UNIVERSIDADE FEDERAL DO RIO GRANDE DO SUL
FACULDADE DE MEDICINA
PROGRAMA DE POS-GRADUAGAO EM PSIQUIATRIA E CIENCIAS DO
COMPORTAMENTO

Thyago Antonelli Salgado

O papel das interagdes sociais na ideagao suicida durante a pandemia pelo
COVID-19

Porto Alegre, 2021



THYAGO ANTONELLI SALGADO

O papel das interagdes sociais na ideagao suicida durante a pandemia pelo
COVID-19

Dissertagcao apresentada como requisito
parcial para obtencao de titulo de Mestre
em Psiquiatria a Universidade Federal do
Rio Grande do Sul, Programa de Pés-
Graduagao em Psiquiatria e Ciéncias do
Comportamento.

Orientador: Prof. lves Cavalcante Passos

Porto Alegre, 2021



FICHA CATALOGRAFICA

CIP - Catalogacao na Publicagao

Antonelli-Salgado, Thyago

O papel das interacdes sociais na ideacdo suicida
durante a pandemia pelo COVID-19 / Thyago
Antonelli-Salgado. -- 2021.

92 f.

Orientador: Ives Cavalcante Passos.

Dissertacdo (Mestrado) -- Universidade Federal do
Rio Grande do Sul, Faculdade de Medicina, Programa de
P6s-Graduacgdo em Psiquiatria e Ciéncias do
Comportamento, Porto Alegre, BR-RS, 2021.

1. Ideacdo suicida. 2. Solid&do. 3. Isolamento
social. 4. Distanciamento social. 5. COVID-19. I.
Cavalcante Passos, Ives, orient. II. Titulo.

Elaborada pelo Sistema de Geragao Automatica de Ficha Catalografica da UFRGS com os
dados fornecidos pelo(a) autor(a).




FOLHA DE APROVAGAO DA BANCA EXAMINADORA
THYAGO ANTONELLI SALGADO

O papel das interagdes sociais na ideagao suicida durante a pandemia pelo
CoOVID-19

Dissertacdo apresentada como requisito
parcial para obtencédo de titulo de Mestre
em Psiquiatria a Universidade Federal do
Rio Grande do Sul, Programa de Po&s-
Graduagdo em Psiquiatria e Ciéncias do
Comportamento.

Porto Alegre. Aprovadaem: __/ |/ /

A comissdo Examinadora, abaixo assinada, aprova a Dissertacdo “O papel das
interacdes sociais na ideagao suicida durante a pandemia pelo COVID-19”, elaborada
por Thyago Antonelli Salgado como requisito parcial para a obtengdo do grau de
Mestre em Psiquiatria e Ciéncias do Comportamento.

Relator: Prof. Dr. Giovanni Abrahdo Salum Junior (UFRGS)

Prof. Dr. Maiko Abel Schneider (Externo a UFRGS)

Dr.2 Marianna de Abreu Costa (Externo a UFRGS)

Prof. Dr. lves Cavalcante Passos (Orientador)



AGRADECIMENTOS

Aos meus pais Valdomiro Alves Salgado e Idelcia Antonelli da Silva Ramos
pelo amor incondicional e pelo incentivo aos estudos e estimulo para persistir em
busca dos objetivos apesar das adversidades.

Ao Professor Ives Cavalcante Passos pela orientacdo e presenca constante
em todas as etapas do mestrado. Agradego também por me apresentar um excelente
modelo a ser seguido de ética e profissionalismo através de suas condutas no
decorrer desse processo. Obrigado também pelo aceite em me orientar neste estudo
e pela confianga depositada em mim para a lideranga desse projeto.

Aos coautores Grasiela Marcon, Gabriela Massaro Carneiro, Mauricio
Hoffman, Thiago Henrique Roza e Aline Zimermam. Obrigado por dedicarem tantas
horas entre reunides e outras atribuicbes que abragcaram nesse projeto. Me sinto
privilegiado em ter compartilhado momentos de aprendizado com pesquisadores com
os quais também compartilho um lago afetivo.

Ao professor André Brunoni por ter participado em varias etapas desse projeto.
Obrigado pela valiosa contribuicdo dada através das orientagdes que me ajudaram a
desenvolver esse projeto e construir uma melhor capacidade de analise critica em
pesquisa.

Aos professores Bo Cao e Simone Hauck pela participagéo no estudo.

Aos colegas do Grupo de Pesquisa ALLIANCE e ao Programa de PO&s-
graduagdo em Psiquiatria e Ciéncias do Comportamento da UFRGS pelo auxilio

prestado em diversos momentos.



RESUMO

Introdugao: Embora as medidas de distanciamento social sejam necessarias para
diminuir a disseminacdo do COVID-19, elas podem estar associadas a diminuicdo da
quantidade de interagéo social (isolamento social) e a sensag¢ao subjetiva de estar sé
(soliddo). Tanto o isolamento social quanto a soliddo podem estar associados a
diversos desfechos em saude mental, incluindo a ideagdo suicida. A presente
dissertagdo tem como objetivo avaliar o impacto de medidas objetivas e subjetivas
das relagdes sociais na ideagao suicida durante a pandemia pelo COVID-19.
Métodos: Os dados sdo provenientes de uma pesquisa on-line longitudinal composta
por trés ondas de avaliagdo de adultos residentes no Brasil. Esta dissertagdo se
baseia nas duas primeiras ondas (Onda 1: de 6 de maio a 6 de junho de 2020; Onda
2: de 6 de junho a 6 de julho de 2020). Avaliamos se possiveis fatores de risco
relacionados as relagdes sociais (soliddo, morar sozinho, n&o sair de casa e o numero
de dias de distanciamento social) na onda 1 estavam associados a ideagao suicida
na onda 1 e na onda 2 por meio de modelos de regressao multipla. As analises foram
ajustadas para variaveis sociodemograficas, de saude mental e estilo de vida.
Resultados: Um total de 8.104 (18-75 anos; 83.8% mulheres) participantes foram
incluidos em nossa amostra transversal e 1.674 (18-75 anos; 86.5% mulheres)
participantes foram incluidos em nossa amostra longitudinal. Morar sozinho (PR: 1.16;
IC 95% = 1.03 — 1.30; p = 0.015), numero de dias praticando distanciamento social
(PR: 1.002; IC 95% = 1.000 — 1.004; p = 0.027) e solidao (PR: 1.49; IC 95% = 1.32 —
1.68; p <0.001) foram associados a ideacao suicida na analise transversal da onda 1.
Apenas a soliddo (OR = 2.12; IC 95% = 1.06 — 4.24; p = 0.033) permaneceu como
fator de risco para ideacgdo suicida na analise longitudinal entre as duas ondas.
Conclusao: A solidao esteve consistentemente associada a incidéncia de ideagao
suicida, enquanto outras variaveis, como morar sozinho, ndo sair de casa e o0 numero
de dias praticando distanciamento social, ndo. Portanto, medidas que abordem a
sensacgao subjetiva de estar s6 sdo necessarias para reduzir a ideagdo suicida
durante as pandemias.

Palavras-chave: ldeacdo suicida; Solidao; Isolamento social; Distanciamento social;
COVID-19



ABSTRACT

Introduction: Although social distancing is necessary to decrease COVID-19
dissemination, it might also be associated with a decrease in the amount of social
interaction (social isolation) and the subjective feeling of being alone (loneliness). Both
social isolation and loneliness can be associated with several mental health outcomes,
including suicidal ideation. This dissertation aims to evaluate the impact of objective
and subjective measures of social relationships on suicidal ideation during the COVID-
19 pandemic. Methods: Data are from a longitudinal online survey consisting of three
waves of assessment of adults residing in Brazil. This dissertation is based on the first
two waves (Wave 1: from May 6th to June 6th, 2020; Wave 2: from June 6th to July
6th, 2020). We assessed whether possible risk factors related to social relationships
(loneliness, living alone, not leaving home and the number of days of social distancing)
in wave 1 were associated with suicidal ideation in wave 1 and in wave 2 using multiple
regression models. Analyzes were adjusted for sociodemographic, mental health and
lifestyle variables. Results: A total of 8,104 (18-75 years; 83.8% women) participants
were included in our cross-sectional sample and 1,674 (18-75 years; 86.5% women)
participants were included in our longitudinal sample. Living alone (PR: 1.16; 95% ClI
=1.03 - 1.30; p = 0.015), number of days practicing social distancing (PR: 1,002; 95%
Cl =1,000 — 1,004; p = 0.027) and loneliness (PR: 1.49; 95% Cl = 1.32 - 1.68; p
<0.001) were associated with suicidal ideation in the cross-sectional analysis of wave
1. Only loneliness (OR = 2.12; 95% Cl = 1.06 — 4.24; p = 0.033) remained a risk factor
for suicidal ideation in the longitudinal analysis between the two waves. Conclusion:
Loneliness was consistently associated with the incidence of suicidal ideation, while
other variables, such as living alone, not leaving home, and the number of days
practicing social distancing, were not. Measures to overcome loneliness are therefore
necessary to reduce suicidal ideation during pandemics.

Keywords: Suicidal ideation; Loneliness; Social isolation; Social distancing; COVID-
19
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1. APRESENTAGAO

Este trabalho consiste na dissertacdo de mestrado intitulada “O papel das
interagbes sociais na ideagcdo suicida durante a pandemia pelo COVID-197,
apresentada ao Programa de Pds-Graduagdo em Psiquiatria e Ciéncias do
Comportamento da Universidade Federal do Rio Grande do Sul.

O trabalho é apresentado em trés partes, na ordem que segue:

- Introdugéo, Revisao da literatura, Objetivos e Consideragdes éticas;
- Artigo;
- Conclusdes e Consideracdes Finais.

Importante ressaltar que este estudo proporcionou entrevistas em midias locais
€ nacionais, além de palestras para a comunidade. Durante o periodo de mestrado,
também publiquei como primeiro autor o artigo intitulado “Neuroprogression in Post-
Traumatic Stress Disorder: A Systematic Review" na revista Trends in Psychiatry and
Psychotherapy. Além disso, participei como primeiro autor do capitulo “Machine
learning na psiquiatria” para o livro “Psiquiatria para estudantes de medicina” da
editora ediPUCRS e como segundo autor dos seguintes capitulos: “Psiquiatria de
Precisdo, Big Data e Machine Learning” para o livro “Clinica Psiquiatrica: Os
fundamentos da psiquiatria” da editora Manole, “Precision psychiatry in bipolar
disorder” para o livro “Biomarkers in Bipolar Disorders” da editora Academic Press -
Elsevier e "Prediction of Suicide Risk using Machine Learning and Big Data" para o
livro "Suicide Risk Assessment and Prevention" da editora Springer Nature.
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2. INTRODUGAO

A pandemia pelo novo coronavirus (Coronavirus disease 2019 - COVID-19) foi
repentina e inesperada (1). Desde dezembro de 2019, quando o primeiro caso foi
relatado, a doenga se espalhou rapidamente pelo mundo (2). Isso trouxe esforgos
sem precedentes para instituir o “distanciamento social”’, resultando em mudancgas
nos padrées de comportamento e restricdes as atividades diarias (2). Embora essas
medidas possam mitigar a propagagédo da doencga, elas podem ter consequéncias
imediatas e de longo prazo para a saude mental e o bem-estar (2). Distanciamento
social e lockdown, com imprevisibilidade e incerteza, sdo fatores de risco para
problemas de saude mental, uma vez que podem levar ao isolamento social e a
solidao (1,3).

O isolamento social e a soliddo sao distintos. O isolamento social é visivel
externamente para o espectador, inferido pela falta de proximidade social e
engajamento com os outros, ainda que os préprios individuos possam ndo se sentir
sozinhos (4,5). A soliddo € um estado psicologico subjetivo identificado por meio da
introspecgéo, no qual um individuo pode se sentir sozinho mesmo em meio a uma
multiddo (4,5). A soliddo € um estado emocional doloroso causado por uma
discrepéancia entre as relagdes sociais significativas desejadas por uma pessoa e as
relagbes presentes percebidas (6-8). O desenvolvimento desse sofrimento
cronificado pode estar associado a fatores genéticos, alteragdes hormonais e
cerebrais (9). As evidéncias demonstram que medidas de isolamento social (como
viver sozinho) ou soliddo podem ser fatores de risco para mortalidade prematura e
suicidio (3,4,10-14).

