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1. IVADAS

Savizudybé — visame pasaulyje paplites reisSkinys. Apskai¢iuota, kad kas
40 sekundziy kazkur pasaulyje dél savizudybés mir§ta Zzmogus, o per metus
tokiy mirciy skaiCius virSija 800 000. Taip pat yra manoma, kad kiekvienai
jvykdytai savizudybei galéjo tekti daugiau kaip 20 méginimy nusizudyti.
Savizudiska elgsena — didziulé visuomenés sveikatos problema, Kkurios
padariniai turi neigiamg poveikj aplinkiniams, §eimos nariams,
bendruomenei ir net visai Saliai. Nepaisant jrodymy, kad dalies savizudybiy
galima iSvengti ir taip sumazinti jy skaiciy, savizudybiy prevencija pernelyg
daznai licka per menkas sveikatos politikos prioritetas [1].

Siuo metu pripaZjstama, kad savizudybés priezastys labai jvairios ir tik
retais atvejais yra vieno rizikos veiksnio ar traumuojancio jvykio padarinys
[2]. Yra nustatyta daugybé rizikos veiksniy ir jy grupiy, turinéiy jtakos
savizudybéms bendrojoje populiacijoje ir apiman¢iy ankstesniy bandymy
nusizudyti patirtj, fizinés ar psichikos sveikatos sutrikimus, psichosocialines
krizes, biologinius bei genetinius veiksnius [2, 3]. Onkologinés ligos
diagnozé — traumuojantis jvykis paciento gyvenime, todél daugelis
papildomy rizikos veiksniy prisideda ir padidina onkologine liga serganciyjy
pazeidziamuma bei savizudybés rizika: nekontroliuojamas skausmas ir kiti
fiziniai simptomai, psichologiné jtampa, egzistencinés problemos, tokios
kaip savarankiSkumo ir nepriklausomybés praradimas, beviltiskumo ir
bejégiskumo jausmas [4, 5].

Onkologinés ligos ir savizudybés misy Salyje yra didelé visuomenés
sveikatos problema [6, 7]. Lietuvos gyventojy mirties priezas¢iy struktiira
jau daugelj mety islieka nepakitusi: mirtingumas dél iSoriniy priezasciy
uzima tre€ig vieta po Sirdies ir kraujagysliy sistemos ligy bei piktybiniy
naviky, o didziausia dalj visy iSoriniy mirties priezasciy sudaro savizudybés
[8]. 2013 m. nusizudé 1 085 asmenys, tai sudaré 2,6 proc. visy mirusiyjy,
arba 30 proc. mirusiyjy nuo iSoriniy mirties priezas¢iy. Vyrai zudési daugiau
nei Keturis kartus dazniau negu moterys [9]. Naujausiais Higienos instituto
Sveikatos informacijos centro leidinyje pateiktais duomenimis, 2017 m.
nusizudé 748 asmenys, tai atitinkamai sudar¢ 1,9 proc. visy mirusiyjy, arba
26,6 proc. mirusiyjy nuo iSoriniy mirties priezas¢iy [10]. Misy Salyje kasmet
diagnozuojama beveik 18 tukst. naujy vézio atvejy, o serganéiyjy
onkologinémis ligomis skaicius jau siekia 100 takst. asmeny [11, 12]. Nuo
1993 m. Lietuva savizudybiy skai¢iumi pirmauja tarp Europos Saliy. Per
pastarajj deSimtmetj mirtingumas dél savizudybiy sumazéjo: standartizuotas
mirtingumo dél savizudybiy rodiklis 2013 m. Lietuvoje buvo 33,6/100 000
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gyventojy (60,4/100 000 vyry ir 10,6/100 000 motery) ir, palyginti su 2013 m.
standartizuotu vidutiniu Europos Sgjungos valstybiy mirtingumo rodikliu —
10,2/100 000 (16,5/100 000 vyry ir 4,3/100 000 motery) — buvo 3,3 karto
didesnis. Nors 2016 m. $is rodiklis sumazéjo iki 25,3/100 000 gyventojy,
taciau jis vis dar iSliko didziausias visoje Europoje [13].

Tyrimy, kuriuose analizuojamos savizudybés, Lietuvoje atlikta nedaug.
Nagrinéta savizudybiy rodikliy dinamika Lietuvoje 1990-2002, 1996-2007 ir
19962008 mety laikotarpiais [14—16] bei vertinta motery savizudybiy rizika
Europos Sajungos kontekste [17]. J. Petrauskiené ir kt. analizavo savizudybiy
badus ir jy ry$j su demografiniais veiksniais [18]. Detali sociodemografiniy ir
socioekonominiy veiksniy jtakos savizudybiy rizikai analizé atlikta tyrime,
sujungus gyventojy suraSymo ir mirtingumo statistinius duomenis. DidZiausia
savizudybiy rizika nustatyta tarp kaime gyvenanciy, i$siskyrusiy, zemesnj nei
vidurinis issilavinimas turin¢iy, ekonomiskai neaktyviy, nekvalifikuotg ar tikio
darbus dirban¢iy Lietuvos gyventojy [19, 20]. Misy Salyje nei onkologiniy,
nei kitomis létinémis ligomis serganéiy pacienty savizudybiy rizika nevertinta.

Tiksliausi duomenys apie savizudybiy rizikg tarp onkologinémis ligomis
serganCiyjy gali biti gauti analizuojant populiaciniuose vézio registruose
sukauptus duomenis. Vézio registruose kaupiama i§sami informacija apie visus
tam tikroje populiacijoje susirgusius véziu asmenis, taip pat ir apie
susirgusiyjy mirties priezastis.

1.1. Darbo tikslas

Ivertinti savizudybiy rizikg tarp onkologinémis ligomis serganciyjy
Lietuvoje ir nustatyti jai darancius jtaka veiksnius.

1.2. Darbo uzdaviniai

1. Jvertinti onkologinémis ligomis serganciyjy Lietuvos gyventojy
mirtingumo dél savizudybiy rizika.
2. Nustatyti savizudybiy rizikos priklausomybg nuo sociodemografiniy

veiksniy (lyties, amziaus, gyvenamosios vietos, iSsilavinimo,
santuokinio statuso).

3. Nustatyti savizudybiy rizikos priklausomyb¢ nuo klinikiniy veiksniy
(piktybinio naviko lokalizacijos, piktybinio proceso i$plitimo, navikiniy
lasteliy diferenciacijos laipsnio).

4.  Jvertinti laiko, pragjusio nuo diagnozés nustatymo, bei piktybinio naviko
diagnozés nustatymo laikotarpio jtakg savizudybiy rizikai.

5. Ivertinti klinikiniy ir demografiniy veiksniy jtaka savizudybiy rizikai
tarp serganciyjy geros ir blogos prognozés piktybiniais navikais.
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2. LITERATUROS APZVALGA
2.1. Savizudybés pasaulyje ir Lietuvoje: paplitimas, pokyciai, mechanizmai

2016 metais savizudybés sudaré 1,4 proc. mirCiy visame pasaulyje ir
uzémé 18-3ja vieta pasaulio gyventojy mirties priezasciy struktiroje. Tarp
15-29 mety amziaus asmeny savizudybé yra antra pagrindiné mirties
priezastis. Didziausia dalis (net 79 proc.) visy savizudybiy jvyksta Salyse,
kuriose Zzmonés gauna mazas ar vidutines pajamas [21]. 30 proc. absoliutaus
savizudybiy skaiCiaus visame pasaulyje registruojama Kinijoje ir Indijoje
[22].

Savizudisko elgesio paplitimas, biidai bei ypatumai labai skiriasi
jvairiuose pasaulio regionuose, bendruomenése, demografinése grupése bei
skirtingais laikotarpiais. 2016 mety duomenimis, apskaiCiuotas pasaulio
standartizuotas savizudybiy rodiklis buvo 10,5/100 000 gyventojy. Didesnis
nei pasaulio rodiklis buvo nustatytas Pietry¢iy Azijoje (13,4/100 000),
Europoje (12,9/100 000) bei Afrikoje (12,0/100 000), o maziausias —
Vidurzemio jiros rytinéje dalyje (4,3/100 000). Taciau Sie rodikliai varijuoja
tieck tarp PSO regiony, tiek ir tarp atskiry valstybiy: nuo maziausio
Barbadose (0,4/100 000) iki didziausio Gajanoje (30,2/100 000) (1 pav.).

Maziausi mirtingumo dél savizudybiy rodikliai, t. y. nuo 0,4/100 000 iki
4,9/100 000 gyventojy, buvo nustatyti Siose Salyse (Salys iSvardytos pagal
rodikliy didéjimo tvarkg): Barbadose, Bahamose, Kuveite, Azerbaidzane,
Jungtiniuose Araby Emyratuose, Gvatemaloje, Maroke, Pakistane, Tunise,
Alzyre, Saudo Arabijoje, Indonezijoje, Filipinuose, Graikijoje, Venesueloje,
Irake, Egipte, Kipre.

Nuo 5,0/100 000 iki 9,9/100 000 gyventojy savizudybiy rodikliai buvo
Siose Salyse: Peru, lzraelyje, Meksikoje, Italijoje, Libijoje, Albanijoje,
Kambodzoje, Brazilijoje, Ispanijoje, Afganistane, Vietname, Turkijoje,
Jungtinéje Karalystéje, Bulgarijoje, Singapiire, Kinijoje, Somalyje,
Portugalijoje, Ganoje, Angoloje, Nigerijoje, Argentinoje, Vokietijoje,
Danijoje, Konge, Ciléje, Jemene.

Nuo 10,0/100 000 iki 14,9/100 000 gyventojy rodikliai didéjo Siose
Salyse: Gambijoje, Kuboje, Norvegijoje, Kanadoje, Airijoje, Sveicarijoje,
Zambijoje, Awustrijoje, Etiopijoje, Naujojoje Zelandijoje, Australijoje,
Svedijoje, Piety Afrikoje, Islandijoje, Lenkijoje, Vengrijoje, Jungtinése
Amerikos Valstijose, Suomijoje, Sri Lankoje, Japonijoje, Estijoje.
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Brazilija
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Mianmaras
Indonezija

Vakaru Ramiojo vandenynoregionas
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Vidurzemio jiros rytiné dalis |Se—)
Jemenas
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1 pav. Standartizuoti mirtingumo dél savizudybiy rodikliai (100 000
gyventojy) pagal PSO regiona, 2016 m. [23]

DidZiausi mirtingumo dél savizudybiy rodikliai, t. y. 15,0/100 000
gyventojy ir dar didesni, buvo Siose Salyse: Belgijoje, Siera Leongje,
Indijoje, Urugvajuje, Latvijoje, Nigerijoje, Ukrainoje, Zimbabv¢je,
Ugandoje, Piety Koréjoje, Baltarusijoje, Kazachstane, Lietuvoje, Lesote,
Gajanoje [23].
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Nuo 1950 mety PSO pateikia mirtingumo dél savizudybiy duomenis,
taciau Saliy, kurios pasaulyje pirmauja savizudybiy skaiCiumi, sgrasas néra
ilgas. Iki 1960-yjy didZiausi savizudybiy rodikliai buvo nustatyti Japonijoje.
Véliau pirmaujanciy valstybiy sgraso virSuje atsidiré Ryty Europos
valstybés: Vengrija (iki 1991-yjy) ir Lietuva (nuo 1993-iyjy) [24-26].

XX amziuje Lietuvos savizudybiy rodikliams budingi didziuliai
svyravimai. PrieSkario Lietuvoje savizudybiy rodikliai buvo gana mazi:
1924-1939 mety laikotarpiu svyravo nuo 5 iki 10 savizudybiy 100 000
gyventojy ir, palyginti su minéto laikotarpio savizudybiy rodikliais Estijoje
ar Vengrijoje, buvo 2-3 kartus mazesni. Véliau Soviety okupacijos
laikotarpiu savizudybiy rodikliai Lietuvoje nuolat didéjo: nuo 15,8/100 000
gyventojy 1962 metais iki 35,8/100 000 gyventojy 1984 metais [27].
Prasidéjus Soviety Sajungos pertvarkai (1985-1990 metai), 1986 metais
Lietuvos savizudybiy rodiklis staiga krito iki 25/100 000 gyventojy, O nuo
1990-yjy nepriklausomybés atgavimo vél nustatytas mirtingumo dél
savizudybiy didéjimas, t.y. iki 1996 mety mirtingumas dél savizudybiy
padidéjo 82,4 proc. [16, 28].

Panasus savizudybiy poky¢iai nustatyti buvusios Soviety Sajungos Salyse
ir viso Ryty Europos bloko Salyse. 1984-1988 mety laikotarpiu visoje
Soviety Sgjungoje buvo reik§mingas mirtingumo dél savizudybiy rodiklio
sumazéjimas (34,5 proc.): nuo 29,6 iki 19,4 savizudybés 100 000 gyventojy.
Didziausi rodikliai 1984 metais buvo Rusijoje (37,9), Lietuvoje (35,8),
Latvijoje (33,7), Estijoje (32,4), kurie 1988 metais sumazéjo atitinkamai iki
24,3, 26,3, 22,5 ir 24,3 [29]. Zlugus Soviety Sajungai, 19891994 mety
laikotarpiu daugelyje (10 i§ 15) postsovietiniy Saliy savizudybiy rodikliai vél
didéjo, Lietuva tarp jy pirmavo. PanaSios savizudybiy poky¢iy tendencijos
stebétos ir buvusio Ryty bloko Salyse, iSskyrus Slovakija, Kur, prieSingai,
pirmuoju permainy laikotarpiu (1984—1989) rodikliai didéjo, o antruoju
(1989-1994) — mazéjo, bei Ryty Vokietija ir Vengrija, kur abiem
laikotarpiais rodikliai mazéjo [30]. Kitaip nei Ryty Europoje, Vakary
Europos Salyse 1984—1998 metais stebéta reikSminga savizudybiy maz¢jimo
tendencija. Tik Ispanijoje ir Airijoje savizudybiy rodikliai didéjo atitinkamai
nuo 5,3 iki 6,2 (17,2 proc.) ir nuo 6,6 iki 12,4 (89,0 proc.) savizudybiy
100 000 gyventojy [31].

1996 metais buvo nustatyti didZiausi mirtingumo dél savizudybiy
rodikliai Lietuvos istorijoje: 44,3/100 000 gyventojy (pasaulio standartas)
[26] arba 49,1/100 000 gyventojy (Europos standartas) [13]. Nors per
pastargji deSimtmet] mirtingumas dél savizudybiy sumazéjo, taciau,
2016 mety PSO duomenimis, $is rodiklis buvo 25,3/100 000 gyventojy
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(47,5/100 000 vyry ir 6,5/100 000 motery) ir vis dar isliko didziausias visoje
Europoje (2 pav.) [13].

60 - ] jetuva
e ES Salys narés iki 2004
30 - emwES $alys narés nuo 2004

e
=
1

SMR (100 000 gyventoju)
L
—]

—
=
I

U T T T T T T T T T T T T 1 | L T T T T T T T 1

T T T T
V2 = e T RS =T D
) - -

Metai

2 pav. Mirtingumo dél savizudybiy poky¢iai Lietuvoje ir Europos Sgjungos
Salyse [13]

Savizudybiy pokyCiai yra glaudziai susij¢ su Salyse ar regionuose
vykstanciais socialiniais ir politiniais procesais. Baltijos Saliy savizudybiy
pokyéiy tyrimas patvirtino E. Durkheimo teorija, aiSkinancig stabiliai
aukstus savizudybiy rodiklius stagnacijos laikotarpiu ir S formos rodikliy
pokyc¢iy kreive (nusileidimas — pakilimas — nusileidimas) sociopolitiniy ir
ekonominiy reformy laikotarpiu [32]. Sj savizudybiy mazéjimg XX a. 9-0jo
desimtmecio pabaigoje méginta paaiskinti tuo metu daugelyje Sajungos Saliy
vykdyta alkoholio draudimo kampanija, taip pat optimistinémis nuotaikomis
dél prasidéjusio demokratizacijos proceso [30, 33, 34]. Taciau ryskus
savizudybiy padaznéjimas XX a. 10-ojo deSimtmecio pradzioje, jau atkiirus
nepriklausomybe, siejamas su prasidéjusiomis politinémis, ekonominémis ir
socialinémis reformomis, lémusiomis ekonomikos nuosmukj, didéjantj
nedarbo lygj ir mazéjancias gyventojy pajamas. Tai atspindi ir savizudybiy
epidemijos paveikti darbingo, 50-54 mety amziaus vyry rodikliai
1994 metais Rusijoje (139,6/100 000), o0 1996 metais 45-54 mety amziaus —
Lietuvoje (171/100 000) [35]. Tai, kad Ryty Europoje po buvusios Soviety
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Sajungos Zlugimo savizudybiy rodikliy pokyciai buvo paveikti pereinamojo
laikotarpio socioekonominés krizés, parodé 1990-2008 mety 13 buvusiy
sovietinio bloko $aliy tyrimas [36].

Tyrimai, atlikti po 2008 mety pasaulio ekonominés krizés, taip pat
atskleidé ry$j tarp didéjancio nedarbo lygio ir savizudybiy rodiklio didéjimo.
Taip pat buvo nustatyta, kad vyry savizudybiy rodikliai yra labiau nei
motery susij¢ su makroekonominiais poky¢iais: 27 Europos ir 18 Amerikos
Saliy vyry savizudybiy rodikliai 2009 metais buvo 4,2 proc. (nuo 3,4 proc.
iki 5,1 proc.) ir 6,4 proc. (nuo 5,4 proc. iki 7,5 proc.) didesni, nei buvo
tikétasi [37]. 2009 metais pasaulyje beveik 5 000 savizudybiy atvejy buvo
susije¢ su pasauline finansy krize, o nedarbo poveikis savizudybiy rodikliams
buvo stipresnis Salyse, kuriose iki krizés nedarbo lygis buvo mazesnis.
Nedarbo lygio padidéjimas nuo 3 iki 6 proc. buvo susijes su 6,1 proc.
padidéjusiais savizudybiy rodikliais [38].

Nors rySys tarp mirtingumo dél savizudybiy ir socialiniy procesy yra
akivaizdus, vis délto tyrimy autoriai sutinka, kad vien tik alkoholio
vartojimo bei radikalGis politiniai ir ekonominiai poky¢iai negali visiSkai
paaiskinti Ryty Europos ir buvusios Soviety Sajungos Salyse mirtingumo dél
savizudybiy svyravimy pereinamuoju laikotarpiu. Nors tyrimy rezultatai
rodo, kad Ryty Europos mirtingumo dél savizudybiy fliuktuacija gali bati
paaiskinta tuo paciu veiksniy rinkiniu, ta¢iau, norint suprasti savizudybiy
paplitimo poky¢ius bei jy skirtumus, bitina atsizvelgti j kiekvienos $alies
sociokultaring aplinka [30, 39, 40].

Savizudybé — tai sudétingas, daugelio rizikos veiksniy nulemtas
reiSkinys. Dar 1993 metais P.O’Carrollas apras¢ Sio reikinio
daugiapriezasting etiologija, kur kiekvienos savizudybés atveju rizikos
veiksniy sudétis, seka, laikas bei jy tarpusavio rySiai yra unikalts [41].
Pastaruoju metu savizudybiy problema analizuojantys autoriai taip pat
pabrézia Sio reiskinio kompleksiSkuma ir iSkelia rizikos veiksniy tarpusavio
saveikos ir sociokultiirinio konteksto svarba, norint suprasti savizudiskos
elgsenos prigimtj [42, 43]. Savizudybiy reiskinio sudétingumg, taip pat
individualiy ar populiaciniy rizikos veiksniy jvairove bei jy tarpusavio
saveika atspindi savizudybiy rizikos modelis, kurj pateiké autoriai, apzvelge
moksliniy tyrimy duomenis savizudybiy tema (3 pav.) [44].
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Populiaciniai rizikos veiksniai

Socialiniy rysiy stoka

Staiglis sociokultirinial Ekonominé krize Socialing izoliacija
pokyEial
Individualts rizikos veiksniai l L l
Distaliniai arba predisponuojantys Vystymosi arba tarpiniai Proksimaliniai arba skatinantys

Savizudiska elgsena
Kognityviniai
sutrikimai:
1 atminties ir [
Seimos istorija H Nepalanki vaikysts problemy sprendimo — ,
Elgesio sutrikimai Savizudiskos mintys
Didelis nerimas
Epigenetiniai polcyiai b~ Asmenybes * Beviltiskumas
pigenetiniai pokyéiai 31 rai - , - — ) isle i
bruoiu raida > Didelé¢ impulsyvi Omus Zalingas Prislégta nuotaika
agresija W wvartojimas . B
l Psichopatologija
‘ ) £
- Stabiliis genu Genetiniai ir Létiné Biologiniai, genetiniai,
Genetika o™ coijos pokvdiai | | epigenetiniai veiksniai b priklausomybé epigenetiniai veiksniai Gvvenimo ivvkiai
Aplinkos veiksniai
P B Lengvai prieinamos Prastas psichikos
ija.sk:'l_ajd?s savifudybes sveikatos centru
pranesimal priemonés prieinamumas

3 pav. Skirtingy savizudybés rizikos veiksniy tarpusavio sgveikos modelis [44]
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Savizudiskas elgesys — tai elgesys, apimantis mintis apie savizudybe,
savizudybés planavima, méginimus nusizudyti ir pacig savizudybe¢ [1]. Nors
moterys dazniau turi min¢iy apie savizudybe bei bando zudytis, tatiau vyry
savizudiski veiksmai kur kas dazniau baigiasi mirtimi [45, 46]. Ekonomiskai
stipriose Salyse vyrai nusizudo 3,5 karto dazniau negu moterys, o
vidutiniskai ar ekonomiskai silpnose Salyse vyry ir motery savizudybiy
santykis yra dvigubai maZesnis — 1,6. Kitaip nei visame pasaulyje, Kinijoje
ir BangladeSe motery savizudybés yra daznesnés nei vyry [47, 48].

Kalbant apie amziy, beveik visame pasaulyje tiek vyry, tieck motery
maziausi savizudybiy rodikliai yra tarp jaunesniy nei 15 mety, o didziausi —
vyresniy nei 70 mety. Taciau nuo 15 iki 70 mety amziaus mirtingumo dél
savizudybiy rodikliai skiriasi: vienose Salyse jie nuolat didéja didéjant
amziui, kitose Salyse Sie rodikliai didZiausi tarp jauny suaugusiyjy ir véliau
sumazéja viduriniame amziuje, dar kitose — iSlieka panasiis minétu amziaus
tarpsniu [49, 50]. Vis délto yra skirtumy tarp ekonomiskai stipriy ir silpny
Saliy: jauny suaugusiyjy ir vyresnio amziaus motery savizudybiy rodikliai
yra gerokai didesni ekonomiSkai silpnose Salyse nei jy bendraamziy
eckonomiskai stipriose Salyse, kita wvertus, vidutinio amziaus vyry
ekonomiskai stipriose Salyse rodikliai yra gerokai didesni nei to paties
amziaus vyry ekonomiSkai silpnose $alyse [1].

Lietuvoje didZiausi savizudybiy rodikliai yra tarp darbingo 40-64 mety
amziaus vyry, o maziausi tarp paaugliy ir jauny suaugusiyjy [10, 15]. Kitaip
nei tarp vyry, tarp motery stebimas reik8mingas savizudybiy rodiklio
didéjimas didéjant motery amziui [50]. Lietuvos vyry ir motery mirtingumo
dél savizudybiy dinamikos tyrimas parodé, kad nuo 1996 mety 75 mety ir
vyresniy motery bei darbingo amziaus vyry savizudybiy rodikliai
reik§mingai mazgjo, taCiau didziausios savizudybiy rizikos struktiira pagal
amziy iSliko nepakitusi [10, 15].

Mirtingumo dél savizudybiy skirtumai pagal iSsilavinimg Lietuvoje yra
didesni tarp vyry. Vyry, turiniy Zemesn;j i$silavinimg, mirtingumas daugiau
kaip 4 kartus didesnis nei aukstojo iSsilavinimo grupéje, o atitinkamas
skirtumas tarp motery — apie 3 kartus [19, 20].

Ivertinus mirtingumo d¢l savizudybiy priklausomybe nuo ekonominio
aktyvumo statuso nustatyta, kad skirtumai tarp motery didesni nei tarp vyry.
Ekonomiskai neaktyviy ir bedarbiy motery mirtingumo rodikliai apie
3 kartus virsija dirban¢iy motery mirtingumo rodiklius. Atitinkami
mirtingumo rodikliy santykiai tarp vyry — apie 2 kartus. Lietuvoje nustatytas
labai aukstas tkio darbuotojy mirtingumo dél savizudybiy lygis, kuris
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atitinkamai daugiau nei 5 kartus tarp vyry ir beveik 4 kartus tarp motery
virsija mirtingumo lygj aukStesnio rango tarnautojy grupéje [20].

Nustatyti mirtingumo dél savizudybiy skirtumai ir pagal santuokinj
statusg: santuokoje negyvenanciy (nickada nevedusiy / netekéjusiy,
iSsiskyrusiy ir nasliy) mirtingumas 1,4-2,3 karto virija susituokusiyjy
asmeny mirtingumo lygj [19].

Lietuvos miesto ir kaimo gyventojy mirtingumo dél savizudybiy skirtumy
analizé parodé, kad kaimo vyry mirtingumo dél savizudybiy rizika yra 1,7—
2,1 karto didesné nei miesto vyry, taciau kaimo motery $iy mirtingumo
rodikliy skirtumai ry$kesni tik 30—59 mety amziaus grupéje [19].

2.2. Savizudybiy rizika populiaciniy vézio registry duomenimis paremtuose
tyrimuose

Pirmuosiuose tyrimuose, atliktuose XX a. viduryje, analizuotas
onkologiniy ligy paplitimas tarp jvairiy savizudziy grupiy. Siy tyrimy
duomenys paskatino mokslininkus pradéti tyrinéti savizudybiy rizika tarp
onkologinémis ligomis serganCiy pacienty [51-53]. Vienas pirmyjy
metodiniu  atzvilgiu  kokybisky epidemiologiniy tyrimy, kuriame
analizuojama savizudybiy rizika tarp onkologiniy ligoniy, buvo atliktas
Suomijoje. K. A. Louhivuori ir M. Hakama analizei naudojo duomenis apie
28 857 véziu susirgusius asmenis, kuriems 1955-1965 metais uzregistruotas
piktybinis navikas Suomijos vézio registre. Tarp $iy asmeny buvo nustatyti
63 savizudybiy atvejai: 49 vyry ir 14 motery. Tyrimo rezultatai parodé
reikSmingai didesne mirtingumo dél savizudybiy rizika tarp onkologiniy
ligoniy (SMS = 1,4, p < 0,001) [51]. Véliau panasiis tyrimai atlikti ir kitose
Salyse. Daugiausia tyrimy atlikta Europoje — 12, i§ kuriy net 7 — Siaurés
Europos valstybése. Dar penki tyrimai atlikti Jungtinése Amerikos Valstijose
ir po vieng Australijoje, Koréjoje bei Taivane (1 lentelé).
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1 lentelé. Onkologiniy ligoniy savizudybiy rizika. Populiaciniy véZio registry duomenimis paremty epidemiologiniy tyrimy rezultatai

P Diagnozés Stebéjimo . Tiriamoji Savizudziy  Rizikos .
Saltinis . . . Lytis o Nustatyta rizika
nustatymo laikotarpis pabaiga grupé skaiCius rodiklis
Louhivuori, 1955, 1960, 1965 1970 I$ viso: 28 857 63 SMS 1,4, p<0,001
Hakama, 1978 \% 14 427 49 1,3,p<0,01
(Suomija) M 14 430 14 1,9, p<0,05
Fox et al., 1982 1940-1969 1975 I§ viso: 144 530 192 SMS -
(Konektikutas) \Y 69 583 160 2,3, p <0,005
M 74 947 32 0,9, p>0,05
Allebeck et al., 1989 1962-1979 1979 I$ viso: 424 127 963 SMS -
(Svedija) \Y; — 645 1,9 (1,8-2,1)
M - 318 1,6 (1,5-1,8)
Levi etal., 1991 1976-1987 1987 I$ viso: 24 166 55 SMS 2,58 (1,95-3,38)
(Sveicarija) \Y; — 39 2,76 (1,96-3,79)
M - 16 2,22 (1,27-3,60)
Innos et al., 2003 1983-1998 2000 Viso: 65 419 197 SMS -
(Estija) \% 32 524 150 1,73 (1,45-2,01)
M 32 895 47 0,50 (0,37-0,66)
Miccinesi et al., 2004 1985-1999 2000 I$ viso: 90 197 102 SMS 1,93*
(Italija) \% 47 966 85 2,03*
M 42 231 17 1,57
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P Diagnozés Stebéjimo . Tiriamoji Savizudziy  Rizikos .
Saltinis i i . Lytis . . o Nustatyta rizika
nustatymo laikotarpis pabaiga grupé skaiCius rodiklis
Hem et al., 2004 1960-1997 1999 I$ viso: 490 245 589 SMS 1,48 (1,37-1,61)
(Norvegija) \% - 407 1,55 (1,41-1,71)
M - 182 1,35 (1,17-1,56)
Bjorkenstam et al., 2005 1965-1994 1999 I§ viso: 940 217 - MRS -
(Svedija) 1965-1974 \% - 72,1/10° 2,5
M - 34,4/10° 2,9
1975-1984 \% - 60,6/10° 2,0
M - 20,4/10° 1,7
1985-1994 \% - 39,4/10° 1,6
M - 22,8/10° 2,3
Yousaf et al., 2005 1971-1999 1999 I$ viso: 564 508 1241 SMS -
(Danija) \% 740 1,7 (1,6-1,8)
M 501 1,4(1,3-1,5)
Kendal W. S., 2007 1973-2001 2001 I$ viso: 1316 762 1572 SR -
(Jungtinés Valstijos) \% 670 932 1307 6,2 (54-7,1)
M 645 830 265 1,0
Dormer et al., 2008 1981-2002 2002 I$ viso: 121 533 129 SMS 1,61 (1,36-1,92)
(Australija) A% 108 1,73 (1,43-2,08)
M 21 1,21 (0,79-1,86)

=
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P Diagnozés Stebéjimo . Tiriamoji Savizudziy  Rizikos .
Saltinis i ) . Lytis . . o Nustatyta rizika
nustatymo laikotarpis pabaiga grupé skaiCius rodiklis
Misono et al., 2008 1973-2002 2002 I$viso: 3594 750 5838 SMS 1,88 (1,83-1,93)
(Jungtinés Valstijos) \% 1728990 4636 2,09 (2,03-2,15)
M 1 865 760 1202 1,48 (1,40-1,57)
Robinson et al., 2009 1996-2005 2005 I$ viso 417 572 166 SMS 1,36 (1,16-1,58)
(Anglija) Vv 206 129 117 1,45 (1,20-1,73)
M 211 443 49 1,19 (0,88-1,57)
Ahn et al., 2010 1993-2002 2005 I$ viso 816 295 2 065 SMS 2,00 (1,91-2,08)
(Koréja) \% 446 778 1521 2,05 (1,95-2,15)
M 369 517 544 1,87 (1,72-2,03)
Nasseri et al., 2012 1997-2006 2008 I$ viso: 1123528 1168 SMS 2,3*
(Kalifornija) A% 558 311 975 2,0*
M 565 217 193 1,8*
Oberaigner et al., 2014 1991-2010 2010 IS viso: 53 803 144 SMS 1,86 (1,57-2,19)
(Austrija) \% 25 825 119 2,00 (1,66-2,40)
M 27978 25 1,40 (0,91-2,07)
Vyssoki et al., 2015 1983-2010 2010 I$ viso: 915 303 2877 SMS 1,23 (1,19-1,28)
(Austrija) \% 439345 1,41 (1,35-1,47)
M 47 5958 1,24 (1,15-1,34)
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P Diagnozés Stebéjimo . Tiriamoji Savizudziy  Rizikos .

Saltinis ) ) . Lytis . . o Nustatyta rizika
nustatymo laikotarpis pabaiga grupé skaicius rodiklis

Linetal., 2017 1985-2007 2009 I$ viso: 916 337 2543 SMS 2,47 (2,38-2,57)
(Taivanas) \% 494 205 1734 2,73 (2,60-2,86)
M 422 132 809 2,06 (1,92-2,21)
Henson et al., 2018 1995-2015 2017 [§viso: 4722099 2491 SMS 1,20 (1,16-1,25)
(Anglija) \Y 2 376 908 1719 1,20 (1,14-1,26)
M 2345191 772 1,21 (1,13-1,30)
Zaorsky et al., 2019 1973-2014 2017 I$ viso 8 651 569 13311 SMS 4,44 (4,33-4,55)
(Jungtinés Valstijos) \% 4 440 593 11042 9,03 (8,50-9,59)
M 4210976 2269 3,98 (3,87-4,10)

* — rezultatai statistiSkai reikSmingi

V — vyrai
M — moterys

SMS - standartizuotas mirtingumo santykis
MRS — mirtingumo rodikliy santykis

SR — santykiné rizika
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Populiaciniy vézio registry duomenimis paremty tyrimy metu nustatyta,
kad serganciyjy onkologinémis ligomis savizudybiy rizika yra didesné nei
bendrojoje populiacijoje [51-72]. Siy tyrimy duomenimis, SMS dydis
svyruoja nuo 1,20 (95 proc. Pl 1,16-1,25) Anglijoje iki 4,44 — Amerikoje
(95 proc. Pl 4,35-4,55) [71, 72]. Tokie vienareik§miai tyrimy rezultatai
rodo, kad nustatyta onkologinés ligos diagnozé gali biiti vienas i§
savizudybés rizikos veiksniy. Paminétina, kad tarp Siaurés Europos
valstybiy, kur buvo analizuota onkologiniy ligoniy savizudybiy rizika, toks
tyrimas atliktas ir kaimyningje Estijoje. Buvo iStirta 65 419 onkologiniy
ligoniy kohorta, kurig sudarantiems asmenims liga diagnozuota 1983—
1998 mety laikotarpiu. Didesné savizudybiy rizika nustatyta tik tarp vyry:
SMS = 1,73 (95 proc. Pl 1,45-2,01). Minétu laikotarpiu mirtingumo dél
savizudybiy rodikliai Estijoje buvo vieni didziausiy Europoje, taciau nesieké
Lietuvos mirtingumo dél savizudybiy rodikliy [13, 57]. Vieni maziausiy
mirtingumo dél savizudybiy rodikliai yra tarp Anglijos ir Italijos gyventojy
[13]. Tadiau tyrimy rezultatai parodé, kad net ir Salyse, kur populiaciniai
mirtingumo dél savizudybiy rodikliai palyginti mazi, onkologiniy ligoniy
savizudybiy rizika yra iki 2 karty didesné nei bendrojoje populiacijoje [56,
58, 65].

2.2.1. Sociodemografiniy veiksniy jtaka savizudybiy rizikai

Lytis. Visy tyrimy duomenimis, buvo nustatytas reikSmingas vyry,
sergan¢iy onkologinémis ligomis, mirtingumo dél savizudybiy rizikos
padidéjimas: rizika 2—3 kartus didesné nei bendrojoje populiacijoje buvo tarp
Amerikos [52, 64], Sveicarijos [54], Italijos [56, 58], Kor¢jos [66] bei
Taivano [70] vyry. Naujausio Jungtinése Amerikos Valstijose atlikto tyrimo
duomenimis, nustatyta véziu serganciy vyry savizudybiy rizika buvo net
9 kartus didesné nei bendrojoje populiacijoje [72]. Maziausias rizikos
rodiklis buvo nustatytas tarp Suomijos (SMS = 1,3) ir Anglijos (SMS = 1,20)
vyry [51, 71]. Daugumos tyrimy rezultatai parodé, kad didesné savizudybiy
rizika buvo onkologinémis ligomis serganciy vyry nei motery. Tik trijy
tyrimy (atlikty Suomijoje, Italijoje ir Svedijoje) duomenimis, nustatyta
didesné motery savizudybiy rizika nei vyry [51, 56, 60]. Kitaip nei vyry,
motery padidéjusig savizudybiy rizikg rodo ne visy tyrimy rezultatai: Estijoje
atlikto tyrimo duomenimis, onkologine liga sergan¢iy motery savizudybiy
rizika buvo netgi maZesné¢ nei bendrojoje populiacijoje (SMS = 0,50,
95 proc. P1 0,37-0,66) [57].

Amzius. Kai kuriy tyrimy autoriai nustaté didéjant amziui didéjanciag
savizudybiy rizika [58, 64, 65]. Italijoje ir Jungtinése Amerikos Valstijose
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atlikti tyrimai parodé prieSinga tendencija — didéjant amziui mazéjancia
savizudybiy rizika [56, 72]. Estijoje ir Kor¢joje atlikty tyrimy duomenimis,
didziausia savizudybiy rizika buvo atitinkamai tarp 15-49 ir 20-39 mety
vyry, kuri didéjant amziui taip pat mazéjo [57, 66]. Kiti tyrinétojai tokio
ry$io nenustaté [52-54, 60, 61, 63].

Santuokinis statusas. Vienas plaiausiai analizuoty socialiniy
onkologiniy pacienty savizudybiy rizikos veiksniy buvo santuokinis statusas.
Visuose tyrimuose, kur onkologiniy ligoniy savizudybiy rizika analizuota
atsizvelgiant ] tai, ar jie gyveno santuokoje, ar ne, didziausia savizudybiy
rizika nustatyta tarp anksCiau gyvenusiy santuokoje ar nesusituokusiy
pacienty [51, 59, 62, 64, 66, 67, 72]. Suomijoje atlikto tyrimo metu
nustatyta, kad iSsiskyrusiy ar nasliais likusiy vyry, serganciy onkologine
liga, savizudybiy rizika 2,6, o motery — net 5,8 (p < 0,001) karto didesné nei
bendrojoje populiacijoje. Taciau bendrojoje Suomijos populiacijoje
gyvenanCiyjy santuokoje savizudybiy rizika taip pat mazesné nei Kkitose
santuokos atzvilgiu grupése. Laukiamas tiriamosios grupés savizudybiy
skai¢ius buvo apskaiCiuotas neatsizvelgiant j mirtingumo dél savizudybiy
skirtumus bendrojoje populiacijoje pagal statusg santuokos atzvilgiu. Todél
nustatyti savizudybiy rizikos skirtumai pagal santuokinj statusg gali buti
paveikti populiaciniy mirtingumo dél savizudybiy rizikos veiksniy ir neturéti
rySio su vézio diagnoze [51]. Tiek vyry, tiek motery didesné savizudybiy
rizika nustatyta tarp iSsiskyrusiyjy nei tarp likusiyjy naSliais [59, 62].
Dviejuose 1§ trijy tyrimy, kur pateiktas iSsiskyrusiy onkologiniy pacienty
rizikos jvertinimas atsizvelgiant j lytj, didesné savizudybiy rizika nustatyta
tarp iSsiskyrusiy motery nei tarp iSsiskyrusiy vyry [51, 59, 62].
W. S. Kendalo atlikto tyrimo rezultatai parodé, kad diagnozés nustatymo
metu gyvenanciy santuokoje tiek vyry, tiek motery savizudybiy rizika buvo
reikSmingai mazesné, palyginti su savizudybiy rizika kitose santuokinio
statuso grupése: SR buvo atitinkamai 0,46 (95 proc. Pl 0,39-0,54) ir 0,67
(95 proc. P1 0,48-0,99) [62].

Socioekonominiai veiksniai. Dviejy pastaraisiais metais atlikty tyrimy
autoriai analizavo ir socialiniy bei ekonominiy veiksniy jtaka savizudybiy
rizikai tarp onkologinémis ligomis sergan¢iy zmoniy. Koréjoje atlikto tyrimo
autoriai nustaté, kad didesné savizudybiy rizika buvo susijusi su zZemesniu
iSsilavinimu bei nedarbo lygiu. Onkologiniy ligoniy, neturin¢iy aukstojo
i§silavinimo, savizudybiy rizika buvo 1,5 karto didesné, palyginti su aukstajj
iSsilavinimg jgijusiyjy (95 proc. Pl 1,28-1,76), ir 1,38 karto didesné
bedarbiy, palyginti su dirban¢iyjy (95 proc. Pl 1,25-1,53) [66]. Anglijoje
atlikto tyrimo duomenimis, nustatyta didesné savizudybiy rizika tarp

23



serganCiyjy, gyvenanéiy skurdesniuose rajonuose, nhei tarp turtingesniy
rajony gyventojy: didziausia savizudybiy rizika buvo tarp Zemiausiam
socioekonominiam sluoksniui priklausan¢iy motery, nors §ie skirtumai ir
nebuvo statistiSkai reikSmingi [65]. Panasiis rezultatai gauti iStyrus
savizudybiy rodiklius skirtinguose Anglijos administraciniuose teritoriniuose
vienetuose. Nustatyta, kad savizudybiy rodikliams jtakos turéjo socialinés
gerovés indeksas: mazesni savizudybiy rodikliai buvo susij¢ su geresne
socioekonomine regiono padétimi [73].

Gyvenamoji vieta. Gyvenamosios vietos jtaka savizudybiy rizikai buvo
analizuota atliekant tris tyrimus. Sveicarijoje ir Australijoje atlikty tyrimy
rezultatai neparodé reikSmingo skirtumo tarp miesto ir kaimo vietovése
gyvenanéiy pacienty savizudybiy rizikos [54, 63]. Koréjoje nustatyta
reikSmingai didesné didmiesCiuose gyvenanciy onkologiniy ligoniy
savizudybiy rizika nei gyvenaniy maZesniuose miestuose ar kaimo
vietovése: RR = 1,15 (95 proc. Pl 1,05-1,25) [66]. Gauti tyrimo rezultatai
priestaravo Koréjos bendrosios populiacijos miesto ir kaimo gyventojy
mirtingumo dél savizudybiy duomenims, kurie parodé didesne savizudybiy
rizikg tarp maZesniy miesty ar kaimo vietoviy gyventojuy [74].

