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1. footnote pp 22 line 35- please review (who women) seems to be a typo. 
Thank you for catching this  typo. We have corrected it.  
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This is interesting work. 
1. Although suicide is a timely topic and significant problem for Canadian populations, the authors could better justify why 
understanding early alcohol consumption is linked to suicide.  

Upon reflection of the editors  comments  we have decided to re-
 this  is  a more accurate 

des cription of who our s tudy cohort really is . Therefore, to c larify, the intention of this  paper is  to dis cus s  the 
relations hip between drinking during pregnancy and s uic ide, not early alcohol cons umption. We have edited the 

introduction to focus  on the linkages  between alcohol abus e (s uch behavior occurs  among women who drink 
during pregnancy and give birth to children who are ultimately diagnos ed with FASD) and s uic ide, which is  well 
documented in exis ting literature. We have inc luded the following references  that demons trate this  relations hip:  

  birth to children with Fetal Alcohol Spectrum Dis order (FASD), a diagnos tic  term that inc ludes  
s everal dis orders  related to prenatal alcohol us e, may be at increas ed ris k of s uic ide. Thes e women have his tories  
of frequent and heavy alcohol us e and there i s  a s trong as s ociation between alcohol us e and dependence and 
s uic ide(1 -  (page 4)  

2. It is unclear what 'substantial' alcohol abuse refers to.  Was this quantified, or could it be objectively defined in some  way? 
Thank you for this  comment. We agree th

at s ubs tantial alcohol us e was .  

( throughout the paper)  
3. Please clarify from the introduction, if the alcohol consumption is considered during the child-bearing years or only 
pregnancy. 
Alcohol cons umption is  cons idered during the pregnancy when defining our cohort. We do not have population-
level information about the us e before and after pregnancy.  

4. The non-parametric statistics seem appropriate, despite the small sample size. If the analysis with control for Indigenous status 
is possible, as stated in the limitations, it would be a more impactful and timely study.  
We agree that the ability to control for, or des cribe Indigenous  s tatus  would make this  s tudy very timely given the 
recent s uic ide epidemics  occurring in Firs t Nations  populations . However, g aining the permis s ions  for us ing the 

Firs t Nations  Identifier in the databas e is  an extremely time intens ive proces s  (over a year)  and is  outs ide the 
s cope of this  project, which is  a PhD dis s ertation. We are, however, working on getting thes e permis s ions  for 
future work us ing this  s tudy population and plan to go back and s tratify thes e s tudy res ults  us ing Firs t Nations  
and Metis  identity information (the Inuit population in Manitoba is  very s mall) .  

We have dis cus s ed this  is s ue in our limitations  s ection.  

communities . Given that s uic ide is  a s ignificant is s ue in Firs t Nations , Metis  and Inuit communities (37, 38)  it would 

be important to conduct this  analys is  to des cribe the burden of s uic ide among women who give birth to children 
 (page 11)  

5. Some of this data does come as far back as 1970. A description of key social changes would be a useful consideration. It would 
also be of interest to comment on the decade of suicidal behavior documented.  If there is a trend for improvement or 
worsening, it may better guide current resources and management.  
We agree that examining the trends  of s uic idal behavior would be interes ting in t his  population, we have 

relatively low outcome numbers  and feel that this  is  outs ide the original objectives  of this  paper, which is  to 
quantify s uic ide rates  of thes e women in order to identify a potentially high ris k group that requires  targeted 
interventions . We do agree that we s hould inc lude that s uic ide as  a public  health problem has  increas ed over the 

vide s ocial context to our res ults .  