Uma pesquisa do Centro de Controle e Prevengao de Doencgas (CDC) dos EUA
(15) divulgada em agosto de 2020 descobriu que aproximadamente o dobro de
entrevistados relataram consideragoes sérias de suicidio nos 30 dias anteriores do
que adultos nos Estados Unidos em 2018 (16), em relagdo ao ano anterior (10,7%
versus 4,3%). E provavel que os suicidios tenham aumentado na pandemia de
influenza de 1918 e na epidemia de SARS de 2003 (17,18). O distanciamento social
pode levar ao isolamento social e aumentar o risco de suicidio. De fato, o isolamento
social relacionado a quarentena foi um fator proeminente associado ao suicidio
durante surtos de doengas virais emergentes antes da pandemia de COVID-19 (19).
No entanto, ha uma insuficiéncia de estudos que exploram a associagao de ideagao
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suicida com medidas objetivas e subjetivas das interagbes sociais durante a
pandemia de COVID-19. Reconhecer fatores associados ao aumento do risco de
ideacgao suicida durante a pandemia pode ajudar a projetar estratégias de prevengao
ao suicidio (17).
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3. REVISAO DA LITERATURA

3.1 Epidemiologia

O suicidio é um desafio de saude global, com aproximadamente 800.000
mortes acontecendo em todo o mundo a cada ano, o que significa uma pessoa a cada
40 segundos (20). Ao longo da vida, a prevaléncia mundial estimada de ideagéo,
planos e tentativas de suicidio € de 9,2%, 3,1% e 2,7%, respectivamente, de acordo
com um estudo que utilizou dados da World Health Organization (WHO) World Mental
Health (WMH) Survey Initiative. De acordo com esse mesmo estudo, 60% das
transicbes de ideagéo para planejamento e tentativa ocorrem dentro do primeiro ano
apos o inicio da ideagao suicida (21). Diversos fatores de risco para ideagao suicida
podem ser potencializados durante pandemias, como a que estamos vivendo
atualmente pela COVID-19.

3.2 Fatores de risco relacionados a pandemia
3.2.1 Interagbes sociais

Em virtude da velocidade de disseminagcédo e da gravidade de alguns casos
clinicos de COVID-19, muitos governos adotaram medidas necessarias de
distanciamento social para reduzir o contato humano. Embora se espere que essas
medidas reduzam a taxa de novas infecgdes, elas podem levar a prejuizos na saude
mental (18) e possivelmente aumentar as taxas de ideag&o suicida e tentativas de
suicidio (22).

Distanciamento social significa permanecer longe de aglomerag¢des ou
agrupamentos, evitando contato com muitos individuos e mantendo distancia (ao
menos 2 metros) dos outros sempre que possivel (23). Os principais modelos teoricos
de suicidio enfatizam o papel que lagos sociais desempenham na prevencado do
suicidio (24,25). Individuos que sofrem de ideag&o suicida podem ter poucas ou n&o
ter conexdes com outras pessoas e, muitas vezes, se desconectar dos outros a
medida que o risco de suicidio aumenta (25). Portanto, do ponto de vista da prevengao
do suicidio, € preocupante que a estratégia de saude publica mais critica para a crise
do COVID-19 seja o distanciamento social. Os familiares e amigos permanecem

isolados dos individuos hospitalizados, mesmo quando sua morte € iminente. Na
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medida em que essas estratégias podem envolver um isolamento social e solidao,
podem também aumentar o risco de mortalidade prematura, incluindo o suicidio(22).

Isolamento social e soliddo sao determinantes sub-reconhecidos do estado de
saude e se associam com aumento da morbimortalidade (26,27). Uma metanalise
reuniu dados de 16 estudos longitudinais e demonstrou que soliddo e isolamento
social estdo associados a um aumento de 29% no risco de incidéncia de doencas
coronarianas e de 32% no risco de acidente vascular cerebral (28). Uma mortalidade
anual de 162.000 norte-americanos é atribuida ao isolamento social, excedendo o
numero de mortes por cancer ou acidente vascular cerebral (9). Outra metanalise que
reuniu 70 estudos sobre a associagao de déficits de interagcdes sociais e mortalidade
prematura mostrou que o isolamento social aumentou o risco de mortalidade em 29%
enquanto a soliddo em 26%, sendo uma magnitude semelhante a fatores de risco
bem estabelecidos como obesidade e tabagismo (29).

Dada a nossa heranga evolutiva, o cérebro humano busca conexdes
significativas com outras pessoas. Durante o inicio da evolugdo da nossa espécie, 0s
agrupamentos sociais eram relativamente pequenos e estaveis, e a dor da soliddo
pode ter servido tanto para promover a conexdao social necessaria para a
sobrevivéncia dos genes quanto como um impedimento para agdes egoistas que
eram prejudiciais ao grupo (30). Entretanto, a soliddo na sociedade contemporénea
pode afetar a cognicdo humana de maneiras por vezes mal adaptativas. O sentimento
de isolamento social pode desencadear hipervigilancia para ameacas sociais, o que,
por sua vez, produz vieses de atencao, confirmacdo e memoria. Individuos solitarios
sdo mais propensos a interpretar seu mundo social como ameacador, manter
expectativas sociais mais negativas e lembrar mais eventos sociais negativos do que
os individuos n&o solitarios (31).

Essas cognigdes aumentam a probabilidade de que os individuos se envolvam
em processos de confirmacdo comportamental, por meio dos quais produzem mais
interagbes sociais negativas e geram evidéncias que confirmam que apresentam
pouco controle pessoal ou valor social. Assim, alteram a probabilidade de
engajamento social e ativam mecanismos neurobiol6gicos que aumentam a ativagéo
do eixo hipofisario adrenal (HPA) e diminuem a qualidade do sono (31-34). A ativacéo
repetida ou crénica da vigilancia de ameagas em um contexto social, juntamente com

a diminuicdo dos processos anabolicos, pode contribuir para uma desregulagéo
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cerebral com prejuizo cognitivo e de sistemas fisioldgicos, gerando assim o aumento
da morbimortalidade (31).

A mortalidade pode se dar através do suicidio, sendo que o isolamento social
e a solidao podem estar associados ao risco de suicidio de forma indireta e direta. Os
déficits nas relagdes interpessoais podem gerar prejuizos na saude mental, incluindo
fatores de risco conhecidos para o suicidio como a depressao e a ansiedade (9,35).
Um estudo longitudinal que acompanhou por 6 anos uma amostra de 2.101
participantes (representativa da populagdo norte-americana acima de 50 anos)
revelou que a solidao afeta e é afetada por sintomas depressivos e que a solidao foi
associada a um aumento do risco de mortalidade (36). Outro estudo avaliou dados
coletados entre 2007 e 2012 de 15.010 participantes adultos da Gutenberg Health
Study (GHS), uma coorte prospectiva, e a solidao foi variavel preditora de sintomas
depressivos, sintomas de ansiedade generalizada e ideacgéo suicida (37).

Um estudo de meta-analise que incluiu 22 estudos revelou que a solidao foi um
preditor significativo tanto da ideagdo quanto do comportamento suicida e com
evidéncias de que a depressdo atuou como um mediador (4). Entretanto, uma recente
revisao narrativa apontou que tanto a condi¢ao objetiva quanto o sentimento subjetivo
de estar sozinho também sao fortemente associados a suicidalidade como um fator
de risco independente da depressao (38). Outro estudo de meta-analise avaliou 31
estudos (203.152 participantes) que abordaram o impacto de déficits de relagdes
sociais (incluindo parametros objetivos e subjetivos) na ideacdo suicida de idosos. De
acordo com o estudo, idosos que apresentam déficit geral em relagdes sociais tiveram
um aumento de 57% na probabilidade de ter ideacdo suicida , sendo que os fatores
de maior impacto foram os maus tratos na velhice e a soliddo com aumento de 131%

e 124% na probabilidade de ter ideagao suicida, respectivamente (39).

3.2.2 Medo

Outros possiveis fatores causais diretos e indiretos desse impacto negativo da
pandemia na saude mental e no suicidio também sao apontados. Os provaveis efeitos
nocivos da pandemia em pessoas com doenca mental e na saude mental da
populagdo em geral podem ser exacerbados, além do distanciamento fisico, também
pelo medo (40). Aqueles com transtornos psiquiatricos podem ter piora dos sintomas

e outros podem desenvolver novos problemas de saude mental, especialmente
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depressao, ansiedade e estresse pos-traumatico (todos associados a um risco
aumentado de suicidio) (17).

O medo é um componente adaptativo fundamental para a sobrevivéncia e que
envolve diversos processos bioldgicos de preparagédo para uma resposta a eventos
potencialmente ameagadores (40). Contudo, quando o medo é superdimensionado
se torna nocivo e disfuncional do ponto de vista da saude mental, podendo ser um
componente chave para o desenvolvimento ou agravamento de diversos transtornos
psiquiatricos. Além disso, € possivel que a cobertura intensa de noticias por parte da
midia sobre os eventos da pandemia possa servir como um estressor ansiogénico
adicional, especialmente para os individuos com problemas de saude mental

preexistentes (17).

3.2.3 Instabilidade econOmica

Um terceiro fator seria a crise econémica e o desemprego. Ha receio de que a
combinagdo de eventos publicos cancelados, negocios fechados e restricdo das
atividades de lazer leve a uma recesséo. As crises econbmicas estdo associadas a
taxas mais altas de suicidio em comparagcdo com periodos de relativa prosperidade
(41). Desde o inicio do surto pela COVID-19, as empresas vém enfrentando
adversidades e demitindo funcionarios. As escolas foram fechadas por periodos
prolongados, forgando alguns pais a dedicar mais tempo de cuidado aos seus filhos.
O mercado de a¢des sofreu quedas historicas, resultando em mudangas significativas
nos fundos de aposentadoria. Todos esses fatores podem influenciar na saude mental

da populacéo.

3.2.4 Profissionais de saude

Um quarto fator seria o impacto na saude mental dos profissionais da saude
(17). Diversos estudos documentam taxas elevadas de suicidio entre profissionais
meédicos e estudantes de medicina (42—44). Esse grupo de risco agora esta servindo
na linha de frente da batalha contra a COVID-19 e lida com varios fatores como as
preocupagdes sobre infecgdo, exposicdo de membros da familia, colegas doentes,
escassez de equipamentos de protecdo individual necessarios, instalacbes
sobrecarregadas e estresse no trabalho (22). Durante a pandemia, um estudo
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analisou dados do baseline (5 de maio - 23 de julho de 2020) de uma coorte de 5.450
funcionarios de hospitais espanhdis e encontraram taxas de 3,5% para ideacgao ativa,
planos ou tentativas de suicidio nos ultimos trinta dias (45). Isso sugere que os
pensamentos e comportamentos suicidas entre funcionarios durante o surto de
COVID-19 sao pelo menos trés vezes maiores do que na populacdo espanhola em
geral antes do surto de COVID-19 (45).

3.2.5 Uso de substancias psicoativas

Outro fator seria o inicio ou aumento do consumo de substancias psicoativas.
Uma pesquisa do Centro de Controle e Prevencdo de Doengas (CDC) dos EUA
divulgada em agosto de 2020 avaliou 5.412 norte americanos e revelou que 13,3%
da amostra referiram ter iniciado ou aumentado o uso de substancias (alcool ou
drogas ilicitas) para lidar com o estresse ou emog¢des relacionadas ao COVID-19 (15).
O uso abusivo de alcool ou outras substancias psicoativas estdo associadas a um
maior risco de suicidio (10,24). Um estudo de metanalise que reuniu resultados de 7
estudos antes da pandemia, demonstrou que o uso agudo de alcool aumenta a
chance de um comportamento suicida em 2,71 vezes quando o uso € leve e em 37,18
vezes para uso intenso dessa substancia (46).

3.2.6 Género

Por fim, a diferenca de género também pode ser relevante para a suicidalidade
durante a pandemia. Apesar das taxas mais altas de mortes por suicidio ser em
homens (15 / 100.000 em homens vs. 8 / 100.000 em mulheres, globalmente) (12),
as taxas de ideagao suicida e tentativa de suicidio sdo mais altas nas mulheres
(21,47). E essa balanga pode ficar mais desfavoravel para as mulheres na pandemia
pelo risco de aumento de fatores como a violéncia doméstica (17).

Um estudo longitudinal realizado com dados de 34.778 individuos do University
College London's (UCL's) COVID-19 Social Study, coletados entre 21 de margo e 20
de abril de 2020, sugerem que a automutilagdo e os pensamentos de suicidio foram
maiores entre as mulheres (48). Além disso, um estudo transversal avaliou 10.067
individuos durante a pandemia pela COVID-19 (1 a 10 de abril de 2020) em
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Bangladesh e mostrou que ser do sexo feminino € um dos fatores de risco para a

ideagao suicida (49).
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4. JUSTIFICATIVA

A pandemia pela COVID-19 gerou um novo padrdo de interagdes sociais
devido a necessidade de distanciamento fisico para contencdo da transmissao do
surto. Entretanto, alteracdes qualitativas e quantitativas em interagcdes sociais podem
estar associadas a ideacgdo suicida. Desfechos relacionados a suicidalidade podem
ser evitaveis, porém é necessario estudos que busquem compreender os fatores
associados a esse desfecho para o desenvolvimento de estratégias e medidas de

prevencgao.
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5. OBJETIVOS

5.1 Objetivo geral

- Identificar possiveis fatores de risco associados a ideacado suicida na populagao
brasileira durante a fase inicial da pandemia pela COVID-19.

5.2 Objetivos especificos

- Analisar se medidas subjetivas (como soliddo) e objetivas (como distanciamento
social, morar sozinho e ficar apenas em casa) das relagdes sociais estdo associadas
a ideagao suicida na primeira onda de avaliagdo ou a incidéncia de ideagao suicida
entre a primeira e a segunda onda de avaliagao.

- Analisar se variaveis sociodemograficas, de estilo de vida, de sintomas psiquiatricos
e relacionadas a pandemia também estariam associadas a ideag&o suicida.

