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Abstract: There is a marked difference between the suicide rates and trends in the U.S. versus Italy, with Italy 
having lower rates and a downward trend. It is hypothesized this suicide decrease may be explained in terms of 
an anthropological-based theory that a period of liminality and resulting communitas occurred. During research 
conducted in Italy, I interviewed four mental health practitioners, toured medical facil-ities, attended educational 
lectures and took various history related tours. I have chosen to undertake a qualitative approach with literature 
searches on suicide and related phenomena in both the U.S. and Italy. Combined with semi-structured interviews 
and first-hand observations, information on the “why” reveals disparity between the two countries. More 
structured studies of this nature must occur to ad-dress the epidemic of suicide in the U.S. and to validate the 
success of practices outside the United States. 
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Why is there such a large disparity in suicide rates 
between Italy and the U.S.? According to the World 
Health Organization [WHO] (2014), Italy’s suicide 
rates have decreased 22.4% for females, 7.4% for 
males, and 7.4% overall in the period between 2000 
and 2012 (p. 83). These percentages equate to an 
overall rate of 4.7 suicides per 100,000 Italians (p. 
83). During the same period, the U.S. experienced 
an increase in suicides of 36.6% for females, 19.9% 
for males, and 24.2% overall (p. 87). These increases 
account for a rate of 12.1 per 100,000, over 2.5 
times Italy’s rate. Italy’s overall suicide rates have 
been on average in decline since the 1980s 
(Guaiana, D’Avanzo, & Barbui, 2002; Levi et al., 
2002). 
According to the WHO (2014), among the 172 
member nations with a population of 300,000 or 
more, 128 countries (73.8%) had a suicide rate 
lower than the U.S. with one country -Uruguay- 
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at the same rate. Further, WHO (2014) data reveals 
123 countries (71.5%) experienced a decrease in 
suicide rates during the 2000-2012 period with one 
remaining unchanged. During this same period, the 
U.S. was among 48 countries (27.9%) experiencing 
an increase in suicides, with only nine countries 
having higher increases (pp. 80-87). It is imperative 
-a matter of life and death- that we make 
comparisons between countries with increasing and 
high rates of suicide to those with decreasing 
and/or low rates of suicide. 
I hypothesize, that when compared to the U.S., the 
lower and decreasing rates of suicide in Italy are due 
to a period of liminality, which gave rise to a more 
pronounced sense of communitas. Liminality, 
originally postulated by van Gennep (1960 /1909), 
holds that when a societal issue or state of crisis 
exists, the crisis precipitates conflict and action, a 
ritual may be enacted to resolve the issue, and rein-
tegration of the society occurs. Turner (as cited in 
Thomassen, 2009, p. 17), later held out that a ritual 
could also be a political or societal change. In 1969, 
Turner asserted that reintegration may result in 
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communitas - a state of collective being with 
societal goals (as cited in Thomassen, 2009). This is 
different from community, often thought of as a 
physical place or description of a group of people. 
Italy went through a period of liminality during the 
1960s and 1970s. During these two decades, a crisis 
of how to care for people with mental illnesses 
occurred and resulted in major mental health 
system reform; it was during this time that asylums 
closed and a philosophical change happened, 
including that those with psychiatric illness have a 
right to the community (Davidson, Mezzina, Rowe, 
& Thompson, 2010, p. 436). A notable exception 
was the leaving of six forensic mental hospitals, for 
treatment of dangerous criminal offenders with 
mental illness, intact (Burti, 2016, p. 13). On March 
31, 2015, community-based security facilities 
replaced the forensic hospitals (Carabellese & 
Felthouse, 2016; Cassacchia et al., 2015). Tararelli et 
al. (2011) observed, “Institutionalism objectified 
and alienated patients” and “largely resulted in 
stigma for mental illness” in Italy (p. 9). Over time, 
communitas developed around the idea that people 
with psychiatric disabilities should be a part of the 
community as much as possible. The concept of 
rehabilitation evolved to include the regaining of 
rights (Burti, 2016, p. 12). Suicide rates in Italy 
began to decline notably in 1980 (Vichi et al., 2010) 
and it has been speculated this is because of the 
change in the Italian healthcare system that this 
rate decrease began and continued (Pompili, 2010). 
This brings me to my secondary hypothesis, that 
communitas in Italy is a major factor in lower and 
decreasing rates of suicide in comparison to the U.S. 
because it disrupts at least one of the three criteria, 
identified by Joiner (2005), that interact to cause an 
individual to kill oneself. These criteria are a 
thwarted sense of belonging, a perceived sense of 
burdensomeness, and the acquired ability to enact 
lethal self-harm (p. 228). Reason’s (2000) Swiss 
Cheese Model holds that undesirable outcomes, 
like suicide, are the result of a series of disastrous 
events and factors that accumulate and chainreact 
until the tipping point. Removal of a factor or 
prevention of an event will stop the negative 
outcome from happening (Peltomaa, 2012). 
Communitas removes one or more of these criteria 
for disaster and reduces what is referred to as a 
psychache -an unbearable psychological pain 
caused by loneliness, angst, fear, or any number of 
other internal factors (Shneidman, 1993, p. 51). 
 