Rasé ir etniné grupé. Priklausymo tam tiktai rasei ar etninei grupei jtaka
savizudybiy rizikai buvo analizuota trijy Jungtinése Amerikos Valstijose
atlikty tyrimy metu [62, 64, 72]. Visuose tyrimuose nustatytas stiprus rySys
tarp savizudybiy rizikos ir rasés: tarp afroamerikieCiy onkologiniy ligoniy
nustatyta reik§mingai mazesné savizudybiy rizika, palyginti su baltaodziy
onkologiniy ligoniy savizudybiy rizika. Tokios savizudiSskos elgsenos
tendencijos biidingos ir bendrajai Amerikos populiacijai. Manoma, kad
mazesne savizudybiy rizikg tarp afroamerikieciy rasei priklausanciy asmeny
lemia jy religinés paziiiros, Seimos parama bei kulttrinis savizudybés
atmetimas [75].

2.2.2. Klinikiniy veiksniy jtaka savizudybiy rizikai

Vézio lokalizacija, iSplitimas ir ligos prognozé. Jungtinése Amerikos
Valstijose atlikto tyrimo autoriai didziausia savizudybiy rizika nustaté tarp
ligoniy, kuriems buvo diagnozuotas plauciy ir bronchy (SMS = 5,74),
skrandzio (SMS = 4,68) bei galvos ir kaklo (burnos ertmé ir ryklé SMS =
3,66, gerklos SMS = 2,83) vézys [64]. Daugelio kity tyrimy rezultatai taip
pat parodé didZiausig savizudybiy rizika tarp onkologiniy pacienty, kuriems
nustatyti minéty lokalizacijy piktybiniai navikai [53, 55, 59, 61, 71]. Vis
délto piktybinio naviko lokalizacijos, susijusios su didziausia savizudybiy
rizika, buvo skirtingos remiantis jvairiy tyrimy duomenimis: Sveicarijoje
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atlikto tyrimo metu didZiausia savizudybiy rizika nustatyta tarp sergan¢iyjy
limfinio ir kraujodaros audiniy piktybiniais navikais (SMS = 5,63); Estijoje —
stemplés (SMS = 7,22) bei kasos (SMS = 6,59) véziu (vyrai); Koréjoje —
kasos (SMS = 6,01) ir biliarinio trakto (SMS = 3,19) véziu (vyrai) bei
plauciy (SMS = 3,55) ir kiausidziy (SMS = 2,84) véziu (moterys) [54, 57,
66].

Tyrimais taip pat nustatytas rySys tarp savizudybiy rizikos ir vézio
i$plitimo: didesné rizika nustatyta tarp pacienty, sergan¢iy metastazavusiu
véziu [51, 61, 62, 64, 65, 67, 68, 72]. Taip pat didesné onkologiniy ligoniy
savizudybiy rizika buvo susijusi su bloga ligos prognoze [61, 63, 70] ar
mazesniais iS§gyvenamumo rodikliais [58, 60]. Anglijoje atlikto tyrimo
autoriai nustaté reikSmingai didesn¢ savizudybiy rizika, susijusig su vézio
lokalizacijomis, kurioms esant 5-eriy mety i§gyvenamumo rodikliai mazesni
nei 10 proc. [65]. Kity tyrimy duomenimis, didesné savizudybiy rizika taip
pat nustatyta tarp onkologiniy pacienty, kuriems diagnozuoti prastos
prognozés navikai: bronchy, plauciy, stemplés, skrandzio, kasos, galvos ir
kaklo, kepeny, biliarinio trakto, mieloma [53, 55, 57, 59-62, 64, 66, 68, 71].

Nors priezastinis rySys tarp padidéjusios savizudybiy rizikos ir tam tikry
vézio lokalizacijy néra iSsiaiSkintas, taciau galima prielaida, kad plauciy
véziu sergantys pacientai susiduria su grésminga ligos prognoze. Tyrimy
duomenimis, nustatytas didelis, vidutini§kai 25 proc., depresijos paplitimas
tarp plauciy véziu serganCiy pacienty, taip pat nustatytas stiprus rySys tarp
blogesnés gyvenimo kokybés ir didesnio depresijos paplitimo lygio bei
patiriamo streso [76, 77]. Didelis psichologinio distreso ir depresijos
paplitimas taip pat nustatytas tarp galvos ir kaklo véziu serganciy pacienty.
Minéty lokalizacijy véziu sergantys pacientai susiduria su gyvenimo kokybe
bloginanciais veiksniais: pasikeitusia i§vaizda, gyvybiskai svarbiy funkcijy
sutrikimu (kalbos, rijimo, kvépavimo) [78]. W. S. Kendalas analizavo galvos
ir kaklo lokalizacijy véziu serganciy pacienty savizudybiy rizikos rysj su
ribotomis gydymo galimybémis. Didesné rizika buvo susijusi su metastaziy
nustatymu, chirurginio gydymo kontraindikacija, aukStu naviko
diferenciacijos laipsniu ar jokio gydymo netaikymu [62]. K. A. Louhivuori ir
M. Hakama, N.G. Zaorsky su bendraautoriais taip pat nustaté, kad
padidéjusi savizudybiy rizika buvo tarp pacienty, kuriems nebuvo taikytas
operacinis ir / ar radioterapinis gydymas [51, 72].

Laikas, praéjes nuo diagnozés nustatymo. Tyrimais parodyta
priklausomybé tarp savizudybiy rizikos padidéjimo ir laiko, praéjusio nuo
diagnozés nustatymo. Daugumos tyrimy duomenimis, didZiausia
savizudybiy rizika nustatyta pirmaisiais ménesiais [56, 59, 61, 63, 68, 71] ar
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metais po diagnozés nustatymo [53, 54, 57, 58, 64-66, 69, 72]. ltalijoje
atlikto tyrimo duomenimis, per pirmuosius $eSis ménesius po diagnozés
nustatymo savizudybiy rizika tarp onkologiniy ligoniy buvo net 28 kartus
didesné (SMS = 27,7, p < 0,001) nei bendrojoje populiacijoje [56], o $vedy
mokslininkai nustaté 16 karty (SMS = 16,0, 95 proc. Pl 13,5-18,9) didesn¢
rizikg tarp vyry ir 15 karty (SMS = 15,4, 95 proc. Pl 11,2-20,6) — tarp
motery per pirmuosius metus po diagnozés nustatymo [53]. Australijos
mokslininkai didziausia rizika nustaté per pirmuosius tris ménesius, taCiau
12-14 ménesiais rei§kési naujas padidéjusios rizikos periodas, kuriam jtakos
galégjo turéti ligos recidyvas ar nesékmingas gydymas [63]. PanaSis
padidéjusios rizikos periodai buvo nustatyti dar keliy tyrimy metu [52, 56].
Ilgéjant laikotarpiui po onkologinés ligos nustatymo savizudybiy rizika
mazéja, o Svedijoje ir Austrijoje atlikto tyrimo metu pra¢jus 10 mety nuo
onkologinés ligos nustatymo nusizudymo rizika tiek tarp vyry, tiek tarp
motery buvo netgi reik§mingai mazesné nei bendrojoje populiacijoje [53, 54,
56-59, 61, 63-66, 68, 69]. Vieno tyrimo autoriai, jverting 16 populiaciniy
vézio registry Jungtinése Amerikos Valstijose ir Skandinavijoje duomenis,
nustaté, kad padidéjusi savizudybiy rizika tarp krities véziu serganciy
motery iSliko visg daugiau nei 25 metus apimant] stebéjimo laikotarpj
(SMS = 1,35, 95 proc. PI 0,82-2,12) [79].
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3. TYRIMO APIMTIS IR METODAI

3.1. Duomeny apie tiriamosios grupés asmenis surinkimas ir duomeny bazés
sukiirimas

3.1.1. Duomeny $altiniai

Lietuvos Vézio registras yra populiacinis registras, kuriame kaupiami
duomenys apie susirgimus piktybiniais navikais Lietuvoje bei mirtis nuo jy.
Siuo metu Vézio registro duomeny bazéje sukaupta informacija apie
onkologinius susirgimus Lietuvoje nuo 1978 mety ir mirties priezastis NUO
onkologine liga susirgusius Lietuvos gyventojus. Pagrindinis Vézio registro
duomeny $altinis — tai ,,PraneSimas apie pirma karta nustatyta piktybinio
naviko diagnozg™ (forma Nr. 090/a). ,,Medicininis mirties liudijimas* (forma
Nr. 106/a) — papildomas duomeny $altinis sergamumo duomeny bazei
papildyti ir onkologiniy ligy registracijos kokybei kontroliuoti, taip pat ir
onkologiniy ligoniy mirties faktui, datai, mirties priezasciai nustatyti jau
registruoto piktybinio susirgimo atveju. Sergamumo duomenys papildomi
duomenimis i§ Valstybinio patologijos centro (4 pav.) [12].

Pranesimai apie pirma
kartg nustatyta piktybinio Mirties liudijimai Valstybinio patologijos
naviko diagnoze centro duomenys

| | |

Vézio registras

!

Pirminés sveikatos priezitros centrai

4 pav. Vézio registro duomeny $altiniai [12]

Nuo 2013 mety Vézio registro sukaupti duomenys apie susirgimus
piktybiniais navikais Lietuvoje néra iSsamis. Atsizvelgiant j sukaupty
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duomeny i§samuma, kokybe bei patikimumg buvo pasirinktas 1993-2012
mety tyrimo laikotarpis.

I§ Vézio registro duomeny bazés apie tiriamuosius asmenis surinkta
toliau iSvardyta informacija:

— vardas;

— pavardé;

— asmens kodas;

— gimimo data;

— lytis;

— gyvenamoji vieta,;

— piktybinio naviko diagnozés nustatymo data,;
— piktybinio naviko lokalizacija;
— piktybinio naviko isplitimas;
— mirties data;

— mirties priezastis.

Nezinomoms mirties priezastims patikslinti buvo naudojami Mirties akty
jrasai i§ Civilinés metrikacijos archyvy.

Iki 1997 mety onkologiniy ligy diagnozéms ir mirties priezastims koduoti
Vézio registras naudojo devintosios perzitiros Tarptauting statisting ligy ir
sveikatos problemy klasifikacija (TLK-9, PSO 1977), 0 nhuo 1998 mety —
deSimtosios perziiiros Tarptauting statisting ligy ir sveikatos problemy
klasifikacijg (TLK-10, PSO 1992).

Piktybinio naviko i$plitimui jvertinti naudota TNM (angl. Tumor, Nodes,
Metastasis) klasifikacijos sistema: iki 2000 mety TNM 4-0ji redakcija, nuo
2001 mety — TNM 5-0ji redakcija, nuo 2008 mety — TNM 6-0ji redakcija,
nuo 2010 mety — TNM 7-0ji redakcija.

3.1.2. Tiriamyjy grupés suformavimas

Savizudybiy rizika tarp serganCiyjy onkologinémis ligomis Lietuvoje
jvertinta naudojant retrospektyvinio kohortinio tyrimo metoda [80].

Tyrimui atrinkti asmenys, kuriems nuo 1993 m. sausio 1 d. iki 2012 m.
gruodzio 31 d. buvo diagnozuotas pirmasis piktybinis susirgimas ir
uzregistruotas Vézio registre.

Per minétg tyrimo laikotarpj buvo uZregistruoti 287 798 asmenys,
kuriems diagnozuotas naujas piktybinis onkologinis susirgimas (5 pav.). I$ jy
268 660 (92,18 proc.) asmenims buvo diagnozuotas vienas, o 22 499
(7,82 proc.) — du ar daugiau piktybiniy naviky. Asmenys, kuriems
diagnozuota ne viena piktybiné liga, | analiz¢ jtraukti tik pagal pirmosios
diagnozuotos ligos diagnoze. | tyrimo grupe nebuvo jtraukti asmenys:
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kuriems piktybinio naviko diagnoz¢é nustatyta po mirties ar diagnozés
nustatymo data atitiko mirties datg (N = 13 979, 4,86 proc. visy atvejy);
dél nutriikusio rysio, greifiausiai dél emigracijos (N = 219, 0,08 proc.
visy atvejy);

kuriy mirties priezasties patikslinti nepavyko (N = 89, 0,05 proc. visy
mirties atvejy).

Asmenys, kuriems

1993-2012 m. uzregistruoti piktybiniai susirgimai

N =287 798
Nezinoma mirties priezastis Diagnozés nustatymo data
(Civilinés metrikacijos archyvas) = mirties data
N = 287 N =13979
Neidentifikuotos mirties Diagnozeés nustatymo data =
priezastys stebéjimo pabaigos data
N =89 N =219
v

Identifikuotos mirties
priezastys

N =198

v
Tiriamoji grupé
N =273511

5 pav. Tiriamosios grupés sudarymo schema
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3.1.3. Tiriamyjy grupés charakteristika

I tyrimg buvo jtraukta 273 511 asmeny (139 226 wvyrai ir 134 285
moterys), kuriems tiriamuoju laikotarpiu buvo diagnozuotas susirgimas
piktybiniu naviku. I$ tiriamyjy grupés nariy stebéjimo laikotarpio pabaigoje
108 997 (39,9 proc.) buvo gyvi, 164 514 (60,1 proc.) — mirg. Serganciyjy
onkologinémis ligomis Lietuvoje tiriamyjy grupés stebéjimo duomenys
pateikiami 2 lenteléje.

2 lentelé. Serganciyjy onkologinémis ligomis Lietuvoje tiriamyjy grupés
stebéjimo duomenys: gyvybés statusas 2012 m. gruodzio 31 d.

2012 m. gruodzio 31 d. Vyrai Moterys I$ viso (proc.)
Gyvi 46 677 62 320 108 997 (39,9)
Mire 92 549 71 965 164 514 (60,1)
I$ viso 139 226 134 285 273 511 (100,0)

1993 metais ] tiriamyjy grupe buvo jtraukti 11 087 asmenys (5 596 vyrai
ir 5491 moteris), kuriems diagnozuotas naujas piktybinis onkologinis
susirgimas. Kasmet tyrimo dalyviy skai¢ius nuosekliai didéjo ir 2012 metais
sieké 14 533 (7 269 vyrai ir 7 269 moterys). Tiriamosios grupés vyry ir
motery susirgimy piktybiniais navikais pasiskirstymas pagal amZiaus grupes
ir diagnozés nustatymo laikotarp] pateikiama 3 ir 4 lentelése. Palyginus
1993-1998 ir 2008-2013 mety tyrimo laikotarpius, asmeny, atitinkan¢iy
atrankos j tyrima Kriterijus, skaicius iSaugo 1,34 karto tarp vyry ir 1,25 karto
tarp motery. Piktybinio naviko diagnozés nustatymo metu daugiau nei
65 proc. vyry ir 60 proc. motery buvo 60 mety ir vyresni.
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3 lentelé. Serganciyjy onkologinémis ligomis Lietuvoje stebéjimo
duomenys: susirgimy piktybiniais navikais pasiskirstymas pagal amziaus
grupes ir diagnozés nustatymo laikotarpj. Vyrai, 1993-2012 m.

Diagnozés nustatymo laikotarpis
AmZiaus grupé 1993-1997 1998-2002 2003-2007 2008-2012 IS viso

IS viso 29 006 32 557 38 908 38755 139226
00-04 129 85 64 84 362
05-09 80 51 39 31 201
10-14 65 65 51 49 230
15-19 126 119 109 79 433
20-24 146 121 148 131 546
25-29 193 184 176 166 719
30-34 259 241 270 232 1002
35-39 453 423 385 405 1666
40-44 791 771 738 706 3006
45-49 1447 1428 1479 1467 5821
50-54 2453 2362 2798 3166 10 779
55-59 3742 3567 4012 4802 16 123
60-64 4840 4841 5505 5717 20903
65-69 5282 5906 7235 6757 25180
70-74 3969 5629 7222 6686 23 506
75-79 2246 3824 5186 4527 15783
80-84 1558 1656 2421 2665 8300
85+ 1227 1284 1070 1085 4666
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4 lentelé. SerganCiyjy onkologinémis ligomis Lietuvoje stebéjimo
duomenys: susirgimy piktybiniais navikais pasiskirstymas pagal amziaus
grupes ir diagnozés nustatymo laikotarpj. Moterys, 1993-2012 m.

Diagnozés nustatymo laikotarpis
AmZiaus grupé 1993-1997 1998-2002 2003-2007 2008-2012 IS viso

IS viso 29 139 33 692 35072 36382 134285
00-04 95 78 65 68 306
05-09 53 74 37 24 188
10-14 79 63 43 40 225
15-19 107 108 92 84 391
20-24 166 148 145 159 618
25-29 246 269 299 300 1114
30-34 545 541 548 569 2203
35-39 908 1002 958 914 3782
40-44 1394 1622 1643 1517 6176
45-49 1895 2175 2487 2435 8992
50-54 2464 2669 2803 3271 11 207
55-59 3154 3235 3265 3511 13 165
60-64 3868 4137 3848 4029 15 882
65-69 4430 4635 4659 4564 18 288
70-74 3935 5065 4909 4873 18 782
75-79 2480 4089 4712 4571 15 852
80-84 1983 2133 3035 3431 10 582
85+ 1337 1649 1524 2022 6532
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3.1.4. Savizudybés apibrézimas

Mirties priezastims dél savizudybiy apibrézti buvo naudojami TLK-9 ir
TLK-10 kodai: atitinkamai E950-E959 ir X60—X84, apimantys savizudybe
ar tyc¢inj susizalojimg. Buvo laikoma, kad onkologinis pacientas nusizudé, jei
pagrindiné mirties priezastis, sukélusi mirting baigtj, buvo nurodyta Kkaip
savizudybé ir atitiko iSvardytus TLK kodus.

Galimai ,,pasléptiems® savizudybiy atvejams jvertinti papildomai buvo
iSanalizuoti mirties atvejai, Kai ketinimas nezinomas: TLK-9: E980-E989 ir
TLK-10: Y10-Y34. Cia jtraukti susizalojimai, kai prieinamos informacijos
nepakanka, kad medikas ar oficialus asmuo galéty nuspresti, ar jvyko
nelaimingas atsitikimas, susizalojimas, pasikésinimas, todél néra patikslinta,
ar tai atsitiktiniai, ar ty€iniai jvykiai.

5 ir 6 lentelése pateikiamas miréiy dél savizudybiy pasiskirstymas pagal
amziaus grupes ir mirties laikotarpj. I§ visy tyrimo dalyviy nusizudé
654 pacientai (504 vyrai ir 150 motery), kuriems tiriamuoju laikotarpiu buvo
diagnozuotas piktybinis susirgimas.
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5 lentelé. Serganciyjy onkologinémis ligomis miréiy dél savizudybiy ir atvejy, kai ketinimas nezinomas, pasiskirstymas
pagal amziaus grupes ir diagnozés nustatymo laikotarpj. Vyrai, 1993-2012 m.

Diagnozés nustatymo laikotarpis

1993-1997 1998-2002 2003-2007 2008-2012 IS viso
AmZiaus grupé X60-84 Y10-34 X60-84 Y10-34 X60-84 Y10-34 X60-84 Y10-34 X60-84 Y10-34
I§ viso 57 10 119 18 161 21 167 46 504 95
00-04
05-09
10-14
15-19
20-24 2 1 2 1
25-29 1 1
30-34 1 3 4
35-39 1 1 1 1 3 1 4 4
40-44 3 1 5 1 3 1 12 2
45-49 5 4 2 3 5 1 16 4
50-54 4 8 1 11 7 2 30 3
55-59 8 3 15 4 19 2 18 2 60 11
60-64 6 2 21 5 20 4 27 9 74 20
65-69 9 2 22 3 30 2 26 7 87 14
70-74 9 16 2 22 1 28 10 75 13
75-79 6 17 24 3 22 6 69 9
80-84 5 1 5 14 3 15 6 39 10
85+ 2 7 1 10 1 13 1 32 3
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6 lentelé. Serganciyjy onkologinémis ligomis miréiy dél savizudybiy ir atvejy, kai ketinimas nezinomas, pasiskirstymas
pagal amziaus grupes ir diagnozés nustatymo laikotarpj. Moterys, 1993-2012 m.

Diagnozés nustatymo laikotarpis

1993-1997 1998-2002 2003-2007 2008-2012 IS viso
AmZiaus grupé X60-84 Y10-34 X60-84 Y10-34 X60-84 Y10-34 X60-84 Y10-34 X60-84 Y10-34
I§ viso 10 35 11 47 15 58 25 150 51
00-04
05-09
10-14
15-19 1 1
20-24
25-29 1 1 1 1
30-34 1 1 1 1
35-39 1 2 1 2 2 4
40-44 1 3 1 1 5 1
45-49 1 1 1 2 1 3 1 7 3
50-54 1 1 2 2 9 3 13 5
55-59 6 1 5 1 11 2 22 4
60-64 1 3 2 8 2 7 1 19 5
65-69 1 5 1 6 1 2 1 14 3
70-74 1 3 2 2 6 1 12 3
75-79 2 6 8 2 8 6 24 8
80-84 3 4 7 2 5 5 19 7
85+ 2 2 3 2 5 2 10 6
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3.1.5. Su gyventojy suraSymo duomenimis sujungty duomeny bazés
suformavimas

2001 m. balandzio 6 d. jvyko pirmasis po nepriklausomybés atkiirimo
gyventojy ir blsty suraS§ymas, kurio metu buvo suraSomas kiekvienas
Lietuvos pilietis, kurio nuolatiné gyvenamoji vieta yra Lietuvos Respublika.
Siame tyrime buvo siekta jvertinti savizudybiy rizika tarp sergandiyjy
onkologinémis ligomis Lietuvoje atsizvelgiant j sociodemografinius
veiksnius, remiantis 2001 m. gyventojy sura§ymo duomenimis.

Visy asmeny, kuriems nuo 2001 m. balandzio 6 d. iki 2009 m. gruodzio
31d. buvo diagnozuotas pirmasis piktybinis susirgimas ir uzregistruotas
VéZio registre (137 320 atvejy), jraSai buvo jungiami su atitinkamais ty
paciy gyventojy jrasais suraS§ymo duomeny bazéje bei §iuo periodu mirusiy
gyventojy mirties jrasais. Visi sujungty duomeny bazés kiirimo darbai, susije
su individualiy jraSu naudojimu, atlikti Statistikos departamento specialisty,
turin¢iy leidima dirbti su konfidencialia statistine informacija. Tolesniems
tyrimams ir rodikliy skai¢iavimams buvo pateikta tik agreguota statistiné
informacija (dazniy duomeny masyvo formatu). Tyrimo duomeny bazei
buvo panaudoti penki gyventojy ir buisty suraSymo klausimai-Kintamieji:
gimimo data, lytis, gyvenamoji vieta, i$silavinimas ir santuokinis statusas.
Kintamyjy ir jy kategorijy sgrasas aptariamas 3.2.1 poskyryje.

96,5 proc. visy vézio atvejy, kai nuo 2001 m. balandzio 6 d. iki 2009 m.
gruodzio 31 d. buvo diagnozuotas pirmasis piktybinis susirgimas, jrasai buvo
sékmingai sujungti su gyventojy suraS§ymo duomenimis (atitinkamai
96,1 proc. vyry ir 96,8 proc. motery). Duomeny analizei buvo panaudoti tik
su gyventojy sura§ymo duomenimis sujungti Vézio registro jrasai. Tiriamyjy
amzius buvo apribotas ir tolesnei duomeny analizei atlikti atrinkti asmenys,
kurie gyventojy ir biisty suraSymo metu buvo 30-74 mety amziaus. Taip pat
buvo pasalinti vézio atvejai, kurie Vézio registre uzregistruoti tik remiantis
medicininio mirties liudijimo jraSais arba diagnozés nustatymo data atitiko
mirties data. Duomenys apie sergan¢iyjy onkologinémis ligomis Lietuvoje
pasiskirstyma pagal iSsilavinima, santuokinj statusa ir gyvenamaja vieta
pateikti 7 lenteléje. IS viso 101 898 asmenys (54 083 vyrai ir 47 815 motery),
kuriems 2001-2009 mety laikotarpiu buvo diagnozuotas pirmasis piktybinis
susirgimas, buvo jtraukti | savizudybiy rizikos analiz¢ pagal
sociodemografines charakteristikas.
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7 lentelé. Serganciyjy onkologinémis ligomis Lietuvoje pasiskirstymas pagal iSsilavinimg, santuokinj statusg ir gyvenamaja
vietg. Vyrai ir moterys, 2001-2009 m.

Vyrai Moterys IS viso
Sociodemografiniai veiksniai N % N % N %
ISsilavinimas
Aukstasis 8818 16,3 8778 18,4 17 596 17,3
Vidurinis 21 043 38,9 22 602 47,3 43 645 42,8
Nebaigtas vidurinis 24 222 44.8 16 435 34,4 40 657 39,9
Santuokinis statusas
Vienisi 2114 3,9 3008 6,3 5122 5,0
Susituoke 44 655 82,6 27 797 58,1 72 452 71,1
Nasliai 2983 55 11 045 23,1 14 028 13,8
I$situoke 4313 8,0 5943 12,4 10 256 10,1
Nezinomas 18 0,0 22 0,0 40 0,0
Gyvenamoji vieta
Miestas 35773 66,1 34 297 71,7 70 070 68,8
Kaimas 18 310 33,9 13518 28,3 31828 31,2
IS viso 54 083 100,0 47 815 100,0 101 898 100,0
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3.1.6. Serganciyjy priesinés liaukos piktybiniais navikais tiriamyjy grupés
suformavimas

Siekiant jvertinti savizudybiy rizikg tarp serganCiyjy geros prognozés
piktybiniais navikais, buvo pasirinkta prieSinés liaukos lokalizacija.
Pastaryjy mety VéZio registro duomenimis, tai daZniausias piktybinis
navikas Lietuvoje, kita vertus, nustatyta, kad serganéiyjy prieSinés liaukos
navikais 5-eriy mety iSgyvenamumo rodikliai yra didziausi [11, 12].

Mirtingumo dél savizudybiy rizikai jvertinti tarp serganCiyjy geros
prognozés piktybiniais navikais buvo atrinkti asmenys, kuriems nuo 2000 m.
sausio 1 d. iki 2011 m. gruodzio 31 d. buvo diagnozuotas pirmasis priesinés
liaukos (C61, TLK-10) piktybinis navikas ir uzregistruotas Vézio registre
(26 470 atvejy). Tyrimo laikotarpis pasirinktas atsizvelgiant j Vézio registre
sukaupty duomeny apie susirgimus priesinés liaukos véziu Lietuvoje pagal
piktybinio naviko i8plitimg bei navikiniy Igsteliy diferenciacija (pagal
Gleasong) iSsamumg bei Lietuvoje vykdomos prieSinés liaukos véZio
ankstyvosios diagnostikos programos pradzig (siekiant nustatyti savizudybiy
rizikg laikotarpiais iki PSA nustatymu paremtos ankstyvosios prieSinés
liaukos diagnostikos programos vykdymo ir jos vykdymo metu). J duomeny
analize jtraukti 25 786 asmenys, kuriems minétu laikotarpiu nustatytas
pirmasis piktybinis prieSinés liaukos navikas. Pacientai, kuriy diagnozé
nustatyta po mirties ar diagnozés nustatymo data atitiko mirties datg
(N =660, 2,49 proc. visy atvejy), tie pacientai, su kuriais rySys nutriko
(N =19, 0,07 proc. visy atvejy), bei pacientai, kuriy mirties priezastis liko
neiSaiskinta (N = 5, 0,05 proc. visy mirties atvejy), j tiriamyjy grupe nebuvo
jtraukti. Likusiy gyvy tiriamyjy stebéjimo laikotarpio pabaiga buvo 2016 m.
gruodzio 31 d.

3.1.7. Serganciyjy plauciy piktybiniais navikais tiriamyjy grupés
suformavimas

Siekiant jvertinti savizudybiy rizikg tarp sergan¢iyjy blogos prognozés
piktybiniais navikais, buvo pasirinkta plauciy lokalizacija. Pastaryjy mety
Vézio registro duomenimis, tai daZniausias blogos prognozés piktybinis
navikas Lietuvoje, kuriuo serganciyjy 5-eriy mety iSgyvenamumo rodikliai
nesiekia ir 7 proc. [11, 12].

Mirtingumui dél savizudybiy rizikos jvertinti tarp serganciyjy blogos
prognozés piktybiniais navikais buvo atrinkti asmenys, kuriems nuo 1998 m.
sausio 1 d. iki 2012 m. gruodzio 31 d. buvo diagnozuotas pirmasis trachéjos,
plauciy ar bronchy (C33-C34, TLK-10) piktybinis navikas ir uzregistruotas
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Vézio registre (21 956 atvejai). Tyrimo laikotarpis pasirinktas atsizvelgiant i
VéZio registre sukaupty duomeny apie susirgimus plauciy véziu Lietuvoje
pagal piktybinio naviko i$plitimag i§Samuma.

I tiriamyjy grupg nebuvo jtraukti asmenys, kuriems piktybinio naviko
diagnozé nustatyta po mirties ar diagnozés nustatymo data atitiko mirties
data (N = 2 167, 9,87 proc. visy atvejy), tie pacientai, su kuriais rySys
nutriiko, greiciausiai dél emigracijos (N = 3, 0,01 proc. visy atvejy), bei
pacientai, kuriy mirties priezasties patikslinti nepavyko (N = 5, 0,03 proc.
visy mirties atvejy). IS viso 19 781 asmuo (16 620 vyry ir 3 161 moteris),
tyrimo laikotarpiu susirges plauciy véziu, buvo jtraukta j analize. Likusiy
gyvy tiriamyjy stebéjimo laikotarpio pabaiga buvo 2016 m. gruodzio 31 d.

3.2. Tyrimo metodai
3.2.1. Kintamieji ir jy kategorijos

Tyrime naudoty kintamyjy pasirinkimag lémé turimy duomeny apimtis,
tarptautinés rekomendacijos bei siekis tyrimo rezultatus palyginti su kity
Saliy tyrimy rezultatais. Siekiant jvertinti onkologinémis ligomis serganciyjy
Lietuvoje mirtingumo dél savizudybiy rizikg ir jg lemiancius veiksnius buvo

Sociodemografiniai kintamieji

Lytis. Tyrimo metu atskirai buvo skaiiuojama vyry ir motery
savizudybiy rizika.

Amzius. Onkologiniai pacientai pagal amziy buvo suskirstyti j SeSias
amziaus kategorijas: 0-14 mety (vaikai), 1549 mety, 50-59 mety, 60-69
mety, 70-79 mety, 80 mety ir vyresnio amziaus. Atliekant savizudybiy
rizikos jvertinimg pagal atskiras lokalizacijas amziaus kategorijos
koreguotos atsizvelgiant j sergamumo skirtumus: plauéiy vézio atveju
nebuvo isskirta vaiky amziaus kategorija, o serganciyjy prieSinés liaukos
véziu amzius buvo suskirstytas j tris amziaus kategorijas: jaunesni nei 65
mety, 6574 mety, 75 mety ir vyresnio amziaus.

Su gyventojy suraS§ymo duomenimis sujungty duomeny apie gyvenamaja
vietg, i$silavinima bei santuokinj statusg skirstymas buvo atliktas remiantis
iSimtinai gyventojy suraSymu.

Gyvenamoji vieta. Atliekant §j tyrimg buvo naudojamos dvi suraSymo
informacija pagristos gyvenamosios vietos kategorijos: miestas ir kaimas.

Issilavinimas. Vienuolika gyventojy suraSyme nurodyty iSsilavinimo
lygiy buvo sujungti j tris dideles iSsilavinimo kategorijas: aukstasis
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iSsilavinimas (maziausiai 14 mokymosi mety), vidurinis i$silavinimas (10—
13 mokymosi mety, t Y. itraukti aukStesniojo, specialiojo vidurinio,
vidurinio su profesiniu mokymu ir vidurinio iSsilavinimo lygiai) ir Zemesnis
nei vidurinis i$silavinimas (iki 9 mokymosi mety, t. y. priskirti pagrindinio
su profesiniu mokymu, pagrindinio ir pradinio iSsilavinimo lygiai). |
pastargja kategorija buvo jtraukti ir neturintys pradinio iSsilavinimo,
nerastingi pacientai bei pacientai, kuriy i$silavinimas buvo nezinomas.

Santuokinis statusas. Tyrime buvo taikomos keturios sura§ymo
informacija pagrjstos santuokinio statuso kategorijos: susituoke, niekada
nesituoke, iSsiskyre ir nasliai. Gyvenusieji neregistruotose santuokose buvo
priskirti niekada nesituokusiy kategorijai. Asmenys, kuriy santuokinis
statusas buvo nezinomas, j savizudybiy rizikos analiz¢ pagal santuokinj
statusg nebuvo jtraukti.

Piktybinio naviko lokalizacija. Savizudybiy rizika buvo vertinama pagal
visas piktybiniy naviky lokalizacijas: C00-C96 (TLK-10). Nustatyto
piktybinio naviko lokalizacijos buvo sujungtos j dvideSimt $eSias stambesniy
organy, audiniy ar jy grupiy kategorijas: lipy piktybiniai navikai (C00),
burnos ertmés ir ryklés piktybiniai navikai (apima burnos ertmés, seiliy
liauky, migdoly ir ryklés piktybinius navikus: CO1-C14), stemplés
piktybiniai navikai (C15), skrandZio piktybiniai navikai (C16), storosios
zarnos piktybiniai navikai (apima gaubtinés ir tiesiosios zarnos, iSangeés ir
analinio kanalo piktybinius navikus: C18-C21), kepeny piktybiniai navikai
(C22), tulzies puslés ir lataky piktybiniai navikai (apima tulZies pislés ir
ekstrahepatiniy tulzies lataky piktybinius navikus: C23-C24), kasos
piktybiniai navikai (C25), nosies ertmés, vidurinés ausies ir an¢iy piktybiniai
navikai (C30-C31), gerkly piktybiniai navikai (C32), plauciy piktybiniai
navikai (apima trachéjos, bronchy ir plau¢iy piktybinius navikus: C33-C34),
kauly piktybiniai navikai (apima kauly ir sgnariniy kremzliy piktybinius
navikus: C40-C41), melanoma (odos piktybiné melanoma: C43), kiti odos
piktybiniai navikai (C44), kruties piktybiniai navikai (C50), moters lytiniy
organy piktybiniai navikai (apima vulvos, maksties, gimdos ir kiausidziy
piktybinius navikus: C51-C56), priesinés liaukos piktybiniai navikai (C61),
kiti vyry lytiniy organy piktybiniai navikai (apima varpos ir séklidziy
piktybinius navikus: C60, C62), inksty piktybiniai navikai (C64—C65),
Slapimo pislés piktybiniai navikai (C67), akiy piktybiniai navikai (C69),
centrinés nervy sistemos piktybiniai navikai (apima galviniy nervy, galvos ir
nugaros smegeny bei jy dangaly piktybinius navikus: C70-C72), skydliaukés
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piktybiniai navikai (C73), nepatikslinty lokalizacijy piktybiniai navikai
(apima netiksliai nurodyty, metastaziniy ir nenurodyty lokalizacijy
piktybinius navikus: C76—C80), hematopoetinés sistemos piktybiniai navikai
(apima limfinio, kraujodaros ir jiems giminingy audiniy piktybinius navikus:
C81-C96), kity lokalizacijy piktybiniai navikai. | pastaraja kategorija
jtraukti nepatikslinty ar rety lokalizacijy piktybiniai navikai: plonosios
zarnos (C17), nepatikslintos virskinimo sistemos lokalizacijos (C26),
uzkrai¢io liaukos (C37), Sirdies, tarpuplauéio ir kratinplévés (C38),
kvépavimo sistemos nepatikslintos lokalizacijos (C39), mezoteliniy ir
mink$tyjy audiniy (C45-C49), nepatikslinty moters lytiniy organy ir
placentos (C57—C58), nepatikslinty vyro lytiniy organy (C63), Slapimtakio
(C66), nepatikslinty Slapimg i$skirian¢iy organy (C68), vidinés sekrecijos
liauky, i8skyrus skydliaukés (C74-C75).

Piktybinio naviko isplitimas. Per tiriamgjj laikotarpj piktybinio naviko
iSplitimui jvertinti naudota TNM Kklasifikacijos sistema buvo redaguota
keturis kartus, taigi keitési ir grupavimo pagal stadijas rekomendacijos.
Todél piktybinio naviko iSplitimas, remiantis Europos vézio registry
asociacijos rekomendacijomis [81], buvo perkoduotas j Sias kategorijas:
iSplitimo néra (lokalus navikas), vietinis iSplitimas, regioninis iSplitimas
(metastazés sritiniuose limfmazgiuose), tolimosios metastazés, iSplitimas
nezinomas, netaikoma. ] pastargja kategorija jtrauktos lokalizacijos véZio,
kurio i$plitimui jvertinti TNM sistema néra taikoma: limfomos, leukemijos,
smegeny navikai ir vaiky piktybiniai navikai (jaunesniy nei 15 mety
diagnozés nustatymo metu).

Gleasono skaicius. Sudarant priesinés liaukos vézio gydymo plang visada
atsizvelgiama ne tik j ligos iSplitimg, bet ir j naviko piktybiskuma pagal
Gleasono skaiciy. Savizudybiy rizikai jvertinti tarp prieSinés liaukos véziu
sergan¢iyjy pagal prostatos vézio agresyvuma, atsizvelgiant | navikiniy
lasteliy diferenciacija pagal Gleasona, buvo isskirtos penkios kategorijos: 2—
6 (naviko lgstelés gerai diferencijuotos), 7 (naviko lgstelés vidutiniSkai
blogai diferencijuotos), 8-10 (naviko lgstelés blogai diferencijuotos),
nediferencijuotas (naviko lastelés visai nediferencijuotos), nezinomas
(naviko lasteliy diferenciacija nezinoma).

Laikas, praéjes nuo diagnozés nustatymo. Laikas, pragjgs nuo diagnozés
nustatyto, buvo suskirstytas ménesiy (pirmieji treji metai) ar mety intervalais
ir iSskirta dvylika kategorijy: 1-3 ménesiai, 4-6 ménesiai, 7-9 ménesiai, 10—
12 ménesiy, 13-15 ménesiy, 16-18 ménesiy, 19-21 ménuo, 22—-24 ménesiai,
25-36 ménesiai, 4-5 metai, 6-10 mety, > 10 mety. Atliekant duomeny
analize pagal atskiras lokalizacijas laikas, praéjes nuo diagnozés nustatymo,
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buvo suskirstytas j SeSias kategorijas: 1-3 ménesiai, 4-6 ménesiai, 7-9
ménesiai, 10—12 ménesiy, 2-5 metai, > 5 metai.

Onkologiniy ligoniy savizudybiy rizikos poky¢iams analizuoti pasirinktas
dar vienas Kintamasis — diagnozés nustatymo laikotarpis. Sio tyrimo trukme,
apimanti 20 mety laikotarpj, buvo suskirstyta j trumpesnius, penkeriy mety
periodus ir iSskirtos keturios diagnozés nustatymo laikotarpio kategorijos:
1993-1997, 1998-2002, 2003-2007 ir 2008—-2012 mety laikotarpiai. Ivertinti
savizudybiy rizikai tarp serganéiyjy prieSinés liaukos véziu buvo isskirtos
dvi diagnozés nustatymo laikotarpio kategorijos: 2000-2005 ir 2006-2011
mety laikotarpiai. Jvertinti savizudybiy rizikai tarp sergan¢iyjy plauciy véziu
buvo isskirtos trys diagnozés nustatymo laikotarpio kategorijos: 1998-2002,
2003-2007 ir 2008-2012 mety laikotarpiai.

3.2.2. Asmens stebé&jimo mety skaiciavimas

Onkologiniy ligoniy stebéjimo laikotarpio pradzia buvo nuo diagnozés
nustatymo datos susirgusiesiems po 1993 m. sausio 1 d. Stebéjimo
laikotarpio pabaiga buvo 2012 m. gruodzio 31 d. gyviesiems arba mirties
data mirusiesiems. Asmenims, kuriems tyrimo laikotarpiu buvo
diagnozuotas daugiau nei vienas piktybinis susirgimas, stebéjimo laikotarpio
pradzia buvo laikoma pirmojo piktybinio naviko nustatymo data. Asmenims,
su kuriais rySys nutriiko (greiCiausiai dél emigracijos), stebéjimo metai
skai¢iuoti iki paskutinio stebéjimo datos.

Tyrimo dalyviy asmens stebéjimo metai (person-years) buvo skaic¢iuoti
dieny tikslumu jvertinant kiekvieno asmens indélj j steb&jimo metus
kiekvienu tyrimo laikotarpiu kiekvienoje amziaus grupéje.

Per visg 20 mety stebéjimo laikotarpj onkologiniy ligoniy tiriamoji grupé
stebéta 1 057 956,95 asmens mety. 8 ir 9 lentelése pateikta tiriamosios
grupés vyry ir motery asmens stebéjimo mety pasiskirstymas pagal penkeriy
mety amziaus grupes ir tyrimo laikotarpius.
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8 lentelé. Serganciyjy onkologinémis ligomis Lietuvoje asmens stebéjimo mety pasiskirstymas pagal amziaus grupes penkeriy
mety laikotarpiais. Vyrai, 1993-2012 m.