- Avaliar a prevaléncia de ideacao suicida na fase inicial da pandemia.

- Analisar propriedades psicométricas da verséo traduzida da escala R-UCLA neste
estudo.
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6. CONSIDERAGOES ETICAS

A coleta de dados foi iniciada apds aprovacéo do projeto pelo Comité de Etica
em Pesquisa (CEP) do Hospital de Clinicas de Porto Alegre (HCPA) e pela Comissé&o
Nacional de Etica em Pesquisa (CONEP) via Plataforma Brasil (CAAE:
30222820.4.0000.5327). Em virtude da aceitag&o e do preenchimento do questionario
ocorrer inteiramente on-line e sem contato do participante com a equipe de pesquisa,
tornou-se inviavel a assinatura do TCLE formal. No entanto, na introdu¢do do
questionario, foi explicado que 1) o anonimato seria garantido na primeira etapa, 2)
os dados seriam analisados apenas em conjunto, 3) o projeto tinha sido aprovado
tanto pelo CEP do HCPA quanto pelo CONEP e 4) ao responder o questionario o
individuo estaria concordando em participar do estudo.

Devido ao desenho longitudinal do estudo, propusemos a participagdo em
outras etapas com o preenchimento de novos questionarios. Nesses casos, o
individuo que aceitasse participar compartilharia seu e-mail. Ele seria informado que,
em virtude disso, haveria quebra do anonimato e apenas deveria fazer isso caso se
sentisse confortavel. Entretanto, os autores foram advertidos para praticarem
cuidados intensivos no que tange ao sigilo dos dados e firmaram compromisso de que
as informagdes seriam utilizadas unica e exclusivamente para fins previstos nesse
estudo.

Na introdu¢do do questionario, alertamos também sobre os riscos envolvidos
na participagcao dessa pesquisa. Como pedimos que o participante examinasse
alguns pensamentos, emog¢des e comportamentos para responder as perguntas, seria
possivel que isso gerasse estresse, dado a natureza dos eventos relacionados a
pandemia que estavam em andamento. Além disso, o preenchimento de algumas
questdes poderia gerar cansago, aborrecimento ou constrangimento. Entretanto, para
cada participante reiteramos a plena liberdade para decidir sobre a participacao e a
possibilidade de retirar seu consentimento em qualquer etapa da pesquisa, sem
prejuizo algum. Caso ao responder a pesquisa, o participante necessitasse de ajuda
psicoldgica, foi apresentado contato telefénico e e-mail para assisténcia imediata por
um dos pesquisadores ou atraves do Centro de Valorizagédo da Vida (CVV).
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Abstract

Background: Although social distancing is necessary to decrease COVID-19 dissemination,
it might also be associated with suicidal ideation. Therefore, we analyzed the impact of social

distancing and loneliness in suicidal ideation.

Methods: We performed two waves of a snowball sample, web-based survey in Brazil (W1:
from May 6th to June 6th, 2020; W2: from June 6th to July 6th, 2020). We assessed whether
risk factors related to social relationships (loneliness, living alone, not leaving home, and the
number of days practicing social distancing) at W1 were associated with suicidal ideation at
W1 and W2 using multiple regression models. Analyses were adjusted for sociodemographic,

mental health, and lifestyle variables.

Results: A total of 1,674 (18-75 years old; 86.5% females) were included in our longitudinal
sample. Living alone (OR: 1.16; 95%CI = 1.03 - 1.30; p=0.015), number of days practicing
social distancing (OR: 1.002; 95%CI = 1.000 - 1.004; p=0.027), and loneliness (OR: 1.49;
95%CI = 1.32 - 1.68; p<0.001) were associated with suicidal ideation in the cross-sectional
analysis of W1. Only loneliness (OR=2.12; 95%CIl = 1.06 - 4.24; p=0.033) remained

significant as a risk factor to suicidal ideation in the longitudinal analysis between both waves.

Limitation: Snowball, convenience sample design limits outcome estimates. Assessments

were not objectively performed.

Conclusion: Loneliness was consistently associated with the incidence of suicidal ideation,
while other variables, such as living alone, not leaving home, and the number of days
practicing social distancing, were not. Measures to overcome loneliness are therefore

necessary to reduce suicidal ideation during pandemics.

Keywords: Suicidal ideation; Loneliness; Social distancing; COVID-19
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1. Introduction

The Coronavirus Disease 2019 (COVID-19) outbreak was sudden and unexpected
worldwide (Moreno et al., 2020). Since December 2019, when the first case was reported, it
has swept across the world (Galea et al., 2020). This has brought unprecedented efforts to
institute “social distancing”, resulting in changes in behavioral patterns and restrictions of daily
activities (Galea et al., 2020). While these steps can mitigate the spread of this disease, they
might have immediate and long-term consequences for mental health and well-being (Galea
et al., 2020). Social distancing and lockdown, along with unpredictability and uncertainty, are
risk factors to mental health issues, since they might lead to social isolation and loneliness
(Moreno et al., 2020; Moutier, 2020).

Objective social isolation and loneliness are distinct. The former is outwardly visible to
an onlooker, inferred by the lack of social proximity and engagement with others, even though
the individuals themselves may not feel alone (Cacioppo and Cacioppo, 2018; McClelland et
al., 2020). Loneliness is a subjective psychological state identified through introspection, in
which an individual may feel alone even within a crowd (Cacioppo and Cacioppo, 2018;
McClelland et al., 2020). Loneliness is a painful emotional state caused by a discrepancy
between a person’s desired meaningful social relationships, and the perceived present
relationships (Lee et al., 2021; Mann et al., 2017; Wang et al., 2017). Evidence demonstrates
that measures of social isolation (such as living alone) or loneliness could both be major risks
for premature mortality and suicide (Cerel et al., 2019; Fazel and Runeson, 2020; McClelland
et al., 2020; Moutier, 2020; Naghavi and Global Burden of Disease Self-Harm Collaborators,
2019; Turecki et al., 2019; World Health Organization, 2014).

A US Centers for Disease Control and Prevention (CDC) survey (Czeisler et al., 2020)
released in August 2020 found that approximately twice as many respondents reported
serious considerations of suicide in the previous 30 days than did adults in the United States
in 2018 (Lipari and Park-Lee, 2019), regarding the prior year (10.7% versus 4.3%). Suicides
are likely to have increased in the 1918 influenza pandemic and the 2003 SARS epidemic as
well (Brooks et al., 2020; Gunnell et al., 2020). Social distancing might lead to social isolation
and increase the risk of suicide. In fact, quarantine-related social isolation was a prominent
factor associated with suicide during emerging viral disease outbreaks before the COVID-19
pandemic (Leaune et al., 2020). However, insufficient studies explored the association of
suicidal ideation with objective and subjective measures of social relationships during the
COVID-19 pandemic. Recognizing whether and how the pandemic increases suicide risk can

help designing suicide prevention strategies (Gunnell et al., 2020).
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Aims of the study

The present study aims to analyze whether subjective (such as loneliness) and
objective (such as social distancing, living alone, and staying only indoors) measures of social
relationships are risk factors for suicidal ideation in the COVID-19 pandemic considering a
one-month follow-up. We also tested whether sociodemographic, lifestyle and pandemic-
related variables were associated with suicidal ideation. Based on previous findings, we
hypothesized that measures of social relationships would be associated with suicidal ideation
in both the cross-sectional and longitudinal analyses. Finally, we hypothesized that previously
known risk factors for suicidal ideation (eg, depression) would be observed, especially factors
that could worsen during the pandemic, such as economic factors (unemployment and

financial crisis) and population with increased stress burden (health professionals).

Methods
Setting, participants, and design

The present study is part of a larger cohort project, composed of three temporal waves
(0, 1, and 6 months) that aimed to investigate the impact of the COVID-19 pandemic on mental
health in the Brazilian population at different stages of the pandemic. The cohort used online
questionnaires as the method of data collection, due to the need of complying with
recommendations of social distancing. For inclusion in the baseline cohort, participants
needed to be at least 18 years old, live in Brazil at the time of data collection, and have access
to the internet. For inclusion in the second wave of data collection, participants needed to
provide their email address at the end of the baseline questionnaire and agree to receive an
email with the specific questionnaires regarding that wave. All online questionnaires were
provided to eligible participants using an online platform (Survey Monkey) (“Survey Monkey,”
n.d.), and the baseline questionnaire was advertised through social media (Facebook,
Instagram, and Whatsapp) to reach participants. The advertisement explicitly stated that the

survey was anonymous.

This investigation is based on the first 2 waves of data collection of this cohort. The
Wave 1 (W1) questionnaire was administered between May 6th and June 6th, 2020. The
Wave 2 (W2) data collection was performed between June 6th and July 6th, 2020, in which

participants who agreed to receive the questionnaire of the second wave received an email
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one month after the completion of the baseline questionnaire. Considering that our study
started approximately 2 months after the confirmation of the first case of COVID-19 in Brazil

(Ministério da Saude, n.d.), our analyzes refer to an early stage of the pandemic.

The study was approved by the local research ethics committee All participants signed
the informed consent before answering the online questionnaires. The second wave
questionnaire was only sent to those who agreed to write down their email address at the end
of the baseline questionnaire. After completion of each questionnaire, contact information for
suicide prevention services and mental health support centers located in Brazil were provided

to participants.

This study is in accordance with the STROBE guidelines (von Elm et al., 2007). Table
S1 in the supplemental material presents the STROBE checklist.

Measures
Survey instruments

The online questionnaires for data collection included validated scales, such as the 9-
item Patient Health Questionnaire (PHQ-9) (Santos et al., 2013), the Generalized Anxiety
Disorder-7 (GAD-7) (Moreno et al., 2016a), the Alcohol Use Disorders Identification Test-
Concise (AUDIT-C) (Bradley et al., 2003; Bush et al., 1998; Meneses-Gaya et al., 2010), and
the Revised UCLA Loneliness Scale (R-UCLA) (Hughes et al., 2004). In addition, the
questionnaires covered sociodemographic variables, the COVID-19 pandemic and social
distancing measures, alcohol and substance misuse, suicidal ideation, adverse life
experiences, lifestyle variables, among other clinical variables. Both a Portuguese (original
versions) and a translated English version of the questions used in this study were provided

in the supplemental material (see Method S1).

Suicidal Ideation

Participants were classified as having suicidal ideation if they answered “yes” to the
following question: “Over the past month, have you had any desire or thoughts about killing

yourself?”.
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Subjective measure of social relationship

Loneliness was measured with the 3-item short form of R-UCLA (Hughes et al., 2004).
The scale asks “How often do you feel you lack companionship?”, “How often do you feel left
out?”, and “How often do you feel isolated from others?”. Response options for each item are

“hardly ever or never’, “some of the time”, or “often” (equating to scores of 1,2, and 3,

respectively). Total scores range from 3 to 9 and higher scores indicate greater loneliness

(Hughes et al., 2004), with scores = 6 indicating important loneliness (Steptoe et al., 2013).

We used Cronbach’s a and McDonald’s w to test internal reliability (Lucke, 2005; Raykov,
1997).

Objective measures of social relationship

Social distancing was defined in accordance with the Centers for Disease Control and
Prevention (CDC) and includes measures such as staying away from agglomerations or
groups of people and keeping a distance (at least 2 meters) from others whenever possible
(CDC, 2020). We calculate the time spent practicing such measures with the question: "How

many days have you been practicing social distancing due to the COVID-19 outbreak?".

We also asked the following questions to evaluate social isolation: "How many people
have been living under the same roof as you since the COVID-19 outbreak began? (Number
of people including you)" and "After the outbreak of COVID-19 in your country, how often have
you left your house? (Number of days/week)". For the first question, we analyzed whether the
participants lived alone or not. For the second question, we analyzed whether the participants

left home at least once a week or not.

Mental Health

Depressive symptoms were measured with the PHQ-9 (Kroenke et al., 2001). A score
equal to or greater than 9 is considered a positive screening result for depression in the
Brazilian population (Matias et al., 2016; Santos et al., 2013). Anxiety symptoms were
measured using the GAD-7 (Moreno et al., 2016b). A positive indicator of signs and symptoms

of anxiety disorders is considered to be a value equal to or greater than 10. The AUDIT-C was
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used to evaluate alcohol use (Bush et al., 1998). In men, a score of 4 or more is considered
positive; in women, a score of 3 or more is considered positive. The questions about
cocaine/crack use and benzodiazepines were based on the ASSIST (Alcohol, Smoking and
Substance Involvement Screening Test) instrument (Group and WHO ASSIST Working

Group, 2002), asking about use over the previous 30 days.

Statistical analysis

Data analysis was performed using SPSS V21.0. Descriptive statistics were reported
in terms of mean and standard deviation (Mean(SD)), median and interquartile range (Md[1st-
3rd IQRY]) , or absolute and relative frequencies. We estimated Cronbach’s a (assuming tau-
equivalence) and McDonald’s w (not assuming tau-equivalence) to test the internal reliability
of instruments not previously published in Brazilian Portuguese. Values >0.7 and >0.9 are
considered of acceptable and excellent reliability (i.e. sum scores reliably measure a given

construct) (Nunnally et al., 1994).

