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THE EPIDEMIOLOGY OF SUICIDE ATTEMPTS IN EUROPE+

Dr. Unni Bllle-BRAHE*

Avrupa’da Intihar Girigimlerinin Epidemiyolojist
OZET

Son 20-30 yildir, 8lomcll olmayan intihar dav-
ramglart bir gok dldeke biylyen bir sorun olmus-
tur. Bir gok bat dlkesinde dllimle sonuglanan inti-
harlar 100 yidan daha wuzun bir slredir
kaydediimektedir. Ancak infihar girigimlering ait
ulusal istatistikleri tutan higbir Glke yoktur. Bu ne-
denle Dinya Sajhk Orgltd (DSO) Avrupa Bélge-
sel Ofisi 1980"erin ortalarinda Avrupa tlkeler ara-
sinda intihar girigimleri ite ilgili bir ¢ahsma
baglatmigtir. “DSO/Avrupa Cok Merkezli Intihar
Davramg) Caligmas®, Caligmanin iki b3lOma var-
dir: Izleme Galigmasi ve Tekrarlanan intihar Giri-
simlerindeki Risk Faktdrlerinin Belidenmesi Galg-
masi. lzleme GQaligmas: 1989'da baglatilmigtir.
Baglangigta ¢alismaya 16 merkez kahidi. Ancak
bunlardan bazian bu konuya aynlan ulusal kay-
naklarin yetersizlidi nedeniyle gahgmadan ayriimak
zorunda kaldi. Bununla beraber, yeni metkezler

ligmaya katimak istediler. Buglin igin galigmanin
zleme Blimi'nde 24 merkez yer almaktadir.
1989-1992 yillar arasinda, 22.655 intihar girigimi
bildirifmigtir. Avrupa’da yaga gbre standardize edil-
mig intihar girisimi hiz) erkeklerde 100.000'de 136
ve kadinlarda 100.000'de 186'dir. Erkeklerde en
yUksek yasa dze! iz 25-34, kadinlarda ise 15-24
yas gruplarinda saptanmigtir, Bu ddnem iginde er-
kekigrin intihar hizlarnnda % 17, kadinlann intihar
hizlannda ise % 14 digls olmusgtur. Bununia birlk-
te bir gok merkez geng kadinlardaki intihar girigim-

+ 368, Ulusal Psikiyatri Kongresi'nde Konferans
konugmasi olarak sunuimugtur.

. Dr. Sosyclog WHO Collaborative Centre for
Prevention of Suicide Odense, Denmark.
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lerinde endige vericl bir artig oldugunu bildirmekte-
dir. Genel olarak en sik kullanitan intihar girigimi
ybntemi ilagla kendini zehirlemedir, Erkekier kadin-
fara gore daha saldirgan intihar ydntemlerini tercih
etme edilimindedirler.

Anabtar Keltmeler: Intihar, intihar girigimi, in-
tihar davranigi, epidemiyolgji.

SUMMARY

During recent decades, non-fatal suicidal
behaviour has become a problem of increasing
congern in most countries. Contrary to fatal suicidal
acts that most western countries have been
registering for more than 100 years, no country can
provide national statistics on suicide attempts. For
this reason, the European Regionat Office of the
World Health  Organisation  initiated an
inter-European study on suicide attempts in the
mid-1980's. “The WHO/Euro Multicentre Study on
Suicidal Behaviour”. There are two parts of the
study: The Monitoring Part and The Repetition
Prediction Study. The Monitoring study started in
1989. Originally, 16 cantres participated, but due to
lack of national funding some had to leave the
study. On the other hand, new centres have
wanted to take part, and as of today, 24 centres
are included in the monitoring part of the project,
During the period of 1989-1992, 22.655 episodes
of attempted suicide were reported, and
age-standardised average rates per 100.000 in
Europe were estimated to 136/100.000 for males
and 186/100.000 for females. The highest
age-specific rates for men were found among the
25-34 year-olds and for women among the 15-24
year-clds. There was a decrease during the period
in the total rates of about 173 for men and 14% for




women. Most centres are, however, expressing
worries  concerning  markedly  increasing
frequencies of suicide attempts among the young
girls. In general the far most common method is
self-poisoning, usually with overdoses of medicine.
There is a tendency towards men choosing more
violent or determinant methods than women.