Tyrimo laikotarpis

AmZiaus grupé 1993-1997 1998-2002 2003-2007 2008-2012 IS viso
I§ viso 104 251,99 125 143,08 140 309,51 67 887,38 437 591,95
00-04 176,44 132,04 133,62 107,98 550,08
05-09 499,89 366,85 280,37 91,03 1238,14
10-14 633,35 477,36 234,29 83,79 1428,79
15-19 786,38 586,54 359,71 145,73 1878,37
20-24 977,37 796,86 650,31 245,13 2669,67
25-29 1246,61 1071,85 837,16 354,00 3509,62
30-34 1540,44 1396,59 1146,00 445,85 4528,88
35-39 1992,75 1909,86 1493,83 684,20 6080,64
40-44 2782,24 2811,39 2299,49 1080,95 8974,08
45-49 4193,29 4343,39 4069,65 2111,00 14 717,33
50-54 6407,76 6713,26 6813,75 4827,20 24 761,98
55-59 9543,98 10 034,61 11 515,76 7577,71 38 672,07
60-64 13 262,65 14 593,23 16 605,80 10 085,81 54 547,49
65-69 16 832,74 19 216,90 23 471,61 11 888,10 71 409,34
70-74 16 557,10 21 908,64 27 300,92 12 589,34 78 356,00
75-79 12 751,50 19 484,39 23 940,64 8694,97 64 871,50
80-84 7876,04 11 986,79 13 198,52 4945,61 38 006,96
85+ 6191,48 7312,52 5958,07 1928,96 21 391,03
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9 lentelé. Serganciyjy onkologinémis ligomis Lietuvoje asmens steb&jimo mety pasiskirstymas pagal amziaus grupes penkeriy
mety laikotarpiais. Moterys, 1993-2012 m.

Tyrimo laikotarpis

AmZiaus grupé 1993-1997 1998-2002 2003-2007 2008-2012 IS viso
IS viso 187 182,15 206 281,66 158 805,34 68 095,86 620 365,00
00-04 135,01 165,66 115,61 107,02 523,30
05-09 315,16 393,70 236,16 91,48 1036,50
10-14 459,46 533,89 205,04 64,49 1262,88
15-19 690,14 650,74 335,80 160,51 1837,19
20-24 970,12 864,99 663,73 317,66 2816,49
25-29 1483,18 1327,10 1147,74 565,58 4523,60
30-34 2544,08 2507,00 2184,21 1108,78 8344,07
35-39 4482,19 474432 3930,37 1828,09 14 984,98
40-44 7288, 77 8407,29 6621,29 2902,91 25 220,27
45-49 11 236,12 12 588,72 10 938,65 4733,32 39 496,81
50-54 15 127,76 17 048,41 14 423,03 6750,05 53 349,25
55-59 19 428,43 20 753,80 15 960,56 6908,48 63 051,27
60-64 23 388,13 24 668,57 17 442,57 8036,32 73 535,60
65-69 26 493,64 27 747,67 20 723,57 8616,23 83 581,12
70-74 26 802,30 29 285,51 21 881,61 8997,24 86 966,67
75-79 21 866,37 26 422,91 19 894,52 8022,22 76 206,03
80-84 14 249,90 17 348,51 14 096,99 5513,26 51 208,66
85+ 10 221,38 10 822,86 8003,87 3372,21 32 420,31
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3.2.3. Savizudybiy rizikos jvertinimas

Serganciyjy onkologinémis ligomis Lietuvoje savizudybiy rizikai jvertinti
naudota palyginamoji grupé buvo visa Lietuvos populiacija. Duomenys apie
vidutinj gyventojy skaiciy bei nusizudziusiyjy asmeny skaiciy 1993-2012
mety laikotarpiu penkeriy mety amziaus grupése kasmet gauti i§ Lietuvos
statistikos departamento. Savizudybiy rizikos rodiklis skaiCiuotas taikant
netiesioginés standartizacijos metodg. Standartizuojama buvo ly¢iai, mirties
amziui ir mirties dél savizudybiy metams. Standartizuotas mirtingumo
santykis — SMS (angl. standardised mortality ratio) paremtas nustatyty ir
laukiamy savizudybiy atvejy palyginimu pritaikant populiacinius
mirtingumo dél savizudybiy rodiklius tiriamosios grupés paamzinei
strukttirai [80]:

SMS = Zilzldi /Zilzlwi

di — nustatytas mir¢iy dél savizudybiy skaicius i-oje amzZiaus grupéje

W, — laukiamas mir¢iy dél savizudybiy skaidius i-oje amZiaus grupéje

Laukiamas savizudybiy skaiCius tiriamojoje grupéje apskaiiuojamas
mirtingumo dél savizudybiy rodiklj i-0je amziaus grupéje standartinéje
populiacijoje padauginant i§ asmens stebéjimo mety i-oje amziaus grupéje,
t. y. gaunama, koks buty miréiy dél savizudybiy skaicius tiriamojoje grupéje,
jei mirtingumas joje buty toks kaip standartinéje populiacijoje:

W = AN,

ﬂ'i — mirtingumo dél savizudybiy rodiklis i-oje amziaus grupéje

standartinéje populiacijoje

ni — asmens stebéjimo mety skaiius i-oje amziaus grupéje

Laukiamas  savizudybiy  skaiCius tiriamojoje  grupéje  buvo
apskaiCiuojamas i§ lyCiai specifiniy savizudybiy rodikliy populiacijoje
penkeriy mety amziaus grupése kasmet. Atliekant §j tyrimg buvo remiamasi
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ly¢iai ir amziaus grupei specifiniais savizudybiy rodikliais visoje Lietuvos

populiacijoje.
95 proc. pasikliautinieji intervalai (P1) rizikos rodikliui (SMS) skai¢iuoti
darant prielaida, kad duomeny pasiskirstymas atitiko Puasono skirstinj:

—-1,96 1,96

SMS exp —zi.:1 q SMS exp —liz:zldi

Siekiant jvertinti savizudybiy rizikos poky¢ius pagal amziy, diagnozés
nustatymo laikotarpj, piktybinio naviko i$plitima, Gleasono skaiciy bei laika,
pragjusj nuo diagnozés nustatymo, buvo naudojamas y? kriterijus [80]:

X2= {Zszlk ( d k— W )}2/ Z:ﬂkz""k -
(Zllek Wy )Z/Z:zldk

K — kategorija (k = 1,2,...)

d k — hustatytas mirciy dél savizudybiy skai¢ius k-oje kategorijoje

W, — laukiamas mir¢iy dél savizudybiy skaicius k-oje kategorijoje

Rezultatai vertinti kaip statistiSkai reik§mingi, kai p < 0,05.

Statistiné duomeny analizé atlikta naudojant statistinés programos
STATA 11.2 versija (StataCorp. 2009. College Station, TX: StataCorp LP).

Siam tyrimui atlikti gautas Vilniaus regioninio biomedicininiy tyrimy
etikos komiteto leidimas (1 priedas).
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4. REZULTATAI
4.1, Serganciyjy onkologinémis ligomis savizudybiy budai

Vyraujantis savizudybiy biidas tarp Lietuvos onkologiniy ligoniy —
pasikorimas. Sj biida pasirinko 573 pacientai i§ 654, kas sudaré 87,6 proc.
visy nusizudziusiyjy onkologiniy ligoniy per 20 mety tyrimo laikotarpj
(10 lentelé). Pasikorimas, kaip savizudybés buidas, vyravo tiek tarp vyry, tiek
tarp motery. Tarp vyry antraja vieta uzémé tyCinis susiZalojimas
Saunamaisiais ginklais, o tarp motery — nusizudymas nuSokus nuo
aukstumos. Didesné dalis motery negu vyry kaip savizudybés biidg pasirinko
nusinuodijima, pasiskandinimg, nuSokimg nuo auksto pastato, tilto ar kitos
aukstumos.

4.2. Onkologinémis ligomis serganéiyjy Lietuvoje mirtingumo dél
savizudybiy rizika

Per visg 20 mety stebéjimo laikotarp] nusizudé 654 onkologiniai
pacientai ir tai buvo 31 proc. atvejy daugiau, nei buvo lauktas savizudybiy
skaiCius (500,4). Palyginti su bendrgja Lietuvos populiacija, nustatyta
didesné savizudybiy rizika tarp onkologiniy ligoniy buvo statistiSkai
reik§minga (SMS = 1,31, 95 proc. Pl 1,21-1,41).

Panasi — apie 30 proc. didesné — mirtingumo dél savizudybiy rizika buvo
nustatyta iSanalizavus visy lokalizacijy piktybiniais navikais sergan¢iuosius
vyrus ir moteris atskirai (11-12 lentelés). Per tyrimo laikotarpj nusizudé
504 vyrai (vietoj laukty 382,2) ir 150 motery (vietoj laukty 118,2), kuriems
1993-2012 mety laikotarpiu diagnozuotas piktybinis navikas. Nors
nustatytas motery savizudybiy skaicius daugiau nei 3 kartus mazesnis nei
vyry, taciau, palyginti su bendrgja Lietuvos populiacija, nustatyta didesné
savizudybiy rizika tiek tarp vyry, tiek tarp motery onkologiniy pacienty buvo
statistiSkai reikSminga: SMS buvo nustatytas atitinkamai 1,32 (95 proc. PI
1,21-1,44) ir 1,27 (95 proc. Pl 1,08-1,49).
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10 lentelé. Nusizudziusiyjy onkologiniy ligoniy savizudybiy biidai. Vyrai ir moterys, 1993—2012 m.

Vyrai Moterys IS viso
Savizudybés budas TLK-10 kodas N Proc. N Proc. N Proc.
Nusinuodijimas X60-X69 9 1,8 7 4,7 16 2,4
Pasikorimas X70 445 88,3 128 85,3 573 87,6
Pasiskandinimas X71 3 0,6 2 1,3 5 0,8
NusiSovimas X72-X74 23 4,6 0 - 23 3,5
NusiZzudymas aStriais daiktais X78 9 1,8 3 2,0 12 1,8
Nusizudymas nuSokus nuo aukStumos X80 11 2,2 9 6,0 20 3,1
Nusizudymas kitais biidais X76, X81-X84 4 0,8 1 0,7 5 0,8
I$ viso X60-X84 504 100,0 150 100,0 654 100,0
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Galimai ,,pasléptiems® savizudybiy atvejams jvertinti papildomai buvo
iSanalizuota onkologiniy pacienty grupé, kuriy mirties priezastis buvo
nurodyta kaip susizalojimas, nes medikui nepakako prieinamos informacijos,
kad galéty nuspresti, ar jvyko nelaimingas atsitikimas, susizalojimas ar
pasikésinimas, todél néra patikslinta, ar tai atsitiktiniai, ar ty¢iniai jvykiai.
Per tyrimo laikotarpj buvo nustatyti 146 tokie mirties atvejai (vietoj laukty
157,1), todél padidéjusios mirciy rizikos tarp pacienty, kuriy mirties
priezasties ketinimas nezinomas, nustatyta nebuvo (SMS = 0,93, 95 proc. PI
0,79-1,09).

Tyrimo rezultatai neparodé jokiy reik§mingy vyry ir motery mirtingumo,
kai mirties priezasties ketinimas nezinomas, skirtumy nuo bendrosios
Lietuvos populiacijos mirtingumo: SMS buvo atitinkamai 0,87 (95 proc. Pl
0,71-1,06) ir 1,06 (95 proc. P1 0,81-1,40).

4.2.1. Sociodemografiniy veiksniy jtaka onkologinémis ligomis serganciy
pacienty savizudybiy rizikai

ISanalizavus onkologiniy pacienty mirtingumo dél savizudybiy rizikg
pagal amZiaus grupes nustatyta didéjant amziui didéjanti savizudybiy rizika.
Vaiky amziaus grupéje stebéjimo laikotarpiu nebuvo nustatyta né vieno
savizudybés atvejo, nors buvo laukiama 0,9 atvejo. Didesné savizudybiy
rizika nenustatyta ir tarp 1549 mety amziaus pacienty (SMS = 1,04,
95 proc. Pl 0,84-1,29). Taciau vyresniy nei 50 mety pacienty grupése
nustatyta mirtingumo dél savizudybiy rizika buvo reikSmingai didesné ir ji
didé¢jo didéjant amziui: SMS buvo 1,26 (95 proc. Pl 1,07-1,48), 1,36
(95 proc. PI 1,19-1,56), 1,43 (95 proc. Pl 1,23-1,67) ir 1,46 (95 proc. Pl
1,12-1,90) atitinkamai amziaus grupése 50—59, 60—69, 70-79, 80 ir
vyresniy (p < 0,001).

11 lentelgje pateikti vyry, sirgusiy visy lokalizacijy onkologine liga,
savizudybiy rizika pagal amziy diagnozés nustatymo metu. DaZniausi
savizudybiy atvejai buvo tarp 60—69 ir 70—79 mety amziaus pacienty:
atitinkamai 170 (laukta 118,1) ir 127 (laukta 87,8) atvejai. IS pateikty
rezultaty matyti, kad vyresniy nei 60 mety vyry nustatytas didesnés
savizudybiy rizikos rodiklis buvo statistiskai reik§mingas, kuris didéjant
amziui didéjo (p < 0,001).
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11 lentelé. SergancCiyjy onkologinémis ligomis savizudybiy rizika pagal
amziaus grupes. Vyrai, 1993-2012 m.

Demografiniai veiksniai  Nustatyta Laukta SMS 95 proc. PI
Lytis
Vyrai 504 382,2 1,32 (1,21-1,44)
AmZiaus grupé
0-14 0 0,7 - -
15-49 61 57,6 1,06 (0,82-1,36)
50-59 103 90,5 1,14 (0,94-1,38)
60-69 170 118,1 1,44 (1,24-1,67)
70-79 127 87,8 1,45 (1,21-1,72)
>80 43 27,4 1,57 (1,16-2,11)

2= 156,3; p < 0,001

12 lenteléje pateikti motery, sirgusiy visy lokalizacijy onkologine liga,
savizudybiy rizika pagal amziy diagnozés nustatymo metu. Kitaip nei vyry,
didZiausias motery savizudybiy atvejy skai¢ius buvo 50—59 ir 70—79 mety
amziaus grupése: atitinkamai 40 (laukta 24,1) ir 41 (laukta 28,5). Tik Siose
dviejose motery amziaus grupése nustatytas reik§mingai didesnis
savizudybiy rizikos rodiklis, palyginti su bendraja motery populiacija.

12 lentelé. SergancCiyjy onkologinémis ligomis savizudybiy rizika pagal
amziaus grupes. Moterys, 1993-2012 m.

Demografiniai veiksniai  Nustatyta Laukta SMS 95 proc. PI
Lytis
Moterys 150 118,2 1,27 (1,08-1,49)
AmZiaus grupé
0-14 0 0,1 - -
15-49 25 24,9 1 (0,68-1,49)
50-59 41 24,1 1,70 (1,25-2,31)
60-69 32 30,3 1,06 (0,75-1,50)
70-79 40 28,5 1,40 (1,03-1,91)
>80 12 10,3 1,17 (0,66-2,06)

2= 28,7; p = 0,004
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Siekiant jvertinti suaugusiy (kurie 2001 m. gyventojy ir biisty suraS§ymo
metu buvo 30-74 mety amziaus) onkologiniy pacienty savizudybiy rizika
pagal sociodemografinius veiksnius, buvo palygintas savizudybiy skaicius,
nustatytas kiekvienoje sociodemografinio wveiksnio Kkategorijoje, su
laukiamu, apskaiCiuotu remiantis amziui specifiniais savizudybiy rodikliais
bendrojoje populiacijoje. Atlikus su gyventojy suraS§ymo duomenimis
sujungty duomeny analize, nustatyta, kad 2001-2009 mety laikotarpiu
nusizudé 178 onkologiniai ligoniai, kai laukta 131,3 (SMS = 1,36, 95 proc.
Pl 1,17-1,57). Didziausias savizudybiy skaicius buvo tarp pacienty, kuriy
iSsilavinimas nebaigtas vidurinis (93 atvejai), susituokusiy (131 atvejis),
gyvenusiy mieste (108 atvejai). DidZiausia savizudybiy rizika buvo nustatyta
tarp pacienty, kuriy iSsilavinimas zemesnis nei vidurinis (SMS = 1,88,
95 proc. Pl 1,54-2,31), kurie pagal santuokinj statusag buvo vieniSi
(SMS = 2,21, 95 proc. Pl 1,22-3,99) ar issituoke (SMS = 1,85, 95 proc. Pl
1,19-2,87) bei kurie gyveno kaime (SMS = 1,87, 95 proc. Pl 1,48-2,36).

Sio tyrimo metu didZiausia mirtingumo dél savizudybiy rizika nustatyta
tarp onkologine liga sirgusiy vyry, kurie pagal santuokinj statusg buvo
iSsituoke ar vieniSi (abiejose grupése beveik 3 kartus didesnis savizudybiy
atvejy skaiius, palyginti su remiantis populiaciniais rodikliais apskai¢iuotu
laukiamu savizudybiy skai¢iumi), pagal iSsilavinimg priklausé nebaigto
vidurinio iSsilavinimo grupei (2 kartus didesné rizika) ir buvo kaimo
gyventojai (2 kartus didesné rizika) (13 lentelé). Jdomu ir tai, kad onkologine
liga sirgusiy vyry, gyvenusiy santuokoje, savizudybiy rizika buvo taip pat
didesné, palyginti su visais vyrais bendrojoje Lietuvos populiacijoje. Labai
panasi gyvenamosios vietos jtaka savizudybiy rizikai nustatyta ir tarp
sirgusiy motery (14 lentelé), taciau statistiskai reikSmingi rezultatai nustatyti
tik tarp vyry. Taip pat beveik 2 kartus didesné rizika buvo tarp naslémis
likusiy onkologine liga sirgusiy motery. Taciau, Kitaip nei tarp vyry, tarp
motery nebuvo nustatyta statistiSkai reikSmingy skirtumy pagal
sociodemografines grupes.
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13 lentelé. Serganciyjy onkologinémis ligomis savizudybiy rizika pagal
iSsilavinima, santuokinj statusg ir gyvenamaja vieta. Vyrai, 2001-2009 m.

Sociodemografiniai veiksniai Nustatyta Laukta SMS 95 proc. PI

Issilavinimas

Aukstasis 14 21,5 0,65 0,35-1,08
Vidurinis 50 43,1 1,16  0,86-1,53
Nebaigtas vidurinis 83 40,9 2,03 1,62-2,52
Santuokinis statusas
Vienisi 9 3,4 2,62  1,20-4,97
Susituoke 114 89,8 1,27  1,06-1,53
Nasliai 10 7,6 1,31  0,63-2,40
ISsituoke 14 49 2,84 1,55-4,77
Gyvenamoji vieta
Miestas 89 74,8 1,19 0,95-1,46
Kaimas 58 30,85 1,88 1,42-2,42

14 lentelé. Serganciyjy onkologinémis ligomis savizudybiy rizika pagal
i§silavinimg, santuokinj statusg ir gyvenamajg vietg. Moterys, 2001-2009 m.

Sociodemografiniai veiksniai Nustatyta Laukta SMS 95 proc. Pl

ISsilavinimas

Aukstasis 5 51 0,99 0,32-2,30
Vidurinis 16 12,0 1,33 0,76-2,16
Nebaigtas vidurinis 10 8,5 1,17 0,56-2,15
Santuokinis statusas
Vienisi 2 1,5 1,30 0,16-4,70
Susituoke 17 15,0 1,13  0,66-1,80
Nasliai 6 3,1 1,94 0,71-4,21
I$situoke 6 5,9 1,02 0,37-2,21
Gyvenamoji vieta
Miestas 19 19,0 1,00 0,60-1,56
Kaimas 12 6,7 1,80 0,93-3,15
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4.2.2. Klinikiniy veiksniy jtaka onkologinémis ligomis serganciy pacienty
savizudybiy rizikai

[Sanalizavus onkologiniy pacienty savizudybiy atvejus pagal piktybinio
naviko lokalizacija, paaiSkéjo, kad didziausias savizudybiy skaiCius buvo
tarp sirgusiyjy priesinés liaukos (119 atvejy), storzarnés (87 atvejai), odos
(76 atvejai), plauciy (51 atvejis), hematopoetinés sistemos (42 atvejai) véziu.
Nuo 20 iki 40 savizudybiy atvejy buvo nustatyta tarp gerkly, burnos ertmés
ir ryklés, Slapimo piislés, kruties, inksty, motery lytiniy organy ir skrandzio
véziu sirgusiy pacienty. Likusiy lokalizacijy pacienty savizudybiy skai¢ius
nevir§ijo 10 atvejy per visg 20 mety stebéjimo laikotarpj.

Tyrimo rezultatai parodé, kad beveik visy lokalizacijy pacienty
mirtingumo dél savizudybiy rizika buvo didesné nei bendrojoje Lietuvos
populiacijoje. ISimt] sudaré tik pacientai, sirge piktybine odos melanoma
(SMS = 0,55, 95 proc. Pl 0,23-1,31), kitais odos piktybiniais navikais
(SMS = 0,78, 95 proc. Pl 0,62-0,97), skydliaukés (SMS = 0,79, 95 proc. Pl
0,35-1,76) ir kraties (SMS = 1,00, 95 proc. Pl 0,68-1,46) véziu. Didziausia
savizudybiy rizika nustatyta tarp nosies, vidurinés ausies ir anciy
(SMS =7,13, 95 proc. Pl 3,40-14,94), stemplés (SMS = 3,96, 95 proc. Pl
2,13-7,37) bei kauly ir jungiamojo audinio (SMS = 3,57, 95 proc. Pl 1,34—
9,51) piktybiniais navikais sirgusiyjy. Jdomu tai, kad minéty lokalizacijy
navikais serganéiyjy didesné savizudybiy rizika buvo nustatyta remiantis
mazu savizudybiy atvejy skai¢iumi: atitinkamai 7, 10 ir 4 atvejai, taciau
rezultatai buvo statistiSkai reik§mingi. Taip pat reikSmingai didesnis rizikos
rodiklis, kai nustatytas savizudybiy skai¢ius buvo didesnis uz laukta, buvo
tarp pacienty, kuriems diagnozuoti burnos ertmés ir ryklés (SMS = 2,39,
95 proc. PI 1,60-3,56), kasos (SMS = 2,34, 95 proc. Pl 1,22-4,50), storosios
zarnos (SMS = 1,95, 95 proc. Pl 1,58-2,41), plauciy (SMS = 1,94, 95 proc.
Pl 1,48-2,55), lupos (SMS = 1,86, 95 proc. Pl 1,00-3,45), gerkly
(SMS = 1,65, 95 proc. Pl 1,09-2,51), skrandzio (SMS = 1,55, 95 proc. Pl
1,12-2,14), limfinio ir kraujodaros audiniy (SMS = 1,46, 95 proc. Pl 1,08
1,98) piktybiniai navikai. Nors ir nereik§mingai, taciau daugiau nei du kartus
didesné negu bendrojoje populiacijoje savizudybiy rizika buvo tarp pacienty,
sirgusiy kepeny ir nepatikslinty lokalizacijy piktybiniais navikais.

15 lentel¢je pateikti vyry mirtingumo dél savizudybiy rodikliai
atsizvelgiant j piktybinio naviko lokalizacija.
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15 lentelé. Serganciyjy onkologinémis ligomis savizudybiy rizika pagal

diagnozuota piktybinio naviko lokalizacija. Vyrai, 1993-2012 m.

Lokalizacija TLK-10 Nustatyta Laukta SMS 95 proc. Pl
Lapa Co00 9 5,0 1,80 (0,94-3,46)
Burnos ertmé ir ryklé C01-C14 23 9,4 2,44  (1,62-3,68)
Stemplé C15 10 2,4 4,16  (2,24-7,73)
Skrandis C16 29 20,2 1,44  (1,00-2,07)
Storoji Zarna C18-C21 64 35,4 1,81 (1,41-2,31)
Kepenys c22 3 1,0 2,99  (0,96-9,27)
TulzZies puslé ir latakai C23-C24 2 0,9 2,14  (0,53-8,55)
Kasa C25 7 3,2 2,18 (1,04-4,57)
Nosis, vid. ausis ir an¢iai C30-C31 7 0,8 8,34 (3,98-17,49)
Gerklos C32 22 13,2 1,67 (1,10-2,54)
Plaudiai C33-C34 49 249 1,96  (1,48-2,60)
Kaulai C40-C41 0,9 2,17  (0,54-8,69)
Melanoma C43 4 6,2 0,65 (0,24-1,73)
Oda Ca4 51 68,1 0,75 (0,57-0,99)
Kritis C50 1 0,8 1,29 (0,18-9,15)
Priesiné liauka C61 119 1046 1,14  (0,95-1,36)
Kiti lytiniai organai C60; C62 4 5,2 0,76  (0,29-2,03)
Inkstai C64-C65 26 21,5 1,21 (0,82-1,78)
glapimo puslé Cc67 24 19,6 1,23 (0,82-1,83)
Akys C69 2 1,1 1,86 (0,46-7,42)
Centriné nervy sistema C70-C72 4 42 0,95 (0,36-2,54)
Skydliauké C73 3,2 0,62 (0,16-2,50)
Nepatikslinta C76-C80 5 2,1 2,33 (0,97-5,60)
Hematopoetiné sistema C81-C96 28 23,3 1,20 (0,83-1,74)
Kitos - 7 5,0 1,41  (0,67-2,95)
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Tyrimo rezultatai parodé, kad reikSmingai didesné vyry savizudybiy
rizika buvo susijusi su kvépavimo ir vir§kinimo organy (burnos ertmés ir
ryklés SMS = 2,44, stemplés SMS = 4,16, skrandzio SMS = 1,44, storzarnés
SMS = 1,81, kasos SMS = 2,18, nosies, vidurinés ausies ir anciy
SMS =8,34, gerkly SMS = 1,67 ir plau¢iy SMS = 1,96) piktybiniais
navikais. I§ visy analizuoty piktybinio naviko lokalizacijy grupiy tik
penkiose vyry miréiy dél savizudybiy skaiius buvo kiek maZesnis nei
lauktas ir tik odos piktybiniy naviky atveju statistiSkai reikSmingas
(51 savizudybés atvejis, 68 laukti, SMS = 0,75, 95 proc. Pl 0,57-0,99).
Pazymétina, kad vyry, sirgusiy kity nei prieSinés liaukos lokalizacijy lyties
organy piktybiniais navikais, savizudybiy rizika nenustatyta (SMS = 0,76,
95 proc. Pl 0,29-2,03), kita vertus, per visg 20 mety laikotarpj sirgusiyjy
priesinés liaukos véziu ji buvo tik nezymiai padidéjusi (SMS = 1,14, 95 proc.
Pl 0,95-1,36), nors abiem atvejais rezultatai nebuvo reik§mingi.

[Sanalizavus motery savizudybes pagal piktybinio naviko lokalizacija,
buvo nustatyta, kad per tyrimo laikotarpj dazniausiai Zzudési moterys,
sirgusios lyties organy (35 atvejai), odos ir krities (po 25 atvejus) bei
storzarnés (23 atvejai) piktybiniais navikais (16 lentelé). Dar 14 savizudybiy
atvejy buvo tarp sirgusiyjy limfinio ir kraujodaros audiniy, 8 — skrandzio ir
4 — skydliaukés véziu. Likusiose piktybinio naviko lokalizacijy kategorijose
buvo 1-2 savizudybiy atvejai, o $eSiose — netgi nebuvo nustatyta né vieno.
Todél statistiskai reik§mingai didesné savizudybiy rizika nustatyta tik tarp
motery, kurioms buvo diagnozuotas skrandzio (SMS = 2,17, 95 proc. Pl
1,08-4,33), storzarnés (SMS = 2,52, 95 proc. Pl 1,68-3,79), lytiniy organy
(SMS = 1,41, 95 proc. PI 1,01-1,97) ir hematopoetinés sistemos piktybinis
navikas (SMS = 2,57, 95 proc. Pl 1,52-4,34), o kauly véZiu sirgusiy motery
nustatyta didziausia savizudybiy rizika remiasi tik 2 savizudybiy atvejais
(SMS = 10,00, 95 proc. PI 2,50-40,00). Kraties ir odos piktybiniai navikai
yra dazniausios motery piktybiniy naviky lokalizacijos Lietuvoje. Tarp
serganéiy S$iy lokalizacijy piktybiniais navikais tyrimo metu nustatyti
dazniausi savizudybiy atvejai, taCiau nebuvo nustatyti Siy pacienciy
mirtingumo dél savizudybiy skirtumai, palyginti su visos motery
populiacijos savizudybiy paamziniais rodikliais.
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16 lentelé. Serganciyjy onkologinémis ligomis savizudybiy rizika pagal
diagnozuotg piktybinio naviko lokalizacija. Moterys, 1993-2012 m.

Lokalizacija TLK-10 Nustatyta Laukta SMS 95 proc. Pl
Lipa CO00 1 0,4 2,58 (0,36-18,34)
Burnos ertmé ir ryklé C01-C14 1 0,6 1,56 (0,22-11,09)
Stemplé C15 0 0,1 - -
Skrandis C16 8 3,7 2,17  (1,08-4,33)
Storoji Zarna C18-C21 23 9,1 2,52 (1,68-3,79)
Kepenys C22 0 0,2 - -
TulZies puslé ir latakai C23-C24 0 0,4 - -
Kasa C25 2 0,6 3,19 (0,80-12,76)
Nosis, vid. ausis ir an¢iai C30-C31 0 0,1 - -
Gerklos C32 0 0,1 - -
Plaudiai C33-C34 2 1,3 151 (0,38-6,05)
Kaulai C40-C41 2 0,2 10,00 (2,50-40,00)
Melanoma C43 1 3,0 0,33  (0,05-2,36)
Oda Ca4 25 29,5 0,85 (0,57-1,25)
Kritis C50 25 25,3 0,99 (0,67-1,46)
Lytiniai organai C51-C56 35 24,8 1,41 (1,01-1,97)
Inkstai C64-C65 2 4,1 0,49 (0,12-1,97)
Slapimo pislé C67 1 1,6 0,64  (0,09-4,54)
Akys C69 0 0,3 - -
Centriné nervy sistema C70-C72 2 0,7 2,68 (0,67-10,73)
Skydliauké C73 4 4,4 0,91 (0,34-2,42)
Nepatikslinta C76-C80 1 0,6 1,61 (0,23-11,46)
Hematopoetiné sistema C81-C96 14 5,4 2,57 (1,52-4,34)
Kitos - 1 15 0,69 (0,10-4,88)
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Piktybinio naviko i$plitimas buvo reik§mingas klinikinis veiksnys, turéjes
jtakos onkologiniy ligoniy savizudybiy rizikai: did¢jant ligos iSplitimui
diagnozés nustatymo metu didéjo ir pacienty savizudybiy rizika (p < 0,001).
Pacienty, kuriems onkologinés ligos nustatymo metu buvo diagnozuotas
lokalus vézys, mirtingumas dél savizudybiy buvo panasus | mirtinguma
bendrojoje populiacijoje — nustatyti 264 savizudybiy atvejai, kai laukta 261,7
(SMS = 1,01, 95 proc. PI 0,89-1,14). Taciau ligoniy, kuriems nustatytas
piktybinis navikas, turintis tolimyjy metastaziy, rizika buvo beveik tris
kartus didesné, palyginti su bendraja Lietuvos populiacija (nustatyti
59 savizudybiy atvejai, laukta — 20,4, SMS = 2,89, 95 proc. Pl 2,24-3,73).
Reik§mingai didesné savizudybiy rizika nustatyta ir tarp ligoniy, kuriems
diagnozuotas vietinis ar regioninis piktybinio naviko iSplitimas: atitinkamai
SMS = 1,46 (95 proc. P1 1,24-1,73) ir SMS = 1,74 (95 proc. Pl 1,40-2,16).

Vyry ir motery, kuriems tyrimo laikotarpiu buvo diagnozuotas lokalus
vézys, nustatytas savizudybiy skai¢ius buvo panasus j laukts, taigi rizikos
padidéjimo nustatyta nebuvo (17-18 lentelés). Taciau vyry ir motery,
sirgusiy metastaziniu véziu, savizudybiy rizika buvo atitinkamai 2,48 ir
4,44 karto didesné. Padidéjusi savizudybiy rizika buvo ir tarp pacienty,
kuriems diagnozés nustatymo metu ligos iSplitimas buvo vietinis ar
regioninis, ta¢iau vyry, Kitaip nei motery, $is rizikos rodiklis buvo statistiskai
reik§mingas. Kita vertus, motery grupéje statistiSkai reikSmingai didesné
savizudybiy rizika buvo tarp ,netaikoma“ piktybinio naviko iSplitimo
kategorijos motery. ] Sig Kkategorija jtraukti hematopoetinés sistemos,
smegeny ir vaiky piktybiniai navikai. Nustatytas minétos kategorijos motery
savizudybiy skaiCius buvo reikSmingai didesnis uz laukta (SMS = 2,56,
95 proc. Pl 1,57-4,18). Sis didesnés rizikos rodiklis grei¢iausiai buvo
nulemtas nustatytos reikSmingai didesnés mirtingumo dél savizudybiy
rizikos tarp motery, serganciy hematopoetinés sistemos véziu.

57



17 lentelé. SergancCiyjy onkologinémis ligomis savizudybiy rizika pagal
piktybinio naviko i$plitimg. Vyrai, 1993-2012 m.

Piktybinio naviko iSplitimas Nustatyta  Laukta SMS 95 proc. Pl

I8plitimo néra 195 189,8 1,03  (0,89-1,18)
Vietinis i$plitimas 122 82,9 1,47  (1,23-1,76)
Regioninis i$plitimas 63 32,3 1,95 (1,53-2,50)
Tolimosios metastazés 40 16,1 2,48  (1,82-3,38)
I$plitimas nezinomas™ 52 33,6 1,55 (1,18-2,03)
Netaikoma* 32 27,6 1,16  (0,82-1,64)

2= 169,6; p < 0,001

* — kategorija j savizudybiy rizikos poky¢iy analize nejtraukta.

18 lentelé. Serganciyjy onkologinémis ligomis savizudybiy rizika pagal
piktybinio naviko i$plitima. Moterys, 1993-2012 m.

Piktybinio naviko iSplitimas Nustatyta Laukta SMS 95 proc. Pl

I$plitimo néra 69 72,0 0,96 (0,76-1,21)
Vietinis iSplitimas 17 12,1 1,40 (0,87-2,26)
Regioninis iSplitimas 18 14,4 1,25 (0,79-1,99)
Tolimosios metastazés 19 4,3 4,44  (2,83-6,95)
I$plitimas nezinomas™ 11 9,2 1,20 (0,66-2,16)
Netaikoma* 16 6,2 2,56  (1,57-4,18)

y?=49,1; p< 0,001

* — kategorija j savizudybiy rizikos poky¢iy analize nejtraukta.

Atlikus mirtingumo dél savizudybiy rizikos atsizvelgiant | laika, praéjusij
nuo diagnozés nustatymo, analize, nustatyta, kad didziausia onkologiniy
pacienty savizudybiy rizika buvo netrukus po diagnozés nustatymo. Per
pirmuosius tris ménesius buvo 84 savizudybés atvejai, kai i§ populiaciniy
mirtingumo rodikliy apskai¢iuotas laukiamas savizudybiy skai¢ius buvo 34,5
(SMS = 2,43, 95 proc. Pl 1,96-3,01). Didé¢jant laikotarpiui po diagnozés
nustatymo onkologiniy ligoniy savizudybiy rizika mazéjo (p < 0,001). Per
pirmuosius metus po diagnozés nustatymo vyko palaipsnis rizikos
mazéjimas, o nuo devinto ménesio savizudybiy rizikos rodiklis nebuvo
statistiSkai reik§mingas: SMS = 1,74 (95 proc. Pl 1,32-2,28), SMS = 1,46
(95 proc. PI 1,06-2,00) ir SMS = 1,23 (95 proc. Pl 0,85-1,76) atitinkamai
4-6, 7-9 ir 10-12 ménesiais po diagnozés nustatymo. Nors statistiSkai
reikSmingi rezultatai nustatyti tik 19-21 (SMS = 1,48, 95 proc. Pl 1,02-2,15)
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ir 25-36 (SMS = 1,41, 95 proc. Pl 1,14-1,74) ménesiy laikotarpiais, ta¢iau
beveik pusantro karto didesné savizudybiy rizika tarp serganciyjy
onkologine liga isliko visa 2-3 mety po diagnozés nustatymo laikotarpj,
palyginti su bendraja Lietuvos populiacija. Ir tik praéjus daugiau nei
3 metams po onkologinés ligos diagnozés nustatymo onkologiniy pacienty
mirtingumo dél savizudybiy rizika buvo panasi Kaip ir visoje Lietuvoje.

Per pirmuosius tris ménesius po ligos diagnozavimo nusizudé 66 véziu
sirge vyrai vietoj laukty 28,5 (19 lentelé). Pirmaisiais metais, ilgéjant laikui
nuo diagnozés nustatymo, palaipsniui mazéjo nusizudziusiy vyry skaicius,
taip pat mazéjo ir mirtingumo dél savizudybiy rizika. StatistiSkai reikSmingai
didesné savizudybiy rizika buvo nustatyta tarp véziu sirgusiy vyry praéjus
devyniems ménesiams po diagnozés nustatymo. Per §j laikotarpj rizikos
rodiklis sumazéjo nuo 2,32 (1-3 ménesiais) iki 1,52 (7-9 ménesiais). Kitas
reikSmingas padidéjusios vyry savizudybiy rizikos laikotarpis buvo
nustatytas treCiaisiais ligos metais (SMS = 1,52, 95 proc. Pl 1,21-1,91).
Didziausias savizudybiy atvejy skaiCius buvo tarp vyry, kurie onkologine
liga sirgo praéjus nuo 6 iki 10 mety (92 atvejai). Sis atvejy skai¢ius buvo
nezymiai didesnis uZ lauktg (81,8 atvejo) (SMS = 1,12, 95 proc. Pl 0,92-
1,38). Nors ir nereik§mingai, tadiau tarp vyry, kuriems buvo diagnozuotas
piktybinis navikas, padidéjusi savizudybiy rizika i$liko net ir praéjus daugiau
nei 10 mety po diagnozés nustatymo (SMS =1,20, 95 proc. P1 0,85-1,70).

Panasi savizudybiy rizikos mazéjimo tendencija pirmaisiais metais po
diagnozés nustatymo buvo ir tarp véziu sirgusiy motery. Tris kartus didesné
nei bendrojoje Lietuvos motery populiacijoje rizika buvo tarp onkologiniy
pacienciy per pirmuosius tris ménesius po diagnozés nustatymo. Ji dvigubai
sumazejo po diagnozés nustatymo pragjus 4—-6 ménesiams, o pirmyjy mety
pabaigoje (pragjus 10—12 ménesiy) susivienodino su bendrosios motery
populiacijos (20 lentel¢). Tarp motery, kurioms buvo diagnozuotas
piktybinis navikas, galima bty iSskirti du kritinius laikotarpius, kai buvo
nustatyta statistiSkai reikSmingai didesné savizudybiy rizika — iSkart (1-
3 ménesiai; SMS = 2,97, 95 proc. Pl 1,87-4,71) po diagnozés nustatymo ir
antraisiais ligos metais (19-21 ménuo; SMS = 2,01, 95 proc. Pl 1,00-4,01).
Nors ir nereik§mingai, taciau kitais antryjy ligos mety laikotarpiais pacienciy
savizudybiy rizika iSliko padidéjusi. Taciau, kitaip nei tarp vyry, motery,
sergan¢iy onkologinémis ligomis nuo 6 iki 10 mety, mirtingumo dél
savizudybiy rizika buvo tokia kaip ir visy Lietuvos motery, o serganciyjy
ilgiau nei 10 mety netgi mazesné (SMS = 0,65, 95 proc. PI 0,34-1,24).
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19 lentelé. Serganciyjy onkologinémis ligomis savizudybiy rizika pagal
laika, pragjusj nuo diagnozés nustatymo. Vyrai, 1993-2012 m.

Laikas nuo diagnozés nustatymo Nustatyta Laukta SMS 95 proc. PI

1-3 ménesiai 66 28,5 2,32 (1,82-2,95)
4-6 ménesiai 43 24,0 1,79 (1,33-2,42)
7-9 ménesiai 32 21,1 1,52 (1,07-2,15)
10-12 ménesiy 24 19,0 1,27 (0,85-1,89)
13-15 ménesiy 17 17,3 0,98 (0,61-1,58)
16-18 ménesiy 22 16,0 1,38 (0,91-2,09)
19-21 ménuo 20 14,9 1,34 (0,87-2,08)
22-24 ménesiai 18 14,1 1,28 (0,80-2,03)
25-36 ménesiai 74 48,6 1,52 (1,21-1,91)
4-5 metai 64 70,4 0,91 (0,71-1,16)
6-10 mety 92 81,8 1,12 (0,92-1,38)
> 10 mety 32 26,6 1,20 (0,85-1,70)

v?>=31,4; p < 0,001

20 lentelé. Serganciyjy onkologinémis ligomis savizudybiy rizika pagal
laika, praéjusj nuo diagnozés nustatymo. Moterys, 1993-2012 m.

Laikas nuo diagnozés nustatymo Nustatyta Laukta SMS 95 proc. PI

1-3 ménesiai 18 6,1 2,97 (1,87-4,71)
4—6 ménesiai 8 5,4 1,48 (0,74-2,95)
7-9 ménesiai 6 50 1,19 (0,54-2,66)
10-12 ménesiy 5 4,7 1,07 (0,44-2,56)
13-15 ménesiy 8 4.4 1,81 (0,91-3,62)
16-18 ménesiy 6 42 1,43 (0,64-3,19)
19-21 ménuo 8 4,0 2,01 (1,00-4,01)
22-24 ménesiai 5 3,9 1,30 (0,54-3,12)
25-36 ménesiai 14 13,8 1,02 (0,60-1,72)
4-5 metai 30 21,5 1,40 (0,98-2,00)
6-10 mety 33 31,4 1,05 (0,75-1,48)
> 10 mety 9 13,9 0,65 (0,34-1,24)

w2=5,7; p=0,017
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4.3. Serganciyjy onkologinémis ligomis Lietuvoje savizudybiy rizikos
poky¢iai

1993-2012 metais naujai diagnozuoty onkologiniy ligoniy savizudybiy
poky¢iai buvo analizuoti 5 mety laikotarpiais. 1993-1997 metais nustatyti
155 savizudybiy atvejai, 0 laukti — 145,5. DidZiausias savizudybiy skaicius
buvo per kitg 5 mety laikotarpj (1998-2002 metai) — 228 (laukti — 154,1).
Likusiais tyrimo laikotarpiais pasireiské savizudybiy atvejy mazéjimo
tendencija — 2003-2007 mety laikotarpiu nusizudé 175 ligoniai (lauktas
savizudybiy skaic¢ius buvo 138,2), 0 2008-2012 mety laikotarpiu — tik 96
(laukta — 62,5). Nors pacienty savizudybiy atvejy skaifius mazéjo, tadiau
savizudybiy rizika per tiriamajj laikotarpj iSaugo nuo 1,07 (95 proc. P1 0,91—
1,25) 1993-1997 mety laikotarpiu iki 1,54 (95 proc. Pl 1,26-1,88) 2008—
2012 mety laikotarpiu (p < 0,001).

