high proportion of women
suicide bombers in the Tamil Tigers
(30%). al Qa’ida, which associates itself
with Islamic fundamentalism, never used
female suicide attackers from its formation
in 1993 until the tragic attack in Jordan in
200S.

In general, women are at a lower risk of
suicide than men and a protective effect of
child-bearing in terms of suicide risk has
been postulated (Catalan, 2000). This does
not appear to apply to female suicide bom-
bers or to some countries and cultures in
which gender representation in suicide is re-
versed. A higher female:male suicide ratio is
not unique to China. The significantly high-
er rate of female suicide observed outside
China is not an ‘ecological fallacy’ but a
sad reality.
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Authors’ reply Salib & Tadros highlight
the important issue of high female suicide
rates among Indian migrants and the use
of female suicide bombers. Like the high
suicide rates among young females in rural
China (Yip & Liu, 2006), these deviations
from the general pattern should not be dis-
counted as mere exceptions but should be
considered as representative of the distres-
sing situations faced by some women in

Asia.
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We also believe that socio-economic de-
privation and poor social support — the ‘sad
reality’ — faced by young women in rural
China are underlying causes of the high sui-
cide rates. Like the young married Indian
women in Britain, there is some indication
that young married women in rural China
might be at high risk (Pearson et al,
2002). This reminds us that the lives of
married women differ greatly across re-
gions, countries, cultures and economies,
and there is a need to avoid oversimplifica-
tion when describing suicide in different
countries; one size does not fit all.

Over 60% of the world’s suicides occur
in Asian countries where low male:female
ratios for suicide are common (Yip et al,
2000). Although the official male:female
ratio for suicide in India was still greater
than 1 (1.2:1 in 2002), the ratio was 0.8
among those aged 14 or below (World
Health Organization, 2006). However, un-
like China (Yip & Liu, 2006), the small size
of this population subgroup meant that the
national male:female ratio remained great-
er than 1. (This is the essence of our ecolo-
gical fallacy argument.) In addition to
specific social factors, the similarity in the
methods of suicide used by males and fe-
males, together with the poor access to
medical facilities, might explain the low
male:female ratio in India and China. Re-
stricting access to pesticides will prevent
many suicides in Asia. In the long term im-
proving economic and educational oppor-
tunities, especially for rural women in
deprived areas, raising awareness of depres-
sion and better treatment will be pivotal for
preventing suicides.
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Self-poisoning with pesticides
in India

Bertolote et al (2006) report the global re-
sponse to deaths from pesticide poisoning.
Suicide rates in southern India have been
reported to be high (Joseph et al, 2003;
Aaron et al, 2004; Abraham et al, 2005;
Prasad et al, 2006), with 1741 suicides
documented in a population of about
100000 from 1986 to 2005. Hanging
(804 of 1741, 46.2%) and poisoning (746
of 1741, 42.8%) were the methods most
commonly employed. Although people un-
der 40 years tended to use poisons, older
people tended to choose hanging
(2=36.71, d.f.=4, P<0.001). Significantly
more males (465 of 984, 47.3%) than
females (281 of 757, 37.1%) (x*=17.6,
d.f.=1, P<0.001) chose death by poison-
ing. There was no significant change in
the overall rate of suicide or the method
employed during the period. Detailed ana-
lysis of the data from 2001 to 2005 re-
vealed that only 68% of the fatal episodes
of self-poisoning were a result of ingestion
of pesticides.

Self-poisoning with pesticides is a sig-
nificant public health problem in low- and
middle-income countries. The majority of
such poisoning occurs in rural agrarian
households. Some suggestions to reduce
such deaths are currently difficult to imple-
ment. Enforcing the hazardous chemicals
and wastes conventions to restrict and con-
trol the sale and use of pesticides in such
regions is no small task and requires major
political, administrative, financial and so-
cial commitment. Given the many compet-
ing demands on limited governmental
resources in low- and middle-income
countries, such protocols are difficult to
implement. In addition, the improved re-
cognition and treatment of mental illness
may not have a significant impact on the
overall suicide rate as many people in the
low- and middle-income countries who die
by suicide do not have severe mental illness.
Rather, the majority of such attempts are
impulsive and follow stressful life events.
Although reducing accessibility to pesti-
cides will decrease such impulsive attempts
and consequent deaths, social, economic
and cultural factors must also be addressed
to make a real difference. Thus, although
the World Health Organization’s intersec-
toral global initiative is a step in the right
direction, it is imperative that practical
issues related to its implementation are

discussed. It is necessary to consider
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