Key Words: Suicide, suicide attempt, suicidal
behaviour, epidemiology.

INTRODUCTION

During recent decades, non-fatal suicidal
behaviour has become a problem of increasing
concem in most countries. Although there has
been a marked development in the medical
treatment after a suicidat act and therefore greater
probabilities of saving and survival, the frequency
of non-fatal suicidal acts has been increasing with
an almost epidemic speed. It is therefore argued
that the majority of these suicide attempts cannot
be seen as ‘unsuccessfui suicides’, but rather as a
special ‘new’ type of suicidal behaviour that is not
necessarily motivated by ‘a wish to di¢’, but which
is aiming at provoking changes in problematic or
painful situations so that fife (again} will be worth
living.

However, contrary to fatal suvicidal acts that
most western countries have been registering for
more than 100 years, no country can provide
national statistics on suicide attempts, and our
knowledge of the frequency of attempted suicide,

of risk factors and high-risk groups, and of
characteristics of suicide attempters has s¢ far
been based on results from various separate
studies wihch have been difficult to compare and to
draw general conclusions from because of
differences in chaice of method, case-finding
criteria, etc.

For these reasons, the European Regional
Office of the World Health Organization initiated an
inter-European study on suicide attempts in the
mid-1980's. The WHO/Euro Multicentre Study on
Parasuicide (from 1998 on titled The WHO/Euro
Multicentre Study on Suicidal Behaviour) was to
cover two broad areas of research:

* monitoring trends in the epidemiology of
parasuicide, including identitying risk faclors (the
Monitoring Study); and

* conducting follow-up studies of parasuicide
popuiations as a special high-risk group for
further suicidal behavior (the
Repetition-Prediction Study).

The main topic of this articie will be the
methods of and some results from the Monitoring

Study.

The Monitoring study started in 1989,
Originally, 16 centres participated, but due to lack
of national funding some had to leave the study.
On the other hand, new centres have wanted to
take part, and as of today, 24 centres are included
in the monitoring part of the project.

Table 1, Stats of centres participating in the WHO/Eure Mullicentre Study on Suicidal Behaviour,

Oid centres

Bern, Switzedand
Helsinki, Finland
Innsbruck Stadh & Land, Austria
Odense, Denmark
Oxdord, UK

Padova, Raly
Sar-Trandelag, Norway
Stockholm, Sweden
Umed, Sweden
Wirzburg, Germany
Leiden, The Netherlands

No more participsting
Bordeaux, France
Cergy-Fontoise, France
Emilia Romagna, ltaly
Guiplzcoa, Spain

Novi Sad, Yugoslavia
Vilnius, Lithuania

New Centres

Mamak, Turkey

Alhens, Greece

Cork, Ireland

Gent, Belgium

Holen, Israel

Limerick, Ireland
Ljubljana, Slovenia

Pecs, Hungary

Rennes, France

Tallinn, Estonia

Riga, Latvia

Appiled for participation
Kiev, Ukraine

Odessa, Ukraine

Dresden City & Weisseritz County, Germany




Holon
Bal-Yam

active
in progress
drop out

Fig. 1. Map of europe with participating centres.
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Initially, four main purposes were listed for
this part of the project:

* o assess feasibility of using local case registers
to  monitor atlempted suicide in defined
catchment areas. The caichment areas are
supposed to cover at least 200.000 inhabitants
(15 years and over)

* Io estimaie the frue incidence of medically
treated suicide attempters and trends over fime,
using standardized definitions and case-finding
criteria

* fo ideniify sociodemographic risk facfors
significantly associated with attempted suicide

* 1o ascertain varialions in patterns of treatment
following atfempled suicide in different cultural
contexts (with the aim of eslablishing more
effective services for preventing this lype of
suicidal behaviour).