All statistical estimates were performed using survey weight. This procedure applies
iterative post-stratification to match population margins to the survey sample proportions,
which can approximate the demographic characteristics of the sample to the Brazilian
population. We weighted our sample using Brazilian population margins regarding sex at birth,
age groups, the region of residency, race/ethnicity, and household income according to the
last Brazilian census (Instituto Brasileiro de Geografia e Estatistica, 2010). Survey weight was
trimmed to 20. Survey weight and scale reliability were run using R (R Core Team, 2020)
version 4.0.3 using the packages survey (Lumley, 2020) (rake function) and semTools

(Jorgensen et al., 2020) (reliability function) respectively.

Cross-sectional analyses

Initially, cross-sectional analyses were conducted on a sample of 8,104 participants
who were included at baseline. Multiple Poisson regression analyses were performed to
assess the sole effect of social isolation and loneliness factors on suicidal ideation at baseline
with adjustments for potential confounders. We selected confounders based on existing
studies (Turecki et al., 2019) and theoretical assumptions (Gunnell et al., 2020; Wasserman
et al., 2020). Associations between social factors and suicidal ideation may be confounded by

age, gender, sexual orientation, marital status, income, geographical area, education,
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healthcare professional, unemployment, financial crisis during the pandemic, quality of family
relationships, quality of friend relationships, religion, meditation, sleep quality, physical activity,
childhood trauma, previous suicide attempt, family history of suicide, depressive symptoms
(PHQ-9), anxiety symptoms (GAD-7), being at severe risk for alcohol abuse (AUDIT-C),

cocaine/crack use, and benzodiazepines use.

Before multiple Poisson regression, we calculated univariate Poisson regression,
prevalence ratios (PR), and confidence intervals (95%CI) for each possible confounding. Any
variable in the univariate model that was significant at p<0.1 was entered in multiple Poisson

regression analyses.

Longitudinal analyses

After the cross-sectional analyses, data analysis was conducted on a longitudinal
subsample, comprising 1,674 individuals who completed both first and second waves of data

collection (0 and 1 month).

The participants were divided into four groups: 1) Incidents (participants who had no
suicidal ideation in W1 and had in W2); 2) Remitted (participants who had suicidal ideation in
the W1 and did not have it in W2; 3) Absent (who did not have suicidal ideation in any wave);
4) Persistent (who had suicidal ideation in both waves). We used the chi-square with the
adjusted residual test for categorical variables and Kruskal-Wallis with the Dunn's test for

quantitative variables to analyze social relationship variables between these four groups.

Multinomial logistic regression analyses were then performed with 4 groups (according
to the presence of suicidal ideation in the two waves) as outcome. The independent variables
were the same as in the cross-sectional analyses except for cocaine/crack users due to the
small number of participants with this condition, that is, we used just the variables from W1 to
predict our outcome (W2). We calculated the odds ratio (OR) and confidence intervals (95%Cl)

for each possible confounding.

Results
Figure 1 shows the flowchart of the participants' inclusion process.

<Insert Figure 1>
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In the sample included in the longitudinal study, the mean age was 38.6 (14.1) years
and 86.5% were females. However, our weighted sample was very close to being
representative of the Brazilian population, according to data from the last national census
(Instituto Brasileiro de Geografia e Estatistica, 2010). Table 1 presents the demographic and
personal characteristics of respondents in the cross-sectional and longitudinal study. The rate
of suicidal ideation in W1 was 22.6% and in W2, 20.3% (p=0.005). Table S2 in the
supplemental material presents the variation in the rates of mental health symptoms and

loneliness between W1 and W2.

<Insert Table 1>

Cross-sectional analyses in Wave 1

R-UCLA presented acceptable to good reliability (0=0.861; w=0.791). The multiple
Poisson regression analysis of W1 showed that living alone (OR=1.16; 95%CI = 1.03-1.30;
p=0.015), number of days practicing social distancing (OR=1.002; 95%CI = 1.000-1.004;
p=0.027), and loneliness (OR=1.49; 95%CI = 1.32-1.68; p<0.001) were associated with
suicidal ideation. This analysis was adjusted for all confounding variables mentioned in the
methods as they were significantly associated with suicidal ideation in the univariate Poisson

analysis (Table S3 - supplementary material).

<Insert Table 2>

Longitudinal analyses

Table 3 shows the comparison of the isolation variables between the four suicidal

ideation groups.
<Insert Table 3>

After adjustment for all covariates, loneliness was directly associated (OR=2.12;
95%CI = 1.06-4.24; p=0.033) with the incidence of suicidal ideation between W1 and W2.

<Insert Table 4>
Among the adjustment covariables, female gender (OR=2.76; 95%CI = 1.33-5.75;

p =0.007), depression (OR=4.61; 95%CIl = 1.66-12.80; p=0.003), previous suicide attempt
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(OR=2.70; 95%CI = 1.39-5.25; p=0.003), and being a health professional (OR=2.00; 95%ClI
= 1.06-3.79; p=0.033) were also directly associated with the incidence of suicidal ideation.
However, participants at severe risk for alcohol abuse (OR=0.37; 95%CI| = 0.18-0.78;
p=0.009), users of benzodiazepine (OR=0.47; 95%CI| = 0.24-0.93; p=0.030) and being
unemployed (OR=0.43; 95%CI = 0.20-0.91; p=0.028) were inversely associated. There was
no association between age and the incidence of suicidal ideation (Table S4 - supplemental

material).

Discussion

This is the first longitudinal study to analyze the impact of objective and subjective
social relationship measures on suicidal ideation during the COVID-19 pandemic. Despite the
cross-sectional analyses showing that living alone, number of days practicing social
distancing, and feeling of loneliness were associated with suicidal ideation; only feeling of
loneliness remained a predictor of suicidal ideation in the longitudinal analyses, even after
adjustment for multiple confounding variables. The loneliness rate was high in our sample,

with 61.6% of participants scoring above the cutoff point.

Contrary to our initial hypothesis, objective measures of social relationships were not
associated with an increased risk of suicidal ideation in a one-month follow-up. This result is
similar to a cross-sectional study (Bryan et al., 2020) conducted from March 18 to April 4,
2020, that evaluated a representative sample of 10,625 U.S. adults. To understand these
findings, we can make a comparison with other situations in which physical distance is
imposed. The specific condition of physical isolation (being in isolation or segregation cells) of
life in prison intensifies suicidal risk (Calati et al., 2019). However, having greater social
support can be a protective factor for suicidal ideation in a prison population even with other
risk factors present, such as major depressive disorder (Richie et al., 2019). During the
pandemic, social distancing measures may not mean a distance in social relations because it
is possible to stay connected in non-physical ways, via text, phone, or videoconferencing.
Several authors have highlighted the importance of increasing communication with friends,
family members, and loved ones (Fiorillo and Gorwood, 2020; Thorp, 2020). In this sense, a
longitudinal study assessed a nationwide sample of 1,545 American adults and showed that
participants felt more social support during the initial phase of the COVID-19 pandemic than
they did before it (Luchetti et al., 2020).
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Addressing loneliness is more complex and nuanced than simply increasing social
connection (Lim et al., 2020). Since the number of friends or social interactions is not predictive
of loneliness, increasing opportunities for social interaction and increasing social support can
address social isolation more than loneliness (Masi et al., 2011). Our finding that loneliness is
associated with suicidal ideation is consistent with a cross-sectional study (Killgore et al.,
2020) that analyzed a representative sample of 1,013 U.S. adults on April 9-10, 2020. In this
study, loneliness was elevated, with 43% of respondents scoring above published cutoffs, and
was strongly associated with depression and suicidal ideation. Before the pandemic, both the
objective condition of being alone (e.g. living alone) and the subjective feeling of being alone
(i.e. loneliness) were associated with suicidal outcomes. However, the subjective feeling of
loneliness had a major impact on both suicide ideation and suicide attempts (Calati et al.,
2019). A meta-analysis of 31 studies indicated a 57% likelihood increase of suicidal ideation
for elderly participants with poor social relationships. The functional (subjective) measures of
social relationships (e.g. loneliness), however, were more predictive than structural (objective)

measures (e.g. social isolation) (Chang et al., 2017).

The relationship between loneliness and suicidal ideation is supported by the
interpersonal theory of suicide. According to the theory, suicidal ideation can be induced by
the simultaneous presence of two interpersonal constructs — thwarted belongingness and
perceived burdensomeness (i.e. the perception to represent a burden for others) (Joiner,
2007). Thwarted Belongingness includes loneliness and the absence of reciprocal care (Van
Orden et al., 2010). Chu and colleagues conducted meta-analyses with 122 distinct published
and unpublished samples and the findings supported the interpersonal theory: the interaction
between thwarted belongingness and perceived burdensomeness was significantly

associated with suicidal ideation (Chu et al., 2017).

Loneliness led to social, mental, and physical health problems before the Covid-19
pandemic (Killgore et al., 2020; Shah et al., 2019) and with the possible increase during the
pandemic (McGinty et al., 2020), measures are needed to overcome loneliness. A meta-
analysis with 50 studies of interventions to reduce loneliness shows that the most successful
interventions addressed maladaptive social cognition by cognitive behavioral therapy (Masi et
al.,, 2011). In older people, loneliness can create serious problems that could also not be
alleviated with social support only (Chen et al., 2014); however, there are promising
technological interventions (for example, digital applications (apps), online social networks,
and social robots) that can be effective in improving emotional support, in addition to social
support. These technologies are appropriate for measures of social distancing during

pandemics (Pu et al., 2019).
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To deal with loneliness it is also important to know the possible associated factors,
because some of these factors, such as social anhedonia, can be an obstacle to treatment.
Social anhedonia is characterized by social disinterest and a lack of pleasure from social
contact, indicating a deficit in the need to belong (Brown et al., 2007). Tan and colleagues
conducted a cross-sectional online survey with 824 undergraduate students to investigate the
association between social anhedonia, loneliness, and social functioning. Both social
anhedonia and loneliness were negatively correlated with social functioning and mediation
analyses revealed that loneliness fully mediated the relationship between social anhedonia
and overall social functioning. According to the authors, individuals who are high in social
anhedonia have an innate tendency to withdraw from social interactions, which potentially
reduces the opportunity for them to build or gain subjectively meaningful social networks (Tan
et al., 2020). Future studies are also needed to assess how interventions in social anhedonia

could impact loneliness, social functioning, and suicidal ideation.

A meta-analysis of 15 observational case-control studies (from 1965 to 2016) showed
an association between anhedonia and suicidal ideation, independently of depression
(Ducasse et al., 2018). Besides, other studies have shown the association between anhedonia
and suicidal ideation in medical students (Loas et al., 2019) and physicians (Loas et al., 2018).
Loas and colleagues found that in physicians, anhedonia can be associated with suicidal
ideation, but it also functions as a mediator in the relationship between suicidal ideation and
perceived burdensomeness or thwarted belongingness, supporting the interpersonal theory of

suicide for this population of health professionals (Loas et al., 2018).

Being a health professional, previous history of suicide attempts, depression, and
female sex were directly associated with the incidence of suicidal ideation between W1 and
W2. Special attention deserves to be given to health professionals during epidemics and
pandemics (Brooks et al., 2020; Gunnell et al., 2020). During the COVID-19 outbreak, a study
analyzed data from the baseline assessment (May 5 — July 23, 2020) of a cohort of 5,450
Spanish hospital workers and they found a thirty-day prevalence of 3.5% for active ideation,
plans, or attempts (Mortier et al., 2021). This suggests that suicidal thoughts and behaviors
among hospital workers during the COVID-19 outbreak are at least three times higher than in
the general Spanish population before the COVID-19 outbreak (Mortier et al., 2021). Health
professionals working in hospitals should receive regular clinical screening for depression,

anxiety, and suicidality by mental health workers (Xiang et al., 2020).

Previous suicide attempts and mental illness, such as depression, are known risk
factors for suicide (Centers of Control Disease and Prevention n.d.). Although we do not have

other studies to compare in the COVID-19 pandemic scenario, it is important to highlight that
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one of the main adverse consequences of the COVID-19 pandemic is loneliness (Holmes et
al., 2020) that in turn is associated with depression and suicide attempts across the lifespan.
Females have also been found to have a generally higher risk of developing psychological
issues during the COVID-19 pandemic period (Wang et al., 2020). Data of 34,778 individuals
from the University College London COVID-19 Social Study, collected between March 21st
and April 20th, 2020, suggests self-harm and thoughts of suicide were higher among women
(lob et al., 2020). Besides that, a cross-sectional study assessed 10,067 individuals during the
COVID-19 pandemic (April 1-10, 2020) in Bangladesh and showed that being female is one

of the risk factors for suicidal ideation (Mamun et al., 2021).

Being unemployed, at serious risk of alcohol abuse, and use of benzodiazepines were
protective factors. Of note, these results are within a multiple regression framework where the
effects of alcohol, benzodiazepines, and unemployment are conditioned to the effects of other
variables in the model, such as loneliness, depression, anxiety, occupation, and education.
Therefore, after adjusting for symptoms and socioeconomic variables, being unemployed in a
pandemic situation may indicate that a subject was not exposed to work-specific stressors that
could lead to suicide ideation, such as burnout. Besides, some jobs increase the possibility of
contagion and some people may have felt protected by less exposure. At the same time,
alcohol use and benzodiazepines use at the early stages of the pandemic may have exerted
therapeutic effects and subsequently reducing the probability of self-reporting suicide ideation,
especially considering the estimated regression model. Nonetheless, these variables need to
be investigated with proper study design and as the main predictor to avoid Table 2 fallacy
(Lederer et al., 2019).