Isanalizavus onkologine liga serganciy vyry rizikos nusizudyti poky¢ius,
nustatyta, kad tik pirmuoju 5 mety laikotarpiu (1993-1997 metai)
savizudybiy rizikos padidéjimas nebuvo statistiSkai reik§mingas (21 lentelé).
Visais Kitais tyrimo laikotarpiais buvo nustatyta statistiskai reik§mingai
didesné onkologinémis ligomis serganciy vyry savizudybiy rizika.

21 lentelé. Serganciyjy onkologinémis ligomis savizudybiy rizika pagal
diagnozés nustatymo laikotarpj. Vyrai, 1993-2012 m.

Diagnozés nustatymo laikotarpis Nustatyta Laukta SMS 95 proc. PI

1993-1997 123 105,1 1,17 (0,98-1,40)
19982002 170 114,0 1,49  (1,28-1,73)
2003-2007 145 111,4 1,30 (1,11-1,53)
2008-2012 66 51,7 1,28 (1,00-1,63)

¥?=94,7; p < 0,001

Kitaip nei tarp onkologinémis ligomis sergan¢iy vyry, pirmuoju 5 mety
laikotarpiu (1993-1997 metai) tarp Siomis ligomis serganéiy motery
savizudybiy atvejy skaiCius buvo netgi mazesnis nei lauktas (SMS = 0,79,
95 proc. Pl 0,56-1,12) (22 lentelé). Taciau tyrimo pabaigoje nustatytas
beveik tris kartus didesnis rizikos rodiklis (SMS = 2,77, 95 proc. Pl 1,94—
3,96) parodé reikSmingai padidéjusia motery, sirgusiy onkologine liga,
mirties dél savizudybés rizika, palyginti su motery mirtingumu dél
savizudybiy bendrojoje populiacijoje. Nustatytas reikSmingas rizikos
didéjimas (p < 0,001).
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22 lentelé. Serganciyjy onkologinémis ligomis savizudybiy rizika pagal
diagnozés nustatymo laikotarpj. Moterys, 1993-2012 m.

Diagnozés nustatymo laikotarpis Nustatyta Laukta SMS 95 proc. PI

1993-1997 32 40,4 0,79 (0,56-1,12)
1998-2002 58 40,1 1,45 (1,12-1,87)
2003-2007 30 26,8 1,12 (0,78-1,60)
2008-2012 30 10,8 2,77 (1,94-3,96)

2= 59,4; p < 0,001

4.4. Savizudybiy rizika tarp sergan¢iyjy geros ir blogos prognozés
piktybiniais navikais

Siekiant jvertinti savizudybiy rizikg tarp serganCiyjy geros prognozés
piktybiniais navikais, buvo pasirinkta prieSinés liaukos lokalizacija. Nors
sergan¢iyjy Sios lokalizacijos véziu pacienty iSgyvenamumo rodikliai yra
geriausi, Lietuvoje tai ir dazniausias piktybinis navikas. 25 786 vyrai,
kuriems 2000-2011 mety laikotarpiu nustatytas pirmasis piktybinis prieSinés
liaukos navikas, atitiko jtraukimo j tyrima kriterijus ir buvo stebéti iki 2016
m. gruodzio 31 d. Tyrimo laikotarpiu vyry, sirgusiy prieSinés liaukos véziu,
miréiy dél savizudybiy skaiCius (135 atvejai) buvo panasus j laukta (133,6
atvejo), todél didesnés savizudybiy rizikos nustatyta nebuvo (SMS = 1,01,
95 proc. P1 0,85-1,20) (23 lentelé).

Nors ir nereikSmingai, taCiau tarp vyry didéjant jy amziui didéjo
savizudybiy rizika (p = 0,052). Jaunesniy nei 75 metai vyry mirtingumas dél
savizudybiy buvo toks pat ar net mazesnis kaip tokio pat amziaus visos
Lietuvos vyry. Taciau 75 mety ir vyresniy pacienty grupéje nustatytas
nereikS§mingai didesnis savizudybiy rizikos rodiklis (SMS = 1,21, 95 proc. PI
0,85-1,73).
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23 lentelé. SergancCiyjy prieSinés liaukos véziu savizudybiy rizika pagal
amziy, piktybinio naviko i$plitima, navikiniy lasteliy diferenciacija bei laika,
praéjusj nuo diagnozés nustatymo. Vyrai, 2000-2016 m.

Kintamieji Nustatyta Laukta SMS 95 proc. PI

I$ viso 135 133,6 1,01 0,85-1,20
AmZiaus grupé

<65 40 48,5 0,83 0,61-1,13

65-74 64 59,6 1,07 0,84-1,37

>75 31 25,5 1,21 0,85-1,73

x?=3,8; p=0,052
Piktybinio naviko iSplitimas

I3plitimo néra 73 75,7 0,96 0,77-1,21
Vietinis i$plitimas 50 43,1 1,16 0,88-1,53
Regioninis i$plitimas 1 0,8 1,24 0,17-8,78
Tolimosios metastazés 4 2,7 1,51 0,57-4,01
I$plitimas neZinomas* 7 11,4 0,61 0,29-1,29

y?=4,8;p=0,028
Gleasono skaic¢ius

6 66 686 096  0,76-122
7 11 114 0,96 0,53-1,74
8-10 13 7,0 186  1,08-3.20
Nediferencijuotas 0 0,5 - -

NeZinomas* 45 46,1 0,98 0,73-1,31

x?=4,0; p=0,046
Laikas nuo diagnozés nustatymo

1-3 ménesiai 3 5,2 0,57 0,18-1,78
4-6 ménesiai 9 5,0 1,78 0,93-3,43
7-9 ménesiai 6 4,9 1,22 0,55-2,72
10-12 ménesiy 5 4,8 1,05 0,44-2,52
2-5 metai 63 63,5 0,99 0,78-1,27
> 5 metai 49 50,2 0,98 0,74-1,29

2= 0,0; p = 0,990

* — kategorija j savizudybiy rizikos poky¢iy analize nejtraukta.
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ISanalizavus vyry, kuriems buvo diagnozuotas prieSinés liaukos vézys,
ligos charakteristikas buvo nustatyta, kad savizudybiy rizika priklausé nuo
piktybinio naviko stadijos ir navikiniy lgsteliy diferenciacijos (Gleasono
skaiCiaus). Didziausias savizudybiy skaiCius buvo tarp pacienty, kuriems
diagnozuotas lokalus — 73 atvejai ir mazai agresyvus piktybinis navikas
(Gleasono skaifius 2-6) — 66 atvejai. Lauktas savizudybiy skai¢ius buvo
artimas nustatytam savizudybiy skai¢iui (atitinkamai 75,7 ir 68,6), todél
savizudybiy rizikos tarp vyry, sirgusiy mazai agresyvios formos liga,
nustatyta nebuvo (SMS = 0,96, 95 proc. Pl 0,77-1,21 ir SMS = 0,96,
95 proc. Pl 0,76-1,22). Taciau didéjant nustatyto piktybinio naviko
i$plitimui (p = 0,028) ir diferenciacijos laipsniui (p = 0,046) savizudybiy
rizika didéjo. Nors ir nereik§mingai, tadiau pacienty, kuriems buvo
diagnozuotas priesinés liaukos vézys, iSplitgs | regioninius limfmazgius ar
tolimosios jo metastazés, savizudybiy rizika buvo 1,24—1,51 karto didesné
nei bendrojoje populiacijoje, o vyry, kuriems buvo diagnozuotas didelés
rizikos vézys (Gleasono skai¢ius 8—10) — nustatyta statistiSkai reik§mingai
didesné savizudybiy rizika (SMS = 1,86, 95 proc. Pl 1,08-3,20).

Didziausia savizudybiy rizika tarp vyry buvo nustatyta praéjus 4-6
ménesiams po diagnozés nustatymo (SMS = 1,78, 95 proc. Pl 0,93-3,43),
tadiau, palyginti su visy Lietuvos vyry, gauti rezultatai nebuvo statistiskai
reik§mingi. Ilgéjant laikui nuo prostatos vézio diagnozés nustatymo, nors ir
nereik§mingai, bet mazéjo ir mirtingumo dél savizudybiy rizika.

Nuo 2006 mety Lietuvoje vykdoma prieSinés liaukos vézio ankstyvosios
diagnostikos programa. Siekiant jvertinti savizudybiy rizikg laikotarpiais
prie§ ankstyvosios prieSinés liaukos diagnostikos programos pradzig ir
pradéjus ja vykdyti, buvo iSskirtos dvi pacienty grupés: kuriems piktybinis
navikas buvo diagnozuotas 2000-2005 ir 2006-2011 mety laikotarpiais.
Pirmuoju 2000-2005 mety tyrimo laikotarpiu j tyrima buvo jtraukta 8 411
vyry, kuriems buvo diagnozuotas priesinés liaukos vézys. O antruoju 2006—
2011 mety laikotarpiu Sis skaiGius iSaugo iki 17 375. Sis naujy atvejy
skai¢iaus padidéjimas buvo susij¢s su ankstyvosios diagnostikos programos
vykdymu ir taikomu prostatos specifinio antigeno (PSA) koncentracijos
kraujo serume nustatymu, kai 2006-2011 mety laikotarpiu apie tris kartus
padidéjo nustatyty ankstyvos stadijos ir mazo piktybiSkumo prieSinés liaukos
vézio atvejy skaiCius: 2000-2005 mety laikotarpiu buvo nustatyti 2 975
lokalaus naviko atvejai ir 3 252 atvejai, kai Gleasono skai¢ius buvo 2-6. Per
tiek pat trunkantj 2006-2011 mety laikotarpj buvo diagnozuota atitinkamai
10 034 ir 8 692 atvejai, 0o metastazavusio véZio atvejy netgi sumazéjo nuo
799 iki 461.
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Isanalizavus savizudybiy rizika tarp vyry, sirgusiy priesinés liaukos véziu
2000-2005 ir 2006-2011 mety laikotarpiais, nustatyta, kad pradéjus vykdyti
priesinés liaukos ankstyvosios diagnostikos programa pacienty savizudybiy
rizika buvo pana$i kaip ir bendrojoje vyry populiacijoje (SMS = 0,97,
95 proc. P1 0,79-1,21) ir buvo netgi mazesné nei laikotarpiu iki programos
vykdymo pradzios (SMS = 1,08, 95 proc. Pl 0,82-1,42) (24 lentelé).
Pazymétina, kad 2000-2005 mety laikotarpiu, iki pradéta vykdyti
organizuota PSA patikra, statistiskai reik§mingai padidéjusi savizudybiy
rizika nustatyta tarp vyry, kuriems buvo diagnozuotas didelés rizikos
prostatos vézys (Gleasono skaicius 8-10) (nustatyti 8 savizudybés atvejali,
laukta — 3,3; SMS = 2,45, 95 proc. Pl 1,23-4,90) ir praéjus 4-6 ménesiams
po diagnozés nustatymo (nustatyti 6 savizudybés atvejai, laukta — 1,8;
SMS=3,40, 95 proc. Pl 1,53-7,56). Minétu laikotarpiu nors ir
nereik§mingai, ta¢iau apie 2 kartus padidéjusi savizudybiy rizika buvo tarp
pacienty, kuriems buvo nustatytas priesinés liaukos vézys, iSplites j sritinius
limfmazgius ar turintis tolimyjy metastaziy ir pragjus 7-12 ménesiy po
diagnozés nustatymo. Laikotarpiu iki programos vykdymo pradzios
nustatytas reikSmingas mirtingumo dél savizudybiy rizikos didéjimas
didéjant pacienty amziui (p = 0,007), ligos i$plitimui (p = 0,016) ir naviko
diferenciacijos laipsniui (p = 0,010). O vyrams, kuriems prieSinés liaukos
vézys buvo nustatytas jau pradéjus vykdyti ankstyvosios diagnostikos
programg, reikSmingy mirtingumo dél savizudybiy rizikos skirtumy
nenustatyta.

Savizudybiy rizikai jvertinti tarp pacienty, sirgusiy blogos prognozés
piktybiniais navikais, buvo pasirinkta plauéiy vézio lokalizacija. 1998-
2012 mety laikotarpiu buvo nustatyta ir j tyrima jtraukta 19 781 plauciy
vézio atvejis (16 620 vyry ir 3 161 moteris) bei buvo stebéta iki 2016 m.
gruodzio 31 d. Tyrimo laikotarpiu tarp §iy pacienty buvo 41 savizudybés
atvejis, kai lauktas savizudybiy skaicius buvo 18,9. Taigi tyrimo rezultatai
parodé statistiSkai reikSmingai didesn¢ pacienty, sirgusiy plauciy véziu,
savizudybiy rizikg (SMS = 2,17, 95 proc. Pl 1,60-2,95).
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24 lentelé. Serganciyjy prieSinés liaukos véziu savizudybiy rizika pagal diagnozés nustatymo laikotarpj, paciento amziy,
piktybinio naviko iSplitimg, navikiniy lgsteliy diferenciacijg bei laikg, pragjusj nuo diagnozés nustatymo iki (2000—2005) ir
ankstyvosios priesinés liaukos vézio diagnostikos programos vykdymo laikotarpiais (2006—2011).

2000-2005 20062011
Kintamieji Nustatyta Laukta SMS 95 proc. Pl Nustatyta Laukta SMS 95 proc. PI
I3 viso 51 47,3 1,08 0,82-1,42 84 86,3 0,97 0,79-1,21
AmzZiaus grupé
<65 8 12,3 0,65 0,33-1,30 32 36,2 0,88 0,63-1,25
65-74 25 22,1 1,13  0,76-1,67 39 37,5 1,04 0,76-1,42
>75 18 12,9 1,40 0,88-2,22 13 12,6 1,03 0,60-1,77
¥*=17,22; p=0,007 ¥*=0,00;p=1
Piktybinio naviko iSplitimas
ISplitimo néra 23 21,2 1,08 0,72-1,63 50 54,5 0,92 0,70-1,21
Vietinis i§plitimas 22 21,1 1,04  0,69-1,59 28 22,0 1,27 0,88-1,84
Regioninis iSplitimas 1 0,4 2,60 0,37-18,44 0 0,4 - —
Tolimosios metastazés 4 1,8 2,26  0,85-6,01 0 0,9 — —
I$plitimas nezinomas™ 1 2,8 0,35 0,05-2,50 6 8,5 0,70 0,32-1,56

=578, p=0,016
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20002005 20062011
Kintamieji Nustatyta Laukta SMS 95 proc. PI Nustatyta Laukta SMS 95 proc. PI
Gleasono skaicius
2-6 18 22,3 0,81 0,51-1,28 48 46,3 1,04 0,78-1,38
7 4 3,0 1,34  0,50-3,57 7 8,4 0,83 0,40-1,74
8-10 8 3,3 245 1,23-4,90 5 3,7 1,34 0,56-3,22
Nediferencijuotas 0 0,3 - - 0 0,2 - -
Nezinomas* 21 18,5 1,13 0,74-1,74 24 27,6 0,87 0,58-1,30
¥*=6,59; p = 0,010 ¥*=0,18; p=0,674
Laikas nuo diagnozés nustatymo
1-3 ménesiai 0 1,9 - - 3 3,4 0,89 0,29-2,76
4—6 ménesiai 6 1,8 3,40 1,53-7,56 3 3,3 091 0,29-2,84
7-9 ménesiai 3 1,7 1,70  0,55-5,28 3 3,2 0,94  0,30-2,90
10-12 ménesiy 3 1,6 1,83  0,59-5,69 2 3,1 0,64 0,16-2,56
2-5 metai 20 19,3 1,04 0,67-1,61 43 44,2 0,97 0,72-1,31
> 5 metai 19 21,1 0,90 0,57-1,41 30 29,1 1,03 0,72-1,48

= 0,29: p = 0,587

%= 0,61; p = 0,433

* — kategorija j savizudybiy rizikos poky¢iy analize nejtraukta.
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[Sanalizavus vyry ir motery savizudybiy rizikg atskirai, statistiskai
reik§mingai didesné rizika buvo tik tarp vyry (SMS = 2,24, 95 proc. Pl 1,64—
3,05), kita vertus, plauciy véziu sirgusiy motery savizudybiy rizika nesiskyré
nuo visy Lietuvos motery (SMS = 0,98, 95 proc. Pl 0,14-6,93). Kadangi tarp
motery savizudybiy rizikos jvertinimas rémési tik vienu savizudybés atveju,
tolesné plauciy véziu sirgusiy pacienty savizudybiy rizikos analizé buvo
atlikta tik tarp vyry (25 lentelé).

Tris ir daugiau karty didesné rizika buvo beveik visose vyry amZziaus
grupése, i8skyrus jauniausius (SMS = 0,48, 95 proc. Pl 0,07-3,41) ir 60—69
mety amziaus grupés pacientus, kur nustatytas didesnés rizikos rodiklis
nebuvo reik§mingas (SMS = 1,40, 95 proc. P1 0,73-2,70).

Palyginti su bendrgja Lietuvos vyry populiacija, plauéiy véziu sirgusiy
vyry mirtingumo dél savizudybiy rizika buvo padidéjusi visais laikotarpiais
po diagnozés nustatymo. Pirmaisiais trimis ménesiais po plauciy vézio
diagnozés nustatymo nusizudé 9 pacientai, kai lauktas savizudybiy skai¢ius
buvo 3,0, todél nustatyta reik§mingai didesné pacienty savizudybiy rizika
(SMS = 3,02, 95proc. PI 1,57-5,80). Kitas reik§Smingas padidéjusios
savizudybiy rizikos laikotarpis buvo praéjus 7-9 ménesiams po diagnozés
nustatymo — nusizudé 8 pacientai vietoj laukty 1,5, todél nustatytas
didZiausias SMS = 5,23 (95 proc. Pl 2,62—10,47). Nors ir nereik§mingai,
tadiau net ir praéjus daugiau nei 5 metams po diagnozés nustatymo vyry,
kuriems buvo diagnozuotas plauéiy vézys, savizudybiy rizika iSliko
padidéjusi (SMS = 1,43, 95 proc. PI 0,59-3,43).

ISanalizavus vyry, kuriems buvo diagnozuotas plauéiy vézys, mirtingumo
dél savizudybiy rizika pagal piktybinio naviko i$plitima, buvo nustatyta, kad
ji reik§mingai kito priklausomai nuo naviko isplitimo (p < 0,001). Tarp vyry,
kuriems diagnozés nustatymo metu buvo patvirtintas lokalus ar lokaliai
iSplites plauciy vézys, nustatyta nereikSmingai didesné savizudybiy rizika.
Taciau pacienty, kuriems buvo diagnozuotas regioninis naviko i$plitimas
arba tolimosios metastazés, savizudybiy rizika buvo tris kartus didesné nei
bendrojoje populiacijoje (atitinkamai SMS = 2,91, 95 proc. Pl 1,83—4,62 ir
SMS = 2,85, 95 proc. PI 1,36—5,98). Taip pat 2,43 karto didesné rizika buvo
ir tarp pacienty, kuriy piktybinio naviko iSplitimas buvo nezinomas (95 proc.
Pl 1,16—5,11).

ISanalizavus savizudybiy rizikos kitima priklausomai nuo diagnozés
nustatymo laikotarpio, nustatytas reikSmingas rizikos didéjimas.
Savizudybiy rizika buvo 2—3 kartus didesné nei bendrojoje populiacijoje.

68



25 lentelé. SerganCiyjy plauciy véziu savizudybiy rizika pagal amziy,
diagnozés nustatymo laikotarpj, piktybinio naviko iSplitimg bei laika,
praéjusj nuo diagnozés nustatymo. Vyrai, 1998-2016 m.

Kintamieji Nustatyta Laukta  SMS 95 proc. PI
IS viso 40 17,9 2,24 1,64-3,05
AmZiaus grupé
<50 1 2,1 0,48 0,07-3,41
50-59 17 5,3 3,19 1,99-5,14
60-69 9 6,4 1,40 0,73-2,70
70-79 10 33 2,99  1,61-555
>80 3 0,7 4,27 1,38-13,25

x?=50,1; p < 0,001

Diagnozés nustatymo laikotarpis

1998-2002 15 8,4 1,78 1,07-2,95
2003-2007 17 5,6 3,04 1,89-4,90
2008-2012 8 3,9 2,07 1,04—4,15

x?= 42,5, p < 0,001

Piktybinio naviko iSplitimas

I$plitimo néra 5 4,5 1,12 0,47-2,70
Vietinis i$plitimas 3 1,9 1,57 0,51-4,88
Regioninis isplitimas 18 6,2 2,91 1,83-4,62
Tolimosios metastazés 7 2,5 2,85 1,36-5,98
I$plitimas nezinomas* 7 2,9 2,43 1,16-5,11

¥?=47,9; p < 0,001

Laikas po diagnozés

1-3 ménesiai 9 3,0 3,02 1,57-5,80
4-6 ménesiai 3 2,0 1,48 0,48—-4,57
7-9 ménesiai 8 15 5,23 2,62-10,47
10-12 ménesiy 3 1,2 2,57 0,83-7,96
2-5 metai 12 6,7 1,80 1,02-3,17
> 5 metai 5 3,5 1,43 0,59-3,43

2= 23,4; p < 0,001

* — kategorija j savizudybiy rizikos poky¢iy analize nejtraukta.
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REZULTATU APTARIMAS

Siame 20 mety laikotarpj apiman¢iame tyrime buvo analizuota
savizudybiy rizika tarp Lietuvos onkologiniy pacienty, kuriems 1993—
2012 mety laikotarpiu buvo diagnozuotas piktybinis navikas. Tyrimo
rezultatai parodé, kad abiejy ly¢iy onkologiniy pacienty savizudybiy rizika
yra statistiSkai reikSmingai didesné negu bendrojoje Lietuvos populiacijoje.
Didziausia savizudybiy rizika buvo tarp vyresnio amziaus pacienty netrukus
po onkologinés ligos diagnozés nustatymo bei pacienty, kuriems susirgimas
diagnozuotas jau vélyvoje ligos stadijoje. Didesné onkologiniy ligoniy
savizudybiy rizika buvo ir tarp sirgusiyjy blogos prognozés piktybiniais
navikais nei tarp sirgusiyjy geros prognozés véziu. Sio tyrimo rezultatai i3
esmés atitiko rezultatus kity populiaciniy tyrimy, atlikty skirtingose pasaulio
Salyse [51-72]. Idomu tai, kad $io tyrimo metu nustatytas serganCiyjy
onkologine liga savizudybiy rizikos rodiklio dydis buvo panasus j ty $aliy,
kuriose tyrimo metu mirtingumo dél savizudybiy rodikliai bendrojoje
populiacijoje buvo gan dideli [51, 57, 69]. Kita vertus, Salyse, kuriose
bendrosios populiacijos mirtingumo dél savizudybiy rodikliai tiriamuoju
laikotarpiu nebuvo dideli, onkologiniy ligoniy savizudybiy rizikos rodiklis
nustatytas net ir keliskart didesnis nei Lietuvoje [56, 58, 64, 67, 72]. Tokie
jvairiose zmoniy populiacijose atlikty tyrimy rezultaty skirtumai atitinka
B. H. Foxo ir kt. apraSytg fenomena, zinoma kaip ,,Law of initial values®, dél
kurio onkologinés ligos poveikis savizudybiy rizikai yra mazesnis
populiacijose, kuriose yra palyginti dideli mirtingumo dél savizudybiy
rodikliai [52]. Pazymétina, kad Lietuva pagal savizudybiy skaiciy, tenkantj
100 000 gyventojy, yra pirmaujanti valstybé ne tik Europoje, bet ir
pasaulyje [13, 26].

S. Starkuviené su bendraautoriais iStyrusi savizudybiy budus Lietuvoje
nustaté, kad pasikorimg pasirenka didziausia dalis Zmoniy, nusprendusiy
pasitraukti i§ gyvenimo. Jy atlikto tyrimo duomenimis, Sio savizudybés biido
pasirinkimas bendrojoje populiacijoje nuo 1993-1997 iki 1998-2002 mety
laikotarpio netgi reikSmingai iSaugo: atitinkamai nuo 89,4 proc. iki
91,7 proc. tarp vyry ir nuo 77,3 proc. iki 82,6 proc. tarp motery [82].
Savizudybés biido pasikariant pasirinkimo daznis, palyginti su kity Saliy
duomenimis, Lietuvoje yra didziausias. Net ir tose Salyse, kur vyraujantis
savizudybés biidas yra pasikorimas, $is nusizudymo biidas pasirenkamas
Zzymiai reCiau negu Lietuvoje [83, 84]. DazZniausias tirty Lietuvos
onkologiniy pacienty savizudybés budas, kaip ir bendrojoje populiacijoje,
buvo pasikorimas, kurj 1993-2012 mety laikotarpiu pasirinko 88,3 proc.
vyry ir 85,3 proc. motery, sirgusiy onkologine liga. Savizudybés biidui
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pasirinkti  svarbu tiek savizudybés priemoniy prieinamumas, tiek
sociokultlirinis  priimtinumas. Savizudybés biido pasirinkimas lemia
ketinimo nusizudyti baigtj: didziausig mirStamuma lemia bandymai zudytis
panaudojant Saunamajj ginkla ar pasikariant [85, 86]. Lietuvoje, kaip ir
bendrojoje jos populiacijoje, i§ gyvenimo pasitraukti onkologiniai pacientai
dazniausiai rinkosi agresyviems savizudybiy budams priklausantj
nusizudyma pasikariant. Kai kurie kitose $alyse atlikti tyrimai, Kaip ir misy
tyrimas, parodé, kad pasirinkty savizudybés budy pasiskirstymas tarp
onkologiniy ligoniy buvo panaSus ] pasirinkimg bendrojoje populiacijoje.
Taciau, kity autoriy duomenimis, savizudybiy dalis, tenkanti pasikorimams,
tarp onkologiniy ligoniy buvo Zymiai mazesné nei tarp Lietuvos onkologiniy
pacienty [53, 59].

Daugelio tyrimy rezultatai parodé, kad onkologine liga sergantys tiek
vyrai, tieck moterys savizudybe pasirenka dazniau nei bendrojoje
populiacijoje (1 lentelé). Isanalizavus Lietuvoje gyvenanéiy ir onkologine
liga susirgusiy vyry ir motery rizika nusizudyti, nustatytas rizikos rodiklis
parodé, kad didesné savizudybiy rizika buvo tarp abiejy ly¢iy pacienty.
Daugumos kitose Salyse atlikty tyrimy duomenimis, didesné savizudybiy
rizika buvo onkologinémis ligomis serganciy vyry nei motery. Taciau
Estijoje atlikto tyrimo rezultatai parodé reik§mingai mazesng savizudybiy
rizikg tarp véZiu sirgusiy motery [57]. Nors Lietuva ir Estija sieja istoriné
praeitis bei panaSios socioekonominés problemos, tyrimy rezultatai buvo
panasis tarp vyry, bet prieStaringi tarp motery. Pazymétina, kad Estijoje
atlikto tyrimo dalyviy grupé buvo nedidelé, o nustatytas SMS rémési tik
47 savizudybiy atvejais tarp véziu sirgusiy motery, todél stebéjimo duomeny
nuokrypis nuo tikrosios reikSmés galéjo buti atsitiktinis. Misy gauti
rezultatai parodé, kad Lietuvoje onkologine liga susirgusiy vyry ir motery
rizika nusizudyti buvo beveik vienoda.

Lietuvos gyventojy mirtingumo sociodemografiniy skirtumy tyrimas
patvirtino prielaida, kad didesnis mirtingumo dél savizudybiy lygis
budingesnis kai kurioms sociodemografinéms gyventojy grupéms. Nustatyta,
kad bendrojoje populiacijoje iSsilavinimas yra svarbiausias mirtingumo dél
savizudybiy rizikos veiksnys, ypac tarp vyry, toliau yra santuokinis statusas
ir tik tuomet gyvenamoji vieta [19]. Panasias tendencijas atskleidé ir miisy
tyrimo rezultatai. Onkologiniy pacienty savizudybiy rizikos pasiskirstymas
skyrési priklausomai nuo sociodemografinés grupés. Labiausiai savizudiSka
elgsena pasizyméjo santuokoje negyvene bei zemiausio iSsilavinimo
grupéms priklause onkologine liga sirge vyrai. Panasus santuokinio statuso ir
iSsilavinimo jtakos modelis buvo ir remiantis kity $aliy onkologiniy ligoniy
tyrimy duomenimis [51, 59, 64, 66, 72]. Lietuvos kaime gyvene onkologiniai
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ligoniai reikSmingai dazniau nusizudydavo nei tie, kurie kaip gyvenamaja
vieta nurodé miestg. PanaSts miesto ir kaimo gyventojy mirtingumo dél
savizudybiy skirtumai nustatyti ir bendrojoje Lietuvos populiacijoje. Tokie
nepalankiis mirtingumo rodikliai galéty biti susij¢ su sveikatos prieziiros
negebéjimu garantuoti tolygaus sveikatos paslaugy prieinamumo visoms
gyventojy grupéms [19]. 2016 metais Lietuvoje atliktas tyrimas, kuriuo
siekta nustatyti Seimos medicinos ir pirminés psichikos sveikatos priezitiros
paslaugas teikianCiy jstaigy geografin] pricinamumg, parodé, kad geresnis
geografinis pricinamumas uztikrinamas didesniuose miestuose, taip pat
vaikams ir darbingo amziaus gyventojams nei pensinio amziaus gyventojams
[87, 88]. Taciau musy tyrimo rezultatams prieStarauja onkologiniy ligoniy
tyrimo Piety Koréjoje rezultatai: toje Salyje nustatyta didesné savizudybiy
rizika tarp didmies¢iuose gyvenusiy pacienty [66].

Misy tyrimo duomenys parodé, kad Lietuvoje beveik visy lokalizacijy
onkologinémis ligomis serganciyjy rizika nusizudyti buvo kiek didesné nei
bendrojoje populiacijoje. Panasts rezultatai gauti ir kituose dideliy im¢iy
tyrimuose, atliktuose, Europoje, Jungtinése Amerikos Valstijose, Koréjoje
[64, 66, 69]. Ankstesniy populiaciniy tyrimy duomenys taip pat atskleidé,
kad didziausia savizudybiy rizika yra susijusi su galvos ir kaklo, kvépavimo
bei virskinimo sistemy piktybiniy naviky lokalizacijomis [51, 53-55, 57, 59,
60, 62, 64, 66-69, 71, 89]. Miisy tyrimo duomenimis, minéty lokalizacijy
piktybiniais navikais serganCiy pacienty savizudybiy rizika irgi buvo
didziausia. Taip pat buvo nustatyta, kad didesné savizudybiy rizika buvo
pacienty, kurie sirgo véZiu ty lokalizacijy, Kkurios lemia maZesnius
isgyvenamumo rodiklius. A. Krilavi¢itités su bendraautoriais atlikto tyrimo
duomenimis, maziausi 5-eriy mety reliatyviojo iSgyvenamumo rodikliai
Lietuvoje 1995 ir 2009 metais susirgusiy onkologiniy pacienty (tarp 8 proc.
ir 5 proc.) buvo tarp sirgusiy plauéiy, kepeny, kasos ir stemplés piktybiniais
navikais [90]. Sio tyrimo metu statistiikai reik§mingai didesné savizudybiy
rizika buvo tarp pacienty, sirgusiy ty lokalizacijy véziu, kuriy, remiantis
iSgyvenamumo tyrimo rezultatais, 5-eriy mety reliatyvusis iSgyvenamumas
nustatytas mazesnis nei 50 proc. PrieSingi rezultatai gauti skydliaukes,
kriities ir odos melanoma sirgusiy pacienty atveju. Siy pacienty 5-eriy mety
reliatyvusis iSgyvenamumas siekia 70 proc. ir daugiau, o tyrimo metu
didesnés savizudybiy rizikos nustatyta nebuvo. C. Bjorkenstam ir kt. tyrimo
duomenimis, taip pat nustatyta, kad ty lokalizacijy vézys, kuriuo sergant 5-
eriy mety iSgyvenamumo rodikliai yra Zemi, koreliuoja su aukstais
savizudybiy rodikliais [60]. Taciau kai kurios kitos didziausios savizudybiy
rizikos lokalizacijos buvo skirtingos, priklausomai nuo tyrimo. Daugelio
tyrimy atveju tokius prieStaringus rezultatus galima buty paaiskinti kaip
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atsitiktin] nuokrypj dél palyginti mazo nustatyto savizudybiy skaiciaus. Deja,
savizudybiy rizikos jvertinimo tarp Lietuvos onkologiniy ligoniy tyrimas turi
ta patj trikuma, todé¢l gauti rezultatai apie serganciyjy kai kuriy lokalizacijy
véziu dideles savizudybiy rizikos reik§mes turéty biiti vertinami atsargiai.

Vienas didziausiy su vézio liga susijusiy rizikos veiksniy, nustatytas
atliekant §j tyrima, buvo piktybinio proceso i$plitimas diagnozés nustatymo
metu. SMS didéjo priklausomai nuo ligos sunkumo ir buvo didziausias tarp
pacienty, kuriems liga diagnozuojama vélyvos stadijos, kai navikas jau biina
isplites j limfmazgius arba kitas kiino vietas. Sio tyrimo rezultatai patvirtina
kity tyrimy rezultatus, kur buvo nustatytas rySys tarp didesnés savizudybiy
rizikos ir naviko i$plitimo [51, 55, 59, 61, 62, 64, 68, 69, 72, 91-94].

Siame tyrime buvo issiaiskintas kritinis savizudybiy rizikos laikotarpis.
Didziausias nei bet kuriuo vélesniu laikotarpiu savizudybiy rizikos rodiklis
buvo iSkart po vézio diagnozés nustatymo. Tiesioginis rezultaty palyginimas
komplikuotas dél skirtingy analizuojamy laikotarpiy jvairiuose tyrimuose,
taciau musy tyrimo rezultatai suderinami su rezultatais daugelio ankstesniy
tyrimy, kuriy metu istirta, kad savizudybiy rizikos pikas biina per pirmuosius
ménesius ar metus po diagnozés nustatymo. N. R. Dormerio ir kt. pirma
kartg laikg nuo diagnozés nustatymo sugrupavo 3-ijy ménesiy intervalais
pirmaisiais dvejais metais po diagnozés nustatymo. Jy duomenimis,
didZiausia saviZzudybiy rizika taip pat buvo nustatyta per pirmuosius
3 ménesius po diagnozés nustatymo. Tolesnis padidéjusios rizikos
laikotarpis buvo 12—14 ménesj po diagnozés nustatymo. Tai tyréjai siejo su
ligos recidyvu, progresavimu ar netgi gydymo nesékme [63]. Misy tyrimo
metu taip pat nustatyti kiti padidéjusios savizudybiy rizikos laikotarpiai, tik
kiek vélesni, palyginti su N. R. Dormerio ir kt. nustatytais: 18-20 ménesiais
po diagnozés nustatymo tarp motery ir 24—35 ménesiais — tarp vyry. Vézio
registro duomeny bazéje nebuvo kaupiama informacija apie visos Lietuvos
onkologiniams ligoniams taikyta gydyma bei tolesn¢ ligos eiga, todél tokio
pakartotinio savizudybiy rizikos padidé¢jimo priezasCiy iStirti nebuvo
galimybés. K. Nasseri ir kt. Kalifornijoje atlikto tyrimo rezultatai parodé,
kad skirtingy lokalizacijy véziu susirgusiy pacienty savizudybiy laikas nuo
diagnozés nustatymo buvo nevienodas. Pavyzdziui, tarp pacienty, sirgusiy
plau¢iy ir bronchy véziu, arba kriities véziu sirgusiy motery pusé
savizudybiy atvejy jvyko per pirmuosius ménesius po diagnozés nustatymo,
o tarp prostatos véziu sirgusiy vyry $is laikas buvo 3,3 mety [67]. Tik keliy
tyrimy metu analizuotas laikotarpis netrukus po vézio diagnozavimo.
Vienas tokiy didelés imties darby buvo atliktas JAV, kuriame
T. V. Johnsono ir kt. analizavo 3 678 868 pacienty kohorta, identifikuota
JAV nacionalinio vézio instituto SEER (angl. Surveillance, Epidemiology,
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and End Results program) programos duomeny bazéje. Sio tyrimo
duomenimis, didziausia savizudybiy rizika yra per pirmaji meénesj po
diagnozés nustatymo [95]. Neseniai Svedijoje atliktame tyrime F. Fang ir kt.
iStyré 6 073 240 Sios Salies onkologiniy pacienty ir nustaté, kad savizudybiy
rizikos rodiklis buvo 12,6 (95 proc. Pl 8,6-17,8) pirmaja savait¢ po
diagnozés nustatymo, 4,8 (95 proc. Pl 4,0-5,8) per pirmasias 12 savaiciy ir
3,1 (95 proc. P1 2,7-3,5) per pirmuosius metus po diagnozés nustatymo [96].
Tiek Siy tyrimy duomenys, tiek musy gauti rezultatai patvirtina, kad
padidéjusi savizudybiy rizika néra pastovi per visg onkologinio paciento
gyvenimg, o egzistuoja ypatingas, kritinis laikotarpis netrukus po
onkologinés ligos diagnozavimo.

Savizudybiy rizikos jvertinimas tarp pacienty, sirgusiy blogos prognozés
piktybiniais navikais, parodé reik§mingai didesn¢ vyry, sirgusiy plauciy
véziu, rizika nusizudyti. Palyginti su bendrosios Lietuvos vyry populiacijos
mirtingumu, tarp pacienty, kuriems liga buvo diagnozuota isplitusi vietiskai
ar buvo tolimyjy metastaziy, didesné mirtingumo dél savizudybiy rizika
sieké 3 kartus. Didziausia savizudybiy rizika nustatyta pirmaisiais 3 ir 7-9
ligos ménesiais. Miisy rezultatai i§ esmés atitinka didelés imties SEER
duomeny baze besiremiancio tyrimo, kurj atlickant analizuota 1973-2009
metais JAV plauéiy véziu sirgusiy pacienty savizudybiy rizika, rezultatus.
Sio tyrimo duomenimis, didZiausi rizikos rodikliai buvo susije su tokiomis
pacienty charakteristikomis kaip vyriskoji lytis, vyresnis amzius, aukstas
naviko diferenciacijos laipsnis, metastazavusi liga bei jokio gydymo
netaikymas ar jo atsisakymas. Nustatytas bendras SMS buvo 4,95, o
pirmaisiais 3 ménesiais po diagnozés nustatymo — net 13,4 [97].

Zinia apie onkologine liga yra stresa sukeliantis jvykis paciento
gyvenime. Ligos gydymas gali trukti visg gyvenimg ir biti traumuojantis
tiek fiziskai, tiek psichologiSkai. Nekontroliuojamas skausmas ir kiti fiziniai
simptomai, psichologiné jtampa, egzistencinés problemos, tokios kaip
savarankiSkumo ir nepriklausomybés praradimas, beviltiSkumas ir
bejégiSkumas, yra susijusios su savizudybe onkologijoje. Skirtingy tyrimy
duomenimis, minéiy apie savizudybe paplitimas tarp onkologiniy pacienty
svyruoja nuo 0,8 proc. iki 71 proc. [98, 99]. Nors tokiy min¢iy prieZastys yra
kompleksinés, esama duomeny apie jy rySj su stipraus skausmo jutimu bei
patiriamu emociniu distresu, nerimu ar net depresija [100, 101]. Neseniai
Danijoje atliktame tyrime nustatyta, kad létinj skausma kenc¢ianciy pacienty
savizudybiy rizika yra 7 kartus didesné nei bendrojoje populiacijoje [102].
T. Akechi ir kt. iStyre¢ neoperuotinu nesmulkialgsteliniu plauciy véziu
sirgusius pacientus nustaté, kad skausmas, fiziniy funkcijy praradimas bei
depresiniy sutrikimy i$sivystymas yra reikSmingi minciy apie savizudybe
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rizikos veiksniai [103]. Nors depresija ir nuotaikos sutrikimai paplit¢ tarp
véziu serganCiy asmeny, klinikinéje praktikoje Sios biklés daznai licka
nepastebétos [104]. Visai neseniai A. Vodermaier ir kt. parodé rysj tarp
nerimo bei depresijos ir paZengusiu plauciy véziu sirgusiy asmeny
iSgyvenamumo [105]. Tyrimo autoriai nustaté, kad pacienty, kuriems
diagnozavus onkologing ligg buvo nustatytas ir padidéjgs nerimas ar
depresija, tick dél plauciy vézio, tiek dél visy mirties priezas¢iy mirtingumo
rizika buvo didesné.

Misy tyrimo rezultatai parodé du kartus didesne plauciy véziu sirgusiy
vyry savizudybiy rizika. Pirmasis pikas buvo gana tikétas, kadangi
Sokteléjusios rizikos laikotarpis buvo iSkart po to, kai pacientai suzinodavo
apie savo galbit mirting diagnoze. Antrojo piko kilmé néra tokia aiski. Sio
tyrimo pobudis neleido gauti duomeny apie pacientams taikyta gydyma, jo
efektyvuma, navikinio proceso progresavimg ar ligos atsinaujinimg po
taikyto gydymo. Taciau labai tikétina, kad antrasis — didziausios savizudybiy
rizikos — pikas yra susijes su ligos progresavimu ar atkry&iu. Sis antrojo piko
laikotarpis misy tyrime buvo praéjus 7-9 ménesiams po diagnozés
nustatymo. Tokie misy tyrimo rezultatai suderinami su neseniai publikuotos
18 tyrimy sisteminés apzvalgos duomenimis apie plauciy véziu sirgusiy
pacienty iSgyvenamumg iki ligos progresavimo po taikyto gydymo, kuris
varijavo nuo 3,0 iki 8,4 ménesio [106]. Nors ilgéjant laikui nuo diagnozés
nustatymo plauc¢iy véziu susirgusiy pacienty savizudybiy rizika mazéjo,
tadiau net ir po daugelio mety ji i§liko didesné nei bendrojoje Lietuvos
populiacijoje.