Already in the planning phase did it becorme
clear that for several reasons existing local case
registers could not provide sufficiently retiable
data. A special monitoring of suicide attempts,
using uniform monitoring forms and the same case
finding criteria, was therefore to be carried out at
all centres on consecutive episodes in all places
where suicide attempters were seen and/or treated
by health personnel. A suicide attempt was defined
as:

“an act with non-fatal oulcome, in which an
individual defiberately initiates a non-habitual
behaviour that, if without intervention from
others, will cause self-harm, or deliberafely
ingests a substance in excess of the
prescribed  or  generally  recognized
therapeutic dosage, and which is aimed at
realizing changes which the subject desires
via ihe actual or expected physical
consequences”.

The definition includes acts that are
interrupted before the actual self-harm occurs (e.9.
if a person i5 removed from the railway track
before the train arrives), but excludes acls of
self-harm by persons who do not understand the
meaning or the consequences of their act (e.9.
because of mental retardation or severe mental
ilness). This operational definition does not specify
the strength of the wigh to die, since this is almost
impossible to ascertain. That is all intentional
self-destructive behaviours are included, as long
as these behaviours appear to be intended to bring

about changes in the present situation. For a
discussion on the use of the terms parasuicide and
attempted suicide, see Bille-Brahe et al. 1994.

All monitoring data are then transferred to the
centre in Wirzburg, where they are checked,
coordinated and re-checked by prof. Armin
Schmidtke and his co-workers,

To provide an adequate epidemiological
description of the areas under study, each
participaiing centre has been required to submit
standardized information about the catchment area
in question, including general background data
such as the size and location of the area, the
breakdown of the population according to age, sex
and civil status, housing, urban/frural areas and
unemployment rates, together with the main
industrial and economic activities of the area.
These pieces of background information have
been gathered at the cenire in Odense and
published in the booklet “Facts & Figures”
(Bille-Brahe {ed), 1999).

DATA ON ATTEMPTED SUICIDE IN

EUROPE

Data from 15 centres for the first five-year
pericd (1989-1993) were published in 1994 in the
book Attempled Suicide in Europe (Kerkhof et al.
1994) and in an article Aftempted suicide in
Euwrope: rales, ftrends and sociodemographic
characteristics of suicide aflempiers during the
period 1989-1992 (Schmidtke et al. 1996). In alf
22655 episodes of aflempled suicide were
reported, and age-slandardized average rates per
100.000 in Europe were estimated to 136/100.000
for males and 186/100.000 for females. There was,
however, huge differences between the various
areas under study: for men it varied from
314/100.000 (in MHelsinki) to 45/100.000 (in
GuipUzcoa), and for women from 462/100.000 (in
Cergy-Pontoise) to 89/100.000 (in Guipazcoa). The
highest age-specific rates for men were found
among the 25-34 year-olds and for women among
the 15-24 year-olds.

In general, there was a decrease during the
period in the total rates of about 17% for men and
14% for wormen. It should be noted, however, that
in four areas, namely Helsinki, Emilia Romagna,
Cergy-Pontoise, and Wirzburg total female rates
had been increasing.

Table 2 gives an overview of the rates of
attempted suicide in the various part of Europe up
to 1995
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Fig. 2. Percentage changes in rates of attempted suicide (persons) by sex, 1989-1992 in 15 European areas under study
{Bern 1989-1990, Cergy-Pontcise and Guiplzcoa 1989-1991).




Table 2. Rates of attempted suicide (avents) per 100.000. 15 years and older, in the areas under siudy. 1969-1995,