Our cross-sectional findings indicate that in the first wave collection time there was a
greater difficulty for the participants in dealing with social distancing and living alone. In fact,
the rate of suicidal ideation decreased from 22.6% to 20.3% between the two waves, which
may show a better adaptation to risk factors. Despite the decrease, these numbers represent
a significant increase (approximately 5 times higher) about 3.8% of a previous study of the

prevalence of suicidal ideation in the Brazilian population in 2013 (Carpena et al., 2019).

This study has several strengths that are worth discussing. First, the study has a
longitudinal design that allows a better understanding of the cause and effect relationship
between predictors and outcome. Second, our national sample recruited individuals covering
all 27 federative units in Brazil and the weighting of the sample allowed the demographic
characteristics to be close to the Brazilian demographic census. Third, we had a sample size

that allowed us to analyze a wide range of variables and thus we corrected our findings for
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several confounding factors. Fourth, this is one of the first studies to assess the impacts of the

pandemic on mental health in low- and middle-income countries (LMIC).

Our study also has some limitations. First, we followed social distancing
recommendations and did a self-report survey online, but, as with any survey of this type,
there may be variations in the way some questions are interpreted by participants. Second,
our weighted sample has demographic characteristics very close to the Brazilian demographic
census but it is not fully compatible and the last Brazilian census was made a decade ago
(2010). Therefore, we need to be cautious when interpreting the rates as a representative
prevalence of the Brazilian population. Third, the outcome of this study is a complex and
delicate question and participants with suicidal ideation may choose not to answer due to the
sensitivity of the topic. Conversely, it is possible that the population with these symptoms
would be more willing to respond because of their interest in the subject. Fourth, our cross-
sectional findings should also be viewed with caution due to the possibility of reverse causality.
Finally, we had a significant loss of participants between the two waves of evaluation and this
may have happened for several reasons, such as worsening mental health status, suicide in
the interval of evaluations, loss of interest in following the study, among others. Despite the
limitations, this study provides valuable information about the impact of social relationships on
suicidal ideation during the early stage of the COVID-19 pandemic. Since the evolution of the
COVID-19 pandemic is still unpredictable and mental health problems are likely to persist even
after its complete control, our results can help guide the development of psychological

interventions to minimize the effects of the pandemic on suicide.

In summary, loneliness was consistently associated with the incidence of suicidal
ideation in a one-month follow-up during the initial stage of the COVID-19 pandemic, while
objective social relationship variables related to social isolation, such as living alone, not
leaving home, and the number of days practicing social distancing, were not. Therefore,
interventions that address the subjective feeling of loneliness will be necessary to reduce

suicidal ideation during pandemics.
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Figure 1. Flowchart of participants selection

WAVE 1

10,206 participants

Examined for eligibility

Excluded (N=2,102)

- 1,308: incomplete participation
503: inconsistent participation
- 154: under 18 years old

- 63: do not live in Brazil

WAVE 2

8,104 participants

Confirmed eligibility
Included and analyzed in the cross-sectional study

1,937 participants

Excluded (N=6,167)

- 1,704: did not accept to receive an invitation to
participate in the study follow-up
- 4,463: did not open the e-mail invitation

Excluded (N=263):

- 120: incomplete participation
- 143: inconsistent participation

1,674 participants

Completed follow-up and analyzed in the longitudinal study

*Inconsistent participation is detailed in the supplementary material (see Method S2)
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Table 1. Demographic and personal characteristics of participants

Variable Cross-sectional Longitudinal  study*
study (n=8,104) (n=1,674)
n (%) Weighted n (%) Weighted
sample sample
(%) (%)

Age

18 — 30 years 3026 (37.3) 30.6 662 (39.5) 32.2

30 — 39 years 2559 (31.6) 242 532 (31.8) 257

40 — 49 years 1332 (16.4) 18.0 248 (14.8) 16.1

50 — 59 years 822 (10.1) 15.4 159 (9.5) 14.9

> 60 years 365 (4.5) 11.8 73 (4.4) 11.0
Sex

Female 6791 (83.8) 56.1 1448 (86.5) 61.1

Male 1313 (16.2) 43.9 226 (13.5) 38.9
Sexual orientation

Heterosexual 6816 (84.1) 7.7 1398 (83.5) 7.7

No Heterosexual 1288 (15,9) 22.3 276 (16.5) 22.3
Marital status

No partner 3655 (45.1) 55.8 793 (47.4) 62.3

With partner 4449 (54.9) 44.2 881 (52.6) 37.7
Living alone 807 (10.0) 15.3 175 (10.5) 18.5
Leaving home 6792 (83.8) 83.2 1377 (82.3) 87.3
Education

Elementary/Middle/ 1326 (16.4) 32.6 206 (12.3) 21.0

High School

Undergraduate 3705 (45.7) 46.4 772 (46.1) 50.9

Postgraduate 3073 (37.9) 21.0 696 (41.6) 28.1

* Data from the baseline
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Table 1. (Continued)

Variable Cross-sectional Longitudinal
study (n=8,104) (n=1,674)
n (%) Weighted n (%) Weighted
sample sample
(%) (%)

Income

A/B 2830 (34.9) 9.3 654 (39.1) 12.7

C 1694 (20.9) 7.8 333 (19.9) 9.2

D/E 3580 (44.2) 82.9 687 (41.0) 781
Region

North 500 (6.2) 8.4 73 (4.4) 74

Northeast 2008 (24.8) 29.1 324 (19.4) 26.6

Midwest 843 (10.4) 7.8 133 (7.9) 8.9

Southeast 2430 (30.0) 37.8 568 (33.9) 36.9

South 2323 (28.7) 17.0 576 (34.4) 20.2
Color

White 4253 (52.5) 50.1 959 (57.3) 48.4

Not White 3851 (47.5) 49.9 715 (42.7) 51.6
Unemployed 1322 (16.3) 33.7 274 (16.4) 32.0
Healthcare 2448 (30.2) 19.5 517 (30.9) 21.3

professional

* Data from the baseline

44



Table 2. Multiple Poisson Regression Analysis to assess the isolated effect of social isolation factors on

suicidal ideation in Wave 1

Variables Prevalence Crude PR Adjusted” PR p
of Sl (%) (C1 95%) (C1 95%)

Leaving home

Yes 19.2% 1.04 (0.91 - 1.18) 0.99 (0.88 — 1.13) 0.927
No 19.7% 1.00 1.00
Living alone
Yes 21.1% 1.13 (1.00 — 1.28) 1.16 (1.03 — 1.30) 0.015
No 18.9% 1.00 1.00
Social distancing -- 1.000 (1.000 - 1.001) 1.002 (1.000 — 1.004) 0.027
(time)

R- UCLA Positive

Yes 27.1% 3.06 (2.69 — 3.47) 1.49 (1.32 - 1.68) <0.001

No 8.7% 1.00 1.00

* adjusted for age, gender, sexual orientation, marital status, income, geographical area, education,
healthcare professional, unemployment, financial crisis during the pandemic, quality of family
relationships, quality of friend relationships, religion, meditation, sleep quality, physical activity, childhood
trauma, previous suicide attempt, family history of suicide, GAD-7, PHQ-9, cocaine / crack use,
benzodiazepines use and AUDIT-C. Abbreviations: Sl, Suicidal Ideation; PR, Prevalence Ratio; ClI,
Confidence Interval; AUDIT-C, Alcohol Use Disorders Identification Test - Concise ; GAD-7, Generalized
Anxiety Disorder 7-item; PHQ-9, Patient Health Questionnaire 9-item ; R-UCLA, three-item short form of

the Revised University of California, Los Angeles Loneliness Scale.
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lable 3. Association of social isolation / loneliness between suicidal ideation groups

Variables No SI Remitted Incidents Persistents P
(n=1,227, (n=108; 6.4%) (n=70; 4.2%) (n=270;
73.3%) 16.1%)
Leaving home - n(%) 1,035 (84.4)% 83 (76.9) 52 (74.3) 213 (78.9) 0.012
Living alone — n(%) 203 (16.5)° 20 (18.5) 5(7.1)° 81 (30.0)% <0.001
Social distancing (yes) — n(%) 1,179 (96.1) 106 (99.1) 66 (94.3) 259 (96.3) 0.366
Social distancing time (days) — 52 (44 — 60)’ 55 (50 — 60)"2 51,4 (60 —61)"? 60 (49 — 63)° <0.001
median (P25 — P75)
R-UCLA positive > 6 — n(%) 670 (54.6)° 58 (53.7)° 55 (78.6)7 248 (91.9)? <0.001

' positive association by adjusted residual test to 5% significance; ® negative association by adjusted residual test
0 5% significance; "2 equal numbers do not differ by Dunn's test at 5% significance. Abbreviations: Sl, Suicidal
deation; R-UCLA, three-item short form of the Revised University of California, Los Angeles Loneliness Scale.
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Table 4 — Multiple Multinomial Logistic Regression Analysis to assess the adjusted effect of isolation factors on

suicidal ideation groups between W1 and W2 (longitudinal).

Variables No Sl Remitted Incidents Persistents

OR (IC 95%) P* OR (IC 95%) P* OR (IC 95%) P*

Leaving home 1.00 0.66 (0.37-1.18) 0.160 0.54 (0.29-1.02) 0.057 0.64 (0.39-1.05) 0.078
Living alone 1.00 3.02 (1.56-5.85) 0.001 0.65 (0.24-1.78) 0.400 2.52(1.48-4.31) 0.001

Social distancing 1.00 1.01 (0.99-1.02) 0.321 1.00 (0.99-1.02) 0.874 1.01 (1.00-1.02) 0.020
time (days)

R-UCLA positive  1.00 0.31(0,18-0,54) <0.001 2.12(1.06-4.24) 0.033 3.95 (2.25-6.96) <0.00
1

* adjusted for age, gender, sexual orientation, marital status, income, geographical area, education, profession,
Inemployment, financial crisis during the pandemic, quality of family relationships, quality of friend relationships,
‘eligion, meditation, sleep quality, physical activity, childhood trauma, previous suicide attempt, family history of
suicide, GAD-7, PHQ-9, benzodiazepines use and AUDIT-C
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8. Consideragoes Finais e Conclusao

As restrigbes populacionais as interagdes sociais normais em contextos de
trabalho, lazer, educacdo e comunidade que foram instituidas durante a crise de
saude publica da COVID-19 nos forcaram a prestar atencdo a maneira como
interagimos e vivemos uns com o0s outros. A interagdo social deficitaria pode estar
associada a uma diversidade de prejuizos na saude fisica e mental, contribuindo para
uma mortalidade precoce, inclusive por suicidio. Podemos avaliar as interagdes
sociais através de medidas objetivas da quantidade de relagdes sociais apresentadas,
mas também subjetivas sobre o qudo a pessoa se sente inserida nas relagdes. O
objetivo dessa dissertacdo foi analisar o impacto de medidas objetivas e subjetivas
de relacionamentos sociais na ideacgao suicida durante a pandemia pelo COVID-19.

Este estudo tem varios pontos fortes que valem a pena destacar. Em primeiro
lugar, o estudo tem um desenho longitudinal que permite um melhor entendimento da
relacdo de causa e efeito entre os preditores e o desfecho analisado. Em segundo
lugar, nossa amostra nacional recrutou individuos abrangendo todas as 27 unidades
federativas do Brasil e a ponderacdo da amostra permitiu que as caracteristicas
demograficas fossem proximas as do censo demografico brasileiro. Terceiro,
tinhamos um tamanho de amostra que nos permitiu analisar uma ampla gama de
variaveis e, portanto, corrigimos nossas descobertas para varios fatores de confusao.
Quarto, este € um dos primeiros estudos a avaliar os impactos da pandemia na saude
mental em paises de baixa e média renda (LMIC).

Nosso estudo tem algumas limitagbes. Seguimos as recomendagdes de
distanciamento social e fizemos uma pesquisa de autorrelato on-line, mas, como em
qualquer pesquisa desse tipo, pode haver variagbes na forma como algumas
perguntas sao interpretadas pelos participantes. Em segundo lugar, nossa amostra
ponderada tem caracteristicas demograficas muito proximas as do censo demografico
brasileiro, mas n&o é totalmente compativel e o ultimo censo brasileiro foi feito ha uma
década (2010). Portanto, devemos ser cautelosos ao interpretar as taxas como uma
prevaléncia representativa da populacio brasileira. Terceiro, os temas abordados por
este estudo sdo complexos e delicados e os participantes com ideagao suicida podem
optar por nao responder devido a sensibilidade do topico. Por outro lado, é possivel
que a populagdo com esses sintomas esteja mais disposta a responder devido ao seu

interesse pelo assunto.
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Por fim, tivemos uma perda significativa de participantes entre as duas ondas
de avaliacdo e isso pode ter acontecido por diversos motivos, como piora do estado
de saude mental, suicidio no intervalo das avaliacbes, perda de interesse em
acompanhar o estudo, entre outros. Apesar das limitacbes, este estudo fornece
informacdes valiosas sobre o impacto das relagdes sociais na ideagdo suicida durante
o estagio inicial da pandemia pelo COVID-19.