Method 
 Review of the WHO (2014) rates and trends 
between the U.S. and Italy allows us to see there is 
a notable difference in suicide deaths between the 
two countries. This quantitative data does not allow 

us to understand why that difference exists. To 
answer “why” there is a disparity requires a 
qualitative approach. Suicide is phenomenological, 
having different meanings and causes -real or 
perceived- from culture to culture (La Fontaine, 
2012). As such, I make my observations from a 
phenomenological perspective, recognizing the 
view that mental illness readily explains the 
phenomenon that often over-shadows 
consideration of socio-cultural factors as 
contributing to suicide (Feldmann, 2014; Pompili, 
2010). This perspective considers suicide not only a 
biological or psychological vantage, but also from a 
socio-cultural view requiring an ethnographic 
approach (Staples & Widger, 2012). 
During a two-week period in May of 2016, I traveled 
to Italy with eight peers, as part of a study abroad 
program tied to a course in a U.S. doctoral program. 
The main objective was to learn about critical issues 
in the context of Italian higher education and, in the 
process, learn about Italian culture more broadly. 
This experience included 20 hours of internship in 
an area of personal interest. Having studied mental 
illness and suicide extensively, I chose experiences 
that would expose me to the nature of suicide and 
related phenomena from an Italian perspective. My 
original intent was not to conduct research or write 
a paper of comparison between the U.S. and Italy 
on the issue of suicide. It was after returning to the 
U.S., and reflecting on my experience, that it 
became clear documenting my findings might yield 
valuable information. 
The study abroad course was based out of 
Macerata, Italy and academic contacts at the 
University of Macerata (UNIMC) assisted me in 
selecting and arranging to meet with appropriate 
and reliable contacts who met my criteria -native 
Italians with academic, occupational, and 
experiential creden-tials in the Italian mental health 
system. My four primary contacts included the head 
nurse of a psychiatric clinic (Umberto), a practicing 
clinical psychologist (Marco), a doctor and medical 
director work-ing as a general practitioner at an 
outpatient clinic and hospital (Roberto) -who had 
also worked as a psychologist/psychoanalyst, and a 
psychiatrist/suicidologist at a hospital (Paolo) - who 
is also a university professor. I withhold names, 
physical locations, and affiliations to preserve 
anonymity. For ease of writing, I have used 
pseudonyms in place of actual names. While Marco 
and Paolo spoke fluent English, I interviewed 
Umberto and Roberto with the aid of an interpreter, 
who has an undergraduate degree in translation 
and interpretation and is currently pursuing a 
graduate degree in translation/interpretation. 
I conducted semi-structured interviews of 
informants (see Appendix) and toured several 
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medical facilities. My travel took me to Ancona, 
Camarino, Florence, Rome, and Senigallia, Italy, 
where I encountered multiple other healthcare 
practitioners, members of the public, and university 
faculty and students. I engaged in informal 
conversation and participant observation, keeping 
detailed hand-written field notes. As part of my 
academic experience, I attended a series of lectures 
from university profes-sors on Italian culture, 
history, and language. In a lecture on Italian culture 
and demographics, a professor of social psychology 
-Mario- provided applicable information towards 
my research. I later scanned and uploaded all notes 
(field, interview, etc.) to the Atlas.ti qualitative 
analysis software pro-gram for coding and theme 
recognition. 
I validated respondent information by allowing the 
four primary contacts the opportunity to review my 
interpretations of their responses. I pursued further 
validity by using triangulation -observations, 
literature search, and other informants - to 
corroborate information provided. I obtained 
institutional review board (IRB) approval prior to 
writing this paper. 
 