Reviewer 3  Dr. Astrid Guttmann MSc MDCM 

Institution Institute for Clinical Evaluative Sciences, Toronto, Ont. 
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comments 
(author 
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bold) 

Overall, this is a paper on an important topic that has not been well-investigated and makes a substantial contribution to the 

literature. It leverages multiple population-based and clinical datasets in Manitoba.  However, a few modifications are needed.  
The study design needs to be better articulated.  Presumably thi s is a cohort study but it is unclear in the current version when 
the cohort begins since pre-
the study at the birth of the infants, these pre-pregnancy outcomes have to be considered as baseline characteristics of risk 
rather than outcomes, since women who successfully committed suicide prior to the birth of a child would be excluded and thus  
not present in the denominator, thus biasing the estimates that are cal culated. 
Thank you for your important comments  and thoughtful review.  
The s tudy des ign is  a retros pective cohort s tudy, we have added this  to the title and methods  s ection. We have 

als o added a s tudy s etting and des ign s ection to the methods  s ection. We h ave ens ured that we have not des cribed 
pre-  (page 5)  
When covariates were measured and how those that were measured in the outcome period were handled analytically needs to 
be better described. 

We have added a covariate s ection as  per your recommendation.  
Covariates : The following variables , pre-s pecified on c linical relevance, were inc luded as  potential covariates  in 
each of the models  generating rates  of s uic ide attempts  and completions : age of mother at birth of child (18 or 
under, 19 to 24, 25 to 34, 35 and higher) , and SES at the time of the birth of the index child. SES was  defined 

according to area level data from cens us  information. Area-level income quintiles  were ranked from 1 ( low) to 5 



(high)  on the bas is  of ranges  of mean hous ehold income from cens us  information, and grouped into five 
categories , with approximately 20% of the population as s igned to each quintile(36) .  (page 7)  

The other major issue is around the ascertainment of suicide.  It is well -known that suicide is under-coded in vital statistics data.  
It would help contextualize the findings and highlight the high-risk nature of this cohort to also report all -cause mortality 
(which would have been measured in any case to censor the cohort).  
We have added more detail in our dis cus s ion regarding the problem of under -coding in s uic ide that may occur 
us ing vital s tatis tics  data.  

-coded in adminis trative databas es  as  practitioners  may lis t underlying mental 
illnes s  as  the diagnos is  or not accurately chart the occurrence of s uic idal behaviour. There is  low s ens itivity in the 
us e of thes e data to track the prevalence of s uic ide outcomes ; findings  of a validation s tudy comparing emergency 
department and patient coding for s uic ide and s elf-harm attempts  vers us  c linical as s es s ment data s ugges t that 

res earch us ing hos pital and phys ic ian c laims  to identify s uic idal outcomes  in patients  is  mis s ing one half to two 
thirds  of outcomes . Furthermore, only women who received medical c are owing to a s uic ide attempt or whos e 

 (page 10)  

We have als o reported all caus e-mortality s tatis tics  in our res ults  s ection:  
en died, 75% of thes e women were from our s tudy 

group; the mos t common caus e of death was  intentional s elf harm and as s ault; malignant neoplas ms  were the 
 (page 8)  

Abstract 
1. Please add to the Methods 1) overall design , 2) the calendar years of observation 
We have added that this  is  a retros pective cohort s tudy in our methods  s ection of the abs tract, as  well as  our s tudy 
period (April 1s t 1979 to November 30th, 2013) .  (pages  3, 5)  

2. Please add total number of women in the cohort and person/years to Results section 
We have added the total number of women in the cohort and pers on/years  to the res ults  s ection of our abs tract. 
(page 3)  
Background 

3. The writing of the study objectives could be sharpened: Objective 3 could be merged with 1 given that maternal suicide death 
arly 

 specifying actual years encompassed by the study rather than just 
 

4. Objective 2 needs to be re-written in light of the comments above. 
Thank you for your helpful s ugges tions . We have added the s tudy period and we have edited the objectives  to 
c larify them, make them more concis e and more appropriate to what we are trying to achieve in this  s tudy: which 

is  to quantify the s uic idal burden in this  population, and identify critical time periods  of ris k to aid the 
development of targeted interventions . We have changed the objectives  to the following:  

h 

FASD, relative to women who have not given birth to children with FASD during critical time periods  in their live 
inc luding: before pregnancy, during the prenatal period, during the pos tpartum period (to inves tigate rates  of 
maternal death)  and till the end of the s tudy period (April 1 , 1979 to November 11, 2013) . The identification of 