ISanalizavus savizudybiy rizika tarp pacienty, sirgusiy geros prognozes
piktybiniais navikais, gauti rezultatai parodé, kad vyry, sirgusiy prieSinés
liaukos véziu, mirtingumo dél savizudybiy rizika buvo pana$i j visos
Lietuvos vyry savizudybiy rizika. Taip pat nenustatyta pastebimy skirtumy
laikotarpiais iki ir pradéjus vykdyti PSA nustatymu paremta ankstyvosios
priesinés liaukos diagnostikos programa. ReikSmingai didesné savizudybiy
rizika buvo nustatyta tarp vyry, kuriems buvo diagnozuotas didelés rizikos
prostatos vézys (Gleasono skaic¢ius 8-10). Taip pat nustatyta, kad rizika
did¢jo didéjant amziui bei sunkéjant ligai ir mazéjo ilgéjant laikui nuo
diagnozés nustatymo.

Kai kuriy tyrimy metu nustatyta nuo 2 iki 4 karty didesné savizudybiy
rizika per pirmuosius 3 ligos ménesius galéty biiti paaiskinta kaip Zinios apie
vézio diagnozg¢ sukelto psichologinio streso padarinys [10, 11], o didesniam
savizudybiy skaiCiui per pirmuosius metus gali turéti jtakos su gydymu
susije veiksniai, kurie gali paveikti paciento gyvenimo kokybe [9, 12]. Yra ir
tokiy duomeny, kad savizudybiy rizika tarp prieSinés liaukos véziu serganciy
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pacienty isliko padidéjusi ir bégant metams po diagnozés nustatymo [13].
Toks ilgai iSsilaikantis rizikos padidéjimas galéty buti priskirtas ne tik su
gydymu susijusiy veiksniy Salutiniam efektui, bet ir bendram pacienty
sen¢jimo procesui bei baimei dél galimo ligos recidyvo [20]. Atliekant miisy
tyrimg nustatytam rizikos padidéjimui tik pirmaisiais ligos metais galéjo
turéti jtakos tiek zinios apie vézio diagnoze sukeltas emocinis distresas, tieck
ligos sukelti negalavimai ar terapijos Salutinis poveikis. IStyrus Lietuvos
vyry, sirgusiy priesinés liaukos véziu, gyvenimo kokybe, buvo nustatyta, kad
visi prostatos vézio gydymo budai (radikali prostatektomija, chemoterapija,
radioterapija, hormony terapija ar sudétinis gydymas) turi jtakos pacienty
gyvenimo kokybei skirtingu daznumu sukeldami Salutinj gydymo poveiki,
galint] pasireik§ti tokiais simptomais kaip nuovargis, skausmas, dusulys,
nemiga, apetito netekimas, seksualiniy funkcijy, Slapinimosi bei Zarnyno
funkcijy sutrikimai [107].

Ankstesniy tyrimy rezultatai parodé didesng¢ savizudybiy rizika tarp
pacienty, kuriems buvo diagnozuota didelés rizikos piktybiné liga, nei tarp
pacienty, sirgusiy mazos ar vidutinés rizikos prieSinés liaukos véziu [94,
108, 109]. Tokia pati savizudybiy rizikos tendencija nustatyta ir miisy tyrimo
metu. Didziausi rizikos rodikliai buvo vyry, kuriems nustatytas jau lokaliai
iSplites ar metastazaves prieSinés liaukos véZzys bei agresyvi ligos eiga
(Gleasono skai¢ius 8-10). Daznai Gleasono 8-10 prieSinés liaukos vézys yra
susijes su prastesne ligos eiga, t.y. trumpesniu iSgyvenamumu be ligos
progresavimo ir didesne metastaziy rizika [110, 111]. Neretai tokie pacientai
turi vietiSkai pasireiSkian¢iy simptomy ir hormony terapija yra vienintelis
arba kaip pagrindinis kartu su spinduline terapija agresyvios ligos gydymo
budas [112]. Visai neseniai atliktoje 18 tyrimy metaanalizéje, kurios imtis
buvo 168 756 hormony terapija gydyti prieSinés liaukos véziu sirge asmenys,
nustatyta, kad toks gydymas 41 proc. didina depresijos rizika [113]. Deja,
misy tyrime informacija apie pacientams taikyta gydymo btida ar depresijos
paplitimg nebuvo prieinama.

JAV atlikto tyrimo duomenimis, savizudybiy rizika nebuvo padidéjusi
tarp priesinés liaukos véziu serganciy vyry po to, kai buvo pradétas placiai
taikyti PSA iStyrimas [114]. Taip pat padidéjusi savizudybiy rizika
nenustatyta ir tarp Svedijos vyry, kuriems Tlc (dar neap&iuopiamas)
priesinés liaukos vézys diagnozuotas remiantis PSA tyrimu [94]. O atliekant
kitus du tyrimus JAV ir Svedijoje buvo nustatyta padidéjusi savizudybiy
rizika tarp mazos rizikos prieSinés liaukos véziu sirgusiy vyry [108, 115].
Mes taip pat nenustatéme padidéjusios savizudybiy rizikos laikotarpiu, kai
Lietuvoje pradéta vykdyti organizuota prieSinés liaukos vézio ankstyvosios
diagnostikos programa, kur patikros pagrindiné¢ priemoné yra PSA testas.

76



20062011 mety laikotarpiu dalis pacienty, kuriems prieSinés liaukos vézys
diagnozuotas iSplites i sritinius limfmazgius ar su tolimosiomis metastazémis
ir tarp kuriy rizika nusizudyti buvo didziausia, sumazéjo iki 3,25 proc.,
palyginti su 10,66 proc. 2000-2005 mety laikotarpiu. Panasiis
diagnozuojamy piktybiniy naviky iSplitimo pokyciai pradéjus taikyti PSA
iStyrima pasireiské ir JAV [116, 117]. Apskaiciuota, kad nuo prieSinés
liaukos vézio ankstyvosios diagnostikos programos Lietuvoje vykdymo
pradzios 20062010 mety laikotarpiu apie 72—78 proc. tikslinés populiacijos
vyry bent kartg buvo atliktas PSA testas [118]. Miisy tyrime nustatyta, kad
organizuota PSA patikra padidino mazos rizikos prostatos véziu serganéiy
pacienty, tarp kuriy savizudybiy rizika néra padidéjusi, skai¢iy, drauge
sumazindama skaifiy jau paZengusiu véziu serganiyjy, tarp kuriy
savizudybiy rizika yra didesné. Organizuotos PSA patikros vykdymo
laikotarpiu savizudybiy rizika buvo mazesné netgi didelés rizikos pacienty
grupéje (Gleasono skaiCius 8-10), palyginti su ankstesniu laikotarpiu
(atitinkamai SMS 1,34 ir 2,45). Kadangi dauguma pacienty, kuriems
prieSinés liaukos vézys nustatytas 20062011 mety laikotarpiu, atstovauja
organizuotoje PSA patikroje dalyvavusiy vyry populiacijai, gali biti, kad
tokie vyrai yra sgmoningesni ir labiau informuoti, todél ir lengviau priima
Zinig apie nustatytg vézio diagnozg. Todél galima buity daryti prielaida, kad
priesinés liaukos vézio ankstyvosios diagnostikos programoje dalyvave vyrai
galéjo buti labiau iSsilaving, besirlipinantys savo sveikata ir labiau
suinteresuoti ankstyva vézio diagnostika, kas galéjo lemti nustatytg didesnj
priesinés liaukos vézio atvejy skaiCiy Kkitais atzvilgiais sveikesnéje vyry
populiacijoje.

] savizudybiy rizikos tarp serganciyjy geros prognozés piktybiniais
navikais analize buvo jtraukti 97,39 proc. pacienty, kuriems 2000-2011
mety laikotarpiu buvo nustatytas prieSinés liaukos vézys. Tarp §iy pacienty
nustatyti 135 vyry savizudybés atvejai. Toks savizudybiy atvejy skaicius
lemé tai, kad kai kurios pacienty grupés buvo labai mazos, kas ribojo tyrimo
rezultaty statistin] reikSmingumg. Santykinai didelis vézio atvejy skaiCius,
kai buvo nezinomas ligos iSplitimas bei Gleasono skaiius, — dar vienas
miisy tyrimo trilkumas. Taip pat svarbu paminéti, kad neturéjome galimybés
identifikuoti savizudybiy atvejy tarp ankstyvosios prieSinés liaukos
diagnostikos programoje dalyvavusiy vyry, todél miisy rezultatai neatspindi
organizuotoje PSA patikroje dalyvavusiy vyry savizudybiy rizikos, o tik
laikotarpiais iki PSA nustatymu paremtos ankstyvosios prieSinés liaukos
diagnostikos programos vykdymo ir jos vykdymo metu.

Nuo Lietuvos nepriklausomybés atkiirimo 1990 metais miisy visuomené
patyré esmines politines, ekonomines bei kultiirines permainas, kurias
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atspind¢jo ir mirtingumo dél savizudybiy rodikliai bendrojoje Lietuvos
populiacijoje. Tyrimo laikotarpiu mirtingumo rodikliai Lietuvoje pasieké iki
tol neregétas aukStumas, kai 1996 metais pasaulinei standartinei populiacijai
standartizuotas mirtingumo dél savizudybiy rodiklis sieké 44,3/100 000
gyventojy, o 2012 metais sumazéjo iki 25,7/100 000 [26]. Rezultatai parodé,
kad miisy tyrimo laikotarpiu onkologiniy ligoniy savizudybiy rizika
nuosekliai didéjo. Tokia pati didéjanti onkologiniy ligoniy savizudybiy
rizikos tendencija per tyrimo laikotarpj buvo nustatyta tyrimy, atlikty
Danijoje, Piety Kor¢joje ir Jungtinése Amerikos Valstijose, metu [55, 61, 66,
72]. Vis délto yra ir prieSingy duomeny, kai nustatyta mazé&janti onkologiniy
pacienty savizudybiy rizika [58-60]. Tokie Europoje atlikty tyrimy rezultatai
autoriy buvo aiskinami galimai vis geréjanciu onkologiniy ligy gydymo
arsenalu, o kartu ir geréjanciais iSgyvenamumo rodikliais. Svarbu tai, kad
Lietuvoje, palyginti 1995-1999 ir 2005-2009 mety laikotarpius, onkologiniy
ligoniy i§gyvenamumas iSaugo tarp 20 i§ 24 dazniausiy vézio lokalizacijy,
kas rodo medicinos progresa onkologinés pagalbos srityje [90]. Taciau tiek
vyry, tiek motery savizudybiy rizikos didéjimas, nustatytas misy tyrimo
metu, buvo statistiSkai reikSmingas.

Sio tyrimo privalumas yra tai, kad buvo naudoti VéZio registro
duomenys. Vézio registras yra populiacinis registras, kuriame kaupiami
duomenys apie susirgimus piktybiniais navikais visoje Lietuvoje. Nuo
1993 mety Vézio registras yra Tarptautinés vézio registry asociacijos (angl.
International Association of Cancer Registries) narys. Duomenys apie
sergamumg véziu Lietuvoje 1988-1992, 1993-1997, 1998-2002 ir 2003-
2007, 2008-2012 periodais buvo pateikti Tarptautinio vézio tyrimo centro
leidiniui ,,Vézys penkiuose kontinentuose* (angl. Cancer Incidence in Five
Continents) [119-122]. VéZio registro duomeny apie sergamumg veéZiu
jtraukimas | §j leidinj parodo, kad surinkty duomeny iSsamumas, kokybé ir
patikimumas atitinka aukstus jtraukimo j leidinj reikalavimus. Taip pat
Vézio registre reguliariai kaupiama informacija apie onkologiniy pacienty
kai kuriuos demografinius (lytis, amzius diagnozés nustatymo metu,
stebéjimo duomenys, mirties data ir priezastis, gyvenamoji vieta) bei
klinikinius  (piktybinio naviko lokalizacija, naviko morfologija ir
diferenciacijos laipsnis, stadija) veiksnius. Taciau registro duomeny bazéje
néra kaupiama informacija apie tokius veiksnius Kkaip socioekonominis
statusas, gretutinés ligos ar psichinés biiklés. Taip pat neturéjome
informacijos apie alkoholio vartojimo ypatumus tiriamojoje grupéje. Minéti
veiksniai yra vienas didziausiy retrospektyviniy kohortiniy tyrimy trukumy,
kurie gali sukelti efekty susiliejimg esant nevienodam jy pasiskirstymui tarp
tirlamosios grupés ir bendrosios palyginamosios populiacijos [123]. Be to,
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net Siame 20 mety stebéta kohorta bei visg Lietuvos populiacijg
apimanciame tyrime kai kuriy vézio lokalizacijy grupés buvo labai mazos,
kas apribojo tyrimo rezultaty statistinj reikSminguma.

Kitas potencialiai svarbus veiksnys, galéjes nulemti tyrimo rezultaty
nuokrypj nuo tikrosios vertés — tai mirties priezaséiy statistikos kokybé bei
patikimumas. Savizudybé yra labai specifiné mirties priezastis, kuri
Lietuvoje vertinama nevienareik§miskai. Visuomengje egzistuoja Klaidingas
savizudybés reiSkinio supratimas, daZnai pasireiskiantis stigmatizuojamu ir
smerkiamu pozitiriu [124]. Dél visuomenés jautrumo tokiai diagnozei mirties
priezastis ,,savizudybé ar tyCinis susizalojimas®“ gali buti neteisingai
klasifikuojama nurodant kitas mirties priezastis, pavyzdziui, tokias kaip
nelaimingi atsitikimai ar nenustatytos mirties priezastys. Nepaisant to,
mirties priezas¢iy patikimumo jvertinimo tyrimai parodé, kad Lietuvoje
mirties priezaséiy registracijos kokybé yra gana gera, o mirties prieZasCiy
kategorija, kuriai priklauso suzeidimai, kai ketinimas yra nepatikslintas, néra
savizudybiy atvejy paslépimas [125, 126]. Nors ir jmanoma, kad oficiali
savizudybiy statistika gali netiksliai atspindéti mirtingumo dél savizudybiy
vaizda bendrojoje populiacijoje, taciau manome, kad galbut klaidingas
savizudybiy klasifikavimas galéjo turéti tik minimalig jtaka Sio tyrimo
rezultatams. Sig prielaida patvirtino ir jautrumo analizé galimai
»pasléptiems” savizudybiy atvejams jvertinti, kuri jokiy reik§mingy
mirtingumo, kai mirties prieZasties ketinimas nezinomas, skirtumy nuo
bendrosios Lietuvos populiacijos neparodé.

Sio tyrimo rezultatai aiskiai parodé reik§mingai didesne Lietuvos
onkologiniy pacienty savizudiSka elgsena. Per visa 20 mety tyrimo laikotarpj
savizudybe pasirinko 654 onkologiniai ligoniai vietoj 500 laukty
savizudybés atvejy. Tai reiSkia, kad onkologiniy pacienty savizudybiy rizika,
palyginti su visy Lietuvos gyventojy savizudybiy rizika, buvo 31 proc.
didesné. Taip pat tyrimo rezultatai atskleidé didziausios savizudybiy rizikos
Lietuvos onkologiniy pacienty grupes: tai pacientai, kuriems nustatytas
iSplites navikinis procesas, blogos prognozés piktybinis navikas, taip pat
50 mety ir vyresni, zZemesnio iSsilavinimo, vieni$i bei kaime gyvenantys
véziu sergantys asmenys. Didziausia rizika nustatyta ir pirmaisiais ménesiais
po diagnozés nustatymo. Tyrimais nustatyta, kad pati onkologiné diagnozé
bei véliau taikomas gydymas pacientams sukelia stipry psichologinj distresg.
Neseniai Ispanijoje atlikto tyrimo duomenimis, net ketvirtadalis (25,2 proc.)
onkologiniy pacienty, kuriy dauguma (78,2 proc.) buvo gydomi paliatyviai,
turéjo minciy apie savizudybe kartu su dideliy depresijos (52-78 proc.),
beviltiskumo (88 proc.) ir auksto nerimo lygio (45,1 proc.) paplitimu [127].
Tokie tyrimo rezultatai patvirtina ir anksciau skelbty tyrimy duomenis apie
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tai, kad nerimas, depresija, beviltiSkumas bei nekontroliuojamas skausmas,
socialinés pagalbos trikumas ir paZengusi liga yra pagrindiniai rizikos
veiksniai, skatinantys onkologiniy ligoniy savizudiska elgseng [128-130]. Su
pacientais, gydytojais ir sveikatos priezitiros sistema  susijusios
onkologinémis ligomis serganc¢iyjy skausmo malSinimo klititys yra aktuali ir
mokslingje literattiroje tyrinéjama problema [131]. Formalaus prieinamumo
bei reguliavimo kliti¢iy skirti opioidus onkologiniy pacienty skausmui
malsinti Europoje tyrime buvo nustatyta, kad Lietuvoje opioidy skyrimas ir
prieinamumas yra ribojamas ir neatitinka PSO ir Tarptautinés narkotiky
kontrolés tarybos rekomendacijy, o 2006 metais vidutinis morfino
suvartojimas buvo tarp maziausiy Europoje ir dvigubai maZesnis nei
pasaulio (5,9847 mg/vienam gyventojui) ar net keturis kartus nei Europos
(12,5917 mg/vienam gyventojui) vidurkis. Tai rodo, kad daugelis Lietuvos
onkologiniy ligoniy negauna tinkamo skausmg malSinanéio gydymo [132].
Taip pat didelis potrauminio streso sutrikimo (51,5 proc.) ir depresijos
(netrukus po diagnozés suzinojimo — 37 proc. ir po 1 mety — 35 proc.)
paplitimas nustatytas iStyrus 2012-2014 metais Nacionaliniame véZio
institute gydytas moteris, kurioms buvo diagnozuotas vietiskai ar j sritinius
limfmazgius iSplites kraties vézys [133, 134].

Pastarieji ir miisy atliktas Lietuvos onkologiniy pacienty tyrimai parodo
sveikatos sistemos problemas uZztikrinant atitinkamg medicining ir
psichologing pagalbg véZiu sergantiems pacientams Lictuvoje. Mokslinéje
literatiiroje rekomenduojama atlikti jprasting patikra bei jvertinti depresinio
spektro sutrikimy paplitima tarp onkologiniy pacienty, kad buty galima
veiksmingai valdyti sudétingus ir daugialypius véZio diagnozés ir gydymo
padarinius [104, 135-137]. Tiek §is tyrimas, tiek ankstesni tyrimai rodo, kad
po onkologinés diagnozés nustatymo pacientai iSgyvena kritinj laikotarpj,
kurio metu kai kurie pacientai patiria dideles kancias ir psichologinius
sutrikimus. Batent tokiems ligoniams turéty buti suteikta tinkama pagalba ir
psichosocialiné parama, juolab kad yra svariy jrodymy, jog psichoterapija
yra veiksminga ne tik mazinant su vézio liga susijusius emocinius
sutrikimus, bet ir gerina pacienty gyvenimo kokybe net ir iSplitusios ligos
atveju [138-141].

Taigi Sio tyrimo rezultatai parodé Lietuvos onkologiniy ligoniy
padidéjusios savizudybiy rizikos grupes. Vertinant medicininius bei
psichosocialinius serganciyjy poreikius svarbu atsizvelgti j atliekant misy
tyrimg nustatytas pazeidziamiausias onkologiniy pacienty grupes: vyresnio
amziaus, vieni§i, Zemesnio iSsilavinimo, kaime gyvenantys asmenys,
kuriems diagnozuotas blogos prognozés, iSplites piktybinis navikas, netrukus
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po diagnozés nustatymo ar po ligos atsinaujinimo. Sio tyrimo duomenys gali
buti naudingi plétojant savizudybiy prevencijos programa.
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ISVADOS

Serganciy onkologinémis ligomis Lietuvos gyventojy mirtingumo deél
savizudybiy rizika buvo didesné nei bendrojoje Lietuvos populiacijoje
(SMS —1,31).

Tarp vyry ir motery nustatytas panasus rizikos rodiklio padidéjimas:
1,32 tarp vyry ir 1,27 tarp motery. Du kartus didesné savizudybiy
rizika buvo pacienty, kuriy i$silavinimas Zemesnis nei vidurinis, kurie
pagal santuokinj statusg buvo vieniSi ar iSsituoke bei kurie gyveno
kaime. Didéjant onkologinémis ligomis serganéiyjy amziui
savizudybiy rizika taip pat did¢jo.

StatistiSkai reik§mingai didesné savizudybiy rizika buvo tarp pacienty,
sirgusiy ty lokalizacijy véziu, kuriy S5-eriy mety reliatyvusis
iSgyvenamumas nesiekia 50 proc.: stemplés, burnos ertmés ir ryklés,
kasos, storosios Zzarnos, plauciy, gerkly, skrandzio, limfinio ir
kraujodaros audiniy piktybiniais navikais.

Pacienty, kuriems onkologinés ligos nustatymo metu buvo
diagnozuotas lokalus vézys, mirtingumas dél savizudybiy buvo
panaSus |} mirtingumg bendrojoje populiacijoje. Standartizuotas
mirtingumo santykis didéjo didéjant ligos iSplitimui ir buvo
didZiausias tarp pacienty, kuriems diagnozuota jau metastazavusi liga
(SMS - 2,89).

Tarp serganciyjy onkologinémis ligomis didZiausia savizudybiy rizika
nustatyta per pirmus tris ménesius po diagnozés nustatymo (SMS —
2,43). Didéjant laikotarpiui po diagnozés nustatymo onkologiniy
ligoniy savizudybiy rizika mazg¢jo. Taciau tik praéjus daugiau nei
3 metams po onkologinés ligos diagnozés nustatymo onkologiniy
pacienty mirtingumo dél savizudybiy rizika buvo panasi kaip ir visoje
Lietuvoje.

Serganciyjy priesinés liaukos véziu mirtingumo dél savizudybiy rizika
nebuvo didesné nei bendrojoje Lietuvos vyry populiacijoje. Didesné
savizudybiy rizika buvo nustatyta tik tarp pacienty, kuriems buvo
diagnozuotas didelés rizikos priesinés liaukos vézys.

Tarp susirgusiyjy plauciy véziu vyry nustatyta reikSmingai didesné
savizudybiy rizika (SMS — 2,24). Nors ilgéjant laikui nuo diagnozés
nustatymo plau¢iy véziu susirgusiy pacienty savizudybiy rizika
mazéjo, taciau net ir po daugelio mety ji iSliko didesné nei bendrojoje
Lietuvos populiacijoje.
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PRAKTINES REKOMENDACIJOS

Remiantis  tyrimo  rezultatais  iSskirtos  didesnés  sergancCiyjy
onkologinémis ligomis savizudybiy rizikos grupés leidzia kryptingai taikyti
prevencines priemones. Sisteminis pazeidziamiausiy ligoniy iStyrimas
jvertinant depresinio spektro sutrikimus, skausmo lygj ar net savizudiskus
ketinimus bei atitinkamo gydymo skyrimas galéty sumazinti savizudybiy
rizikg tarp onkologiniy pacienty.

Organizuojant  savizudybiy prevencijos programg, svarbu imtis
priemoniy, kad savizudybiy prevencija buty planuojama remiantis atliktais
tyrimais. Todél Sio tyrimo rezultatai, atskleide Lietuvos gyventojy didesnés
savizudybiy rizikos grupe, turi buti jtraukti ] mokymo programg asmenims,
kurie pirmieji susiduria su savizudybés grésme, méginimu nusizudyti ar
savizudiSky minc¢iy turin¢iais asmenimis.

Siekiant identifikuoti su savizudybés rizika susijusius onkologinius
pacientus, biitina, atsizvelgiant j psichosocialinius bei su vézio liga susijusius
rizikos veiksnius, sukurti savizudybiy rizikos valdymo gaires, apimancias:

o greito ir paprasto atrankos dél savizudybiy rizikos metodo, taikomo
eilinio vizito onkologijos Klinikoje metu, sukiirima, kad baty galima
nustatyti véZiu sergancius pacientus, kuriems reikalingas detalesnis
iStyrimas, psichosocialiné priezitra ir / ar siuntimas psichologo ar
psichoterapeuto konsultacijai;

. skubios ir testinés pagalbos schemos parengima, kurioje bty i§déstyta
ir detaliai apraSyta pagalbos organizavimo ir informacijos perdavimo
tarp pagalbg teikianCiy institucijy tvarka;

. su savizudybés rizika susijusiy onkologiniy pacienty atranka, kuri turi
bati atliekama tiek pirminio vizito metu, tiek atitinkamais intervalais
per visg paciento stebéjimo laikotarpj, taip pat pasikeitus onkologinés
ligos buklei (ligos recidyvas ar progresavimas);

o mokymo programy, skirty onkologinés pagalbos personalui
(gydytojams, slaugytojoms, socialiniams darbuotojams), sudaryma,
siekiant i$mokyti atpazinti savizudybés rizika, kaip elgtis su didesnés
savizudybés rizikos onkologiniais ligoniais ir tinkamai reaguoti, kad
pagalba bty suteikta laiku;

. tyrimy, kuriais biity vertinamas onkologiniy ligoniy atrankos metodo
veiksmingumas bei savizudybiy rizikos valdymo plano jgyvendinimo
kokybé¢ ir efektyvumas, vykdyma.
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SANTRAUKA

SUMMARY
ABBREVIATIONS

Cl - Confidence intervals

ICD - International Classification of Diseases

SMR - Standardized mortality ratio

TNM — Classification of Malignant Tumors (Tumor, Nodes, Metastasis)
X — Chi-square (y?) test for trend
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INTRODUCTION

Suicide is a global phenomenon. Every 40 seconds, a person dies by
suicide somewhere in the world, and over 800 000 annual deaths across the
globe are attributed to suicide. There are indications that for each adult who
died of suicide, there may have been more than 20 others attempting suicide.
Suicidal behavior is a major public health problem with a powerful, far-
reaching ripple effect that has a devastating impact on individuals, families,
communities, and countries. Despite the evidence that it is preventable,
suicide is too often a low priority for governments and policy-makers [1].

Numerous factors may contribute to suicide, which is rarely the
consequence of one single cause or stressor [2]. The risk factors for suicide
among the general population are well-established and include a history of
self-harm or previous suicide attempts, psychiatric, personality, or physical
disorders, a psychosocial crisis, as well as biological and genetic factors [2,
3]. A cancer diagnosis is a stressful life event; therefore, many
supplementary factors increase vulnerability to suicide in cancer patients.
Uncontrolled pain and other physical symptoms, psychological distress,
existential suffering, such as a lack of autonomy and independence,
hopelessness and helplessness are all related to suicide in oncology [4, 5].

Both oncological diseases and suicides are a major public health problem
in our country [6, 7]. The structure of the causes of death of the Lithuanian
population has remained unchanged for many years: mortality from external
causes ranks third after cardiovascular diseases and malignant tumors.
Suicide accounts for the largest proportion of all external causes of death [8].
In 2013, there were 1 085 reported suicides accounting for 2.6% of all deaths
or 30% of all external causes of death. Men killed themselves more than four
times more frequently than women [9]. According to the most recent data
provided by the Hygiene Institute of the Health Information Center in 2017,
there were 748 suicides accounting for 1.9% of all deaths or 26.6% of all
external causes of death [10]. Almost 18 000 new cancer cases are diagnosed
each year, while the number of patients with oncological diseases is already
amounting to 100 000 individuals in our country [11, 12]. Since 1993,
Lithuania has been the leader for suicides among all European countries.
Over the past decade, suicide mortality has declined in Lithuania: in 2013,
the age-standardized suicide rate was 33.6 per 100 000 of the population
(60.4 per 100 000 males and 10.6 per 100 000 females), and, compared to
the average for members of the European Union, 10.2 per 100 000 (16.5 per
100,000 males and 4.3 per 100,000 females) — 3.3 times higher. According
to the last available estimates of the World Health Organization, in 2016,
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this rate was 25.3 per 100 000 (47.5 per 100 000 males and 6.5 per 100 000
females); however, the suicide rate in Lithuania is still one of the highest in
Europe [13].

There are few studies in Lithuania that investigate suicide. Trends in
mortality from suicide over the periods 1990-2002, 1996-2007, and 1996—
2008 were analyzed [14-16], and the risk of female suicide in the context of
the European Union was assessed [17]. Petrauskiene et al. analyzed suicide
patterns and their relationship with demographic factors [18]. A
comprehensive analysis of sociodemographic and socioeconomic differences
in suicide mortality in Lithuania was carried out in a study using high-
quality, census-linked data. The highest risk of suicide was found among
Lithuanian residents living in rural areas, divorced, having acquired a lower
than secondary education, who were economically inactive and unskilled
laborers or farm workers [19, 20]. The risk of suicide in patients with cancer
or other chronic diseases has not been evaluated in our country.

The most accurate data on the risk of suicide among cancer patients can
be obtained by analyzing data collected in population-based and nationwide
Cancer Registers.

THE AIM OF THE STUDY

To evaluate the risk of suicide among cancer patients in Lithuania and to
determine the relevant suicide risk factors.

OBJECTIVES

1. Toassess the risk of suicide among cancer patients in Lithuania.

2. To determine the dependence of suicide risk on sociodemographic
factors (sex, age, place of residence, education, marital status).

3. To determine the dependence of suicide risk on clinical factors
(localization of malignant tumor, extent of disease, degree of
differentiation of tumor cells).

4. To assess the impact of time after cancer diagnosis and the period of
cancer diagnosis on the risk of suicide.

5. To evaluate the impact of clinical and demographic factors on suicide
risk among cancer patients with good and bad prognosis of malignant
tumors.
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MATERIALS AND METHODS
Data Sources

The Lithuanian Cancer Registry is a population-based registry with data
beginning with entries from the year 1978. It contains personal and
demographic information as well as information on the diagnoses of all cases
of cancer diagnosed among all residents. The principal information sources
on cancer cases are health care institutions in the country that are responsible
with filling in the notification when cancer is diagnosed. Medical certificates
of death are an additional data source for supplementing the morbidity
database and controlling the quality of registration of oncological diseases.
The incidence data are supplemented with data from the National Center of
Pathology.

In total, 287 798 primary cancer cases diagnosed between 1993 and 2012
were extracted from the Cancer Registry database. The study period was
selected taking into account the completeness, quality, and reliability of the
data collected. Patients for whom the recorded date of diagnosis was the
same as the date of death (N=13 979, 4.86% of all cases), cases lost to
follow-up (N=219, 0.08% of all cases), and patients with missing
information on the cause of death (N=89, 0.05% of all deaths) were not
included. Finally, 273 511 first primary cancer cases (139 226 among males
and 134 285 among females) were included in the analysis.

Available data for this analysis included sex, age, date of diagnosis and
date of death, underlying cause of death, cancer site, morphology and extent
of the disease (recoded for analysis using the ENCR recommendations [81]).

During the study period, two versions of the International Classification
of Diseases (ICD) were used in the Lithuanian Cancer Registry: ICD-9 from
1993 through 1997, and 1ICD-10 since 1998. The mortality codes for suicide
and self-inflicted injuries were defined as E950-E959 according to ICD-9,
and X60-X84 according to ICD-10. During the follow—up period, 654
patients diagnosed with cancer (504 males and 150 females) committed
suicide. The general problem concerning the validity of suicide statistics is
well-known. As the possibility of suicide misclassification exists due to the
registration procedures as well as due to some ethical reasons, an additional
sensitivity analysis was made for the group of injury deaths of undetermined
intent (ICD-9 codes E980-E989 and ICD-10 codes Y10-Y34).
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Formation of a Database Linked with Census Records

Following the re-establishment of independence, the first Population and
Housing Census was carried out on the 6™ of April 2001 and included all
permanent residents on the territory of Lithuania. In order to evaluate the
risk of suicide among cancer patients in Lithuania on the basis of
sociodemographic variables, the 2001 Census-based data were used in this
study.

The records of all cancer patients diagnosed with invasive cancer
between April 6, 2001 and December 31, 2009 were extracted from the
database of the Lithuanian Cancer Registry (137 320 cases, only first cancers
included). The linkages between the Cancer Registry records, death records,
and census records were implemented by employees of Statistics Lithuania,
who have permission to work with individual-level data. The data for further
analyses were provided in an aggregated multidimensional frequency table
format; 96.5% of the cancer records of all cases of first cancers were
successfully linked to the census data (96.1% of male cases and 96.8% of
female cases). Only census-linked Cancer Registry records were used in the
analysis. For the analysis of the sociodemographic risk factors among cancer
patients, five variables were selected: sex, age, place of residence, education,
and marital status.

Formation of the Study Population with Good and Bad Prognosis of
Malignant Tumor Patients

In order to evaluate the risk of suicide among patients with good and bad
prognosis of malignant tumors, the localizations of prostate gland and lung
cancer were selected. According to the Cancer Registry, prostate cancer is
the most common malignant tumor in Lithuania in the recent years; on the
other hand, for patients with prostate cancer, the highest five-year relative
survival was found. At the same time, the most common cancer with bad
prognosis was found to be lung cancer. The five-year relative survival of
patients with lung canter is less than 7% [11, 12].

The patients with first primary prostate cancer (C61, ICD-10), diagnosed
between 2000 and 2011, were included in the analysis. Person-years were
computed from the date of cancer diagnosis to the first of the following
events: death, emigration, or the last follow-up (December 31, 2016). The
study period was selected taking into account the completeness, quality, and
reliability of the cases of prostate cancer collected in the Lithuanian Cancer
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Registry according to the extent of disease and the differentiation of tumor
cells (Gleason score).

The patients with first primary lung cancer (C33-34, ICD-10) diagnosed
between 1998 and 2012 were included in the analysis. Person-years were
computed from the date of cancer diagnosis to the first of the following
events: death, emigration, or the last follow-up (December 31, 2016). The
study period was selected taking into account the completeness, quality and
reliability of the cases of lung cancer collected in the Lithuanian Cancer
Registry according to the extent of the disease.

Study Design and Statistical Methods

Suicide risk among canter patients in Lithuania was assessed using a

retrospective cohort study method [80]. Person-years were computed from
the date of cancer diagnosis to the first of the following events: death,
emigration, or the last follow-up (December 31, 2012 or December 31, 2016
in patients with good and bad prognosis of malignant tumors). For
individuals with more than one cancer diagnosis, the date of the first cancer
was taken as the start of the period at risk.
Sex-, age-, and calendar period-standardized mortality ratios (SMRs) were
calculated by dividing the observed numbers of suicides among cancer
patients by the expected number of deaths, calculated using national rates;
95% confidence intervals (Cls) for SMRs were calculated assuming the data
followed a Poisson distribution. A Chi-square (x?) test for trend was
performed in order to evaluate changes in the suicide risk of cancer patients
over categories (age, period of cancer diagnosis, extent of disease, Gleason
score, and time since diagnosis) [80]. The differences were considered to be
significant when p<0.05.

All statistical analyses were carried out using STATA, version 11
(StataCorp. 2009. College Station, TX: StataCorp LP).
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RESULTS

The Impact of Sociodemographic Factors on the Risk of Suicide among
Cancer Patients in Lithuania

Over the 20-year study period, 654 patients committed suicide instead of
the expected 500, showing a 31% higher suicide risk among cancer patients.
A significantly increased suicide risk was found for both sexes combined
(SMR=1.31, 95% CI 1.21-1.41) as compared to the general population.

During the investigation period, 504 men (instead of the expected 382.2)
and 150 women (instead of the expected 118.2) committed suicide, showing
almost the same 30% excess suicide mortality rate of cancer patients by the
sex group. The SMRs were significantly increased in both male and female
cancer patients, with SMRs of 1.32 (95% CI 1.21-1.44) and 1.27 (95% CI
1.08-1.49), respectively.

Our main analysis focused on certain suicides, but we also analyzed data
about 146 uncertain suicide cases (category defined as Y10-Y34); however,
there was no evidence of an increased risk of death among this category of
cancer patients.

The risk for suicide seems to increase with age, with SMRs of 1.26, 1.36,
1.43, and 1.46 in age groups 50—59, 60—69, 70—79, and older than 80 years,
respectively (p<0.001).

It was also possible to assess the excess suicide risk of adult cancer
patients (aged 30-74 on census) in each sociodemographic group by
comparing the suicide rates to the age-specific suicide mortality rates
observed in the entire population. For the period of 2001-2009, 178
oncology patients committed suicide (SMR=1.36, 95% CI 1.17-1.57). An
analysis of the census-linked data showed that the highest risk of suicide was
in patients with low education (SMR=1.88, 95% CI 1.54-2.31), single
(SMR=2.21, 95% CI 1.22-3.99) or divorced (SMR=1.85, 95% CI 1.19-
2.87), and who lived in a rural region (SMR=1.87, 95% CI 1.48-2.36).

The highest disadvantage in suicide was observed among never married
or divorced (almost 3 times for both), lower-educated (2 times), and rural
(2 times) male cancer patients (Table 1). Interestingly, married male patients
also showed a statistically significant disadvantage in suicide risk against all
males in the general population.

The effects of a rural place of residence were about the same for both
sexes, but they were statistically significant only for men. There was also a
nearly twofold increase in suicide risk in female cancer patients. At the same
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time, no statistically significant differences in the sociodemographic group
were found for females (Table 2).

Table 1. Suicide risk among male cancer patients by education, marital
status, and place of residence, 2001-20009.

Sociodemographic group Observed Expected SMR 95% CI
Education

High 14 21.5 0.65 0.35-1.08
Medium 50 43.1 1.16 0.86-1.53
Low 83 40.9 2.03 1.62-2.52
Marital status

Single 9 34 2.62 1.20-4.97
Married 114 89.8 1.27 1.06-1.53
Widowed 10 7.6 1.31 0.63-2.40
Divorced 14 4.9 2.84 1.55-4.77

Place of residence
Urban 89 74.8 1.19 0.95-1.46
Rural 58 30.85 1.88 1.42-2.42

Table 2. Suicide risk among female cancer patients by education, marital
status, and place of residence, 2001-20009.

Sociodemographic group Observed Expected SMR 95% CI
Education
High 5 5.1 0.99 0.32-2.30
Medium 16 12.0 1.33 0.76-2.16
Low 10 8.5 1.17 0.56-2.15
Marital status
Single 2 15 1.30 0.16-4.70
Married 17 15.0 1.13 0.66-1.80
Widowed 6 3.1 1.94 0.71-4.21
Divorced 6 5.9 1.02 0.37-2.21
Place of residence
Urban 19 19.0 1.00 0.60-1.56
Rural 12 6.7 1.80 0.93-3.15
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The Impact of Clinical Factors on the Risk of Suicide among Cancer
Patients in Lithuania

For all cancer sites, except melanoma (SMR=0.55, 95% CI 0.23-1.31)
and other skin cancers (SMR=0.78, 95% CI 0.62-0.97), breast (SMR=1.00,
95% CI 0.68-1.46) and thyroid cancers (SMR=0.79, 95% CI 0.35-1.76), the
relative suicide risk was elevated. The highest statistically significantly
increased suicide risk was based on a low number of cases in patients with
nasal cavity and sinus cancer (SMR=7.13, 95% CI 3.40-14.94, 7 cases),
oesophagus (SMR=3.96, 95% CI 2.13-7.37, 10 cases), bone and articular
cartilage cancers (SMR=3.57, 95% CI 1.34-9.51, 4 cases).

A significantly increased risk of suicide was also found among patients
with cancers of the oral cavity and pharynx (SMR=2.39, 95% CI 1.60-3.56),
pancreas (SMR=2.34, 95% CI 1.22-4.50), colorectal (SMR=1.95, 95% ClI
1.58-2.41), lung (SMR=1.94, 95% CI 1.48-2.55), lip (SMR=1.86, 95% ClI
1.00-3.45), larynx (SMR=1.65, 95% CI 1.09-2.51), stomach (SMR=1.55,
95% CI 1.12-2.14), haematopoietic system (SMR=1.46, 95% CI 1.08-1.98).
Compared to the general population, a more than 2 times higher suicide risk
was found for patients with liver and unspecified site cancers, although the
results were statistically insignificant.

Among males, the risk was significantly increased in patients diagnosed
with cancers of respiratory and digestive organs (oral cavity and pharynx,
oesophagus, stomach, colorectal, pancreas, nasal cavity and sinus, larynx
and lung cancers), whereas the suicide risk for male cancer patients
diagnosed with prostate cancer was only slightly elevated (SMR=1.14,
95% CI 0.95-1.36) (Table 3).

Among females, stomach, colorectal, genital organs’, and haematopoietic
cancer patients showed a significantly increased suicide risk, and the highest
risk of suicide in women with bone and articular cartilage cancers was based
on 2 cases of suicide (SMR=10.00, 95% CI 2.50-40.00), whereas the suicide
risk for females with breast cancer diagnoses did not show a statistically
significant difference from that of the general population (SMR=0.99,
95% CI1 0.67-1.46) (Table 4).
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Table 3. Suicide risk among male cancer patients by cancer diagnosis,

1993-2012.