Results and Discussion 
The interviews and observations revealed four main 
themes that relate to communitas and the overall 
discourse found among the communities I visited 
the healthcare system, politics, religion, and 
family/community. Another theme that possibly 
interfered with the optimal benefits of communitas 
and came to light -an economic downturn causing 
high unemployment rates. 
 
Healthcare System 
Researchers attribute mental illnesses to 90% of all 
suicide deaths with the remainder lacking a known 
diagnosis (Goldsmith, Pellmar, Kleinmann, & 
Bunney, 2002, p. 70). In Italy, researchers attribute 
a decline in suicide attempts resulting in death to 
improved mental health care and increased help-
seeking behaviors (Preti, 2012). For this reason, 
healthcare systems, including physical facilities, 
have a critical bearing on suicide and life-
threatening behavior within a country. In contrast, 
among 191 WHO countries, the U.S. healthcare 
system is ranked 37th in overall efficiency while 
Italy is ranked second (WHO, 2000, p. 153-155). The 
U.S. spends 16.4% of its gross domestic product 
(GDP) on healthcare compared to Italy’s 8.8% 
(Organisation for Economic Co-operation and 
Development [OECD], 2015a, p. 3), yet the average 
life expectancy in the U.S. is notably less than Italy 
across all age and sex metrics (OECD, 2015b, p. 23). 
Measured per 100,000, the U.S. has a rate of 7.79 
psychiatrists, 29.03 psychologists, and 17.93 social 