 (page 6)  
Methods  
5. An overall statement of design, inception of cohort, censoring (?outmigration from Manitoba, death from other causes) and 
calendar years of follow up would be helpful at the beginning of this section.  
We have added a s tudy s etting s ection and a s tatement of des ign that inc ludes  information about the 

development of our s tudy cohort, and calendar years  of follow-up. 
The following s ection was  added to the methods :  
Study Setting & Des ign: This  is  a retros pective analys is  of the Manitoba Mothers  and FASD (MBMoms FASD) coh ort, 

which cons is ts  of mothers  of children born in Manitoba between April 1 , 1984 and March 31, 2012 who had an 
FASD diagnos is  between April 1s t, 1999 to March 31s t 2012, with follow -up till November 11th, 2013. The year 1995 
was  chos en as  the firs t year to as certain FASD diagnos is  as  this  is  when accurate FASD diagnos is  data was  
attainable. Suic ide attempts  were inves tigated five years  before and one year after the birth of the child, till the 

end of the s tudy period, res ulting in a total s tudy period of A pril 1s t 1979 to November 11th, 2013.  (page 5)  
6. Data sources: If there are linkage statistics available (presumably the vital statistics data requires probabilistic linkage)  please 
cite these here. 
Linkages  are done at the Manitoba Health (provincial min is try of health)  level us ing probabilis tic  and determinis tic  

linkage, i.e. at a one to one PHIN. We do not have s pecific  available probabilis tic  linkages  for each of the databas es  
us ed in this  s tudy but can go to s ome lengths  to obtain them if this  reviewer would like. MCHP is  certain that we 
can link to 99% of the population in the majority of our databas es . Details  about linkages  are avilable in the 
following papers : 

Vod 53, No 1, 39 -44, 1999  
Roos  LL, Gupta S, Sooden RA, Jebamani L. Data quality in an information -rich environment: Canada as  an example 
Can J Aging, 2005  

7. Please add a covariate section rather than mentioning these in the analysis section. It was also not clear whether these were 
all measured at baseline (and please clearly define that this is at the birth of the infant) or whether any were calculated 
thereafter (ie time-dependent covariates). For instance in Table 2 there are postnatal psychological dis tress described as a 
baseline characteristic but no mention of it in the Methods section and no description of how this was handled analytically given 
that this was measured in the outcome period. 
We have added a covariate s ection to the methods  s ection, and s tated that thes e were meas ured at the birth of the 
index child or before the birth of the index child. We appreciate the confus ion created by the inc lus ion of pos tnatal 

ps ychological dis tres s , becaus e it is  a co-occurring dis order at the time our outcome is  meas ured we have removed 
it. This  was  an overs ight on our part.  
We have left it in purely as  a des criptive variable to provide context as  to the mental health challenges  of this  

cohort. (page 7)  
It was also not clear whether there had been any validation of the mental health definitions used  (one or more diagnosis from 
an admission or one or more diagnosis from an outpatient visit).  An older Ontario study which did chart reviews of primary c are 
physician visits for mental health problems concluded that it was not possible to differentiate mental health diagnoses from a 
single outpatient encounter (Leah Steeleet al  Med Care. 2004 Oct;42(10):960-5.) 
While the mental health definitions  have not been formally validated, they have been us ed in countles s  projects  

and peer-review papers  us ing the MCHP data repos itory. As  with all data s ources  there are limitations  inherent in 



the definitions  us ed, however, numerous  experts , inc luding health res earchers , epidemiologis ts , ps ychologis ts  and 
ps ychiatris ts  have approved the us e of thes e definitions  in mental health res earch. We do appreciate your concenrs  

and we have inc luded limitations  inherent in as certaining metnal health diagnos es  in the limitations  s ection: 
es  inves tigated in this  s tudy, we are not reporting the true 

prevalence of ps ychiatric  dis orders  in our cohort, but the prevalence of phys ic ian health s ervice us e for ps ychiatric  

illnes s ; as  MCHP data are dependent on women making contact with the health c are s ys tem. Therefore, this  s tudy 
excludes  women with undiagnos ed ps ychiatric  dis orders  and women who have not been as s igned with relevant 
diagnos tic  codes . Mental dis orders  among women who have only s ought care from a ps ychologis t or s upport 
group would n  