Em resumo, este foi o primeiro estudo longitudinal a analisar o impacto tanto
de medidas objetivas quanto subjetivas de relacionamentos sociais na ideacgéo
suicida durante a pandemia de COVID-19. A solidao foi consistentemente associada
aincidéncia de ideacao suicida em um més de acompanhamento durante a fase inicial
da pandemia mesmo apods ajuste para multiplas variaveis de confusdo. Enquanto
variaveis objetivas de relacionamento social como morar sozinho, n&o sair de casa e
0 numero de dias praticando o distanciamento social ndo foram associadas.

Como a evolugdo da pandemia pelo COVID-19 ainda € imprevisivel e os
problemas de saude mental como a solidao provavelmente persistirdo mesmo apos
seu controle, nossos resultados podem ajudar a orientar o desenvolvimento de
intervengdes psicoldgicas para minimizar os efeitos da pandemia e do pds pandemia
sobre o suicidio. A atencao inadequada que tem sido dada a essa questao se reflete
em investimento insuficiente em monitoramento, investigagdo de causas, fatores de
manutengao e avaliagdo de estratégias para reduzir a prevaléncia e o impacto da
solid&o. Isso precisa ser corrigido, ja que o impacto da soliddo a longo prazo na saude
publica pode ser revertido pelos esforgcos colaborativos de profissionais e
pesquisadores multidisciplinares para gerar politicas e programas baseados em

evidéncias.
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10. ANEXOS
10.1 Material suplementar do artigo

Supplemental material of "Loneliness, but not social distancing, is associated with the

incidence of suicidal ideation during the COVID-19 outbreak: a longitudinal study"

Table of Contents:

1- Table S1. STROBE Checklist Page 02

2- Table S2. Variation in the prevalence of social isolation factors, mental health symptoms

and loneliness between W1 and W2 Page 05

3- Table S3. Univariate Poisson regression analysis to assess the effect of several factors on

suicidal ideation in W1 Page 06

4- Table S4. Multinomial Logistic Regression Analysis to assess the adjusted effect of

variables on suicidal ideation groups between W1 and W2 (Longitudinal) --------------- Page 11

5- Method S1. Portuguese and a translated English version of the questionnaire applied ------

Page 13

6- Method S2. Inconsistencies in answering the questionnaire Page 39

Authors: Thyago Antonelli Salgado, MD; Gabriela Massaro Carneiro Monteiro, MD, MSc;
Grasiela Marcon, MD, MSc; Thiago Henrique Roza, MD; Aline Zimerman; Mauricio Scopel
Hoffmann, MD, PhD; Bo Cao, MSc, PhD; Simone Hauck, MD, PhD; André Russowsky
Brunoni, MD, PhD; Ives Cavalcante Passos, MD, PhD
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Table S1. STROBE Statement—Checklist of items that should be included in reports of cohort studies

Item No
Recommendation Pages
Title and 1 (a) Indicate the study’s design with a commonly used term in the title or the 1-2
abstract abstract
(b) Provide in the abstract an informative and balanced summary of what was done 3
and what was found
Introduction
Background 2 Explain the scientific background and rationale for the investigation being reported 4
/rationale
Objectives 3 State specific objectives, including any prespecified hypotheses 5
Methods
Study 4 Present key elements of study design early in the paper 5,6
design
Setting 5 Describe the setting, locations, and relevant dates, including periods of recruitment, 5,6
exposure, follow-up, and data collection
Participants 6 (a) Give the eligibility criteria, and the sources and methods of selection of 5,6
participants. Describe methods of follow-up
() For matched studies, give matching criteria and number of exposed and -
unexposed
Variables 7 Clearly define all outcomes, exposures, predictors, potential confounders, and 6-8
effect modifiers. Give diagnostic criteria, if applicable
Data 8* For each variable of interest, give sources of data and details of methods of 6-8
sources/ assessment (measurement). Describe comparability of assessment methods if there
measuremen is more than one group

t
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Bias 9 Describe any efforts to address potential sources of bias 8-9
Study size 10 Explain how the study size was arrived at -
Quantitative 11 Explain how quantitative variables were handled in the analyses. If applicable, 8,9
variables describe which groupings were chosen and why
Statistical 12 (a) Describe all statistical methods, including those used to control for confounding 8,9
methods
(b) Describe any methods used to examine subgroups and interactions 9
(c) Explain how missing data were addressed 9
(d) If applicable, explain how loss to follow-up was addressed 9
(e) Describe any sensitivity analyses 8-9
Results
Participants 13* (a) Report numbers of individuals at each stage of study—eg numbers potentially Figure 1
eligible, examined for eligibility, confirmed eligible, included in the study,
completing follow-up, and analysed
(b) Give reasons for non-participation at each stage Figure 1
(c) Consider use of a flow diagram Figure 1
Descriptive 14* (a) Give characteristics of study participants (eg demographic, clinical, social) and 10, Table 1
data information on exposures and potential confounders
(b) Indicate number of participants with missing data for each variable of interest Figure 1
(c) Summarise follow-up time (eg, average and total amount) 10, Figure 1
Outcome 15% Report numbers of outcome events or summary measures over time 10
data
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Main results 16 (a) Give unadjusted estimates and, if applicable, confounder-adjusted estimates and 10,11
their precision (eg, 95% confidence interval). Make clear which confounders were Tables 1,2,3,
adjusted for and why they were included and 4
(b) Report category boundaries when continuous variables were categorized 10,11
(c) If relevant, consider translating estimates of relative risk into absolute risk fora -
meaningful time period

Other 17 Report other analyses done—eg analyses of subgroups and interactions, and 11

analyses sensitivity analyses

Discussion

Key results 18 Summarise key results with reference to study objectives 11

Limitations 19 Discuss limitations of the study, taking into account sources of potential bias or 14
imprecision. Discuss both direction and magnitude of any potential bias

Interpretatio 20 Give a cautious overall interpretation of results considering objectives, limitations, 11-14

n multiplicity of analyses, results from similar studies, and other relevant evidence

Generalisabi 21 Discuss the generalisability (external validity) of the study results 14

lity

Other information

Funding 22 Give the source of funding and the role of the funders for the present study and, if 15

applicable, for the original study on which the present article is based

*Give information separately for exposed and unexposed groups.

Note: An Explanation and Elaboration article discusses each checklist item and gives methodological background

and published examples of transparent reporting. The STROBE checklist is best used in conjunction with this

article (freely available on the Web sites of PLoS Medicine at http://www.plosmedicine.org/, Annals of Internal

Medicine at http://www.annals.org/, and Epidemiology at http://www.epidem.com/). Information on the STROBE

Initiative is available at http://www.strobe-statement.org.
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Table S2. Variation in the prevalence of social isolation factors, mental health symptoms and loneliness

between W1 and W2.

Variables Onda 1 Onda 2 p
Leaving home — n(%) 1382 (82.6) 1462 (87.3) <0.001
Social distancing — n(%) 1611 (96.2) 1504 (89.8) <0.001
Days of social distancing - 54 (45 - 60) 30 (20 -30)* -
median (P25 — P75)

PHQ positive — n(%) 1258 (73.9) 1258 (75.1) 0.261
GAD positive — n(%) 1159 (69.2) 1070 (63.9) <0.001
AUDIT C positive — n(%) 414 (24.7) 359 (21.4) 0.001
R-UCLA positiva > 6 — n(%) 1031 (61.6) 1044 (62.3) 0.502
Suicidal ideation— n(%) 378 (22.6) 340 (20.3) 0.005

* Time between the two waves. Abbreviations: W1, Wave 1; W2, Wave 2; AUDIT-C, Alcohol Use
Disorders Identification Test - Concise; GAD-7, Generalized Anxiety Disorder 7-item; PHQ-9, Patient
Health Questionnaire 9-item; R-UCLA, three-item short form of the Revised University of California, Los

Angeles Loneliness Scale.
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Table S3. Univariate Poisson regression analysis to assess the effect of several factors on suicidal ideation

in W1.
Variables Total sample Weighted  Prevalence Prevalence p
n (%) sample of Sl ratio (Cl 95%)
(%)

Region
North 500 (6.2) 8.4 17.8% 1.20 (0.96-1.50) 0.109
Northeast 2008 (24.8) 29.1 22.8% 1.61(1.36-1.90) <0.001
Midwest 843 (10.4) 7.8 25.6% 1.94 (1.58-2.37) <0.001
Southeast 2430 (30.0) 37.8 17.9% 1.20 (1.01-1.42) 0.033
South 2323 (28.7) 17.0 14.2% 1.00

Gender
Female 6791 (83.8) 56.1 19.7% 1.11(1.01-1.22) 0.035
Male 1313 (16.2) 43.9 18.8% 1.00

Age
18 - 30 3026 (37.3) 30.6 28.0% 4.97 (3.82-6.47) <0.001
30-39 2559 (31.6) 24.2 18.8% 3.42 (2.61-4.49) <0.001
40-49 1332 (16.4) 18.0 15.6% 2.72 (2.05-3.61) <0.001
50 - 59 822 (10.1) 154 17.3% 3.19(2.41-4.23) <0,001
> 60 365 (4.5) 11.8 5.8% 1.00

Heterosexual
Yes 6816 (84.1) 77.7 16.3% 0.57 (0.52-0.62) <0.001
No 1288 (15.9) 22.3 29.5% 1.00
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Table S3. Continued

Variables Total sample Weighted  Prevalence Prevalence p
n (%) sample of Sl ratio (Cl 95%)
(%)
Marital status
With partner 4449 (54.9) 44.2 17.0% 1.23(1.12-1.36) <0.001
No partner 3655 (45.1) 55.8 21.1% 1.00
Living alone
Yes 807 (10.0) 15.3 21.1% 1.13 (1.00-1.28) 0.048
No 7297 (90.0) 84.7 18.9% 1.00
Children
Yes 3219 (39.7) 48.2 15.8% 0.70 (0.63-0.77) <0.001
No 4885 (60.3) 51.8 22.5% 1.00
Income
A/B 2830 (34.9) 9.3 7.6% 1.00
C 1694 (20.9) 7.8 13.1% 2.52 (1.45-4.37) 0.001
D/E 3580 (44.2) 82.9 21.2% 441 (2.73-7.13) <0.001
Education
Elementary/ 1326 (16.4) 32.6 19.7% 1.39 (1.18-1.63) <0.001
Middle/
High School
Undergraduate 3705 (45.7) 46.4 22.1% 1.65(1.41-1.92) <0.001
Postgraduate 3073 (37.9) 21.0 12.4% 1.00
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Table S3. Continued

Variables Total sample Weighted  Prevalence Prevalence p
n (%) sample of Sl ratio (Cl 95%)
(%)

Unemployed
Yes 1322 (16.3) 33.7 23.6% 1.31 (1.20-1.44) <0.001
No 6782 (83.7) 66.3 17.1% 1.00

Healthcare professional
Yes 2448 (30.2) 19.5 12.9% 0.63 (0.54-0.74) <0.001
No 5656 (69.8) 80.5 20.8% 1.00

Religion
Yes 4173 (51.5) 55.4 16.0% 0,66 (0.60-0.73) <0.001
No 3931 (48.5) 44.6 23.4% 1.00

Childhood trauma
Yes 3254 (40.2) 44.2 31.4% 3.43 (3.07-3.83) <0.001
No 4850 (59.8) 55.8 9.6% 1.00

Family suicide
Yes 1109 (13.7) 16.7 24.0% 1.34 (1.20-1.49) <0.001
No 6995 (86.3) 83.3 18.3% 1.00

Leaving home
Yes 6792 (83.8) 83.2 19.2% 1.04 (0.91-1.18) 0.563
No 1312 (16.2) 16.8 19.7% 1.00
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Table S3. Continued

Variables Total sample Weighted  Prevalence Prevalence p
n (%) sample of Sl ratio (Cl 95%)
(%)
Pandemic financial crisis
Yes 4924 (60.8) 74.7 21.2% 1.50 (1.32-1.71)  <0.001
No 3180 (39.2) 25.3 13.6% 1.00
Physical activity
Yes 3412 (42.1) 38.7 14.2% 1.55 (1.39-1.72) <0.001
No 4692 (57.9) 61.3 22.5% 1.00
Relationship with family
Bad / Regular 3462 (42.7) 49.5 26.1% 2.04 (1.84-2.26) <0.001
Good / Excellent 4642 (57.3) 50.5 12.6% 1.00
Relationship with friends
Bad / Regular 4071 (50.2) 55.3 23.6% 1.70 (1.53-1.88) <0.001
Good / Excellent 4033 (49.8) 447 13.9% 1.00
Sleep quality
Bad / Regular 5810 (71.7) 75.9 22.0% 2.05(1.77-2.38) <0.001
Good / Excellent 2294 (28.3) 241 10.5% 1.00
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Table S3. Continued

Variables Total sample Weighted  Prevalence Prevalence p
n (%) sample of Sl ratio (Cl 95%)
(%)