workers (WHO, 2011b, p. 3) in contrast to Italy’s 
7.81 psychiatrists, 2.58 psychologists, and 1.93 
social workers (WHO, 2011b, p. 2). It appears Italy is 
doing more with less. 
According to Umberto, the mental health system is 
different from region to region, although central 
laws regarding healthcare are all the same. 
Umberto further advises that each province within 
his region have their own mental health 
organization, including a community mental health 
center. An article by Lora (2009) supports 
Umberto’s assertions. Umberto further noted each 
center has nurses, social workers, psychologists, 
psychiatrists, and educators at their disposal. Paolo 
informed me there are “five or six” suicide 
prevention call lines throughout Italy, but only one 
-that happens to serve the most people- is funded 
by a hospital. In the U.S., a national suicide 
prevention call line routes callers to a call center in 
one of dozens of call centers close to their 
geographic location. This routing enables the caller 
to receive support from crisis team and mental 
health professionals in their area. 
Roberto relayed that his facility does not treat many 
people with mental illness, “but they really aren’t 
looking for them either,” meaning that his clinic 
does not actively seek mental health referrals or 
communicate with the public about such services.  
As a result, Roberto’s hospital and clinic do not 
provide treatments, such an electroconvulsive 
therapy (ECT). While on tour of Paolo’s hospital, I 
spoke to the head psychiatric nurse, who said they 
primarily treat people with severe psychosis who 
have schizophrenia or borderline personality 
disorder. Unlike Roberto’s health center, Paolo’s 
hospital does provide ECT in cases of severe 
depression resistant to other treatment methods. 
In the U.S., ECT treatment has been steadily 
decreasing for decades (Case et al., 2013; Weiner & 
Prudic, 2013). In Italy, the use of ECT is 
controversial, with more ethical than scientific 
reasons for non-use (Buccelli et al., 2016). Umberto 
mentioned his patient types are those with bipolar 
disorder (most common), depression, 
schizophrenia, anxiety, and those who have suicidal 
ideation or attempts. 
Umberto stated assignment of a doctor to a family -
and often a family nurse- to provide general 
healthcare. In the U.S., physician home medical 
visits are virtually unheard of. When it comes to 
mental illness, Umberto noted that, “every effort is 
made to treat people in their homes.” Most Italians 
needing mental health care access the system 
through general practitioners and hospital 
physicians while approximately 33% access the 
system directly (Volpe et al., 2014, p. 511). All the 
people interviewed affirmed that the focus of 
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mental health treatment is care in the home and 
limiting of hospitalization only to those who are a 
danger to themselves or others, have no family to 
care for them, and/or are unable to care for 
themselves. In other words, unlike in the U.S. where 
hospitalization is common-place and care in the 
home is less common, in Italy hospitalization is a last 
resort in extreme circumstances. Like other 
countries, it appears that Italians generally seek 
mental health services for depression, anxiety, and 
eating disorders. Unlike comparison countries 
(Japan, Croatia, Spain, United King-dom), Italians 
are less likely to seek treatment for insomnia, 
interpersonal issues, and undefined “disturbed 
behaviors” (p. 512). 
According to a national survey of Italians by 
Munizza et al. (2013), 98% of respondents were 
aware of depression with 77% believing it is 
common, 58% believing it is a mental illness, and 
55% believing it is a “personal weakness” (p. 3). 
Regarding stigma, 75% agreed Italians hide their 
mental health issues, 31% thought one can 
overcome a mental health problem by themselves, 
30% said employers should not hire those with 
mental health problems, 27% thought people with 
mental illnesses are dangerous, and 16% thought 
mental illness was contagious (p. 4). Interestingly, 
there appears to be significant concern that 
antidepressants are dangerous and addictive (p. 7). 
Evidence suggests that addiction to antidepressants 
is exceedingly rare (Dean, 2002; Heddad, 1999). 
Regarding danger, as with any other medication, 
there are potential metabolic, liver, and heart 
complications (Kubiszyn & Mire, 2014), which is why 
people should work closely with their healthcare 
providers. While there have been concerns about 
the risk of increased suicidal ideation in children 
taking antidepressants, there is minimal concern of 
this complication in adults (Pompili, Girardi, Lester, 
& Tartarelli, 2011). Italy has a relatively non-diverse 
population, with most people having native Italian 
ethnicity with comparatively small groups of 
French, German Albanian, Greek, and Slovene 
people (CIA, n.d.a.). In comparison, over one-third 
of U.S. citizens report their race or ethnicity as other 
than non-Hispanic Caucasian (U.S. Census Bureau, 
2011). This unequal ethnic composition assesses 
the U.S. population’s beliefs on mental health 
problematic because a literature search on U.S. 
public opinion produces multiple results based on 
differences in religion, ethnicity/race, and 
occupation with a lack of data on the majority 
population.  
 