Our definitions  als o do not jus t involve a s ingle patient encounter, mos t of them include at leas t two vis its  to 
either a hos pital or phys ic ian, or the dis pens ing of a phys iatris t medication. See appendix 1 for definitions  of 
mental health outcomes . (page 11)  

8. 
distribution and tests of significance (preceding sentence) or those were pre-specified based on clinical significance. 
The covariates  inc luded in the models  were pre-s pecified bas ed on c linical s ignificance. The following line has  been 
added to the manus cript:  

-s pecified on c linical relevance, were inc luded as  potential c ovariates  in 

 (page 7)  
Results 
9. As with abstract, please report total person-years of follow-up 
The following information has  been added to the res ults : There were a total of 10103.40 pers on years  for our s tudy 
group, and 29331.55 pers on years  for the comparis on group when examining s uic ide attempts  till the end of the 

s tudy period. 
There were a total of 10694.56 pers on years  for our s tudy group, and 29695.65 pers on years  for the comparis on 
group when examining s uic ide completions  till the end of the s tudy period (pages  8, 9)  

Discussion 
10. Some additional limitations should be considered. Although the authors cite many of the papers around the MB Repository 
data in general, it would be worth discussing what is known about the validity of the specific outcome of this study. As 
mentioned above, it is well known that suicide is undercoded. It would also be worth discussing that the predictors may be 
measured well before any of the events (unless I have misunderstood when the covariates were measured) and as such that 
there may be many other unmeasured risk factors that develop or change in the time to event.  This would be worth discussing 
in the implications/context of how public health programs can target or refine current programs.  
We have expanded our dis cus s ion to inc lude information about the under -coding of s uic ide in adminis trative data 

and the pos s ibility of unmeas ured ris k factors  or thos e that have changed over time.  
his  s tudy is  reliant on the accuracy of phys ic ian and 

hos pital coding. Suic ide attempts  are often under -coded as  phys ic ians  may lis t underlying mental illnes s  as  the 

diagnos is  or not accurately chart the occurrence of s uic idal behaviour. There is  low s ens i tivity in the us e of thes e 
data to track the prevalence of s uic ide outcomes ; findings  of a validation s tudy comparing emergency department 
and patient coding for s uic ide and s elf -harm attempts  vers us  c linical as s es s ment data s ugges t that res earch us ing 
hos pital and phys ic ian c laims  to identify s uic idal outcomes  in patients  is  mis s ing up to one half to two thirds  of 

outcomes . Furthermore, only women who received medical care owing to a s uic ide attempt or whos e death has  
been c las s ified as  a s uic ide would be inc luded in this  s tudy. Thes e data als o do not capture s uic idal ideations , 
further underes timating the burden of s uic idal behaviour in this  population. Finally, thes e data are not collected 

for res earch purpos es  and there may be unmeas ured ris k factors  that develop or change in the time to s uic ide that 
our analys is  could not account for due to the limitations  inherent in thes e data  (page 10)  
11. The authors also talk about the limitation of not having indigenous status data. However, one could argue that th

 
Thank you for this  comment, we agree with your as s es s ment. Thus , we have changed the s tatement to read:  

 burden of s uic ide among women who give birth to 
 (page 11)  

12. There is mention in the last paragraph of the Discussion of increased medical attention from paediatricians, this should also 
include mention of family p  
Thank-  

Tables 
13. Table 2   
We have added lowes t and highes t to the labeling of the income quintiles  
14. Table 3  you may want to delete the crude rate of # of women with suicide attempt that represents a small cell since one 
can calculate that if a rate of 1.67=6 women that the # representing a rate of 1.39 is  5 (first column of exposed cases) 
We have deleted the crude rate and this  category out of the table s o that no back calculations  can be conducted  

15. Appendix 1  these are not outcomes but are characteristics or covariates  
We have edited this  appendix s o that the s uic ide outcome definitions  have been placed into a new table ( Table 2)  
in the text and that the mental health characteris tic  definitions  have been placed in appendix 1  (Tables  2, 3 , 4)  

 