Diagnosis ICD-10 Observed Expected SMR 95% ClI

Lip Co0 9 5.0 1.80  (0.94-3.46)
Oral cavity and pharynx ~ C01-C14 23 9.4 2.44  (1.62-3.68)
Oesophagus C15 10 24 416  (2.24-7.73)
Stomach C16 29 20.2 1.44  (1.00-2.07)
Colon, rectum C18-C21 64 35.4 1.81 (1.41-2.31)
Liver C22 3 1.0 299  (0.96-9.27)
Gallbladder, biliary tract ~ C23-C24 0.9 2.14  (0.53-8.55)
Pancreas C25 3.2 2.18  (1.04-4.57)
Nasal cavity and sinus C30-C31 0.8 8.34 (3.98-17.49)
Larynx C32 22 13.2 1.67  (1.10-2.54)
Bronchus, trachea, lung C33-C34 49 24.9 1.96  (1.48-2.60)
Bone, articular cartilage C40-C41 0.9 2.17  (0.54-8.69)
Melanoma C43 6.2 0.65 (0.24-1.73)
Skin Ca4 51 68.1 0.75  (0.57-0.99)
Breast C50 1 0.8 1.29 (0.18-9.15)
Prostate Cc61 119 104.6 1.14  (0.95-1.36)
Other male genital organs C60; C62 4 5.2 0.76  (0.29-2.03)
Kidney C64-C65 26 215 1.21  (0.82-1.78)
Bladder ce7 24 19.6 1.23  (0.82-1.83)
Eye C69 2 1.1 1.86  (0.46-7.42)
Central nervous system C70-C72 4 4.2 0.95 (0.36-2.54)
Thyroid C73 3.2 0.62  (0.16-2.50)
Unspecified sites C76-C80 5 2.1 2.33  (0.97-5.60)
Haematopoietic system C81-C96 28 23.3 1.20 (0.83-1.74)
Other sites of cancer* 7 5.0 1.41  (0.67-2.95)

*C17, C26, C37-C39, C45-C49, C57-58, C63, C66, C68, C74-C75.
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Table 4. Suicide risk among female cancer patients by cancer diagnosis,

1993-2012.

Diagnosis ICD-10 Observed Expected SMR  95% CI
Lip Co0 1 0.4 2.58 (0.36-18.34)
Oral cavity and pharynx ~ C01-C14 1 0.6 156 (0.22-11.09)
Oesophagus C15 0 0.1 - -
Stomach C16 8 3.7 2.17  (1.08-4.33)
Colon, rectum C18-C21 23 9.1 252  (1.68-3.79)
Liver C22 0 0.2 - -
Gallbladder, biliary tract ~ C23-C24 0 0.4 - -
Pancreas C25 2 0.6 3.19 (0.80-12.76)
Nasal cavity and sinus C30-C31 0 0.1 - -
Larynx C32 0 0.1 - -
Bronchus, trachea, lung C33-C34 2 1.3 151 (0.38-6.05)
Bone, articular cartilage C40-C41 2 0.2 10.00 (2.50-40.00)
Melanoma C43 1 3.0 0.33  (0.05-2.36)
Skin Ca4 25 29.5 0.85 (0.57-1.25)
Breast C50 25 25.3 0.99 (0.67-1.46)
Female genital organs C51-C56 35 24.8 1.41  (1.01-1.97)
Kidney C64-C65 2 4.1 0.49  (0.12-1.97)
Bladder ce7 1 1.6 0.64  (0.09-4.54)
Eye C69 0 0.3 - -
Central nervous system C70-C72 2 0.7 2.68 (0.67-10.73)
Thyroid C73 4 44 091 (0.34-2.42)
Unspecified sites C76-C80 1 0.6 1.61 (0.23-11.46)
Haematopoietic system C81-C96 14 5.4 257 (1.52-4.34)
Other sites of cancer” 1 15 0.69 (0.10-4.88)

*C17, C26, C37-C39, C45-C49, C57-58, C63, C66, C68, C74-C75.

The suicide risk varied depending on the extent of the disease. Patients
with localized tumors showed no excess risk for suicide (SMR=1.01, 95% CI
0.89—1.14), while the suicide risk was almost threefold higher for the
advanced stage patients compared to the general population (SMR=2.89,
95% CI 2.24-3.73). A significantly increased suicide risk was also found in
groups of patients with local and regional spread cancers: SMR=1.46
(95% CI 1.24-1.73) ir SMR=1.74 (95% CI 1.40-2.16), respectively.



In both male and female cancer patients, the SMR increased with cancer
severity and was the highest among patients with advanced disease at
diagnosis (p<0.001) (Tables 5-6).

Table 5. Suicide risk among male cancer patients by extent of the disease,
1993-2012.

Extent of disease Observed Expected SMR 95% CI

Tumor localized 195 189.8 1.03 (0.89-1.18)
Tumor with local spread 122 82.9 1.47  (1.23-1.76)
Tumor with regional spread 63 32.3 195 (1.53-2.50)
Advanced cancer 40 16.1 248  (1.82-3.38)
Unknown extent® 52 33.6 155 (1.18-2.03)
Other*># 32 27.6 1.16  (0.82-1.64)

¥*=169.6; p<0.001

*The TNM system is not used for coding the extent of lymphomas,
leukaemias, brain tumors, and childhood cancers (defined as < 15 years of
age at diagnosis).

The category not included in the analysis of suicide risk trends.

Table 6. Suicide risk among female cancer patients by extent of the disease,
1993-2012

Extent of disease Observed Expected SMR 95% CI

Tumor localized 69 72.0 0.96 (0.76-1.21)
Tumor with local spread 17 12.1 1.40 (0.87-2.26)
Tumor with regional spread 18 14.4 1.25 (0.79-1.99)
Advanced cancer 19 4.3 444  (2.83-6.95)
Unknown extent? 11 9.2 1.20 (0.66-2.16)
Other *# 16 6.2 256 (1.57-4.18)

#=49.1; p<0.001

*The TNM system is not used for coding the extent of lymphomas,
leukaemias, brain tumors, and childhood cancers (defined as < 15 years of
age at diagnosis).

®The category not included in the analysis of suicide risk trends.

Suicide risk was the greatest during the first 3 months after diagnosis

(SMR=2.43, 95% CI 1.96-3.01) and decreased with increasing time after
diagnosis (p<0.001). During the first year, suicide risk declined gradually
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and thereafter became statistically insignificant from the 9™ month onward
after the diagnosis: SMR=1.74 (95% CI 1.32-2,28), SMR=1.45 (95% ClI
1.06-2.00) and SMR=1.23 (95% CI 0.85-1.76) for 4-6, 7-9, and 10-12
months after diagnosis, respectively. Another period of increased risk was
observed during the second and third year after diagnosis with a significantly
raised SMR, at 18-20 and 24-35 months, respectively. The risk of suicide
became similar to that of the general Lithuanian population only more than
3 years after cancer diagnosis.

The relative risk of suicide increased during the study period with SMRs
from 1.07 (95% CI 0.91—1.25) in 1993—1997 to 1.54 (95% CI 1.26—1.88) in
2008-2012 (p<0.001).

Suicide Risk among Cancer Patients with Good and Bad Prognosis of
Malignant Tumors

Between 2000 and 2011, a total of 25 786 first primary prostate cancer
cases have met inclusion criteria and were followed-up until December 31,
2016. During the follow-up period, 135 suicides occurred, compared to an
expected number of 133.6 (SMR=1.01, 95% CI 0.85-1.20) (Table 7). A
significantly increased risk was found in the group of prostate cancer
patients with the Gleason score of 8-10 (SMR=1.86, 95% CI 1.08-3.20). A
test for trend showed an insignificantly increasing suicide risk with
increasing age (p=0.052) and a significant risk increasing with increasing
severity — the extent of the disease (p=0.028) and the Gleason score
(p=0.046). The suicide risk was the greatest during the 4—6 months after
diagnosis (SMR=1.78, 95% CI 0.93-3.43), but if compared with the general
male population, this increase was insignificant.

Among 19 781 first primary lung cancer cases, 41 suicides were
identified, and the expected number of suicides calculated from general
population was 18.9 in this cohort, resulting in an SMR of 2.17 for both
sexes (95% CIl 1.60-2.95). An increased suicide risk was found for men
(SMR=2.24, 95% CI 1.64-3.05) but not for women (SMR=0.98, 95% CI
0.14-6.93). As risk estimation among women was based on only one

case of suicide, further analysis is presented only for men (Table 8).
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Table 7. Suicide risk among prostate cancer patients by age, extent of
disease, Gleason score, and time after diagnosis, 2000-2016.

Variables Observed Expected SMR 95% ClI
Overall 135 133.6 1.01 0.85-1.20
Age group
<65 40 48.5 0.83 0.61-1.13
65-74 64 59.6 1.07 0.84-1.37
>75 31 25.5 1.21 0.85-1.73
¥*=3.8; p=0.052
Extent of disease
Tumor localized 73 75.7 0.96 0.77-1.21
Tumor with local spread 50 43.1 1.16 0.88-1.53
Tumor with regional spread 1 0.8 1.24 0.17-8.78
Advanced cancer 4 2.7 1.51 0.57-4.01
Unknown extent? 7 11.4 0.61 0.29-1.29
v*=4.8; p=0.028
Gleason score
2-6 66 68.6 0.96 0.76-1.22
7 11 114 0.96 0.53-1.74
8-10 13 7.0 1.86 1.08-3.20
Undifferentiated 0 0.5 - -
Unknown? 45 46.1 0.98 0.73-1.31
¥*=4.0; p=0.046
Time after diagnosis
1-3 months 3 5.2 0.57 0.18-1.78
4-6 months 9 5.0 1.78 0.93-3.43
7-9 months 6 4.9 1.22 0.55-2.72
10-12 months 5 4.8 1.05 0.44-2.52
2-5 years 63 63.5 0.99 0.78-1.27
>5 years 49 50.2 0.98 0.74-1.29
¥*=0.0; p=0.990

®The category not included in the analysis of suicide risk trends.
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Table 8. Suicide risk among men with lung cancer by age, period of cancer
diagnosis, extent of disease, and time after diagnosis, 1998-2016.

Variables Observed Expectec SMR 95% ClI
Overall 40 17.9 2.24 1.64-3.05
Age group
<50 1 2.1 0.48 0.07-3.41
50-59 17 5.3 3.19 1.99-5.14
60-69 9 6.4 1.40 0.73-2.70
70-79 10 3.3 2.99 1.61-5.55
>80 3 0.7 4.27 1.38-13.25
¥*=50.1; p<0.001
Period
1998-2002 15 8.4 1.78 1.07-2.95
2003-2007 17 5.6 3.04 1.89-4.90
2008-2012 8 3.9 2.07 1.04—4.15

¥*=42.5; p<0.001
Extent of disease

Tumor localized 5 4.5 1.12 0.47-2.70
Tumor with local spread 3 1.9 1.57 0.51-4.88
Tumor with regional spread 18 6.2 2.91 1.83—4.62
Advanced cancer 7 2.5 2.85 1.36—5.98
Unknown extent? 7 2.9 2.43 1.16-5.11

¥’=47.9; p<0.001
Time after diagnosis

1-3 months 9 3.0 3.02 1.57-5.80
4-6 months 3 2.0 1.48 0.48-4.57
7-9 months 8 1.5 5.23 2.62-10.47
10-12 months 3 1.2 2.57 0.83-7.96
2-5 years 12 6.7 1.80 1.02-3.17
>5 years 5 3.5 1.43 0.59-3.43

1#=23.4; p<0.001

®The category not included in the analysis of suicide risk trends.
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Compared with the general population, the risk of suicide among men
with lung cancer was three times higher during the first 3 months after
diagnosis. Another period of increased risk was observed during the 7-9
months after diagnosis with the highest observed SMR of 5.23.

The risk was increased in all ages except the youngest. The suicide risk
varied depending on the extent of the disease. The risk of suicide was not
significantly elevated in men with localized or with local spread tumors, but
there was a threefold increase of the risk in patients with regional spread and
advanced tumors (SMR=2.91 and SMR=2.85, respectively). The risk was
also elevated in men with unknown or missing data concerning the extent of
disease.
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DISCUSSION

Fox et al. suggested that differences in suicide risk between two
populations could be explained by the “law of initial values”, i.e., the effect
of cancer on suicide is lower in populations with higher suicide rates [52].
The results of our study, carried out in a high suicide mortality setting,
suggest a significantly increased risk of suicide among cancer patients. In
general, our findings are in line with studies performed in other populations,
with lower suicide rates in the general population. Interestingly, a relative
disadvantage in the suicide risk of cancer patients was lower in Lithuania
than in some low suicide mortality countries [56, 58, 64, 67, 72]. Such a
pattern corresponds to the original assumption by Fox et al.

The majority of previous studies reported a higher suicide risk among
males than females [53, 54, 56, 58, 59, 61, 62, 64, 65, 67-70, 72]. Only a
few studies from Europe (Finland, Italy, and Sweden) have found a higher
risk of suicide among females than males [51, 56, 60]. A study from Estonia
has demonstrated the suicide risk in female cancer patients being lower than
in the general population. However, the results were based on a small sample
size and could be caused by chance alone [57]. In our study, we found
almost the same suicide risk for both sexes.

The study found an uneven distribution of excess suicide mortality of
cancer patients by the sociodemographic group. It has been shown that
education and marital status are strong predictors of suicide mortality in
Lithuania, whereas the place of residence (urban or rural) has a moderate
impact [19]. A similar tendency was observed for the cancer patients. The
biggest disadvantage in suicide risk was found among lower-educated and
non-married male cancer patients. The observed group-specific pattern
corresponds to the findings from other countries [51, 59, 64, 66]. Our study
found a significantly higher risk of suicide among cancer patients from the
rural areas of Lithuania. It can possibly be linked to a poor availability of
mental health services and an overall larger prevalence of mental health
problems and their factors in rural areas [19]. These findings differ from
other countries. For example, it has been shown that in South Korea, the risk
of suicide is higher among the residents of big cities [66].

Site-specific findings of our study show that almost all cancer sites entail
a slightly elevated suicide risk. Previous large, registry-based studies have
shown that the highest suicide risk is consistently associated with head and
neck, respiratory, and digestive system cancers [51, 53-55, 57, 59, 60, 62,
64, 66-69, 71]. Our site-specific results also confirm this pattern. In this
study, we found a consistently higher suicide risk for cancers with lower
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survival rates. In Lithuania between 1995 and 2009, the lowest five year
relative survival estimates (between 8% and 4%) were reported for patients
with lung, liver, esophageal, and pancreatic cancers [90]. In our study, a
significantly higher suicide risk was observed for cancer sites with a five-
year relative survival that is below 50% according to the results of the
survival investigation. On the contrary, thyroid, skin melanoma, and breast
cancer patients (relative survival around 70% and above) showed no excess
suicide risk. Bjorkenstam et al. also identified in their survey that cancer
diagnoses with a low five-year survival rate correlate with a high suicide rate
[60].

Advanced disease was one of the strongest cancer-related risk factors for
suicide in this analysis. The SMR increased with cancer severity and was
highest among patients with advanced cancer diagnosis. Our results
corroborate findings from other studies, where the suicide risk has been
shown to be associated with non-localized disease or distant metastases [51,
55, 59, 61, 62, 64, 68, 69, 72, 91-94].

The highest suicide risk observed in our study — during the first 3 months
following cancer diagnosis — higher than at any later time, indicates a critical
period shortly after diagnosis. Direct comparisons with previous studies are
difficult because of the different time intervals analyzed; however, our result
aligned with many of the previous studies, which found the peak of suicide
risk within the first months or years after diagnosis [53, 54, 56, 59, 61, 64,
65, 68, 69, 71, 72]. Dormer et al. were the first to group the first 2 years after
diagnosis into 3-month intervals and identified the maximum suicide risk
within the first 3 months, with a second peak at 12-14 months, which they
suggested may be due to the recurrence of disease, the occurrence of
metastases, or the failure of treatment [63]. We also observed a second peak
of increased suicide risk, although at a later period in time as compared to
the study by Dormer et al. — at 18-20 months after diagnosis for females and
at 24-35 months for males. The potential reasons for the second peak could
not be investigated within our data. Results of the Nasseri et al. study from
California showed that the time of the suicide post diagnoses varies by the
organ site. For example, in patients with cancer of the lung and bronchus or
females with breast cancer, half of all suicides were committed within the
first months after diagnosis, while in males with prostate cancer, this time
was 3.3 years [67].

Due to major political and socioeconomic changes in the society after the
restoration of independence (in 1990), the suicide rate in Lithuanian has not
been stable during the study period. A world age-standardized suicide
mortality rate peaked at 44.3 per 100 000 in 1996 and declined thereafter to
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25.7 per 100 000 in 2012 [26]. During our study period, the suicide risk
constantly increased for cancer patients. The same increasing trend in suicide
risk with time was also observed by two Danish studies, a study from South
Korea, and a study from the United States [55, 61, 66, 72]. Nevertheless,
there is some evidence from other studies that the relative risk of suicide in
cancer patients is decreasing [58-60]. Improvements in cancer treatment and
survival were proposed as possible explanations of these findings.
Importantly, cancer survival increased for 20 of 24 common cancers between
1995-1999 and 2005-2009, suggesting that medical progress has been
ongoing in the recent decade in the area of oncology in Lithuania [90].
However, the increasing suicide risk during our study period was significant
for both genders.

It is evident that the diagnosis of cancer and its treatment can result in
strong psychological distress felt by the patients. A study from Spain
reported an excessive prevalence of suicidal ideation (25.2%) in oncologic
patients together with a high prevalence of depression (52.9-78.4%),
hopelessness (88.2%), and high anxiety levels (45.1%) in these patients
[127]. These findings are consistent with previous literature, suggesting that
the occurrence of hopelessness, depression, and anxiety during the
oncological process increases the risk of suicidal behaviors [129, 130]. It is
known that opioid analgesics are critical to the effective relief of cancer pain.
At the same time, in Lithuania, the mean consumption of morphine in 2006
was among the lowest in Europe (less than the global mean of 5.9847 mg/per
capita). This indicates that many patients in Lithuania do not receive
adequate pain relief [132]. In Lithuania, a high prevalence of posttraumatic
stress symptoms (51.5%) and depression (37% — shortly, and 35% — 1 year
after diagnosis) was identified among newly diagnosed breast cancer patients
[133, 134].

This study and previous studies imply that some cancer patients
experience profound suffering and psychological distress and should receive
proper assistance and psychological support during their illness, especially
during the first three months after diagnosis, for those with an advanced
stage cancer and for those with malignant tumors that have a poor prognosis.
Moreover, substantial evidence suggests that psychosocial interventions are
effective in reducing the psychological distress and depression associated
with cancer and improve the quality of life for cancer patients [138-141].

The major strength of this study is that it used data from a population-
based nationwide cancer registry. In 1993, the Lithuanian Cancer Registry
became a full member of the International Association of Cancer Registries
(IARC), and its data, since the period of 1988-1992, have been published in
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the TIARC’s publications “Cancer Incidence on Five Continents.” This
monograph presents incidence data from populations all over the world, for
which good quality data are available [119-122]. The Lithuanian Cancer
Registry routinely collects information on some demographic (gender, age at
diagnosis, cause of death, survival time, residence) and illness (anatomic
site, grade, stage) factors. Unfortunately, the registry database does not
provide information on potential confounding factors, such as marital or
socioeconomic status, comorbidities or psychiatric conditions of the study
individuals. Moreover, even in this study cohort of 20 years covering the
entire population, some of the cancer groups were extremely small, thus
limiting the statistical power of the study.

Our results identified higher suicide risk groups among the following
Lithuanian cancer patients: recently diagnosed patients, patients with non-
localized diagnoses or disease with a low survival rate, people aged 50 or
more at the time of diagnosis, never married or divorced, lower-educated,
and rural cancer patients. Despite ongoing rises in the survival rates among
cancer patients and the declining suicide mortality in the general Lithuanian
population during our study period, an increasing risk for suicide indicates
that cancer patients® clinical and psychosocial needs are left unsatisfied. A
major clinical implication of this data suggests the importance of
multidisciplinary preventive interventions.
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CONCLUSIONS

An increased suicide risk among cancer patients in Lithuania was
found for both sexes combined (SMR 1.31) as compared to the
general population.

Almost the same increase in suicide risk was observed in both male
and female cancer patients, with SMRs of 1.32 for males and 1.27 for
females, respectively. Two times greater suicide risk was observed
among never married or divorced, lower educated, and rural cancer
patients. The risk for suicide increased with increasing age at
diagnosis.

A significantly higher suicide risk was for cancer sites with a five-year
relative survival below 50%: oesophagus, oral cavity and pharynx,
stomach, colorectal, pancreas, larynx, lung, and haematopoietic cancer
patients.

Patients with localized tumors showed no excess risk for suicide
compared to the general population. The suicide risk increased with
cancer severity and was highest among patients with advanced cancer
diagnosis (SMR 2.89).

The risk of suicide in patients with cancer was the greatest during the
first 3 months after cancer diagnosis (SMR 2.43). The suicide risk
among cancer patients decreased with increasing time after diagnosis.
However, only after more than 3 years since cancer diagnosis the risk
of suicide became the same as in the general Lithuanian population.
Suicide risk among prostate cancer patients was similar to that in the
general population. An increased suicide risk was observed for
patients with a high risk disease at the time of prostate cancer
diagnosis.

Suicide risk among men with lung cancer was significantly increased
as compared to the general population (SMR 2.24). The risk of suicide
decreased with increasing time after diagnosis. However, the risk of
suicide continued to be higher than in the general Lithuanian
population even years after diagnosis.
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Background: This study aims to estimate suicide risk and its socio-demographic determinants among
cancer patients in the country showing the highest suicide rates among developed countries. Methods:
The study is based on a unique census-linked dataset based on the linkages between the records from
death and cancer registers and the 2001 population census records. Standardized mortality ratios for

Keywords: . suicide (SMRs) were calculated for patients diagnosed with cancer in Lithuania between April 6, 2001
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relative suicide risk was elevated for both males and females, with SMRs of 1.43 (95% CI 1.23-1.66) and
1.32 (95% CI 0.95-1.80), respectively. This relationship for females became statistically significant and
stronger after excluding skin cancers. The highest suicide risks were observed at older ages and during
the period shortly after the diagnosis. The groups showing an increased suicide risk include lower
educated, non-married, and rural male patients. Conclusion: The results of our study point to
inadequacies of the health care system in dealing with mental health problems of cancer patients.
Interventions allowing early detection of depression or suicidal ideation may help to prevent suicide
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among cancer patients in Lithuania.

© 2013 Elsevier Ltd. All rights reserved.

1. Introduction

Registry-based European studies suggest an increased risk of
suicide among cancer patients in Nordic countries [1-6],
Switzerland [7], Italy [8,9], England [10] and Estonia [11]. The
results appear to be consistent for males, but not for females. The
findings from the USA, Australia, South Korea and other countries
outside Europe also confirm this pattern [12-16].

It has been shown that the highest risk of committing suicide
was during the first year [5,7,10,11,16] or even in the first months
[4,6,8,11] after the diagnosis. The results notably differ by
anatomic cancer site. The highest suicide risk was found among
patients with respiratory and gastrointestinal cancers [1-
5,7,11,14,16]. A notably increased risk was found for cancers of
the brain and nervous system [4,14], lymphatic and haemato-
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Vilnius University, P. Baublio g. 3B, LT-08406 Vilnius, Lithuania.
Tel.: +370 5 2190927; fax: +370 5 2190927.
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1877-7821/$ - see front matter © 2013 Elsevier Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.canep.2013.05.009

poietic tissue [2,4,5,7,14], breast (for females only) [2,4,5,14,16],
and prostate and other genital organs for males [2,4,5,7,11,14]. The
risk of suicide was higher in cancers with poor prognosis and non-
localized disease [1,3-6,9,10,14-16].

Levels, patterns, and determinants of suicide risk of cancer
patients may notably differ across countries and even continents.
This variation can be at least partly explained by differences in
socio-cultural characteristics (including attitudes towards both
cancer patients and suicide phenomenon) and general levels of
suicide across societies. In this respect, Lithuania being a long-
standing leader (since the mid-1990s) in suicide rates among the
developed countries represents an interesting case for analysis.
According to the data for 2009, age-standardized suicide rate was
at a striking level of 31.5 per 100,000 (58.5 and 8.9 per 100,000 for
males and females, respectively) [17]. In particular, it is important
to explore whether generally high suicide rates in the society
predetermine higher suicide rates among cancer patients and how
the suicide risk differs by anatomic cancer sites and across socio-
demographic groups. To our knowledge, no previous study based
on the population-level data thoroughly studied suicides among
cancer patients in Lithuania.
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2. Materials and methods
2.1. Study design and data

The study is based on a unique census-linked dataset covering
the entire population provided by Statistics Lithuania. The linkages
between the 2001 census records, death records, and cancer
records from the Cancer Registry were implemented by employees
of Statistics Lithuania, who have permission to work with
individual-level data. The data for further analyses were provided
in an aggregated multidimensional frequency table format that
combines first diagnosed cancer cases, deaths, and person years of
exposure to risk and are split by socio-demographic variables,
including age, sex, education, marital status, ethnicity and urban-
rural residence. The records of all cancer patients diagnosed with
invasive cancer between April 6, 2001 and December 31, 2009
were extracted from the database of the Lithuanian Cancer
Registry (137,320 cases, only first cancers included).

The Lithuanian Cancer Registry is a population-based cancer
registry. It contains personal and demographic information as well
as information on diagnosis of all cases of cancer diagnosed among
all residents. The principal information sources on cancer cases are
primary, secondary and tertiary health care institutions in the
country that are responsible to fill in the notification when cancer
is diagnosed. All physicians, all hospitals and other institutions in
the country must send a notification to the Lithuanian Cancer
Registry of all cancer cases that come to their attention. The
Lithuanian Cancer Registry data for the periods 1988-1992, 1993-
1997 and 1998-2002 have been included in the publications
‘Cancer Incidence in Five Continents’ [18,19].

The Census of 2001 was carried out on the 6th of April 2001 and
included all permanent residents on the territory of Lithuania.
Person years of exposure to risk of suicide were estimated by
adding up all years of persons living in Lithuania between April 6,
2001 and December 31, 2009. For individuals who died or
emigrated, the exposure time was censored at the date of death
or emigration. Information about external migration was drawn
from the Population Register database. Death records of all
individuals who died between April 6, 2001 and December 31,
2009 and Registry records of all cancer cases diagnosed during this
period were linked to the Census data. In this study we used the
same record linkage procedures as described in previous studies
[20,21].

96.5% of the cancer records of all cases of first cancers diagnosed
between April 6, 2001 and December 31, 2009 were successfully
linked to the census data (96.1% of male cases and 96.8% of female
cases). Only census-linked registry records were used in the
analysis. During the follow-up period, 132,459 cases of first cancer,
69,221 among men and 63,238 among women, respectively, were
included in the analysis. Among these, 126,402 had one tumour
and 6057 had two or more tumours. We excluded cancer cases
registered only according to the cause of death indicated in the
death certificate or for whom the recorded date of diagnosis was
the same as the date of death. Since 1998 the Cancer Registry has
been using the 10-th revision of the International Classification of
Diseases (ICD-10). The corresponding codes for suicide were X60-
X84 (intentional self-harm). The general problem concerning the
validity of suicide statistics is well known. As the possibility of
suicide misclassification exists due to the registration procedures
as well as due to some ethical reasons, an additional sensitivity
analysis was made for the group of injury deaths of undetermined
intent (ICD-10 codes Y10-Y34).

For cancer patients, person years of exposure to risk of suicide
were calculated starting from the date of the cancer diagnosis
either until death or emigration or to the end of the period of
observation (December 31, 2009). For individuals with more than

one cancer diagnosis, the date of the first cancer was taken as the
starting point.

The analysis of suicide risk by demographic characteristics was
restricted to persons who were aged 30-74 years at the Census (on
the 6th of April 2001). The data account for the changes in the age
of persons during each calendar year of the follow-up period.

The risk of suicide was analyzed in three education categories:
high (at least 14 years of schooling), medium (10-13 years) and
low education (up to 9 years or unknown); by marital status
(single, married, widowed, divorced), place of residence (urban,
rural), and sex (male, female).

2.2. Statistical analysis

The SMRs were computed by calculating the ratio between
observed and expected suicide cases among cancer patients. The
expected suicide cases among cancer patients were calculated by
multiplying 5-year age- and sex-specific suicide rates for the entire
population by the corresponding numbers of person years of
exposure to risk of suicide for the cancer patients. Age- and sex-
specific suicide rates for the entire population were calculated by
dividing suicide deaths by person years of exposure at risk
obtained from the census-linked dataset. 95% confidence intervals
(CI) were computed assuming that the observed deaths followed a
Poisson distribution.

3. Results

In Lithuania, 215 persons with first cancer diagnosis (174 males
and 41 females) committed suicide between April 6, 2001 and
December 31, 2009. As for all cancer sites combined, the study
found a significantly elevated suicide risk only for male cancer
patients (Table 1). However, after exclusion of skin cancers, both
males and females showed statistically significant SMRs (1.55
times (95% CI 1.32-1.81) for males and 1.64 times (95% CI 1.16-
2.26) for females, respectively (results not shown)).

For males, the highest suicide risk was among patients with
oesophagus cancer and lung cancer (Table 1). A significantly
increased risk of suicide was also found among males with cancers
of the buccal cavity and pharynx and colorectal cancers. Among
females, only colorectal and haematopoietic cancer patients
showed a significantly increased suicide risk, whereas the suicide
risk for female cancer patients with breast and genital organs
cancer diagnoses was not statistically significantly different from
that of the general population.

The highest disadvantage of cancer patients in suicide risk was
found after the age 60. The exception concerns female cancer
patients above age 70 showing no statistically significant
difference in cancer risk (Table 2). The highest disadvantage in
suicide risk was found during the first 3 months after the diagnosis,
especially for female patients (Table 3). After the third month the
excess suicide risk of cancer patients was decreasing and became
statistically insignificant after the 6th month since the diagnosis.

The methods of suicide among Lithuanian cancer patients were
similar to those observed in the general population (Table 4).
Hanging was the most common method of completed suicide and
was more prevalent among males in comparison to females.
Firearms were used among males as the next most prevalent
method of suicide, while females used the method of jumping from
a height.

It was also possible to assess the excess suicide risk of adult
cancer patients (aged 30-74 on census) in each socio-demographic
group by comparing suicide rates to the age-specific suicide
mortality rates observed in the entire population (Table 5). The
highest disadvantage in suicide was observed among never
married or divorced (for both almost 3 times), lower educated
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Table 1
Suicide rate among patients with cancer by diagnosis.
Diagnosis (ICD-10 code) Men Women
Survival time No. of SMR 95% C1 Survival time No. of SMR 95% Cl
(person years) suicides (person years) suicides

All malignant neoplasm’s (C00-C96) 14,1917.7 174 1.43 1.23-1.66 167,062.3 41 1.32 0.95-1.80
Buccal cavity and pharynx (C00-C14) 4073.1 9 243 1.11-4.61 14723 0 - -
Oesophagus (C15) 763.8 5 7.07 2.29-16.50 1583 0 - -
Stomach (C16) 5886.7 9 1.74 0.80-3.30 4584.3 1 1.12 0.03-6.27
Colon, rectum (C18-C21) 12,180.0 24 2.30 1.48-3.42 13,012.5 8 3.15 1.36-6.20
Larynx (C32) 3540.4 5 1.55 0.50-3.61 193.6 0 - -
Bronchus, trachea and lung (C33, C34) 8092.9 24 3.38 2.16-5.02 1803.2 0 - -
Melanoma and skin (C43, C44) 22,603.8 15 0.77 0.43-1.26 42,104.5 4 0.48 0.13-1.22
Breast (C50) 2914 0 - - 35,8425 8 1.23 0.53-2.43
Female genital organs (C53-C56) - - - - 34,1240 8 1.35 0.58-2.66
Prostate (C61) 54,422.0 56 1.22 0.92-1.59 - - - -

Urinary system (C64-C67) 14,151.2 11 0.88 0.44-19.68 8122.6 2 1.30 0.16-4.68
Haematopoietic system (C81-C95) 7436.0 4 0.64 0.17-1.64 8839.0 5 3.19 1.04-7.46
Other sites of cancer 8476.5 12 1.64 0.85-2.87 16,805.7 5 1.74 0.56-4.05
Single cancer site 136,608.5 165 1.40 1.21-1.64 162,436.2 41 1.36 0.98-1.85
Multiple primaries 5309.2 9 2.02 0.93-3.84 4626.1 0 - -

(2 times), and rural (2 times) male cancer patients (Table 5). The
effects of rural place of residence were about the same for both
sexes, but they were statistically significant only for men.
Interestingly, married male patients also showed a statistically
significant disadvantage in suicide risk against all males in the
general population. At the same time, no statistically significant
differences by socio-demographic group were found for females.

Table 2
Suicide rate among patients with cancer in different age groups.
Age group Survival time No. of SMR 95% Cl
(person years) suicides
Men 0-14 13.9 0 - -
15-49 11,2714 5 0.54 0.18-1.27
50-59 20,346.1 30 1.36 0.92-1.95
60-69 41,884.6 59 1.67 1.27-2.16
>70 68,401.8 80 1.44 1.14-1.79
Women 0-14 9.5 0 - -
15-49 28,392.0 4 1.05 0.29-2.69
50-59 31,987.6 5 0.86 0.28-2.00
60-69 41,624.9 14 1.97 1.08-3.31
>70 65,048.4 18 127 0.75-2.00
Total 0-14 234 0 - -
15-49 39,663.4 9 0,69 0.32-1.31
50-59 52,333.6 35 1.26 0.88-1.75
60-69 83,509.4 73 1.72 1.35-2.17
=70 133,450.2 98 141 1.14-1.71
Table 3
Suicide rate among patients with cancer by time after cancer diagnosis.
Time after Survival time  No. of SMR  95% CI
diagnosis (months) (person years) suicides
0-2 Men 14,0471 31 254 1.72-3.60
Women 13,352.7 13 530 2.82-9.06
Total 27,399.8 44 3.00 2.18-4.03
3-5 Men 12,274.6 21 1.97 1.22-3.01
Women 12,159.4 5 225 0.73-5.26
Total 24,434.0 26 202 1.32-2.96
6-11 Men 20,678.9 27 1.51 1.00-2.20
Women 21,409.5 2 051 0.06-1.85
Total 42,088.4 29 133 0.89-1.91
>12 Men 94,917.2 95 117  0.95-1.43
Women 120,140.7 21 094 0.58-1.43
Total 215,057.9 116 112 0.93-1.34
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4. Discussion

Fox et al. suggested that differences in suicide risk between two
populations could be explained by the “Law of initial values”, i.e.
the effect of cancer on suicide is lower in populations with higher
suicide rates [12]. The results of our study, carried out in a high
suicide mortality setting, suggest a significantly increased risk of
suicide among cancer patients. This disadvantage was found for
both sexes. However, female cancer patients showed a statistically
significant increase in suicide risk only after excluding skin cancers
(not shown in tables). The risk was highest among older patients,
shortly after diagnosis, and for the most male cancer sites
examined in this study with the exception of prostate cancer. In
general, our findings are in line with studies performed in other
populations, with lower suicide rates in the general population.
Interestingly, a relative disadvantage in suicide risk of cancer
patients was lower in Lithuania than in some low suicide mortality
countries. Such a pattern corresponds to the original assumption
by Fox et al.

Most studies from Northern Europe and other European
countries reported higher relative risks of committing suicide
among both male and female cancer patients [2-7,9-11]. The
findings on Lithuania are in agreement with these studies. In
Estonia, a country that shares similar historical and socio-cultural
characteristics with Lithuania, on the contrary, Innos et al. found a
significantly decreased risk among female cancer patients [11]. In
both countries the pattern of suicide risk was consistent for males,
but rather contradictory for females, probably as a consequence of
random variation.

In Lithuania as in other countries the distribution of methods of
suicide among cancer patients was similar to that observed in the

Table 4

Methods of suicide among cancer patients in Lithuania 2001-2009.
Method of suicide (X60-X84)  Men Women Total

N % N % N %

Poisoning (X60-X69) 6 34 2 4.9 8 3.7
Hanging (X70) 146 839 30 732 176 819
Drowning (X71) 2 11 2 49 4 19
Firearms (X72-X74) 12 6.9 0 0.0 12 5.6
Cutting (X78) 4 23 2 49 6 28
Jumping from heights (X80) 3 1.7 5 12.2 8 3.7
Other 1 0.6 0 0.0 1 0.5
Total 174 1000 41 1000 215 100.0
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Table 5
Suicide rate among patients® with cancer by demographic characteristics.
Demographic characteristic Men Women
Survival time No. of SMR” 95% Cl Survival time No. of SMR” 95% CI
(person years) suicides (person years) suicides
Education
High 251774 14 0.65 0.35-1.08 28,904.5 5 0.99 0.32-2.30
Medium 48,382.2 50 1.16 0.86-1.53 69,482.5 16 133 0.76-2.16
Low 50,010.4 83 2.03 1.62-2.52 44,965.3 10 1.17 0.56-2.15
Marital status
Single 3856.2 9 2,62 1.20-4.97 8681.8 2 1.30 0.16-4.70
Married 105,071.2 114 1.27 1.06-1.53 86,058.3 17 113 0.66-1.80
Widowed 8505.0 10 131 0.63-2.40 17,803.2 6 1.94 0.71-4.21
Divorced 6109.5 14 284 1.55-4.77 30,765.7 6 1.02 0.37-2.21
Unknown 282 0 - - 43.4 0 - -
Place of residence
Urban 87,227.8 89 1.19 0.95-1.46 106,509.7 19 1.00 0.60-1.56
Rural 36,342.3 58 1.88 1.42-2.42 36,842.6 12 1.80 0.93-3.15

2 Aged 30-74 years at the census.
b Age-specific mortality rates for entire population are taken as the reference.

general population [2,4,22]. Both physical availability and socio-
cultural acceptability are important determinants in the choice of
the method for the suicide. Some methods of self-harm have higher
case fatality rates [23,24]. In addition, the differences in prevalence
of particular methods for suicide methods play a role in
determining the differences in the gender ratio of suicide rates
between countries [25,26]. Hanging was the most common
method of suicide in Lithuania [22]. If compared to the methods
used by cancer patients in other countries, this method of suicide
was much more prevalent in Lithuania [27,28].

Recent large studies for Norway, United States and Korea have
shown that almost all cancer sites entail a slightly elevated suicide
risk [4,14,16]. It has been shown that the highest suicide risk is
consistently associated with respiratory and gastrointestinal
cancers [1-5,7,11,14,16]. However, the risk estimates for other
cancer sites substantially vary across studies. In many cases,
contradictory results can be explained by effects of random
variation due to relatively small numbers of suicide cases.
Unfortunately, findings of our study on suicide risk by cancer site
also suffer from the same shortcoming and should be interpreted
with caution.

The study found an uneven distribution of excess suicide
mortality of cancer patients by socio-demographic group. It has
been shown that education and marital status are strong
predictors of suicide mortality in Lithuania, whereas the place
of residence (urban-rural) has a moderate impact [29]. The
similar tendency was observed for the cancer patients. The
biggest disadvantage in suicide risk was found among lower
educated and non-married male cancer patients. The observed
group-specific pattern corresponds to the findings from other
countries [1,4,14,16]. Our study found a significantly higher risk
of suicide among cancer patients from the rural areas of
Lithuania. Possibly, it can be linked to poor availability of mental
health services and overall larger prevalence of mental health
problems and their factors in rural areas [29,30]. These findings
differ from other countries. For example, it has been shown that
in South Korea the risk of suicide is higher among the residents
of big cities [16].

It is important to consider the reliability of the data and other
potential limitations. Overall, the strength of this study is that it
is a population based study in which the cohort covers all cancer
cases in the whole country. In addition, this study is based on
the census-linked dataset covering the entire population of
Lithuania. One possible drawback of the census-linked data is
related to a potential bias in person years under risk for the

general population due to an underestimation of true emigration
levels (only official emigration records were used). However,
using indirect estimates of unregistered (undeclared) emigra-
tion by Statistics Lithuania (Statistics Lithuania 2008), we found
that this undercount may have only a very minor effect on
aggregate mortality rates.

Another potentially important issue concerns the quality of the
cause of death statistics. Suicide is very specific cause of death and
may be misclassified using other causes of death, such as accidents
or undetermined causes of death, due to the sensitivity of society to
such a diagnosis. Nevertheless, validity studies suggest that the
quality of both causes of death data (in general) and statistics of
external causes of deaths in the Baltic countries (including
Lithuania) is good [31-33]. Although it is possible that official
suicide figures might slightly underestimate the true levels of
suicide mortality in the general population, we believe that
possible misclassification may have only minor effects on our
findings. The latter assumption was also confirmed by the
outcomes of sensitivity analyses focusing on potential impacts
of misclassifying of suicides and injury deaths of undetermined
intent.

This study points to failures of health care to ensure adequate
medical and psychological help for cancer patients in Lithuania.
Depression and pain have been identified as the risk factors for
suicidal ideation in cancer patients [34,35]. It is known that opioid
analgesics are critical to the effective relief of cancer pain. At the
same time, in Lithuania the mean consumption of morphine in
2006 was among the lowest in Europe (less than the global mean of
5.9847 mg/per capita). This indicates that many patients in
Lithuania do not receive adequate pain relief [36]. The results of
our and other studies indicate that there is a critical period of
increased suicide risk immediately after the diagnosis. Hence, the
findings of this study may be helpful in developing in-depth
research surveys and suicide prevention programmes. The
systematic approaches to screening for depression and suicide
ideation hold promises for improved mental healthcare for
patients with cancer. Therefore, our findings suggest that
interventions identifying an early detection of depression or
suicidal ideation may help to prevent suicide among cancer
patients in Lithuania.
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Increasing suicide risk among cancer patients in Lithuania
from 1993 to 2012: a cancer registry-based study

Auguste Kaceniene? Agne Krilaviciute?, Jurgita Kazlauskiene®,

Giedre Bulotiene® and Giedre Smailyte®

Certain groups of individuals seem to have an increased
risk of committing suicide, and a number of studies have
reported an increased risk of suicide among cancer
patients. In this study, we aim to estimate the risk of suicide
among cancer patients in Lithuania over the period
1993-2012. The records of patients diagnosed with primary
cancer were extracted from the population-based
Lithuanian Cancer Registry and 273 511 cases of first
cancer were included in the analysis. Sex, age and calendar
period-standardized mortality ratios (SMRs) were
calculated by dividing the observed numbers of suicides
among cancer patients by the expected number using
national rates. An increased suicide risk was found for both
sexes combined [SMR = 1.31, 95% confidence interval (Cl):
1.21-1.41] compared with the general population. For all
cancer sites except melanoma and skin, and breast and
thyroid cancers, the relative suicide risk was elevated.