Political Environment 
According to the university lecturer, Mario, and 
several guides, nearly every city has a central tower 

that is the center of political or religious power -a 
symbol of the power wielded by State and Church 
alike. This was evident as we traveled the 
countryside going from town to town. It was 
observed by Marco that politicians are motivated to 
support and provide programs to help people with 
mental illnesses, but this is often out of “fear they 
will be blamed or associated” with someone who 
hurts themselves or others. 
Umberto confirmed the outlawing and closure of 
asylums for those with psychiatric disorders in the 
interest of improving the mental health of the 
general population. This deinstitutionalization oc-
curred in 1978 and, as of 2010; Italy was the only 
country in the world to outlaw asylums completely 
with the philosophy that social inclusion, self-
determination, and citizenship during treatment 
are rights to be protected (Davidson, Mezzina, 
Rowe, & Thompson, 2010, p. 442). Lora (2009) 
characterized the reform of the Italian mental 
health system as “radical.” As such, 1978 was when 
the “ritual” or political action component of Italy’s 
liminality occurred. In contrast, the U.S. has 
deinstitutionalized asylums, yet jails and homeless 
shelters serve the purpose of the asylum (Osborn, 
2009, p. 239). Given the “checkered past” of the 
classification of psychiatric disorders, those in the 
U.S. tend to generally see imprisonment and 
homelessness as causal to mental illness and often 
have difficulty in distinguishing “mental disorder 
from natural distress” (Horowitz & Grob, 2011, p. 
652). 
Roberto stated that the approval of the mayor and 
a judge are the last two steps in the process needed 
to commit a person to an inpatient mental health 
facility. In the U.S., the involuntary transport of a 
person for mental health reasons typically requires 
no more than a form, documenting a perceived 
threat to the person or others, by law enforcement 
or a health officer. This form enables transport 
against the patient’s will where they may receive a 
further 72-hour hold at the facility. In the U.S., civil 
commitment generally only requires the testimony 
of a single psychiatrist before a judge (Gordon, 
2016). Observers note the psychiatrist appears to 
wield a lot of power in the commitment proceeding 
with the judge simply taking the word of the 
psychiatrist at face value (p. 677). Unfortunately, 
civil commitment in the U.S. is often a mechanism 
treat people with a mental health problem who 
“dangerous” to the neglect of others who are ill but 
will not receive treatment (p. 700). Once perceived 
or real dangerousness is reduced, the person civilly 
committed often stops receiving treatment, which 
means they will often relapse and enter the system 
again later (Manahan, 2004). 
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Firearm is the number one method of suicide 
among Americans, with gun ownership positively 
associated with suicide (Miller, Warren, Hemenway, 
& Azrael, 2015; Siegel & Rothman, 2016). In Italy, 
where guns are much more restricted, it is a distant 
second highest method -hanging being the most 
frequent method (Vichi et al., 2010). It is worth 
mentioning that researchers have proven time-
after-time that restricting means to suicide does not 
statistically result in people choosing another 
method or going elsewhere to kill themselves 
(Joiner, 2010). 
 
Religion  
I learned from Mario that of Italy’s population, the 
majority -he estimated 85%- are Catholic. Other 
estimates put the Catholic population anywhere 
from just below 80% (Central Intelligence Agency 
[CIA], n.d.a) to 83% (Pew Research Center [PRC], 
2011, p. 23). Government officials and researchers 
estimate the U.S. has a Catholic population of 
approximately 24% (CIA, n.d.b, PRC, 2011). The 
university lecturer, Mario, advised that despite the 
Catholic Church’s heavy influence over Italy, the 
government and the Vatican have long been at 
odds. There has been much turmoil when it comes 
to politics and the role of Church versus State 
(Giorgi, 2013). Having said this, while conflict often 
arises and the religious and political camps may 
differ, culture in Italy has been heavily influenced by 
“diffused religion” (Cipriani, 1983), and is still the 
case at present (Ferrara, 2009). The concept of 
diffused religion is consistent with the identification 
of cultural axes by Inglehart and Baker (2000) that 
divides the world into cultural zones of similarity 
and maintains the persistence of traditional values 
despite modernization. Italy falls into the Catholic 
Europe Zone whereas the U.S. is in a zone identified 
as English Speaking (p. 29). 
When asked what bearing the Catholic belief 
system might have on suicide and suicidal behavior, 
Marco advised the Pope does not divulge his 
thoughts on suicide. Roberto indicated there was 
not much of a market for grief counseling, 
psychological services, or physical pain treatment 
because a strong Catholic belief is that “pain and 
suffering is a means to gain entrance to heaven,” 
and that “Catholicism is preventative to suicide.” 
Paolo advised that the Catholic Church has changed 
its historical view on suicide within the past few 
years and that a recent pope said, “Only God can 
judge the people [who suicide],” although doctrines 
of previous popes are in the collective memory. 
Paolo cautioned that suicide rates among Catholics 
might be underreported. I looked for literature on 
deaths classified as undetermined or accidental as 
they may indicate whether this caution is valid. Italy 