Benzodiazepines user
Yes 1503 (18.5) 23.1 271% 1.57 (1.43-1.74) <0.001
No 6601 (81.5) 76.9 16.9% 1.00

Cocaine / Crack user
Yes 49 (0.6) 0.9 39.5% 2.18 (1.65-2.87) <0.001
No 8055 (99.4) 99.1 19.1% 1.00

AUDIT Positive
Yes 2583 (31.9) 24.8 21.0% 1.13 (1.02-1.26) 0.022
No 5521 (68.1) 75.2 18.7% 1.00

GAD Positive
Yes 5292 (65.3) 66.6 25.6% 3.62(3.11-4.22) <0.001
No 2812 (34.7) 334 6.8% 1.00

PHQ Positive
Yes 5734 (70.8) 69.4 26.5% 9.23 (7.22-11.8) <0.001
No 2370 (29.2) 30.6 2.9% 1.00

R- UCLA Positive
Yes 4186 (51.7) 57.7 271% 3.06 (2.69-3.47) <0.001
No 3918 (48.3) 42.3 8.7% 1.00

Abbreviation: W1, Wave 1, Sl, suicidal ideation.
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Table S4 — Multinomial Logistic Regression Analysis to assess the adjusted effect of variables on suicidal ideation groups

between W1 and W2 (Longitudinal)

Variables No SI Remitted Incidents Persistents
OR (IC 95%) P OR (IC 95%) P OR (IC 95%) P

Leaving home 1.00 0.66 (0.37-1.18) 0.160 0.54 (0.29-1.02) 0.057 0.64 (0.39-1.05) 0.078
Living alone 1.00 3.02 (1.56-5.85) 0.001 0.65 (0.24-1.78) 0.400 2.52 (1.48-4.31) 0.001
Social distancing time (days) 1.00 1.01 (0.99-1.02) 0.321 1.00 (0.99-1.02) 0.874 1.01 (1.00-1.02) 0.020
R-UCLA positive 1.00 0.31 (0.18-0.54) <0.001 2.12 (1.06-4.24) 0.033 3.95 (2.25-6.96) <0.001
Region

North 1.00 0.16 (0.03-1.05) 0.056 0.45 (0.12-1.64) 0.225 3.20 (1.35-7.60) 0.008

Northeast 1.00 1.22 (0.60-2.50) 0.582 0.77 (0.36-1.64) 0.495 1.43 (0.73-2.80) 0.299

Midwest 1.00 3.82(1.47-9.93) 0.006 1.61 (0.62-4.17) 0.330 5.49 (2.44-12.4) <0.001

Southeast 1.00 1.05 (0.53-2.06) 0.897 0.63 (0.30-1.32) 0.222 2.40 (1.22-4.69) 0.011

South 1.00 1.00 - 1.00 - 1.00 -
Gender Female 1.00 0.64 (0.36-1.16) 0.141 2.76 (1.33-5.75) 0.007 0.36 (0.23-0.57) <0.001
Heterosexual 1.00 0.63 (0.34-1.16) 0.136 0.68 (0.34-1.37) 0.278 0.30 (0.20-0.47) <0.001
Having a partner 1.00 1.50 (0.88-2.56) 0.136 1.03 (0.59-1.79) 0.922 1.36 (0.87-2.14) 0.175
Unemployed 1.00 3.61 (2.10-6.20) <0.001 0.43 (0.20-0.91) 0.028 0.46 (0.29-0.73) 0.001
Healthcare professional 1.00 2.16 (1.21-3.86) 0.009 2.00 (1.06-3.79) 0.033 1.59 (0.93-2.70) 0.089
Financial Crisis 1.00 0.83 (0.47-1.47) 0.517 1.15 (0.61-2.17) 0.668 1.81 (1.08-3.04) 0.026
Family relationship  1.00 2.26 (1.33-3.84) 0.003 1.59 (0.91-2.81) 0.107 3.22 (2.05-5.06) <0.001
(Bad/Regular)
Friendship relationship  1.00 0.99 (0.58-1.70) 0.971 1.14 (0.63-2.05) 0.673 1.12 (0.70-1.79) 0.642
(Bad/Regular)
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Table S4. Continued

Variables No SI Remitted Incidents Persistents
OR (IC 95%) P OR (IC 95%) P OR (IC 95%) P

Physical Activity 1.00 1.05(0.64-1.73)  0.839 1.52 (0.84-2.74)  0.163 1.20 (0.79-1.82) 0.405
Sleep Quality (Bad/Regular) 1.00 1.07 (0.54-2.12) 0.843 0.79 (0.39-1.63)  0.528 0.93 (0.51-1.71) 0.824
Meditation 1.00 0.72 (0.44-1.19) 0.204 1.22 (0.67-2.24) 0.518 0.83 (0.54-1.29) 0.418
Religion 1.00 0.42 (0.26-0.69) 0.001 0.59 (0.34-1.02)  0.059 0.40 (0.27-0.59) <0.001
Childhood Trauma 1.00 1.26 (0.76-2.07) 0.371 1.38 (0.79-2.43)  0.259 2.18 (1.39-3.43) 0.001
Users of benzodiazepine 1.00 0.76 (0.44-1.30) 0.313 0.47 (0.24-0.93)  0.030 0.74 (0.48-1.14) 0.173
Family suicide 1.00 0.49 (0.24-1.00) 0.049 1.29 (0.67-2.49)  0.446 1.19(0.72-1.97) 0.507
Previous suicide attempt 1.00 3.16 (1.68-5.95) <0.001 2.70 (1.39-5.25)  0.003 3.18 (1.98-5.11) <0.001
Education 1.00

Elementary/Middle/High 1.00 0.42 (0.17-1.03) 0.058 0.56 (0.20-1.59)  0.275 1.64 (0.89-3.03) 0.112

School

Undergraduate 1.00 2.23 (1.24-4.02) 0.008 1.35(0.69-2.63) 0.384 0.75(0.45-1.25) 0.268

Postgraduate 1.00 1.00 1.00 1.00
Household Income

A/B 1.00 1.00 1.00 1.00

C 1.00 1.32 (0.43-4.05) 0.628 0.77 (0.29-2.07)  0.601 1.16 (0.40-3.37) 0.783

D/E 1.00 1.07 (0.42-2.70) 0.891 0.54 (0.24-1.23)  0.143 1.53 (0.62-3.77) 0.354
AUDIT positive 1.00 0.28 (0.15-0.52)  <0.001 0.37 (0.18-0.78)  0.009 0.82 (0.52-1.29) 0.392
GAD positive 1.00 1.69 (0.85-3.35) 0.133 0.83 (0.39-1.79)  0.633 4.44 (2.06-9.59) <0.001
PHQ positive 1.00 14.3 (5.41-38.0) <0,001 4.61(1.66-12.8)  0.003 45.1 (10.8-189) <0.001

Abbreviations: W1, Wave 1; W2, Wave 2; SI, suicidal ideation
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QUESTIONNAIRE (ENGLISH VERSION)

1. Outcome: Suicidal ideation (Wave 1 and Wave 2)

Over the past month, have you had any desire or thoughts about killing yourself?
4 Yes
1 No

2. Predictors
2.1 Objective measures of social relationship
2.1.1 Social Distancing

Do you consider yourself to be practicing “social distancing” measures because of the COVID-
19 outbreak (according to the Johns Hopkins Medicine, social distancing includes: working or
studying from home, cancelling or postponing large meetings, maintaining social contact by
electronic devices instead of in person, staying at least 2 meters away from others)?

4 Yes

J No

If yes, for how long have you been under social distancing measures due to the COVID-19

outbreak? (number of days; if your answer to the previous question was “no”, put 0).

2.1.2 Living Alone

How many people have been living under the same roof as you since the COVID-19 outbreak

began? (Number of people including you)

2.1.3 Leaving Home
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After the outbreak of COVID-19 in your country, how often have you left your house? (Number

of days/week)

2.2 Subjective measure of social relationship (UCLA - Loneliness)

How often do you feel that you lack companionship?
4 Hardly ever
1 Sometimes

1 Often

How often do you feel left out?
4 Hardly ever
1 Sometimes

1 Often

How often do you feel isolated from others?
4 Hardly ever
1 Sometimes

1 Often

3. Confounding variables
3.1 Age:

Year of Birth: (YYYY)

3.1.2 Geographical area

Which Brazilian state do you live in?

3.1.3 Gender
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What is your biological sex?
1 Female
1 Male

Q | prefer not to answer

3.1.4 Sexual orientation
What is your sexual orientation?
1 Heterosexual
1 Homosexual
1 Bisexual
4 Other

Q | prefer not to answer

3.1.5 Marital Status

What is your current marital status?
a Single
1 Dating
1 Married/Domestic Partnership
1 Divorced

J Widowed

3.1.6 Income:
Your household’s monthly income, including primary family members living in the same roof,
is:

O Under R$ 1.045,00

O Between R$ 1.045,00 and R$ 3.135,00

O Between R$ 3.135,00 and R$ 5.225,00
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O Between R$ 5.225,00 and R$ 15.675,00

O Over R$ 15.675,00

3.1.7 Education
What is your education level?
1 Elementary school (incomplete)
1 Elementary school
[ High school (incomplete)
1 High school
1 Undergraduate degree (incomplete)
1 Undergraduate degree

1 Graduate degree (incomplete or complete)

3.1.8 Unemployment
Are you currently working?
4 Yes, with an employment contract
4 Yes, without an employment contract
1 Yes, | am a civil servant
4 I am currently studying
4 Unemployed

1 Retired

3.1.9 Healthcare professional

Are you a healthcare professional?
4 Yes

J No
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3.1.10 Financial crises during pandemic
Do you believe that your monthly income has been or will be reduced during the COVID-19
outbreak?

4 Yes

J No

3.1.11 Quality of family relationships

How would you define the quality of your family relationships at the present moment?
1 Poor
1 Average
1 Good

(1 Excellent

3.1.12 Quality of friend relationships

How would you define the quality of your relationships with friends at the present moment?
4 Poor
1 Average
1 Good

1 Excellent

3.1.13 Physical activity

At the present moment, how much physical activity do you engage in per week?
U | am not exercising
1 Less than 30 minutes/week
1 Between 30-75 minutes/week

1 Between 75-150 minutes/week
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J More than 150 minutes/week

3.1.14 Sleep quality

How would you define the quality of your sleep at the present moment?
4 Poor
1 Average
1 Good

(1 Excellent

3.1.15 Meditation
Over the past month, on average how many minutes of meditation have you practiced per
day?

[ 1 do not practice meditation

1 Less than 10 minutes

1 Between 10 and 20 minutes

1 More than 20 minutes

3.1.16 Religion
Are you a practitioner of any religion?
4 Yes

J No

3.1.17 Childhood trauma
Did you suffer any kind of trauma or were a victim of maltreatment (harassment, neglect,

discrimination and/or abuse) during your childhood/adolescence?
4 Yes

J No
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3.1.18 Family history of suicide:
Has anyone in your family committed suicide (grandparents, parents, children, aunts, uncles,
siblings, cousins)?

4 Yes

J No

3.1.19 Previous suicide attempt:
Have you ever committed any suicide attempt? (A potentially self-injurious act committed with
at least some wish to die as a result of the act).

U | have never attempted to commit suicide

4 | have attempted to commit suicide once

4 | have attempted to commit suicide twice

4 | have attempted to commit suicide three times or more

3.1.20 Depressive symptoms (PHQ-9)

Over the last 2 weeks, how often have you had little interest or pleasure in doing things?
1 Not at all
1 Several days
[ Over half the days

U Nearly every day

Over the last 2 weeks, how often have you been feeling down, depressed, or hopeless?
1 Not at all
1 Several days
O Over half the days

U Nearly every day
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Over the last 2 weeks, how often have you had trouble falling or staying asleep, or sleeping
too much?

1 Not at all

1 Several days

a Over half the days

U Nearly every day

Over the last 2 weeks, how often have you been feeling tired or having little energy?
1 Not at all
1 Several days
[ Over half the days

U Nearly every day

Over the last 2 weeks, how often have you been with poor appetite or overeating?
1 Not at all
1 Several days
[ Over half the days

U Nearly every day

Over the last 2 weeks, how often have you been feeling bad about yourself, or that you are a

failure or have let yourself or your family down?
1 Not at all
1 Several days
[ Over half the days

U Nearly every day
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Over the last 2 weeks, how often have you been having trouble concentrating on things, such

as reading the newspaper or watching television?
1 Not at all
1 Several days
[ Over half the days

U Nearly every day

Over the last 2 weeks, how often have you been moving or speaking so slowly that other
people could have noticed. Or the opposite being so fidgety or restless that you have been
moving around a lot more than usual?