The suicide risk was almost three-fold higher for advanced-
stage patients compared with the general population
(SMR =2.89, 95% ClI: 2.24 — 3.73). The highest suicide risk
observed in our study was during the first 3 months
following cancer diagnosis (SMR = 2.43, 95%

Introduction

Numerous factors can contribute toward suicide, which is
rarely the consequence of one single cause or stressor
(Hawton and van Heeringen, 2009). The risk factors for
suicide among the general population are well estab-
lished and include a history of self-harm or suicide
attempts, psychiatric, personality or physical disorder, a
psychosocial crisis and biological and genetic factors
(Sadock and Sadock, 2000; Hawton and van Heeringen,
2009). A cancer diagnosis is a stressful life event; there-
fore, many supplementary factors increase vulnerability
to suicide in cancer patients. Uncontrolled pain and other
physical symptoms, psychological distress, existential
suffering such as lack of autonomy and independence,
hopelessness and helplessness are related to suicide in
oncology (Filiberti ez a/., 2001; Filiberti and Ripamonti,
2002).

A number of population-based cancer registry studies in
European countries (Louhivuori and Hakama, 1979;
Allebeck ez al., 1989; Levi et al., 1991; Storm et al., 1992;
Crocetti et al., 1998; Innos ¢ al., 2003; Hem e al., 2004;
Miccinesi ez al., 2004; Bjorkenstam ez al., 2005; Yousaf
et al., 2005; Robinson ez al., 2009; Oberaigner ¢ al., 2014;

0959-8278 Copyright © 2017 Wolters Kluwer Health, Inc. Al rights reserved.

Cl: 1.96 — 3.01), indicating a critical period shortly after
diagnosis. Despite ongoing increases in survival among
cancer patients and decreases in suicide mortality in the
general Lithuanian population during our study period,
the increasing risk for suicide indicates that cancer
patients’ clinical and psychosocial needs remain
unsatisfied. The major clinical implication of these data
suggests the importance of multidisciplinary preventive
interventions. European Journal of Cancer Prevention 26:
S197-S203 Copyright © 2017 Wolters Kluwer Health, Inc.
All rights reserved.
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Vyssoki ez al., 2015), the USA (Kendal, 2007; Misono
et al., 2008; Nasseri et al., 2012), Australia (Dormer ez al.,
2008) and South Korea (Ahn ez a/., 2010) have reported
that the risk of suicide in cancer patients is higher than
that for the general population. The majority of studies
reported a higher relative risk of committing suicide
among men than women (Allebeck ez /., 1989; Levi ez al.,
1991; Storm e al., 1992; Innos e al., 2003; Hem ez al.,
2004; Miccinesi ef al., 2004; Yousaf ef al., 2005; Kendal,
2007; Dormer et al., 2008; Misono et al., 2008; Robinson
et al., 2009; Ahn e al, 2010; Nasseri e al., 2012;
Oberaigner ¢t al., 2014; Vyssoki ¢z al., 2015). Higher sui-
cide rates were associated with a divorced or widowed
status (Louhivuori and Hakama, 1979; Hem ¢z al., 2004;
Ahn e al., 2010), White race (Kendal, 2007; Misono ¢z al.,
2008; Nasseri e al., 2012), lower education level and
being unemployed (Ahn ez 4/., 2010). Cancer-specific risk
factors included poor prognosis or advanced disease and
time since diagnosis, where the risk of suicide was
greatest in the first months or the first years after diag-
nosis (Allebeck et al., 1989; Levi e al., 1991; Crocetti
et al., 1998; Innos ez al., 2003; Hem ez al., 2004; Miccinesi
et al., 2004; Yousaf et al., 2005; Dormer et al., 2008;
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Robinson ¢z al., 2009; Ahn ez al., 2010; Oberaigner ¢z al.,
2014; Vyssoki er al., 2015). The risk was greater in
patients diagnosed with cancers that have a poor
prognosis (lung, bronchus, head and neck, oesophagus,
stomach, pancreas, liver, biliary) or nonlocalized disease
(Louhivuori and Hakama, 1979; Allebeck ez al., 1989;
Levi et al., 1991; Storm e al., 1992; Innos et al., 2003;
Hem ez al., 2004; Miccinesi e al., 2004; Bjorkenstam ez al.,
2005; Yousaf ez al., 2005; Kendal, 2007; Dormer ez al., 2008;
Misono ez al., 2008; Robinson ¢ al., 2009; Ahn ez al., 2010;
Nasseri ¢z al., 2012; Oberaigner e al., 2014; Vyssoki ¢ al.,
2015).

Lithuania’s suicide rate has topped the list of countries in
the world since the early 1990s (Varnik, 2012), and
according to the recent WHO (WHO, 2016) estimates,
Lithuania is still noted as having one of the highest sui-
cide rates among developed countries, with 30.9 cases
per 100000 in 2013. Our previous study with a short
observation period (8.5 years) showed a higher suicide
rate in cancer patients than in the general population, and
thus indicated a lack of adequate medical and psycholo-
gical help for the higher suicide risk group (Smailyte
et al., 2013). Therefore, we aimed to assess how the
suicide risk has changed during a 20-year period with
reference to the demographic and disease-related risk
factors in cancer patients.

In this study, we aimed to estimate the risk of suicide
among cancer patients in Lithuania over the period
1993-2012.

Patients and methods

Patients with cancer were identified from the Lithuanian
Cancer Registry, a population-based and nationwide
registry with data from 1978. In 1993, the Lithuanian
Cancer Registry became a full member of the
International Association of Cancer Registries and data
from the period 1988 to 1992 have been published in
International Association of Cancer Registries publica-
tions ‘Cancer Incidence on Five Continents’ (Parkin
et al., 2002; Curado e al., 2007; Forman et al., 2014).

In total, 287 798 primary cancer cases diagnosed between
1993 and 2012 were extracted from the Cancer Registry
database. Patients for whom the recorded date of diag-
nosis was the same as the date of death [13 979 (4.86%) of
all cases], cases lost to follow-up [219 (0.08%) of all cases]
and patients with missing information on cause of death
[89 (0.05%) of all deaths] were not included. Finally,
273511 first primary cancer cases (139 226 among men
and 134285 among women) were included in the
analysis.

Available data for this analysis included sex, age, date of
diagnosis and date of death, underlying cause of death,
cancer site and extent of disease (recoded for analysis
using the European Network of Cancer Registries
recommendations; Tyczynski ¢z a/., 2003). During the

Suicide risk in Lithuanian cancer patients Kaceniene et al. S199

study period, two versions of the International
Classification of Diseases (ICD) were used in the
Lithuanian Cancer Registry: ICD-9 from 1993 through
1997 and ICD-10 since 1998. The mortality codes for
suicide and self-inflicted injuries were defined as
E950-E959 according to ICD-9 and X60-X84 according
to ICD-10.

Person-years were computed from the date of cancer
diagnosis to the first of the following events: death,
emigration or end of the follow-up (31 December 2012).
For individuals with more than one cancer diagnosis, the
date of the first cancer was considered the start of the
period at risk. Sex, age and calendar period-standardized
mortality ratios (SMRs) were calculated by dividing the
observed numbers of suicides among cancer patients by
the expected number of deaths, calculated using national
rates. Assuming that data followed a Poisson distribution
95% confidence intervals (Cls) for SMRs were calculated.
A y*-test for trend was performed to evaluate changes in
the suicide risk of cancer patients over age groups and
period of cancer diagnosis (Breslow and Day, 1987).

All statistical analyses were carried out using STATA,
version 11; StataCorp., College Station, Texas, USA.

Results

During the follow-up period, 654 patients diagnosed with
cancer (504 men and 150 women) committed suicide. An
increased suicide risk was found for both sexes combined
(SMR=1.31, 95% CI: 1.21-1.41) compared with the
general population. The SMRs were significantly
increased in both male and female cancer patients, with
SMRs of 1.32 (95% CI: 1.21-1.44) and 1.27 (95% CI:
1.08-1.49), respectively (Table 1). For all cancer sites,
except melanoma and other skin cancers, and breast and
thyroid cancers, the relative suicide risk was elevated.
The highest statistically significantly increased suicide
risk was based on a low number of cases in patients with
nasal cavity and sinus cancer (SMR =7.13, seven cases)
and bone and articular cartilage cancers (SMR = 3.57, four
cases). Among men, the risk was significantly increased
in patients diagnosed with cancers of respiratory and
digestive organs (oral cavity and pharynx, oesophagus,
stomach, colorectal, pancreas, nasal cavity and sinus, lar-
ynx and lung cancers), whereas the suicide risk for male
cancer patients diagnosed with prostate cancer was only
slightly elevated (SMR=1.14, 95% CI: 0.95-1.36).
Among women, stomach, colorectal, genital organs and
haematopoietic cancer patients showed a significantly
increased suicide risk, whereas the suicide risk for
women with breast cancer diagnoses did not show a sta-
tistically significant difference from that of the general
population (SMR =0.99, 95% CI: 0.67-1.46).

The risk for suicide seems to increase with age, with
SMRs of 1.26, 1.36, 1.43 and 1.46 in the age groups

Copyright © 2017 Wolters Kluwer Health, Inc. All rights reserved.
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Table 2 Suicide risk by age, time after diagnosis, extent of disease and period of cancer diagnosis among cancer patients in Lithuania,

1993-2012
Male Female Overall
Variables Observed Expected SMR (95% CI)  Observed Expected SMR (95% CI)  Observed Expected SMR (95% CI)
Age group
0-14 0 0.7 - 0 0.1 - 0 0.9 -
15-49 61 57.6 1.06 (0.82-1.36) 25 24.9 1.00 (0.68-1.49) 86 825 1.04 (0.84-1.29)
50-59 108 90.56 1.14 (0.94-1.38) 41 241 1.70 (1.25-2.31) 144 114.7 1.26 (1.07-1.48)
60-69 170 118.1 1.44 (1.24-1.67) 32 30.3 1.06 (0.75-1.50) 202 148.3 1.36 (1.19-1.56)
70-79 127 87.8 1.45 (1.21-1.72) 40 285 1.40 (1.03-1.91) 167 116.4 1.43 (1.23-1.67)
>80 43 27.4 157 (1.16-2.11) 12 103 1.17 (0.66-2.06) 55 37.7 1.46 (1.12-1.90)
Trend: z>=156.3; P<0.001 Trend: z*=28.7; P=0.004 Trend: z*=183.4; P<0.001
Extent of disease
Tumour localized 195 189.8 1.03 (0.89-1.18) 69 72.0 0.96 (0.76-1.21) 264 261.7 1.01 (0.89-1.14)
Tumour with local spread 122 82.9 1.47 (1.23-1.76) 17 121 1.40 (0.87-2.26) 139 95.0 1.46 (1.24-1.73)
Tumour with regional spread 63 32.3 1.95 (1.563-2.50) 18 14.4 1.25 (0.79-1.99) 81 46.6 1.74 (1.40-2.16)
Advanced cancer 40 16.1 2.48(1.82-3.38) 19 4.3 4.44 (2.83-6.95) 59 20.4 2.89 (2.24-3.73)
Unknown extent 52 33.6 1.55 (1.18-2.03) 1 9.2 1.20 (0.66-2.16) 63 42.8 1.47 (1.15-1.89)
Other® 32 27.6 1.16 (0.82-1.64) 16 6.2 2.56 (1.57-4.18) 48 33.9 1.42 (1.07-1.88)
Time after diagnosis
0-2 months 66 285 2.32 (1.82-2.95) 18 6.1 2.97 (1.87-4.71) 84 345 2.43 (1.96-3.01)
3-5 months 43 24.0 1.79 (1.33-2.42) 8 5.4 1.48 (0.74-2.95) 51 29.4 1.74 (1.32-2.28)
6-8 months 32 211 1.52 (1.07-2.15) 6 5.0 1.19 (0.54-2.66) 38 26.1 1.46 (1.06-2.00)
9-11 months 24 19.0 1.27 (0.85-1.89) 5 4.7 1.07 (0.44-2.56) 29 23.6 1.23 (0.85-1.76)
12-14 months 17 17.3 0.98 (0.61-1.58) 8 4.4 1.81 (0.91-3.62) 25 21.7 1.15 (0.78-1.70)
15-17 months 22 16.0 1.38 (0.91-2.09) 6 4.2 1.43 (0.64-3.19) 28 20.2 1.39 (0.96-2.01)
18-20 months 20 149 1.34 (0.87-2.08) 8 4.0 2.01 (1.00-4.01) 28 189 1.48 (1.02-2.15)
21-23 months 18 141 1.28 (0.80-2.03) 5 3.9 1.30 (0.54-3.12) 23 18.0 1.28 (0.85-1.93)
24-35 months 74 48.6 152 (1.21-1.91) 14 138 1.02 (0.60-1.72) 88 62.4 1.41 (1.14-1.74)
4-5 years 64 70.4 0.91 (0.71-1.16) 30 215 1.40 (0.98-2.00) 94 91.9 1.02 (0.84-1.25)
6-10 years 92 81.8 1.12 (0.92-1.38) 33 31.4 1.05 (0.75-1.48) 125 113.2 1.10 (0.93-1.32)
>10 years 32 26.6 1.20 (0.85-1.70) 9 13.9 0.65 (0.34-1.24) 41 40.5 1.01 (0.74-1.37)
Period
1993-1997 123 105.1 1.17 (0.98-1.40) 32 40.4 0.79 (0.56-1.12) 155 145.5 1.07 (0.91-1.25)
1998-2002 170 114.0 1.49 (1.28-1.73) 58 40.1 1.45 (1.12-1.87) 228 154.1 1.48 (1.30-1.68)
2003-2007 145 1114 1.30 (1.11-1.53) 30 26.8 1.12 (0.78-1.60) 175 138.2 1.27 (1.09-1.47)
2008-2012 66 51.7 1.28 (1.00-1.63) 30 108 2.77 (1.94-3.96) 96 62.5 1.54 (1.26-1.88)

Trend: y2=94.7; P<0.001

Trend: y>=59.4; P<0.001 Trend: z>=147.4; P<0.001

Cl, confidence interval; SMR, standardized mortality ratio.

2The TNM system is not used for coding of the extent of lymphomas, leukaemias, brain tumours and childhood cancers (defined as < 15 years of age at diagnosis).

50-59, 60-69, 70—79 and older than 80 years,
respectively (test for trend P <0.001, Table 2).

The suicide risk varied depending on the extent of the
disease. Patients with localized tumours showed no
excess risk for suicide (SMR =1.01, 95% CI: 0.89 — 1.14),
whereas the suicide risk was almost three-fold higher for
the advanced-stage patients compared with the general
population (SMR=2.89, 95% CI. 2.24-3.73). A sig-
nificantly increased suicide risk was also found in groups
of patients with local and regional spread cancer.

The suicide risk was the greatest during the first
3 months after diagnosis (SMR=243, 95% CI
1.96-3.01) and decreased with increasing time after
diagnosis. During the first year, the suicide risk decrease
gradually, and thereafter became statistically insignificant
from the ninth month onward after the diagnosis.
Another period of increased risk was observed during the
second and third year after diagnosis with a significantly
increased SMR at 18-20 and 24-35 months for women
and men, respectively.

The relative risk of suicide increased during the study
period, with SMRs from 1.07 (95% CI: 0.91—-1.25) in

1993 — 1997 to 1.54 (95% CI: 1.26 — 1.88) in 2008 — 2012
(test for trend P <0.001).

Discussion

In this study, we estimated the risk of suicide among
cancer patients in Lithuania over the period 1993-2012.
A significantly increased suicide risk was observed for
both sexes, with the highest risk to commit suicide
shortly after cancer diagnosis. Patients with advanced-
stage diagnosis and poor-prognosis cancers had a higher
suicide risk than those with a better prognosis. Our
results confirm previously reported results from a smaller
Lithuanian study on the basis of the census-linked
dataset (Smailyte ¢z al., 2013).

The majority of previous studies reported a higher sui-
cide risk among men than women (Allebeck ¢z /., 1989;
Levi et al., 1991; Storm er al., 1992; Hem et al., 2004,
Miccinesi ¢ al., 2004; Yousaf ez al., 2005; Kendal, 2007;
Dormer ez al., 2008; Misono ¢ al., 2008; Robinson e al.,
2009; Ahn ez al., 2010; Nasseri ez al., 2012; Oberaigner
et al., 2014; Vyssoki ez al., 2015). Only three studies from
Europe (Finland, Italy and Sweden) have found a higher
risk of suicide among women than men (Louhivuori and
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Hakama, 1979; Crocetti e al., 1998; Bjorkenstam ez al.,
2005). A study from Estonia has reported suicide risk in
female cancer patients to be lower than that in the gen-
eral population. However, the results were based on a
small sample size and could have been caused by chance
alone (Innos ez al., 2003). In our study, we found almost
the same suicide risk for both sexes.

Site-specific findings of our study show that almost all
cancer sites entail a slightly increased suicide risk.
Previous large registry-based studies have shown that the
highest suicide risk is consistently associated with head
and neck, respiratory and digestive system cancers
(Louhivuori and Hakama, 1979; Allebeck ez al., 1989;
Levi et al., 1991; Storm et al., 1992; Innos et al., 2003;
Hem e al, 2004; Bjorkenstam e al., 2005; Kendal,
2007; Misono ¢z al., 2008; Ahn et al., 2010; Nasseri ez al.,
2012; Smailyte er al., 2013; Oberaigner e al., 2014,
Vyssoki ez al., 2015). Our site-specific results also confirm
this pattern. In this study, we found consistently higher
suicide risk for cancers with lower survival rates. In
Lithuania, between 1995 and 2009, the lowest 5-year
relative survival estimates (between 8 and 4%) were
reported for patients with lung, liver, oesophageal and
pancreatic cancers (Krilaviciute ¢z /., 2014). In our study,
a significantly higher suicide risk was observed for cancer
sites with a 5-year relative survival below 50% according
to the results of the survival investigation. In contrast,
thyroid, skin melanoma and breast cancer patients (rela-
tive survival around 70% and above) showed no excess
suicide risk. Bjorkenstam ez /. (2005), in their survey,
also identified that cancer diagnoses with a low 5-year
survival rate correlated with a high suicide rate.

Advanced disease was one of the strongest cancer-related
risk factors for suicide in this analysis. The SMR
increased with cancer severity and was the highest among
patients with advanced cancer diagnosis. Our results
corroborate findings from other studies where the suicide
risk has been shown to be associated with nonlocalized
disease or distant metastases (I.ouhivuori and Hakama,
1979; Storm e al., 1992; Hem et al., 2004; Yousaf ez al.,
2005; Kendal, 2007; Misono e al., 2008; Bill-Axelson
et al., 2010; Mahdi ez al., 2011; Turaga er al., 2011; Yu
et al., 2012; Oberaigner ¢z al., 2014; Vyssoki ez al., 2015).

The highest suicide risk observed in our study during the
first 3 months following cancer diagnosis than at any later
time indicates a critical period shortly after diagnosis.
Direct comparisons with previous studies are difficult
because of the different time intervals analysed; however,
our finding is in agreement with many of the previous
studies, which found the peak of suicide risk within the
first months or years after diagnosis (Allebeck e a/., 1989;
Levi ez al., 1991; Crocetti et al., 1998; Innos ¢ al., 2003;
Hem ez al., 2004; Miccinesi ez al., 2004; Yousaf ez al., 2005;
Dormer ez al., 2008; Misono e al., 2008; Robinson e al.,
2009; Ahn e al, 2010; Oberaigner e al., 2014
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Vyssoki ez al., 2015). Dormer ez al. (2008), for the first
time, grouped the first 2 years after diagnosis into
3-month intervals and identified a maximum suicide risk
within the first 3 months, with a second peak at
12-14 months, which they suggested may be because of
recurrence of disease, occurrence of metastases or the
failure of treatment. We also observed a second peak of
increased suicide risk, although at a later period in time
compared with the study by Dormer ez a/. (2008) — at
18-20 months after diagnosis for women and at
24-35 months for men. The potential reasons for the
second peak could not be investigated within our data.
The results of the study by Nasseri ¢z a/. (2012) from
California showed that the time of the suicide after
diagnoses varies by the organ site. For example, in
patients with cancer of the lung and bronchus or women
with breast cancer, half of all suicides were committed
within the first months after diagnosis, whereas in men
with prostate cancer, this period was 3.3 years.

Only a few studies have explored the period immediately
after a cancer diagnosis. In the first large study to examine
suicidality within the first month after diagnosis of
3678868 patients from the Surveillance, Epidemiology,
and End Results program, Johnson ez /. (2012) identified
a peak window in suicides within the first month follow-
ing the diagnosis of cancer. In a recent study from
Sweden, Fang ¢z a/l. (2012) reported a relative risk of 12.6
(95% CI: 8.6-17.8) during the first week, 4.8 (95% CI:
4.0-5.8) during the first 12 weeks and 3.1 (95% CI:
2.7-3.5) during the first year of diagnosis. These results
and our findings confirm that the increased suicide risk,
after cancer diagnosis, is not constant throughout a cancer
patient’s lifespan and that there exists a specific critical
period after diagnosis.

Because of major political and socioeconomic changes in
the society after the restoration of independence (in
1990), the suicide rate in Lithuanian has not been stable
during the study period. A world age-standardized sui-
cide mortality rate peaked at 44.3 per 100 000 in 1996 and
decreased thereafter to 25.7 per 100 000 in 2012 (WHO,
2016). During our study period, the suicide risk increased
constantly for cancer patients. The same increasing trend
in suicide risk with time was also observed by two Danish
studies (Storm ¢z al., 1992; Yousaf ez al., 2005) and a study
from South Korea (Ahn ¢ /., 2010). Nevertheless, there
is some evidence from other studies that the relative risk
of suicide in cancer patients is decreasing (Hem ez al.,
2004; Miccinesi et al., 2004; Bjorkenstam ez al., 2005).
Improvements in cancer treatment and survival were
proposed as possible explanations for these findings.
Importantly, the cancer survival increased for 20 of 24
common cancers between 1995-1999 and 2005-2009,
suggesting that medical progress has been ongoing in the
recent decade in the area of oncology in Lithuania
(Krilaviciute ez al., 2014). However, the increasing suicide
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risk during our study period was significant for

both sexes.

The major strength of this study is that data from a
population-based nationwide cancer registry were used.
The Lithuanian Cancer Registry routinely collects
information on some demographic (sex, age at diagnosis,
cause of death, survival time, residence) and illness
(anatomic site, grade, stage) factors. Unfortunately, the
registry database does not provide information on
potential confounding factors such as marital or socio-
economic status, comorbidities or psychiatric conditions
of the study individuals. Moreover, even in this study
cohort of 20 years, covering the entire population, some
of the cancer groups were extremely small, thus limiting
the statistical power of the study.

The results of this study clearly point to an excess of
suicidal behavior among cancer patients. During the
study period, 654 patients committed suicide instead of
the expected 500, showing a 30% higher suicide risk
among cancer patients compared with the general
population. Our results identified higher suicide risk
groups among the following Lithuanian cancer patients:
recently diagnosed patients, patients with nonlocalized
diagnoses or disease with a low survival rate, also indi-
viduals aged 50 years of or older at diagnosis. It is evident
that diagnosis of cancer and its treatment can result in a
strong psychological distress in the patients. A study from
Spain reported an excessive prevalence of suicidal idea-
tion (25.2%) in oncologic patients together with a high
prevalence of depression (52.9-78.4%), hopelessness
(88.2%) and high anxiety levels (45.1%) in these patients
(Diaz-Frutos ez al., 2016). These findings are consistent
with the previous literature suggesting that the occur-
rence of hopelessness, and depression and anxiety during
the oncological process increases the risk of suicidal
behaviours (Balci Sengul er a/., 2014; Costantini ¢ al.,
2014). In Lithuania, a high prevalence of post-traumatic
stress symptoms (51.5%) was identified among newly
diagnosed breast patients (Bulotiene and
Matuiziené, 2014).

cancer

This study and previous studies imply that some cancer
patients experience profound suffering and psychological
distress and should receive proper assistance and psy-
chological support during their illness, especially during
the first three months after diagnosis, for those with an
advanced-stage cancer and for those with cancers that
have a poor prognosis. Moreover, considerable evidence
suggests that psychosocial interventions are effective in
reducing the psychological distress and depression asso-
ciated with cancer and improve the quality of life in
cancer patients (Trijsburg ez al., 1992; Bottomley, 1997;
Fukui ez al., 2000; Akechi, 2012).

Conclusion

The results of this study suggest a significantly increased
risk of suicide among cancer patients for both sexes. The
highest suicide risk observed in our study was during the
first 3 months following cancer diagnosis compared with
that of any later time, and indicates a critical period
shortly after diagnosis. Cancer diagnoses with lower sur-
vival rates or diagnoses at more advanced stages were
associated with higher suicide risk. Despite ongoing
increases in survival among cancer patients and decreases
in suicide mortality in the general Lithuanian population
during our study period, the increasing risk for suicide
indicates that the cancer patient’s clinical and psychoso-
cial needs are not being met. The major clinical impli-
cation of these data suggests the importance of
multidisciplinary preventive interventions.
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Abstract

Purpose We aimed to estimate suicide risk among colorectal cancer patients in the country showing the highest suicide rates
among developed countries.

Methods Patients with colorectal cancer diagnosed between 1998 and 2012 were identified from the Lithuanian Cancer Registry.
Standardised mortality ratios (SMRs) for suicide were calculated for patients diagnosed with cancer in Lithuania, relative to
suicide rates in the general population.

Results Twenty thousand seven hundred sixty-five primary colorectal cancer cases diagnosed between 1998 and 2012 were
extracted from the database. Among 19,409 first primary colorectal cancer patients, we identified 67 suicides and the expected
number of suicides calculated from general population was 41.4 in this cohort, resulting in an SMR of 1.62 for both sexes (95%
CI, 1.27-2.06). A higher suicide risk was found for women (SMR 2.15; 95% CI 1.35-3.41), than for men (SMR 1.48; 95% CI
1.12-1.96). The suicide risk was almost twice higher in patients 60 and older, with highest increase in the oldest patients (SMR
2.12,95% CI 1.01-4.46). The risk of suicide was not significantly elevated in colorectal cancer patients with localised tumours,
but there was a fourfold increase in risk in patients with stage IV tumours. Compared with the general population, the risk of
suicide among colorectal cancer patients was four times higher during the first 3 months after diagnosis and decreased thereafter.
Conclusions The patients with colorectal cancer have a higher rate of suicide compared with the general Lithuanian population.
Sex, age, advanced rectal cancer and distant spread of disease were the main predictors of suicide among colorectal cancer
patients.

Keywords Colorectal cancer - Suicide - Predictors - Population-based study

Introduction survival rate has increased from 55.4 up to 63.4% in

2005 and 2010 [3].

Over 1.8 million new colorectal cancer cases and 881,000
deaths are estimated to occur in 2018, accounting for
about 1 in 10 cancer cases and deaths [1]. The incidence
of colorectal cancer is increasing in certain countries
where risk has been historically low, most notably in eco-
nomically transitioning Eastern European countries, in-
cluding Lithuania [2]. In Lithuania, 5-year overall
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Registry-based studies suggest an increased risk of suicide
among cancer patients world-wide and in Lithuania [4-6].

Lithuania is among the highest rates of suicides—age
standardised suicide rate was 25.7 for both sexes, and it comes
to even 47.5 in male sex in 2016 (http://apps.who.int/gho/
data/node.main. MHSUICIDEASDR ?lang=en). The suicide
rate has declined over the past few years from 30.41 suicides
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per population of 100,000 in 2015 to 26 last year (https://osp.
stat.gov.1t/). In particular, it is important to explore whether
suicide risk is affected by a cancer diagnosis among colorectal
cancer patients in Lithuania in relation sociodemographic
groups, anatomic cancer sites, tumour characteristics and
time since diagnosis.

To our knowledge, there are only three studies assessing
predictors of suicide in colorectal cancer specifically [6-8].

Patients and methods

In total, 20,765 primary colorectal cancer cases diagnosed
between 1998 and 2012 were extracted from the Cancer
Registry database. Patients for whom the recorded date of
diagnosis was the same as the date of death (1341 (%) of all
cases), cases lost to follow-up (11 (%) of all cases) and pa-
tients with missing information on cause of death (4 (0.03%)
of all deaths) were not included. Finally, 19,409 first primary
colorectal cancer cases (9504 among men and 9905 among
women) were included in the analysis, contributing to
85,505.6 person-years (39,551.3 and 45,954.3 for females
and males, respectively). Available data for this analysis in-
cluded sex, age, date of diagnosis and date of death, underly-
ing cause of death, cancer site and tumour stage. Patients were
identified using International Classification of Diseases (ICD—
10 codes C18—C21) for primary colorectal cancer topography
(disease). The mortality codes for suicide and self-inflicted
injuries were defined as X60-X84. Standardised mortality
ratios (SMRs) were examined in relation to a number of fac-
tors: sex (separately for men and women), age at diagnosis (<
50, 50-59, 60-69, 70-79, > 80), calendar period of diagnosis
(1998-2002, 2003-2007, 2008-2012), time since colorectal
cancer diagnosis (1-3, 4-6, 7-12 months, and 24 or >
5 years), extent of disease and cancer site (C18-19, C20-
21). Person-years were computed from the date of colorectal
cancer diagnosis to the first of the following events: death,
emigration or end of the follow-up (31 December 2016).
Sex, age and calendar period SMRs were calculated by divid-
ing the observed numbers of suicides among cancer patients
by the expected number of deaths, calculated using national
rates. Assuming that data followed a Poisson distribution,
95% confidence intervals (CIs) for SMRs were calculated.

All statistical analyses were carried out using STATA, ver-
sion 11; StataCorp., College Station, TX, USA.

Results

Among 19,409 first primary colorectal cancer patients, we
identified 67 suicides and the expected number of suicides
calculated from general population was 41.4 in this cohort,
resulting in an SMR of 1.62 for both sexes (95% CI, 1.27—

@ Springer

2.06). A higher suicide risk was found for women (SMR 2.15;
95% CI 1.35-3.41) than for men (SMR 1.48; 95% CI 1.12—
1.96) (Table 1). The suicide risk was almost twice higher in
patients 60 and older, with highest increase in the oldest pa-
tients (SMR 2.12, 95% CI 1.01-4.46). We found decreasing
risk of suicide by period of diagnosis. The risk of suicide was
significantly increased in colorectal cancer patients diagnosed
with cancer in 1998-2002, as compared to the general popu-
lation (SMR 2.14; 95% CI 1.54-2.96) and became similar to
the general population rates in patients diagnosed with colo-
rectal cancer in 20082012 (SMR 1.04; 95% CI 0.58-1.88).
The risk of suicide was not significantly elevated in colorectal
cancer patients with localised tumours, but there was a four-
fold increase in risk in patients with stage IV tumours (SMR
4.16; 95% CI, 2.31-7.53). The risk was elevated in both pa-
tients with colon and rectal cancer, significant differences
were observed only for rectal cancer patients (SMR 1.94;
95% ClI, 1.39-2.70). Compared with the general population,
the risk of suicide among colorectal cancer patients was four
times higher during the first 3 months after diagnosis (SMR
4.28, 95% CI 2.30-7.96) and decreased thereafter. However,
suicide risk remained significantly higher during the first
5 years after diagnosis.

Discussion

We found that patients with colorectal cancer have an approx-
imately fourfold higher risk of suicide compared with the gen-
eral Lithuanian population. Previous investigators have re-
ported similar findings [6-8]. Just recently, Sun et al. has pub-
lished their results from Taiwan population-based study show-
ing statistically significant higher risk of suicide in the colo-
rectal cancer group compared with the control group [7].

Our results that female sex is a risk factor for suicide are
totally different from the findings of previous studies in colo-
rectal cancer [6, 7] and from general Lithuanian population
[8]. The possible explanation might be the changes of body
image after getting stoma or significant changes in pelvic or-
gan functions (bowel dysfunction, urogenital dysfunction)
which significantly affect the quality of life [9, 10].

We have also found that the advanced disease in rectal
cancer increases the suicidal risk. The same results were
shown in all similar studies [6-8]. This also can be ex-
plained by the differences in symptoms of proximal colon
and distal rectum, different treatment modalities (while in
rectal cancer, there can be chemoradiotherapy prescribed
before definite surgery—Ilonger treatment period) and in-
creased chance of getting stoma. Different treatment mo-
dalities affect quality of life significantly. This also raises
a question whether these patients get proper counselling
about the treatment process.
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The decrease of suicide in patients with colorectal cancer in
period 2008-2012 was found—this is almost the same as in
general population.

In our study, patients with colorectal cancer have higher
risk of suicide than the general Lithuania population. The rate
of suicide is highest within the first 3 months after diagnosis.
Female sex, advanced rectal cancer, distant stage disease is
significantly associated with increased risk of suicide.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional
claims in published maps and institutional affiliations.
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1 | BACKGROUND

Breast cancer is the second most common cancer in the world and the
most frequent cancer among women.! This disease is one of the most
stressful events in someone's life, what can trigger a depression.? In
investigations made worldwide tendency was observed, that older,
not employed, low educated and single patients are more prone to
depression.®¢ Lithuania remains a country where depression in cancer
patients is under studied. Taking into account that the suicidal rate of
the general population of Lithuania is one of the biggest in Europe
since 1993,7 it is very important to investigate the risk factors for
depression. Lithuania is a country in which many economic, political,
and social changes have occurred during the last two decades. We
had a hypothesis that risk factors of depression in Lithuanian breast
cancer patients will differ from other European non post-soviet coun-
tries because of economic level and social-cultural features.? The main
aims of this study were to evaluate prevalence and risk for depression
in Lithuanian women diagnosed with breast cancer, and to identify the
influence of social, demographic, psychological, and clinical factors on

the depression.

2 | METHODS

2.1 | Design and data collection

The questionnaire survey was performed in the National Cancer
Institute between 2012 and 2014. Participants were newly

diagnosed breast cancer patients, age 18 to 80 years with T1-3NO-
3MO stage breast cancer. Patients completed questionnaires before
beginning cancer treatment and at one-year follow-up. Completed
questionnaires included: The Beck Depression Inventory Second Edi-
tion (BDI-II)’; Vrana &Lauterbach Traumatic Events Scale-Civilian
version (TEQ)'; a questionnaire on patients' satisfaction about the
communication of the diagnosis, and necessity of psychological

support.

2.2 | Statistical analysis

Descriptive statistics were used to characterize the sample. Categori-
cal variables were expressed as absolute and relative frequencies.
Mann-Whitney U was used for between-group comparisons of BDI-
Il scores and Pearson's chi-square test for categorical variables. Cate-
gorical variables were compared using Pearson's chi-square test. The
odds ratios (OR) and 95% confidence intervals (95% Cl) for depression
and risk variables were estimated using multiple logistic regression.
The BDI-II cut-off of >13 score was used to dichotomize patients into
cases and non-cases. Unvariate logistic regression was conducted to
explore the unadjusted association between variables and outcome.
Likelihood ratio test was used for models fit. Summary measures of
goodness of fit (likelihood ratio chi-square and Hosmer and
Lemeshow's goodness-of-fit test) were conducted for assessing fit of
the models. Receiver operating characteristics curve was used to
assess discrimination power of the model. For assessing changes of
prevalence of depression symptoms over time, McNemar's chi-square

2508 | © 2018 John Wiley & Sons, Ltd.

wileyonlinelibrary.com/journal/pon

Psycho-Oncology. 2018;27:2508-2510.

137



KAZLAUSKIENE ET AL.

was used. Any P-values lower than 0.05 were considered significant.
Analyses were conducted with Stata 12.1 (StataCorp LP).

The study was approved by the Lithuanian Bioethics Committee,
No. 158200-07-367-94. All patients gave written informed consent.

3 | RESULTS

We involved 457 breast cancer patients into the study; the 421 (92%)
had filled the questionnaires. After 1 year 188 patients participated,
the response rate was 45%. The characteristics of the samples at base-
line and follow-up do not differ significantly (Table 1). Immediately
after cancer diagnosis, 37% of breast cancer patients had mild, moder-
ate, or severe symptoms of depression, and after 1 year 35% of
patients. No significant increase was observed in the proportion of
patients who had no symptoms of depression after 1 year (28.4%,
30.3%, P = 0.063). Also, no differences in distribution of BDI scores
immediately after diagnosis and 1 year later were found. The median
of the BDI-Il scores immediately after cancer diagnosis was 10, and
after 1 year 8 (P = 0.31).

3.1 | Risk factors for depression immediately after
cancer diagnosis

The logistic regression analysis showed that breast cancer patients
over 55 years had a 2.25 times greater risk of suffering from depres-
sion compared with those who were younger. It was ascertained that
39% of breast cancer patients were not satisfied regarding how they
were informed about their cancer diagnosis. These patients had a 3
times bigger risk for depression. Eighty percent of patients stated that
during their lifetime, they had experienced some stressful and trau-
matic events. Previous traumatic events, which were still stressful,

had a significant impact on risk for developing depression.

3.2 | Risk factors for depression 1 year after cancer
diagnosis

Married patients had a 2.36 times bigger risk for developing depres-
sion 1 year after cancer diagnosis. For those living in urban areas,
the chance for depression was 3.42 times greater. An employed per-
son had less chance of developing depression. Satisfaction with deliv-
ery of their diagnosis was very important for breast cancer patients
even 1 year after. Those patients, who were dissatisfied with how
the cancer diagnosis was communicated, were 2.42 times more prone
to depression. If the patients had a traumatic experience in the 1-year
period after cancer diagnosis, their risk for depression increased 4.58

times.

4 | DISCUSSION

More than one third of breast cancer patients were suffering from
mild, moderate, or severe depression after cancer diagnosis and 1-year
follow-up as well. These findings meet with the data of other surveys
that a significant number of breast cancer patients has 2 to 3 times

elevated anxiety and depression.? The prevalence of depression in

WILEY—2%

Key points

e Investigations on prevalence of depression among

breast cancer patients have been carried out
worldwide, but data on risk factors in Lithuania are

lacking.

e Lithuania is a post-soviet country in which many rapid
changes in economic, political, and social areas during
the last two decades occurred, that is why the risk
factors in such countries may differ.

Following a survey of risk factors in breast cancer
patients' depression was linked to older age, living in a
partnership, urban living area, stressful experience that
remains traumatic, and dissatisfaction with diagnosis

delivery manner.

e In contrast with other investigations, living in a
partnership did not reduce the risk of depression in
Lithuanian breast cancer patients. That is why
involvement of family members in to treatment
process of breast cancer patient would be most
valuable.

e More than one third of patients did not like how the
breast cancer diagnosis was delivered. The data
indicate that further investigation is needed on
improving delivery of information about cancer.

different investigations varies from 9 till 56%, and no significant effect
of time on depression was found.>"®

Our study confirmed existing findings>* that unemployed and
older breast cancer patients (>55 years) have risk of developing
depression. We discovered important correlation between depression
and patients' marital status. In contrast to a study made in Poland® in
our study sample, women living in partnership had higher risk for
depression compared with those who were single. Previous research
carried on in Lithuania also revealed that marital status had rather con-
troversial effects on quality of life.®

We found no clear association between clinical state and develop-
ment of depression.

We found that the patients who did not cope well with earlier
traumatic experience had more risk for developing depression, even
if the stressful event was many years before. Recent stressful experi-
ence also has an influence on developing depression.

One of the most important issues in breast cancer patients' care is
how the cancer diagnosis was delivered. More than one third of Lith-
uanian patients did not like the way how they were informed about
cancer, and these patients were more prone to depression even 1-year
follow up. Limitation of the study is that we did not found out what
are the best ways of delivering information about breast cancer: what
time, manner, and place are most suitable. Our research showed that
these issues have a huge impact on women's feelings.
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TABLE 1 Demographic and clinical characteristics of breast cancer patients

Characteristic

Age (years) Median

Range

Less than bachelor's
Bachelor's or higher

Education level (%)

Marital status (%)
Separated, divorced, widowed

Employment status (%) Not employed
Employed
Urban

Rural

Place of residence (%)

Tumor stage (%) |
Il
1]

No depression
Minimal depression
Mild depression
Moderate depression
Severe depression

Level of depression (%)

5 | CONCLUSIONS

Risk factors for depression of breast cancer patients are as follows:
older age, living in partnership, urban living area, stressful experience,
which is still traumatic, and dissatisfaction with diagnosis delivery
manner. Recognition of these risk factors and mandatory training of
medical staff in communication can improve quality of care of breast

cancer patients.

CONFLICT OF INTEREST

None declared.

ORCID

Jurgita Kazlauskiene © http://orcid.org/0000-0003-0671-5966
REFERENCES

1. The GLOBOCAN 2012 database cancer incidence, mortality and prev-
alence worldwide. International Agency for Research on Cancer http://
globocan.iarc.fr. Accessed 1 May 2017.

N

Izci F, ligun AS, Findikli E, Ozmen V. Psychiatric symptoms and psycho-
social problems in patients with breast cancer. J Breast Health.
2016;12(3):94-101.

Kaminska M, Kubiatowski T, Ciszewski T, et al. Evaluation of symptoms
of anxiety and depression in women with breast cancer after breast
amputation or conservation treated with adjuvant chemotherapy. Ann
Agric Environ Med. 2015;22(1):185-189.

w

1

139

Currently married or long-term relationship

EN

o

~

[

0

©

Immediately after 1 Year after
Diagnosis N = 421 Diagnosis N = 188
55 58
21-80 29-80
329 28.0
67.1 72.0
62.5 71.0
37.5 29.0
28.9 29.6
711 70.4
76.6 77.5
234 225
444 49.0
36.7 39.4
18.9 117
284 30.3
34.4 34.6
18.6 19.1
115 85
7.2 74

. Tojal C, Costa R. Depressive symptoms and mental adjustment in

women with breast cancer. Psychooncology. 2015;24(9):1060-1065.