and the U.S. have the same ratios of 
underdetermined manners of death (7.1:1), but 
Italy has a lower accident to sui-cide ratio (0.8:1) 
than the (1.1:1) ratio of the U.S. (Pritchard & 
Hansen, 2015, p. 370). Given the higher population 
percentage of people who are Catholic in Italy, 
Paolo’s caution warrants serious consideration. 
As I discovered during ethnographic research in the 
U.S., in Wyoming, I strongly suspect a phenomenon, 
which I call Theological Doctrine Distortion (TDD), is 
in operation. Namely, “the amount of stigma 
attached to mental illness and suicide appeared to 
correlate generally with one's position within the 
church hierarchy, with leaders being the least 
stigmatizing, and the church members being among 
the most stigmatizing” (Caulkins, 2014, p. 49). This 
stigma and distorted understanding of doctrine in 
TDD appears to be on a spectrum that increases in 
intensity as one goes down the hierarchical chain. 
The official stance of the Catholic Church, as written 
in the Catechism is, “grave psychological 
disturbances, anguish, or grave fear of hardship, 
suffering, or torture can diminish the responsibility 
of the one committing suicide” (Catholic Church, 
n.d., para. 6). Catholic people have a lower rate of 
suicide than those who are Protestant, which is 
likely related to higher church attendance resulting 
in greater social connection (Torgler & Schaltegger, 
2014). Additionally, divorce -a suicide risk factor in 
the U.S. (Denney, Rogers, Krueger, & Wadsworth, 
2009)- is discouraged by the Catholic Church as well 
as Italian culture and is not common (Masocco et 
al., 2008). A meta-analysis conducted by Wu, Wang, 
& Jia (2015) cautions that the protective factor of 
religion varies depending on the religion and 
cultural context in which it is situated. 
Alighieri’s writing, The Divine Comedy (1320/2004) 
was mentioned by three informants as a major 
influence on the perception of suicide within the 
Catholic community. Indeed, as recently as 2011, 
the Church held out The Divine Comedy as, 
“…lessons that illuminate the Catholic moral 
vision…” (Topping, 2011, p. 43). Pope Benedict XV 
declared Dante Alighieri a genius for which 
Catholicism can be proud (Benoît, 2006). While 
traveling, I encountered many statues and paintings 
of Alighieri. This was especially true in Florence, 
which was Dante’s birthplace. Our guide in Florence 
emphasized the importance of Dante to the 
community and Dante’s contributions to literature 
and politics. Alighieri (1320/2004) wrote a fictional 
visit to hell depicting those who die by suicide 
imprisoned in oak trees for monstrous birds to feed 
on for all eternity. Stack (2018) found those who 
believe in killing themselves results in going to hell 
in the afterlife have significantly lower suicide rates.  
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Family and Community 
Umberto stated, “Community, family, and health 
services are central, and may very well be part of 
the reason suicides are less prevalent than in the 
United States.” Blangiardo and Rimoldi (2014) 
found that while Italian families are modernizing, 
there are still strong family connections because of 
holding to traditional ideals of remaining with one’s 
family of origin and the influence of the family on 
the behavior of the individual (p. 217). According to 
Umberto, “in smaller towns people know there are 
problems and they get help.” Marco points out the 
negative aspects of small town living when he 
relayed that because, “everyone knows” what is 
going on with everyone else, it can result in stigma 
and a reaction from the person being stigmatized. 
For example, Marco told the story of a 19-year-old 
friend who hanged himself in the forest near his 
small town. Because of the stigma, the friend’s 
mother, even 23 years later, does not leave the 
house much and no longer associates with her son’s 
old friends. Roberto maintains that the “public sees 
suicide as a failure [emphasis added] to live.” 
Regarding quality of life (QOL), young Italian males 
tend to fare better in urban areas, whereas elderly 
men experience higher QOL in rural settings. Italian 
women are less sensitive to changes in QOL 
regarding where they live (Carta et al., 2012). While 
no comparable U.S. QOL research was discovered, 
one study notes more rural areas near large urban 
centers are prized as providing a better QOL among 
the “creative class” of Americans -like those in art 
and design, education, and engineering 
(McGranahan & Wojan, 2017). Another study found 
that QOL was higher in urban areas for U.S. 
veterans, likely because of improved access to 
healthcare (Wallace et al., 2010). 
Regarding grief, Roberto stated he can refer people 
for grief support if needed, but no one has ever 
requested such a referral from him -probably 
because, “Grieving is seen as a thing to be dealt 
within the family.”  Roberto further notes that grief 
support is not a component of hospice care. There 
may be sex-related differences involving grief and 
the community when a person’s spouse dies. 
Roberto claims widowers get much more support 
even though women are expected to fare worse. 
The men are encouraged to enter a relationship 
again, whereas women who do so are considered 
sexually promiscuous. Italian widowers, those 
never married, and divorced or separated males, 
are more likely to suicide compared to their married 
counterparts (Masocco et al., 2008; Masocco et al., 
2010). An analysis of Italian females reveals, in 
descending order, that the marital status of those 
dying by suicide are those never married, divorced 
or separated, widowed, and married (Masocco et 