Maleffamale
1989 1990 1991 1992 1993 1994 1995 ratio
latost year

MF MF MF MF MF WF MF
Northern Europe
Helsinki, Fintand 330/237 340266 3237247 314/238  270/214  333/267 2720232 1.18
Odense, Denmark 1868/233 176/200 152173 159175 167/205 145185 124177 0.70
Stockholm, Sweden 179/314 176/227 116/182 148195  147/224 1241190 106162 066
Sor-Trondelag, Norway 1471210 145/210 151177 1421169 113163  116/112 92117 0.79
Umed, Sweden 94/148 1041145 92143 T7H44 611120 54103 61/97 0.63
Mid-Western Europe
Bem, Swiltzerand 130178 95/119 NA NA 105/130 7411 s0M7 0.51
Corl, reland” 106/206 0.96
Limerick, ireland” 202/209 0.97
Drasden City, Germany*
Weisseritz County, Germany*
Gent, Belgium*
Innsbruck Stadt & Land, Austria 9414 78/95 75101 85/97 141137 NA, NA 1.03
Oxford, England 2771384 2731363 271/384 2394363  261/310 311976 NA 0.85
Lsiden, The Netherlands 81/148 102144 82129 78134 NA NA NA 059
Rennes, France® 370/5400 380/5442
Wirzburg, Germany 72100 66/84 68/105 55108 101174 92142 ihzr 081
Central Eastern Europe
Kiev, Ukraine®
Ljubljana, Slovenia® 84/75 ¢85
Novi Sad, Yugoslavia®
Qdessa, Ukraine®
Pecs, Hungary*
Riga, Latvia*
Talfinn, Estonia™ 278/188 148
Vilnius, Lithuania®
Southemn Europe
Holon & Bat-Yam, lsrael*
Mamak, Turkey”
Padua, ltaly Az 55/00 55/93 63/954 45/82 28/66 51/86 0.60

* Centres that just recently joined the WHO/EURO Multicentre Study on Parasuicide.

1 The figures are for the town of Rennes.,
2 The figures are for the Calchment area,

In the publications mentioned above, an
apparent increase in the sex ratio (m/f) was
discussed It is interesting to note that in 1995,
there was an overweight of men attempting suicide
in three of the 15 areas under study, namely
Helsinki, Innsbruck, and Tallinn. Furthermore, in
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the two Irish areas, and in Ljubljana the ratios are
now getting close to 1.

Fig. 3 shows the latest data available on the
frequency of attempted suicide. Data on the
second five-year
published shortly

peiod

1993-1997  will

be
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The figures indicate that the rank-order of the
areas under study (cf. tab. 1) is rather stable, and

tendency towards men choosing more violent or
determinant methods than women,

Percentage
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Fig. 4. The age distribution of suicide attempters, 1983-1993.

so is the distribution on age: in all areas the
highest rates are 10 be found among the young.

Most centres are, however, expressing
worries  concerning  markedly  increasing
frequencies of suicide attempts among the young
girls. As yet, no pooled data on age-specific rates
from the latest years are available, but as an
llustration of the problem, Danish rates of
attempted suicide for 15-19 year-olds and for
persons 20 years and older are shown in fig. 5.

The figure shows that while rates of attempted
suicide in Denmark have gone down for all age
groups and for both sexes, during the 1990's the
15-18 year-oid giris have almost tripled their rate.

The choice of method does differ between the
areas, but in general the far most common method
is self-poigoning, usually with overdoses of
medicine. In particular, overdoses of various types
of mild analgesics, especially Paracethamol
agents, are very common among young girls.
it can be seen from the figure, that there is a

SOCIODEMOGRAFHIC CHARACTERISTICS

International literature is rich on studies on
risk factors and groups with increased risk for
suicidal behaviour, and there seems to be a
general agreement as to the importance of at least
some parameters concerning demography, social
conditions, living standard, health, and alcohol
consumption and c¢rimes. For this reason,
questions relating to such conditions were included
in the monitoring form, and descriptions of the
relevant parameters were included in the booklet
Facts & Figures. Results from the first period of the
Monitoring Study confirm the existence of
co-variations of certain sociodemographic and
socigeconomic conditions, and the occurrence of
attempted suicide (Schmidtke et al. 1994) and it
was expected that there would be correlations
between the rates of attempted suicide in the areas
under study, and the said characteristics of the
areas.
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Fig. 5. Age and sex specilic rates of attempted suicide (events) in Denmark, 1990-1997,
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Fig. 6. Methods of suicide attempts {average percentages),

However, as can be seen from table 3,
correlations significant on the 95% level were
found regarding only two parameters, namely the
frequency of divorce, and the number of people
receiving public support (Bille-Brahe et al, 1996).
Somewhat surprisingly, no correlations were found
between eg. unemployment or alcohol
consumption, and the frequency of suicide
attempis.

This raises the question and the need for
further analyses: How then 1o explain the at times
rather marked differences between the areas
under study in the frequency of attempted suicide?