1 Not at all

1 Several days

[ Over half the days

U Nearly every day

Over the last 2 weeks, how often have you had thoughts that you would be better off dead, or

of hurting yourself?
1 Not at all
1 Several days
O Over half the days

U Nearly every day

3.1.21 Anxiety symptoms (GAD-7)

Over the last 2 weeks, how often have you been feeling nervous, anxious, or on edge?
1 Not at all
1 Several days

[ Over half the days
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U Nearly every day

Over the last 2 weeks, how often have you not been able to stop or control worrying?
1 Not at all
1 Several days
[ Over half the days

U Nearly every day

Over the last 2 weeks, how often have you been worrying too much about different things?
1 Not at all
1 Several days
a Over half the days

U Nearly every day

Over the last 2 weeks, how often have you had trouble relaxing?
1 Not at all
1 Several days
O Over half the days

U Nearly every day

Over the last 2 weeks, how often have you been so restless that it's hard to sit still?
1 Not at all
1 Several days
[ Over half the days

U Nearly every day

Over the last 2 weeks, how often have you become easily annoyed or irritable?



U Not at all
1 Several days
[ Over half the days

U Nearly every day

Over the last 2 weeks, how often have you been feeling afraid as if something awful might

happen?
1 Not at all
1 Several days
[ Over half the days

U Nearly every day

3.1.22 Alcohol abuse (AUDIT-C modified for the last 30 days)

Considering the past 30 days, how often do you have a drink containing alcohol (consider a

"drink" to be a can or bottle of beer, a glass of wine, a wine cooler, or one cocktail or a shot of

hard liquor like scotch, gin, or vodka)?

Volume and 40ml 85ml
type of drink:
whiskey port wine, vermouth
or vodka or liquors
With alcoholic
graduation of 40% 28%
about:
1 Never

1 Monthly or less

1 2 to 4 times a month

140ml

table
wine

12%

340ml 600ml
1 can of table
beer wine

with alcoholic graduation of
about 5%
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1 2 to 3 times a week

[J 4 or more times a week

Considering the past 30 days, how many standard drinks containing alcohol do you have on
a typical day?

1 Zero, 1 0or 2

1 3or4

1 5o0r6

1 7t09

(d 10 or more

Considering the past 30 days, how often do you have 6 or more drinks on one occasion?
1 Never
1 Less than monthly
1 Monthly
1 Weekly

(1 Daily or almost daily

3.1.23 Cocaine/crack use

Considering the past 30 days, have you used cocaine or crack?
1 No
1 Less than weekly

1 Weekly or daily

3.1.23 Benzodiazepines use
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Considering the past 30 days, how many times have you used benzodiazepines (this class of
psychoactive medications includes examples such as clonazepam, diazepam, bromazepam,
alprazolam (Xanax), lorazepam)?

1 None

1 1or2times

1 Weekly

1 Daily or almost daily
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QUESTIONNAIRE - PORTUGUESE VERSION

1. Desfecho: Ideagao suicida (Onda 1 and Onda 2)

No ultimo més, vocé tem ou teve desejo ou pensamentos de tirar sua prépria vida?
d Sim

d Nao

2. Preditores

2.1 Medidas objetivas de relacionamentos sociais

2.1.1 Distanciamento social

Vocé considera estar praticando medidas de “distanciamento social” por conta do surto de

COVID-19?

De acordo com o Instituto de Medicina Johns Hopkins essas medidas incluem pontos como:
trabalhar e/ou estudar em casa, cancelar ou adiar reunibes, manter contato social por
dispositivos eletrénicos ao invés de pessoalmente e ficar pelo menos 2 metros longe de outras
pessoas)?

d Sim

d Nao

Se sim, ha quantos dias esta em distanciamento social por conta do surto de COVID-197? ( se

nao, coloque "0")

2.1.2 Viver sozinho
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Quantas pessoas estdo em casa com vocé durante esse periodo de surto? (numero de

pessoas incluindo vocé)

2.1.3 Sair de casa

Apos o inicio do surto de COVID-19 no seu pais, quantos dias por semana, em média, vocé

tem saido de casa?

2.2 Medida subjetiva de relacionamentos sociais (UCLA - Solidao)

Com que frequéncia vocé se sente com falta de companhia?
 Quase nunca
1 Algumas vezes

4 Frequentemente

Com que frequéncia vocé se sente abandonado?
O Quase nunca
1 Algumas vezes

4 Frequentemente

Com que frequéncia vocé se sente isolado de outras pessoas?
1 Quase nunca
1 Algumas vezes

4 Frequentemente

3. Confounding variables
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3.1 Idade:

Ano de nascimento: (YYYY)

3.1.2 Area geografica

Em que estado brasileiro vocé mora?

3.1.3 Género

Qual é o seu sexo designado ao nascimento?
1 Feminino
d Masculino

[ Prefiro ndao responder

3.1.4 Orientagao sexual

Qual a sua orientagao sexual?
1 Heterossexual

Homossexual

Bissexual

Outro

Lo o U

Prefiro nao responder

3.1.5 Estado civil

Qual seu estado civil atual?
d Solteiro

Namorando

u
1 Casado (a)/ Uniao Estavel
1 Divorciado

u

Viavo (a)



3.1.6 Renda:
Sua renda familiar mensal, considerando todos os integrantes de sua familia que moram em

seu domicilio, € em torno de :

O Menos do que R$ 1.045,00

O De R$ 1.045,00 a R$ 3.135,00

O De R$ 3.135,00 a R$ 5.225,00
O De R$ 5.225,00 a R$ 15.675,00
u

Mais de R$ 15.675,00

3.1.7 Educacao
Qual o seu grau de escolaridade:

[ Ensino fundamental incompleto
Ensino fundamental completo
Ensino médio incompleto
Ensino médio completo
Ensino superior incompleto

Ensino superior completo

L o U U o o

P&s- graduagéao (incompleta ou completa)

3.1.8 Desemprego
Vocé esta atualmente trabalhando?
1 Sim, com carteira assinada
Sim, trabalho de forma informal/autbnomo
Sim, sou funcionario publico

Eu estou estudando

Lo o U

Desempregado
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1 Aposentado

3.1.9 Profissional da saude
Vocé é um profissional de saude?
d Sim

d Nao

3.1.10 Crise financeira durante a pandemia
Vocé acha que sua renda financeira mensal esta comprometida durante o momento do surto
de COVID-19 no pais?

a Sim

d Nao

3.1.11 Qualidade de relagao com familiares

Quanto aos seus relacionamentos familiares, vocé considera que no momento atual estejam:
1 Ruins
1 Regulares
1 Bons

(1 Excelentes

3.1.12 Qualidade de relagido com amigos
Quanto aos seus relacionamentos com amigos(as), vocé considera que no momento atual

estejam:
1 Ruins
1 Regulares
1 Bons
1 Excelentes
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3.1.13 Atividade fisica

No momento atual, quantos minutos vocé tem praticado de atividade fisica por semana?
1 Nao estou fazendo atividade fisica

Menos que 30 minutos

Entre 30-75 minutos

Entre 75-150 minutos

Acima de 150 minutos

3.1.14 Qualidade do sono

Como vocé define a qualidade do seu sono atualmente?
0 Ruim

1 Regular

1 Bom

1 Excelente

3.1.15 Meditacgao

No ultimo més, em média quantos minutos vocé tem praticado de meditacio por dia?
1 Nao pratico meditacao
d Menos que 10 minutos

(1 Entre 10-20 minutos

1 Acima de 20 minutos

3.1.16 Religiao
Vocé é membro praticante de alguma religiao?

1 Sim
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3.1.17 Trauma na infancia
Vocé sofreu algum tipo de trauma ou foi vitima de maus tratos (assédio, negligéncia,
discriminagao e/ou abuso) durante sua infancia/adolescéncia?

4 Yes

J No

3.1.18 Historia familiar de suicidio:
Alguém da sua familia (avés, pais, filhos, tios, irméos, primos) ja se suicidou?
a Sim

d Nao

3.1.19 Tentativa prévia de suicidio:
Vocé ja realizou alguma tentativa de suicidio? Na tentativa de suicidio, o individuo tem o intuito
de tirar a propria vida.

1 Nunca realizei nenhuma tentativa de suicidio

1 Ja realizei uma tentativa de suicidio

1 Ja realizei duas tentativas de suicidio

1 Jarealizei trés ou mais tentativas de suicidio

3.1.20 Sintomas depressivos (PHQ-9)
Nas ultimas duas semanas, com que frequéncia vocé teve pouco interesse ou pouco prazer
em fazer as coisas?

1 Nenhum dia

1 Menos de uma semana

J Uma semana ou mais
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1 Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé se sentiu para baixo, deprimido(a) ou
sem perspectiva?

(1 Nenhum dia
1 Menos de uma semana
[ Uma semana ou mais
a

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé teve dificuldade para pegar no sono ou

permanecer dormindo ou dormiu mais do que de costume?
(1 Nenhum dia
(1 Menos de uma semana
[ Uma semana ou mais
a

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé se sentiu cansado(a) ou com pouca
energia?

(1 Nenhum dia

(1 Menos de uma semana
[ Uma semana ou mais
a

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé teve falta de apetite ou comeu demais?
d Nenhum dia
(1 Menos de uma semana

[ Uma semana ou mais
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[ Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé se sentiu mal consigo mesmo(a) ou
achou que é um fracasso ou que decepcionou sua familia ou a vocé mesmo(a)?

(1 Nenhum dia

1 Menos de uma semana
d Uma semana ou mais
a

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé teve dificuldade para se concentrar nas
coisas (como ler o jornal ou ver televisao)?

(1 Nenhum dia

1 Menos de uma semana
d Uma semana ou mais
a

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé teve lentiddo para se movimentar ou
falar (a ponto das outras pessoas perceberem), ou ao contrario, esteve tdo agitado(a) que
vocé ficava andando de um lado para o outro mais do que de costume?

d Nenhum dia

1 Menos de uma semana
d Uma semana ou mais
a

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé pensou em se ferir de alguma maneira
ou que seria melhor estar morto(a)?

(1 Nenhum dia
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J Menos de uma semana
J Uma semana ou mais

[ Quase todos os dias

3.1.21 Sintomas de ansiedade (GAD-7)
Nas ultimas duas semanas, com que frequéncia vocé se sentiu nervoso(a), ansioso(a) ou
muito tenso(a)?

1 Nenhum dia

1 Menos de uma semana
1 Uma semana ou mais
u

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé nao foi capaz de impedir ou controlar
suas preocupagdes?

(1 Nenhum dia

(1 Menos de uma semana
[ Uma semana ou mais
a

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé se preocupou muito com diversas
coisas?

1 Nenhum dia

(1 Menos de uma semana
[ Uma semana ou mais
a

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia teve dificuldade para relaxar?
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Nenhum dia
Menos de uma semana
Uma semana ou mais

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé ficou tao agitado(a) que se tornou dificil
permanecer sentado(a)?

1 Nenhum dia

1 Menos de uma semana
d Uma semana ou mais
|

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé ficou facilmente aborrecido(a) ou
irritado(a)?

1 Nenhum dia

1 Menos de uma semana
d Uma semana ou mais
|

Quase todos os dias

Nas ultimas duas semanas, com que frequéncia vocé sentiu medo como se algo horrivel fosse
acontecer?

1 Nenhum dia

(1 Menos de uma semana

[ Uma semana ou mais

[ Quase todos os dias

3.1.22 Abuso de alcool (AUDIT-C modificado para os ultimos 30 dias)

71



Em relacdo aos ultimos 30 dias, com que frequéncia vocé toma bebidas alcodlicas?
1 Nunca

1 vez por més

De 2 a 4 vezes por més

De 2 a 3 vezes por semana

4 ou mais vezes por semana

Em relacao aos ultimos 30 dias, nas ocasides em que vocé bebe, quantas doses consome
tipicamente? Observagao: 1 dose-padrao = 40mL de vodka ou 40mL de pinga ou 40mL de
uisque ou 1 taga de vinho de mesa ou 1 lata de cerveja, conforme a imagem abaixo:

1 N&o bebo
1ou?2
3ou4
50ub

7,80u9

I O I N

10 ou mais

Em relacdo aos ultimos 30 dias, com que frequéncia vocé toma 6 ou mais doses em uma
Unica ocasiao?
1 Nunca
Menos do que uma vez ao més
Mensalmente

Semanalmente

Lo o U

Todos ou quase todos os dias

3.1.23 Uso de Cocaine/crack
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Em relacdo aos ultimos 30 dias, vocé fez uso de cocaina ou crack?
1 Nao
1 Menos que semanalmente

[ Semanalmente ou Diariamente

3.1.23 Uso de Benzodiazepinico
Em relagédo aos ultimos 30 dias, com que frequéncia vocé utilizou benzodiazepinicos (esses
remédios incluem o Rivotril, Frontal, Lexotan, clonazepam, diazepam, bromazepam,
alprazolam, lorazepam, etc.)?

(1 Na&o usei nos ultimos 30 dias

1 1ou2vezes
1 Semanalmente
d

Diariamente ou quase todos os dias
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Inconsistencies in answering the questionnaire

We excluded 503 participants in wave 1 and 143 in wave 2 due to errors and inconsistencies
in the responses to the questionnaire. The inconsistencies mentioned above in the two waves
were mainly due to two questions. The first question was whether the participants were
practicing social distancing and in the second question we asked how long they had been
practicing. We excluded participants who said they were practicing social distancing in the first
question, but filled 0 days in the second question, as well as those who said they were not
practicing social distancing and filled a time of one or more days of social distancing.
Additionally, some participants filled their birthday and not the year of birth, making it

impossible to calculate their age.
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