al., 2010). In contrast, U.S. suicide rates for males, 
in descending order, are highest among those 
widowed, divorced or separated, and never married 
as opposed to females that, in descending order, 
are divorced or separated, never married, and 
widowed (Denney et al., 2009). 
Umberto maintains that children live with their 
parents longer and are close with their families as a 
result. Roberto also mentioned it is common that 
children live with parents longer and said staying in 
the family home up to the age of 25 to 30 was not 
uncommon -his own 30-year-old son still lives with 
him and his wife. Manacorda and Morretti (2006) 
state that 80% of 18 to 30-year-old Italian males -
many more than their U.S. and Northern European 
peers- live with their parents and refer to the 
phenomenon as a “normal good” (p. 825). Roberto 
speculates there are fewer youth suicides because 
of these family connections despite many youths 
being chronically unemployed. Having said all of 
this, in 2014, the U.S. experienced a slight rise in the 
number of 18 to 34-year-old adult children living 
with their parents for the first time in 130 years (Fry 
& Pew Research Center, 2016). 
 
Economy 
During his lecture at the university, Mario spoke 
about high unemployment rates. For the general 
population, the rates of unemployment were 8.9%, 
12%, and 11.3% in 2013, 2014, and 2015 
respectively. Among youth, unemployment was 
over 43% in 2015 and is down to 39.3% in mid-2016. 
The CIA (n.d.a) estimated the Italian unemployment 
rate at 12.7% for 2014 and 12.2% for 2015. Roberto 
mentioned the economic crisis and that it 
precipitated a rash of suicides among small business 
owners. Paolo was more specific in his description 
of the “rash” of suicides and referred to it as the 
“2012 epidemic of suicide among small business 
entrepreneurs in North Italy.” On further 
investigation, suicides during times of high 
unemployment has been consistent in Italy 
(Ceccherini-Nelli & Priebe, 2011; Pompili et al., 
2014) and the U.S. (Ceccherini-Nelli & Priebe, 2011). 
These findings lead one to wonder whether the 
Italian suicide rate decrease would have been even 
more profound had it not been for the recession in 
the late 2000s.  
 