Batenburg A, Das E. Emotional approach coping and the effects of
online peer-led support group participation among patients with breast
cancer: a longitudinal study. J Med Internet 2014; Res 16 (11):e256.

. Vahdaninia M, Omidvari S, Montazeri A. What do predict anxiety and

depression in breast cancer patients? A follow-up study. Soc Psychiatry
Psychiatr Epidemiol. 2010;45(3):355-361.

. Global Health Observatory (GHO) database 2015. World Health Orga-

nization. Global Service Centre 2015. http://www.who.int. Accessed 13
April 2017.

. Bulotiene G, Veseliunas J, Ostapenko V. Quality of life of Lithuanian

women with early stage breast cancer. BMC Public Health. 2007;
7(1):124.

. Beck AT, Steer RA, Brown GK. Beck Depression Inventory-Second Edition

(BDI-ll). The Psychological Corporation; 1996.

Lauterbach D, Vrana S. The relationship among personality variables,
exposure to traumatic events, and severity of post-traumatic stress
symptoms. J Trauma Stress. 2001;14(1):29-24.

How to cite this article: Kazlauskiene J, Kaceniene A,
Smailyte G, Zagminas K, Navickas A, Bulotiene G. The risk fac-
tors for depression in Lithuanian breast cancer patients.
Psycho-Oncology. 2018;27:2508-2510. https://doi.org/10.1002/
pon.4820



Received: 6 March 2018 Revised: 27 March 2018 Accepted: 6 May 2018

DOL: 10.1111/crj.12916

LETTER TO THE EDITOR

WILEY

Suicide risk among lung cancer patients in Lithuania

Several large cancer registry data based studies have dem-
onstrated an increased risk of suicide among cancer patients
compared with the general population.' The majority of
studies reported that cancers of the lung generally carry the
highest rates of patient suicides. In this study, we explored
whether suicide risk is affected by a lung cancer diagnosis
among cancer patients in Lithuania in relation to demo-
graphic patients and tumour characteristics and time since
diagnosis. About 19 781 primary lung cancer cases (16 620
men and 3161 women) diagnosed between 1998 and 2012
were included in the analysis.

Available data for this analysis included sex, age, date of
diagnosis and date of death, underlying cause of death, can-
cer site and extent of disease. Person-years were computed
from the date of lung cancer diagnosis to the first of the
following events: death, emigration or end of the follow-up
(December 31, 2016). Sex, age and calendar period-stan-
dardized mortality ratios (SMRs) were calculated by divid-
ing the observed numbers of suicides among lung cancer
patients by the expected number of deaths, calculated using
national rates provided by Statistics Lithuania. It should be
mentioned that Lithuania has been leading country in suicide
in the world since the mid-1990s with the suicide rate of 34.1
per 100 000 in 2009.% All statistical analyses were carried
out using STATA, version 11; StataCorp., College Station,
Texas, USA.

Among 19 781 first primary lung cancer cases we identi-
fied 41 certain suicides and the expected number of suicides
calculated from general population was 18.9 in this cohort,
resulting in an SMR of 2.17 for both sexes (95% confidence
interval, 1.60-2.95). An increased suicide risk was found for
men (SMR 2.24; 95% confidence interval 1.64-3.05), but not
for women (SMR 0.98; 95% confidence interval 0.14-6.93).
As among women risk estimation was based on only one
case of suicide, further analysis is presented only for men
(Table 1).

In this nationwide population-based cohort study of lung
cancer patients in Lithuania, we found significantly increased
risk of suicide among men (SMR 2.24), with highest risk
during the first 3 months and 7-9 months after diagnosis
(SMR 3.02 ad 5.23), and in patients with regional spread and
advanced tumours (SMR 2.91 and 2.85).

A cancer diagnosis is a stressful life event therefore
diagnosis of cancer has been associated with an increased
risk of suicidal ideation and suicidal attempts.® The predis-
posing reasons are not exactly understood, but studies have
reported a higher association of depression or distress.*
Uncontrolled pain and other physical symptoms, psycho-
logical distress, hopelessness and helplessness are related
to suicide in oncology.l Akechi et al found that pain and
declining physical functioning in patients with incurable
lung carcinoma were significant risk factors for suicidal
ideation.’

Although depression and mood-related disorders are
common in persons with cancer, these conditions remain fre-
quently overlooked in clinical practice.* Recently, Vodermaier
et al showed a link between anxiety and depression and lung
cancer survival rates.® They found that patients with anxious
and depressed had a shorter length of survival, although it
is still unclear whether anxiety or depression directly caused
these worse outcomes.

Our study shows double-peaked increased risk of suicide
in lung cancer patients. The first peak was quite expected,
since it is in time just after patients received potentially
deadly message. Origin of the second peak is not so clear.
Unfortunately, nature of our study does not allow to get data
about treatment efficacy and time of the progression of the
lung cancer in particular patients. However, it is very likely
that second peak is related to progression and recurrence of
the cancer. A second peak of increased suicide risk at 7-9
months after diagnosis in our study correspond to median
of progression-free survival, which ranged from 3.0 to 8.4
months in 18 trials reported in recent systematic review.’
Simultaneously, the risk of suicide in our study continued to
be higher than in general population even years after diagno-
sis and treatment.

The identification of a cancer patient at risk of com-
mitting forms the first step for the prevention of and the
setting up of adequate psychosocial rehabilitation of these
patients whenever possible. Although suicide is relatively
rare event, if identified, depression and pain can be suc-
cessfully treated and could not only decrease the risk of
suicide but also improve quality of life of lung cancer
patients.

Clin Respir J. 2018;12:2455-2456.

wileyonlinelibrary.com/journal/crj
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TABLE 1 Suicide risk by age, extent of disease and time after diagnosis of cancer among male lung cancer patients in Lithuania, 1998-2012

Patients Person-years
Overall 16 620 19999
Age at diagnosis
<50 973 2082
50-59 3404 5049
60-69 6326 7750
70-79 4827 4383
>80 1090 735
Extent of disease
Tumour localised T1-T2 1601 5134
Tumour with local spread T3-T4 1611 2110
Tumor with regional spread N+ 5217 6754
Advanced cancer M+ 5488 2716
Unknown extent 2703 3285
Time after diagnosis
1-3 months 16 620 3138
4-6 months 10 003 2148
7-9 months 7486 1630
10-12 months 5708 1259
1-4 years 4473 7432
>5 years 996 4393
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Observed Expected SMR (95 confidence interval)
40 17.9 2.24 (1.64-3.05)
1 2.1 0.48 (0.07-3.41)
17 53 3.19 (1.99-5.14)
9 6.4 1.40 (0.73-2.70)
10 33 2.99 (1.61-5.55)
3 0.7 4.27 (1.38-13.25)
5 45 1.12 (0.47-2.70)
3 1.9 1.57 (0.51-4.88)
18 6.2 2.91(1.83-4.62)
7 2.5 2.85(1.36-5.98)
7 29 243 (1.16-5.11)
9 3.0 3.02 (1.57-5.80)
3 2.0 1.48 (0.48-4.57)
8 1.5 5.23 (2.62-10.47)
3 1.2 2.57 (0.83-7.96)
12 6.7 1.80 (1.02-3.17)
5 35 1.43 (0.59-3.43)
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SAVIZUDYBIU RIZIKA TARP SERGANCIUJU
ONKOLOGINEMIS LIGOMIS IR JA LEMIANTYS VEIKSNIAI

Augusté Kacéniené, Giedré Smailyté

Vilniaus universiteto Onkologijos institutas, Lietuvos vézio registras

Santrauka

Daugelyje pasaulio $aliy mirtingumas nuo isoriniy priezas¢iy uzima trecig vieta po Sirdies ir kraujagysliy sistemos ligy
bei piktybiniy naviky. Didziausig dalj (25,2 proc.) visy i$oriniy mirties priezas¢iy Lietuvoje sudaro savizudybés, o mir-
tingumo dél savizudybiy rodikliai yra didZiausi visoje Europoje.

Tyrimo tikslas - apzvelgti literatiros duomenis apie savizudybiy rizika tarp onkologiniy ligoniy ir ja lemiancius veiksnius.
Medziaga ir metodai. Atlikus literatiros paieska PubMed duomeny bazéje surasti 14 retrospektyviniy kohortiniy tyrimy,
atitinkan¢iy jtraukimo kriterijus, ir 16 publikuoty straipsniy iy tyrimy tema.

Rezultatai ir isvados. Tyrimais, atliktais remiantis populiaciniy vézio registry duomenimis, nustatyta, kad serganciyjy
onkologinémis ligomis savizudybiy rizika yra didesné nei bendrojoje populiacijoje: savizudybiy rizikos rodiklio dydis
svyruoja nuo 1,36 iki 2,58. Tyrimy autoriai jvertino sociodemografiniy bei klinikiniy veiksniy jtaka savizudybiy rizi-
kai. Daugelyje tyrimy buvo nustatyta didesné savizudybiy rizika tarp onkologinémis ligomis serganciy vyry nei motery.
Didesné savizudybiy rizika buvo tarp i$siskyrusiy, Zemesnio i$silavinimo, nedirbanciy, baltaodziy rasei priklausanciy
onkologiniy ligoniy. Su véZio diagnoze susije savizudybiy rizikos veiksniai: laikas po diagnozés nustatymo, piktybinio
proceso isplitimas, bloga ligos prognozé. DidZiausia savizudybiy rizika buvo pirmaisiais ménesiais ar metais po diagno-
zés nustatymo. Didesné rizika nustatyta tarp pacienty, kuriems diagnozuoti prastos prognozés navikai (plauciy, bronchy,
galvos ir kaklo, stemplés, skrandzio, kasos, kepeny, biliarinio trakto, mieloma) ar metastazavusi liga.

Reik$miniai ZodZiai: savizudybiy rizika, onkologiné liga, populiacinis véZio registras, standartizuotas mirtingumo

santykis.

IVADAS

Literataroje apraSoma daugiau nei 60 savizudybiy ri-
zikos veiksniy, tarp jy ir sveikatos sutrikimai [1]. Ser-
gant sunkiomis létinémis somatinémis, tarp jy ir on-
kologinémis, ligomis, savizudisko elgesio tikimybe
labai padidéja [2]. Pagal H. I. Kaplan ir B. J. Sadock
sudaryta savizudybiy rizikos veiksniy svarba soma-
tinés sveikatos praradimas eina po depresijos, kurios
ry8ys su savizudybe yra labai stiprus [3].

Onkologinés ligos ir savizudybés misy Salyje yra
didelé visuomenés sveikatos problema. Lietuvoje, kaip
ir daugelyje pasaulio $aliy, mirtingumas nuo iSoriniy
priezas¢iy uzima trecig vieta po Sirdies ir kraujagysliy
sistemos ligy bei piktybiniy naviky, o didZiausig dalj
visy i$oriniy mirties prieZas¢iy sudaro savizudybés

Adresas susirasinéti: Augusté Kacéniene,
Vilniaus universiteto Onkologijos institutas,
P. Baublio 3B, 08406 Vilnius.

EL. p. auguste.kaceniene@vuoi.lt

[4-6]. 2010 m. nusizudé 1018 asmeny, tai sudaré
2,4 proc. visy mirusiyjy, arba 25,2 proc. mirusiyjy nuo
iSoriniy mirties priezas¢iy. Vyrai Zudési daugiau nei
keturis kartus dazniau negu moterys [7]. Misy $alyje
kasmet diagnozuojama per 17 tikst. naujy vézio atve-
ju, o serganciyjy onkologinémis ligomis skaicius jau
2009 m. pabaigoje virsijo 80 tikst. asmeny [8, 9]. Nuo
1993 m. Lietuva savizudybiy skai¢iumi pirmauja tarp
Europos $aliy. Nors per pastarajj deSimtmetj mirtin-
gumas dél savizudybiy sumazéjo tre¢daliu, standarti-
zuotas mirtingumo rodiklis nuo savizudybiy 2010 m.
Lietuvoje buvo 28,5/100 000 gyventojy (51,4/100
000 vyry ir 9,1/100 000 motery) ir, palyginti su 2009 m.
standartizuotu Europos Sajungos valstybiy mirtin-
gumo vidurkiu - 10,3/100 000 (16,7/100 000 vyry ir
4,4/100 000 motery), buvo 2,8 karto didesnis ir isliko
didziausias visoje Europoje [7, 10].

Tyrimy, kuriuos atliekant baty analizuotos savi-
zudybés, Lietuvoje néra daug. Nagrinéta savizudybiy
rodikliy dinamika Lietuvoje 1990-2002, 1996-2007 ir
1996-2008 m. laikotarpiais [11-13] bei vertinta mo-
tery savizudybiy rizika Europos Sajungos kontekste
[14]. J. Petrauskiené ir kt. analizavo savizudybiy ba-
dus ir jy ry$j su demografiniais veiksniais [15]. Detali
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sociodemografiniy ir socioekonominiy veiksniy jta-
kos savizudybiy rizikai analizé atlikta tyrime, sujun-
gus gyventojy suraSymo ir mirtingumo statistinius
duomenis. DidZiausia savizudybiy rizika nustatyta
tarp kaime gyvenanciy, isiskyrusiy, Zemesnj nei vi-
durinis i$silavinimas turinc¢iy, ekonomiskai neakty-
viy, nekvalifikuotus ar tkio darbus dirbanéiy Lietu-
vos gyventojy [16, 17]. Masy $alyje nei onkologiniy,
nei kitomis létinémis ligomis serganciy pacienty savi-
zudybiy rizika vertinta nebuvo.

Tiksliausi duomenys apie savizudybiy rizikg tarp
serganciyjy onkologinémis ligomis gali bati gauti
analizuojant populiaciniuose vézio registruose su-
kauptus duomenis. Vézio registruose kaupiama is-
sami informacija apie visus tam tikroje populiacijoje
véziu susirgusius asmenis, taip pat ir apie susirgusiyjy
mirties priezastis.

Tyrimo tikslas — apzvelgti literatiros duomenis
apie savizudybiy rizika tarp onkologiniy ligoniy ir ja
lemiancius veiksnius.

TYRIMO OBJEKTAS IR METODAI
Literat@ira apzvalginiam straipsniui buvo atrinkta at-
liekant paieska PubMed literataros duomeny bazé-
je, pasitelkiant Siuos reik§minius ZodZius: ,suicide®,
»cancer®, ,population based®, ,registry study®, ,co-
hort study®, ,observed / expected®, ,standardized
mortality ratio (liet. ,,savizudybé®, ,vézys, ,,populia-
cinis®, ,registro tyrimas®, ,kohortinis tyrimas®, ,nu-
statytas / laukiamas®, ,,standartizuotas mirtingumo
santykis®). Paie$kos rezultatas — 125 straipsniai. Sie-
kiant apzvelgti atlikty tyrimy apie onkologiniy ligo-
niy savizudybiy rizika duomenis, straipsniai turéjo
atitikti jtraukimo kriterijus:
« straipsnis paradytas angly kalba;
« tyrimo populiacija - jvairiy lokalizacijy piktybi-
niais navikais sergantys onkologiniai ligoniai;
o tyrimo objektas - savizudybiy rizika;
« tyrimas atliktas remiantis populiacinio vézio re-
gistro duomenimis.

Atlikus straipsniy santrauky apZvalga atrinkti
8 straipsniai, atitinkantys jtraukimo kriterijus. Kiti
$iuos kriterijus atitinkantys 8 straipsniai buvo surasti
tarp atrinkty straipsniy literattros $altiniy.

Siuo metu pasaulyje atlikta 14 epidemiologiniy ty-
rimy, kuriy tikslas buvo jvertinti savizudybiy rizika
tarp serganciujy onkologinémis ligomis, naudojant
populiaciniy vézio registry duomenis, ir angly kal-
ba publikuota 16 straipsniy $iy tyrimy tema [18-33].
Italijoje ir Danijoje pirma kartg atlikti tyrimai apémeé
atitinkamai 1985-1989 ir 1971-1986 m. laikotarpius

[22-23]. Véliau abu tyrimai buvo atnaujinti, tyrimo
laikotarpj pratesiant iki 1999 m., taip padidinant jy
apimtis [25, 28].

Visi literat@iros apzvalgai atrinkti tyrimai, kuriuo-
se analizuota savizudybiy rizika tarp onkologiniy pa-
cienty, buvo retrospektyviniai kohortiniai. Juose ti-
riamaja grupe sudaré asmenys, kuriems pasirinktu
laikotarpiu nustatytas piktybinis navikas. Nustatyti
savizudybiy atvejai tarp onkologiniy ligoniy buvo ly-
ginami su laukiamu tiriamosios grupés mir¢iy dél sa-
vizudybiy skai¢iumi (skai¢iuojamu i§ amziui ir lyc¢iai
specifiniy mirtingumo dél savizudybiy rodikliy ben-
drojoje populiacijoje) arba lyginami mirtingumo dél
savizudybiy rodikliai onkologiniy ligoniy grupéje ir
bendrojoje populiacijoje. Savizudybiy rizika jvertinta
santykinés rizikos rodikliais:

SMS - standartizuotas mirtingumo santykis (nu-
statyto mirc¢iy dél savizudybiy skaiciaus tarp onko-
loginémis ligomis serganciyjy santykis su teoriskai
apskai¢iuotu pagal savizudybiy rodiklius bendroje
populiacijoje skai¢iumi);

MRS - mirtingumo rodikliy santykis (mirtingu-
mo rodiklio tarp serganciyjy onkologinémis ligomis
santykis su mirtingumo rodikliu bendrojoje populia-
cijoje);

SR - santykiné rizika (skai¢iuota taikant Cox’o
proporcinés rizikos modelius).

REZULTATAI IR JU APTARIMAS
Pirmuosiuose tyrimuose, atliktuose XX amziaus vi-
duryje, analizuotas onkologiniy ligy paplitimas tarp
jvairiy savizudziy grupiy. Siy tyrimy duomenys pa-
skatino mokslininkus pradéti tyrinéti savizudybiy ri-
zikg tarp onkologinémis ligonis serganciy pacienty
[18-20].

Vienas pirmyjy metodiniu atzvilgiu kokybisky
epidemiologiniy tyrimy, kuriame analizuojama savi-
zudybiy rizika tarp onkologiniy ligoniy, buvo atlik-
tas Suomijoje. K. A. Louhivuori ir M. Hakama ana-
lizei naudojo duomenis apie 28 857 véZiu susirgusius
asmenis, kuriems 1955-1965 m. uZregistruotas pik-
tybinis navikas Suomijos vézio registre. Tarp $iy as-
meny buvo nustatyti 63 savizudybiy atvejai: 49 vyry
ir 14 motery. Jau $iame tyrime buvo nustatytas reiks-
mingas mirtingumo dél savizudybiy rizikos padidé-
jimas tarp onkologiniy ligoniy (SMS = 1,4, p < 0,001)
[18]. Véliau panasis tyrimai atlikti ir kitose Salyse.
Daugiausia tyrimy atlikta Europoje - 9, i§ kuriy net
7 - Siaurés Europos valstybése. Dar trys tyrimai at-
likti Jungtinése Amerikos Valstijose ir po vieng Aus-
tralijoje bei Koréjoje (1 lentelé).
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1 lentelé. Onkologiniy ligoniy saviZzudybiy rizika. Populiaciniy véZio registry duomenimis paremty epidemiologiniy
tyrimy rezultatai

o | | S |y | Vi Sl |
K. A. Louhivuori, 1955, 1960, 1965 1970 18 viso: 28 857 63 SMS 1,4,p<0,001
M. Hakama, 1978 v 14 427 49 1,3,p<0,01
(Suomija) M 14 430 14 19, p<0,05
B. H. Fox etal., 1982 1940-1969 1975 1$ viso: 144530 192 SMS =
(Konektikutas) v 69 583 160 2,3,p<0,005
M 74947 32 09,p>0,05
P. Allebeck et al., 1962-1979 1979 18 viso: 424127 963 SMS -
1989 v = 645 1,9 (1,8-2,1)
(Svedija) M - 318 1,6 (1,5-1,8)
F. Levietal., 1991 1976-1987 1987 18 viso: 24166 55 SMS 2,58 (1,95-3,38)
(Sveicarija) v - 39 2,76 (1,96-3,79)
M - 16 2,22 (1,27-3,60)
K. Innos et al., 2003 1983-1998 2000 18 viso: 65 419 197 SMS -
(Estija) v 32524 150 1,73 (1,45-2,01)
M 32895 47 0,50 (0,37-0,66)
G. Miccinesi et al., 1985-1999 2000 18 viso: 90197 102 SMS 1,93*
2004 v 47 966 85 2,03
(Italija) M 42231 17 1,57
E. Hemet al., 2004 1960-1997 1999 18 viso: 490 245 589 SMS 1,48 (1,37-1,61)
(Norvegija) v - 407 1,55 (1,41-1,71)
M = 182 1,35 (1,17-1,56)
C. Bjérkenstam et al., 1965-1994 1999 18 viso: 940 217 - MRS -
2005 19651974 v - 72,1/10° 25
(Svedija) M - 34,4/10° 29
1975-1984 v - 60,6/10° 20
M - 20,4/10° 17
1985-1994 v - 39,4/10° 1,6
M - 22,8/10° 23
U. Yousaf et al., 2005 1971-1999 1999 13 viso 564 508 1241 SMS =
(Danija) v 740 1,7 (1,6-1,8)
M 501 1,4(1,3-15)
W. S. Kendal, 2007 1973-2001 2001 18 viso: 1316762 1572 RR -
(Jungtinés Amerikos v 670932 1307 6,2 (5,4-7,1)
Valstijos) M 645830 265 1,0
N.R. C. Dormer et al., 2008 1981-2002 2002 18 viso: 121533 129 SMS 1,61(1,36-1,92)
(Australija) v 108 1,73 (1,43-2,08)
M Al 1,21(0,79-1,86)
S. Misono et al., 2008 1973-2002 2002 18 viso 3594750 5838 SMS 1,88 (1,83-1,93)
(Jungtinés Amerikos v 1728990 4636 2,09 (2,03-2,15)
Valstijos) M 1865760 1202 1,48 (1,40-1,57)
D. Robinson et al., 1996-2005 2005 18 viso: 417 572 166 SMS 1,36 (1,16-1,58)
2009 \ 206 129 17 1,45 (1,20-1,73)
(Anglija) M 211443 49 1,19 (0,88-1,57)
E. Ahnetal., 2010 1993-2002 2005 18 viso: 816 295 2065 SMS 2,00(1,91-2,08)
(Koréja) v 446778 1521 2,05 (1,95-2,15)
M 369 517 544 1,87 (1,72-2,03)

*Rezultatai statistiskai reikSmingi; V — vyrai; M — moterys.
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Visuose literatiiros apZzvalgai atrinktuose tyrimuo-
se buvo nustatyta, kad serganc¢iyjy onkologinémis li-
gomis savizudybiy rizika yra didesné nei bendrojoje
populiacijoje [18-33]. Siy tyrimy duomenimis, SMS
dydis svyruoja nuo 1,36 (95 proc. PI 1,16-1,58) An-
glijoje iki 2,58 - Sveicarijoje (95 proc. PI 1,95-3,38)
[21, 32]. Tokie vienareik$miai tyrimy rezultatai rodo,
kad nustatyta onkologinés ligos diagnozé gali buti
vienas i§ savizudybés rizikos veiksniy. Paminétina,
kad tarp Siaurés Europos valstybiy, kur buvo anali-
zuota onkologiniy ligoniy savizudybiy rizika, toks
tyrimas atliktas ir kaimyninéje Estijoje. Buvo istirta
65 419 onkologiniy ligoniy kohorta, kuria sudaran-
tiems asmenims liga diagnozuota 1983-1998 m. lai-
kotarpiu. Padidéjusi savizudybiy rizika nustatyta tik
tarp vyry: SMS = 1,73 (95 proc. PI 1,45-2,01). Miné-
tu laikotarpiu mirtingumo dél savizudybiy rodikliai
Estijoje buvo vieni didZiausiy Europoje, ta¢iau ne-
sieké Lietuvos mirtingumo dél savizudybiy rodikliy
[10, 24]. Vieni maziausiy mirtingumo dél savizudybiy
rodikliai yra tarp Anglijos ir Italijos gyventojy [10].
Tacdiau tyrimy rezultatai parodé, kad net ir populia-
cijose, kur mirtingumo dél savizudybiy rodikliai pa-
lyginti mazi, onkologiniy ligoniy savizudybiy rizika
yra iki 2 karty didesné nei bendrojoje populiacijoje
[23, 25, 32].

SOCIODEMOGRAFINIU VEIKSNIU
ITAKA SAVIZUDYBIU RIZIKAI

Lytis. Visuose tyrimuose buvo nustatytas reik§min-
gas vyry mirtingumo dél savizudybiy rizikos padidé-
jimas: rizika 2-3 kartus didesné nei bendrojoje popu-
liacijoje buvo tarp Amerikos [19, 31], Sveicarijos [21]
Italijos [23, 25] bei Koréjos [33] vyry. MazZiausias ri-
zikos rodiklis (SMS = 1,3, p < 0,01) buvo nustatytas
tarp Suomijos vyry [18]. Daugumos tyrimy rezulta-
tai parodé, kad didesné savizudybiy rizika buvo on-
kologinémis ligomis serganc¢iy vyry nei motery. Tik
trijuose tyrimuose (Suomijoje, Italijoje ir Svedijoje)
nustatyta didesné motery savizudybiy rizika nei vyry
[18, 23, 27]. Kitaip nei vyry, motery padidéjusi savi-
Zudybiy rizika nustatyta ne visuose tyrimuose: Esti-
joje atlikto tyrimo duomenimis, onkologine liga ser-
ganciy motery savizudybiy rizika buvo netgi mazesné
nei bendrojoje populiacijoje (SMS = 0,50, 95 proc. PI
0,37-0,66) [24].

Amzius. Kai kuriy tyrimy autoriai nustaté su am-
ziumi didéjancia savizudybiy rizikg [25, 31-32]. O
Italijoje pirma kartg atliktame tyrime nustatyta prie-
$inga tendencija - su amziumi mazéjanti savizudybiy

rizika [23]. Estijoje ir Kor¢joje atlikty tyrimy duome-
nimis, didziausia savizudybiy rizika buvo atitinka-
mai tarp 15-49 ir 20-39 mety vyry, kuri su amziumi
taip pat mazéjo [24, 33]. Kiti tyrinétojai tokio rysio
nenustaté [19-21, 27-28, 30].

Santuokinis statusas. Vienas pla¢iausiai anali-
zuoty (5 1§ 14 atrinkty apZzvalgai tyrimy) socialiniy
onkologiniy pacienty savizudybiy rizikos veiksniy
buvo santuokinis statusas. Visuose tyrimuose, kur
buvo analizuota onkologiniy ligoniy savizudybiy
rizika, atsizvelgiant i tai, ar jie gyveno santuokoje,
ar ne, didziausia savizudybiy rizika nustatyta tarp
anksciau gyvenusiy santuokoje pacienty [18, 26, 29,
31, 33]. Suomijoje atlikto tyrimo metu nustatyta, kad
i$siskyrusiy ar nasliais likusiy vyry, serganciy onko-
logine liga, savizudybiy rizika - 2,6, o motery - net
5,8 (p < 0,001) karto didesné nei bendrojoje populia-
cijoje. Ta¢iau bendrojoje Suomijos populiacijoje gy-
venanciyjy santuokoje savizudybiy rizika taip pat
mazesné nei kitose santuokos atzvilgiu grupése. Lau-
kiamas tiriamosios grupés savizudybiy skaic¢ius buvo
apskaiciuotas neatsizvelgiant j mirtingumo dél sa-
vizudybiy skirtumus bendrojoje populiacijoje pagal
statusg santuokos atzvilgiu. Todél nustatyti savizu-
dybiy rizikos skirtumai pagal santuokinj statusa gali
buti paveikti populiaciniy mirtingumo dél savizudy-
biy rizikos veiksniy ir neturéti rysio su véZio diagno-
ze [18]. Tiek vyry, tiek motery didesné savizudybiy
rizika nustatyta tarp i$siskyrusiyjy nei tarp likusiyjy
nasliais [26, 29]. Dviejuose i$ trijy tyrimy, kur pateik-
tas i$siskyrusiy onkologiniy pacienty rizikos jverti-
nimas atsizvelgiant j lytj, didesné savizudybiy rizika
nustatyta tarp iSsiskyrusiy motery nei tarp issisky-
rusiy vyry [18, 26, 29]. W.S. Kendal atlikto tyrimo
rezultatai parodé, kad diagnozés nustatymo metu
gyvenanciy santuokoje tiek vyry, tiek motery savizu-
dybiy rizika buvo reik§mingai mazesné, palyginti su
kitomis santuokinio statuso grupémis: RR buvo 0,46
(95 proc. PI10,39-0,54) ir 0,67 (95 proc. PI 0,48-0,99)
atitinkamai [29].

Socialiniai-ekonominiai veiksniai. Dviejy pas-
taraisiais metais atlikty tyrimy autoriai analizavo ir
socialiniy bei ekonominiy veiksniy jtaka savizudybiy
rizikai tarp onkologinémis ligomis sergan¢iy zmoniy.
Koréjoje atlikto tyrimo autoriai nustaté, kad didesné
savizudybiy rizika buvo susijusi su Zemesniu issilavi-
nimu bei nedarbo lygiu. Onkologiniy ligoniy, netu-
rin¢iy aukstojo i$silavinimo, savizudybiy rizika buvo
1,5 karto didesné, palyginanti su aukstajj i§silavinima
igijusiy asmeny (95 proc. PI 1,28-1,76) ir 1,38 kar-
to didesné bedarbiy, palyginanti su dirbanciyjy
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(95 proc. PI 1,25-1,53) [33]. Anglijoje atlikto tyrimo
duomenimis, nustatyta didesné savizudybiy rizika
tarp serganciyjy, gyvenanciy skurdesniuose rajonuo-
se nei turtingesniy rajony gyventojy: didZiausia sa-
vizudybiy rizika buvo tarp Zemiausiam socialiniam-
ekonominiam sluoksniui priklausané¢iy motery, nors
$ie skirtumai ir nebuvo statisti$kai reik§mingi [32].
Panadus rezultatai gauti iStyrus savizudybiy rodi-
klius skirtinguose Anglijos administraciniuose te-
ritoriniuose vienetuose. Nustatyta, kad savizudybiy
rodikliams jtakos turéjo socialinés gerovés indeksas:
mazesni savizudybiy rodikliai buvo susije su geresne
socialine-ekonomine regiono padétimi [34].

Gyvenamoji vieta. Gyvenamosios vietos jtaka sa-
vizudybiy rizikai buvo analizuota trijuose tyrimuose.
Sveicarijoje ir Australijoje atlikty tyrimy rezultatai
neparodé reik§mingo skirtumo tarp miesto ir kaimo
vietovése gyvenanciy pacienty savizudybiy rizikos
[21, 30]. Koréjoje nustatyta reik§mingai didesné di-
dmiesc¢iuose gyvenanciy onkologiniy ligoniy savizu-
dybiy rizika nei gyvenanciy mazesniuose miestuose
ar kaimo vietovése: RR = 1,15 (95 proc. PI 1,05-1,25)
[33]. Gauti tyrimo rezultatai prieStaravo bendrosios
Koréjos populiacijos miesto ir kaimo gyventojy mir-
tingumo dél savizudybiy duomenims, kurie parodé
didesne savizudybiy rizikg tarp mazesniy miesty ar
kaimo vietoviy gyventojy [35].

Rasé ir etniné grupé. Priklausymo tam tiktai ra-
sei ar etninei grupei jtaka savizudybiy rizikai buvo
analizuota dviejuose tyrimuose, atliktuose Jungtiné-
se Amerikos Valstijose [29, 31]. Abiejuose tyrimuose
nustatytas stiprus rysys tarp savizudybiy rizikos ir ra-
sés: tarp afroamerikieciy onkologiniy ligoniy nusta-
tyta reik§mingai maZzesné savizudybiy rizika, palygi-
nanti su baltaodziy onkologiniy ligoniy savizudybiy
rizika. Tokios savizudiSkos elgsenos tendencijos ba-
dingos ir bendrajai Amerikos populiacijai. Manoma,
kad mazesne savizudybiy rizika tarp afroamerikieciy
rasei priklausanc¢iy asmeny lemia jy religinés pazia-
ros, $eimos parama ir kultdrinis savizudybés atme-
timas [36].

KLINIKINIU VEIKSNIU JTAKA
SAVIZUDYBIU RIZIKAI

Vézio lokalizacija, iSplitimas ir ligos prognozé.
Jungtinése Amerikos Valstijose atlikto tyrimo au-
toriai didZiausig savizudybiy rizikg nustaté tarp li-
goniy, kuriems buvo diagnozuotas plauciy ir bron-
chy (SMS = 5,74), skrandzio (SMS = 4,68) bei galvos
ir kaklo (burnos ertmé ir ryklé SMS = 3,66, gerklos
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SMS = 2,83) vézys [31]. Daugelio kity tyrimy rezul-
tatai taip pat parodé didziausig savizudybiy rizika
tarp onkologiniy pacienty, kuriems nustatyti mineé-
ty lokalizacijy piktybiniai navikai [20, 22, 26, 28]. Vis
délto piktybinio naviko lokalizacijos, susijusios su di-
dziausia savizudybiy rizika, buvo skirtingos, remian-
tis jvairiy tyrimy duomenimis: Sveicarijoje atlikto
tyrimo metu didZiausia savizudybiy rizika nustaty-
ta tarp serganciyjy limfinio ir kraujodaros audiniy
piktybiniais navikais (SMS = 5,63); Estijoje — stem-
plés (SMS = 7,22) bei kasos (SMS = 6,59) véziu (vy-
rai); Koréjoje - kasos (SMS = 6,01) ir biliarinio trakto
(SMS = 3,19) véziu (vyrai) bei plauciy (SMS = 3,55) ir
kiausidziy (SMS = 2,84) véziu (moterys) [21, 24, 33].
Tyrimais taip pat nustatytas rysys tarp savizudy-
biy rizikos ir vézio i$plitimo laipsnio: didesné rizika
nustatyta tarp pacienty, serganciyjy metastazavusiu
véziu [18, 28, 29, 31, 32]. Taip pat didesné onkologiniy
ligoniy savizudybiy rizika buvo susijusi su bloga ligos
prognoze [28, 30] ar mazZesniais i$gyvenamumo rodi-
kliais [25, 27]. Anglijoje atlikto tyrimo autoriai nusta-
té reik§mingai didesne¢ savizudybiy rizika, susijusia
su vézio lokalizacijomis, kurioms esant 5-eriy mety
iSgyvenamumo rodikliai maZesni nei 10 proc. [32].
Kituose tyrimuose didesné savizudybiy rizika taip
pat nustatyta tarp onkologiniy pacienty, kuriems dia-
gnozuoti prastos prognozés navikai: bronchy, plauciy,
stemplés, skrandzio, kasos, galvos ir kaklo, kepenu,
biliarinio trakto, mieloma [20, 22, 24, 26-29, 31, 33].
Nors priezastinis ry$ys tarp padidéjusios savizu-
dybiy rizikos ir tam tikry vézio lokalizacijy néra is-
siai$kintas, ta¢iau galima prielaida, kad plauciy véziu
sergantys pacientai susiduria su grésminga ligos pro-
gnoze. Tyrimy duomenimis, nustatytas didelis - vi-
dutiniskai 25 proc. depresijos paplitimas tarp plauciy
veéziu serganciy pacienty, taip pat nustatytas stiprus
rysys tarp blogesnés gyvenimo kokybés ir didesnio
depresijos paplitimo lygio bei patiriamo streso [37,
38]. Didelis psichologinio distreso ir depresijos pa-
plitimas taip pat nustatytas tarp galvos ir kaklo veé-
ziu serganciy pacienty. Minéty lokalizacijy pacien-
tai susiduria ir su gyvenimo kokybe bloginanciais
veiksniais: pasikeitusi i$vaizda, gyvybiskai svarbiy
funkcijy sutrikimas (kalbos, rijimo, kvépavimo) [39].
W. S. Kendal analizavo galvos ir kaklo lokalizacijy vé-
Ziu sergan¢iy onkologiniy pacienty savizudybiy rizi-
kos ry$j su ribotomis gydymo galimybémis. Didesné
rizika buvo susijusi su metastaziy nustatymu, chirur-
ginio gydymo kontraindikacija, auk$tu naviko dife-
renciacijos laipsniu ar jokio gydymo netaikymu [29].
K. A. Louhivuori ir M. Hakama taip pat nustaté, kad
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padidéjusi savizudybiy rizika buvo tarp pacienty, ku-
riems nebuvo taikytas operacinis ir / ar radioterapinis
gydymas [18].

Laikas po diagnozés nustatymo. Tyrimais paro-
dyta priklausomybé tarp savizudybiy rizikos padi-
déjimo ir laiko, praéjusio nuo diagnozés nustatymo.
Daugelyje tyrimy didZiausia savizudybiy rizika nu-
statyta pirmaisiais ménesiais [23, 26, 28, 30] ar me-
tais po diagnozés nustatymo [20-21, 24-25, 31-33].
Italijoje atlikto tyrimo duomenimis, per pirmuosius
$e$is ménesius po diagnozés nustatymo savizudybiy
rizika tarp onkologiniy ligoniy buvo net 28 kartus di-
desné (SMS = 27,7, p < 0,001) nei bendrojoje popu-
liacijoje [23], o $vedy mokslininkai nustaté 16 karty
(SMS = 16,0, 95 proc. PI 13,5-18,9) didesne rizika tarp
vyry ir 15 karty (SMS = 15,4, 95 proc. PI 11,2-20,6) -
tarp motery per pirmuosius metus po diagnozés nu-
statymo [20]. Australijos mokslininkai didZiausig
rizikg nustaté per pirmuosius tris ménesius, taciau
12-14 ménes;j reiskési naujas padidéjusios rizikos pe-
riodas, kuriam jtakos galéjo turéti ligos recidyvas ar
nesékmingas gydymas [30]. Panasas padidéjusios ri-
zikos periodai buvo nustatyti dar keliuose tyrimuose
(19, 23]. Ilgéjant laikotarpiui po onkologinés ligos nu-
statymo savizudybiy rizika mazéja, o Svedijoje atlikto
tyrimo metu po 10 mety nustatyta nusizudymo rizika
tiek tarp vyry, tiek tarp motery buvo netgi mazesné
nei bendrojoje populiacijoje [20-21, 23-26, 28, 30-33].
Vieno tyrimo autoriai, jverting 16 populiaciniy véZio
registry Jungtinése Amerikos Valstijose ir Skandina-
vijoje duomenis, nustaté, kad padidéjusi savizudybiy
rizika tarp kraties véziu sergan¢iy motery isliko visg

daugiau nei 25 metus apimantj stebéjimo laikotarpj
(SMS = 1,35, 95 proc. PI 0,82-2,12) [40].

APIBENDRINIMAS

Epidemiologiniy tyrimy rezultatai parodé, kad on-
kologinémis ligonis serganciy pacienty savizudybiy
rizika jvairiose $alyse yra 1,4-2,6 karto didesné nei
bendrojoje populiacijoje. Atlikti tyrimai leido nusta-
tyti tam tikrus savizudybiy rizikos veiksnius tarp on-
kologiniy ligoniy. Vieni $iy rizikos veiksniy badingi
ir bendrajai populiacijai, kiti — specifiniai véZziui. Su
vézio diagnoze susije tokie savizudybiy rizikos veiks-
niai, kaip piktybinio proceso i$plitimas ar bloga ligos
prognozé. Didziausia savizudybiy rizika yra susijusi
su ty lokalizacijy piktybiniais navikais, kuriais ser-
gant igyvenamumo rodikliai yra maziausi. Taip pat
nustatytas kritinis laikotarpis po diagnozés nustaty-
mo, kai savizudybiy rizika tarp onkologiniy ligoniy
yra didZiausia.

Savizudybiy prevencijoje yra nepaprastai svarbus
moksliniai tyrimai ir analizé, kuriy tikslas — nustaty-
ti rizikos veiksnius bei jy paplitimg, prevenciniy prie-
moniy poreikj ir pagristi jy pasirinkima, ie§koti naujy
prevencijos budy bei jvertinti pasirinkty prevencijos
priemoniy veiksminguma. Musy $alyje onkologiniy
pacienty savizudybiy rizika vertinta nebuvo, todél
pirmiausia turéty bati atliktas tikslus situacijos jver-
tinimas, ianalizuoti musy $alies gyventojams speci-
finiai rizikos veiksniai ir paZeidZiamos grupés.

Straipsnis gautas 2012-05-07, priimtas 2012-07-26
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Suicide rates and risk factors among cancer patients

Augusté Kacéniené, Giedré Smailyté

Lithuanian Cancer Registry, Institute of Oncology, Vilnius University

Summary

Nowadays, the leading causes of death in numeric terms
are cardiovascular diseases, cancer and external causes. In
Lithuania suicide accounts for 25,2 % of all external causes
of death - the highest rate of all Europe countries. The aim
of this article - to review literature data on suicide rates
and risk factors among cancer patients. A literature search
of PubMed database yielded 16 articles (14 retrospective
cohort studies) according to inclusion criteria. Cancer reg-
istries based studies have demonstrated that the risk of sui-
cide in cancer patients is higher than that for the general
population. The suicide rate ranged from 1,36 to 2,58 in
different studies. Risk factors identified for suicide in can-
cer patients include socio-demographic and illness factors.
The majority of studies reported a higher relative risk in
men than in women. Higher suicide rates were associated
with divorced status, white race, less education and being
unemployed. Cancer-specific risk factors included poor
prognosis or advanced disease and time since diagnosis.

The risk of suicide was greatest in the first months or the
first years after diagnosis. The risk was greater in patients
diagnosed with cancers that have a poor prognosis (lung,
bronchus, head and neck, oesophagus, stomach, pancreas,
liver, biliary, myeloma) or non-localised disease.

Keywords: suicide, cancer, registry study, standardized
mortality ratio.
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