Limitations of the Study 
These observations were conducted over a two-
week period and involved only four primary, albeit 
impressively credentialed, people involved in 
mental healthcare. All four were males ranging from 
30 to 60-years-old and did not include observations 
of females or those outside this age range. This 
report is the result of relatively unplanned study of 
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suicide and related phenomenon in Italy. As such, 
was no formal research protocol and findings are 
retrospective. Additionally, I visited only five cities 
in Italy.  
 
Recommendations for Further Research 
There is a need for more planned and systematic 
research comparing countries with steadily de-
creasing suicide rates to the U.S. rates. This research 
needs to build on quantitative data to answer the 
“why” questions. Insight by incorporation of 
ethnographic methods supplemented with 
psychological autopsy investigations (PAIs) is 
desirable. The PAI is a technique that gathers and 
analyzes all pertinent information related to specific 
individual deaths due to suicide (Knoll, 2008). 
 
Conclusion 
 The suicide rates in Italy are, and have been, lower 
in percentage than the U.S., and are decreasing 
overall (WHO, 2014, p. 83). The U.S. rates continue 
to increase in a steady manner (p. 87). Compared to 
most the world, the U.S. has an epidemic of suicide 
on its hands. During my education in Italy, which 
included an internship in various medical facilities, 
it occurred to me there were identifiable socio-
cultural factors that may explain the marked 
difference in suicide deaths. Although I did not set 
out to study suicide in Italy formally, my 
observations may serve as a catalyst for future 
planned research. 
Because of a mental health care crisis, Italy went 
through a liminal period that culminated in 1978 
with political action that drastically changed the 
mental health system (Davidson, Mezzina, Rowe, & 
Thompson, 2010). The new system embraced a 
philosophy of “the right to the community” and 
became more community-centered with asylums 
being abolished, people being reintegrated into 
their communities, and treatment provided at the 
patient’s home -except in extreme cases (p. 442). 
Over time, this reintegration fostered a deeper 
sense of community, communitas- a state of 
collective being with the goal of making people well 
and helping them become a part of the society. The 
seeds of communitas planted by political change, 
aided by already strict firearm laws, was fostered by 
an already existing rich culture. This culture includes 
the importance of family and a sense of community 
and is supported by a religious framework that is 
effective, not so much because of the religiosity per 
se, but because of the connection and integration it 
affords. These seeds yielded an improved mental 
healthcare system and futures for people who may 
otherwise have died tragically. Communitas 
prevents people from feeling burdensome, allows 

them to belong, and mitigates from developing or 
intensifying the ability to enact self-harm.  
Of course, Italy’s mental health care system is a 
work in progress and still has work to do on re-
ducing stigma and putting plans in place to mitigate 
the psychiatric fallout of economic downturns. In 
retrospect, looking at the two different nations, it is 
of little surprise that the suicide rates of the U.S. are 
higher and increasing. To reduce suicide worldwide, 
future research must systematically examine what 
countries with low and decreasing suicide rates are 
doing to prevent suicide and how their respective 
cultures influence these results. 
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Appendix 

Semi-Structured Interview Questions 

1. Can you give me a brief overview of the services you provide? 

2. What are the most prevalent mental health issues among the population you serve? 

3. What community services are available to those struggling with mental illness? 

4. How does the public perceive mental health and illness? 

5. Do you have a suicide prevention program in place? If so, what does it consist of? 

6. Why do you believe that Italy's Suicide rates are lower than the U.S. and showing a decline? 

7. What is it that is effective in reducing Italian suicides? 

8. Is there anything I have not asked that I should know? 