ATTEMPTED SUICIDE VERSUS
COMPLETED SUICIDE

From fig. 7 it is seen that the rate of
completed suicide varies markedly between the
areas under study, too.

In literature, it is often stated that the
frequency of suicide attempts is probably 8-10
times higher than that of completed suicides. This
might be true when mean total rates are
concerned, but in fact the statement is a gross
simplicism.

While the risk of completed suicide is highest
among men and Iincreasing with age, attempted
suicides most often occur among young people
and especially among young women. Accordingly,
the ratio suicide attempts/suicide differs -as shown
in fig. 8.- markedly with sex. That the variation is
even bigger betwen age groups can be illustrated
with another example from the Danish area under
study: here the ratio varies from 91:0 for 15-19
year-old girls to 1:1 for men 60 years and oider.

It is, however, interesting to note that the ratio
attempted suicide/completed suicide, at isast when
it comes to mean or average rates, seems to be
rather stable over the last many years. Considering
the fact that the population of attempters and of
suicides in many respects -as e.g. age and sex-
differ significantly from each other (cf. Stengel,
1967), one may ask if there are some underlying
factors or conditions that in some way influence the
propensity to react to painful problems and
sufferings with suicidal behaviour and that
knowledge on such factors also may tribute to an
explanation of the differences between the centres
discussed above.




Table 3. Spearman's Rank correlations between rates of parasuicide and some characteristics of the areas under study.

Correlalion coeff, Significance

M F M F
Demographic Characteiistics
Average populalion density in area (N=15) -0.0179 -0.0214 0.950 0.940
Urbansrural distribution (N=14) 04198 0.4501 0.135 0.075
Proportion working in agricultwe, forestry and fishery (N=12) 0.1160 0.2496 0.720 0434
Sex rato (N=15) 0.1456 0.2695 0.605 0.331
Pet of the populatien above 40 years of age (N=15} 0.2687 0.1226 0.333 0.663
Social Paremelers
Number of people per houshold (N=9) -0.0924 0.0168 0.813 0.966
Single people in per cent of the total population (N=15) -0.1883 +0.3031 0.5 0.272
Single parent famities in per cent of all families (N=%) 05105 0.2762 0.160 0.472
Divorced in per cent of total population 0.8709 0.7593 0.000 0.004
Indicators of Living Standard
Per capita income (N=11} 0.5455 04273 0.083 0.190
Percentage receiving public assistance (N=11) 0.8108 0.6834 0.002 0.020
Unempxioyment rate (N=12) 02667 -0.2557 0.422 0.422
Health indicators
Life expectancy (N=13) -0.3571 0.1209 0.231 0.694
Mortality rate per 100.000 per year (N=13} -0.3967 -0.3251 0.180 0.278
Infant mortality per 1000 live births (N=12) 0.1828 015811 0.570 0.639
Alcohol Consumption and Crime
Crimes per year per 1000 inhabitants {N=12} 0.4965 0.4755 0101 0.118
Registered per capita alcohol consumption {N=15) «0,2594 -0.3399 0.35¢ 0.215
Estimated per capita alcohal consumption (N=15) 0.0794 -0.0631 0.779 0.823
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CONCLUDING REMARKS

During later years, the rates of completed

suicide have been decreasing in most Western
European countries, while the frequency has been
increasing markedly in the Eastern and Central
European Countries (Bille-Brahe, 1998). It is yet to
be seen whether this pattern repeats itself
regarding non-fatal suicidal acts but as more
centres from the Eastern and Central part of
Europe join the WHO/Euro Multicentre Study, the
monitoring part of this project should be able to
answer this question. g

So far we can conclude that as far as
attempted suicide is concemed, a decrease has

taken place in the majority of the Western
European areas under study, but on the cther hand
we find that young people and especially young
women are at an increasing risk. There is,
however, a lack of correlations between known risk
factors and the frequencies of atiempted suicide,
and this -and also the apparent stability of tha ratio
attempled  suicide/completed  suicide- raise
questions that still remain to be answered. This
calls for furiher analyses of our data and more
research on e.g. factors that can be related to the
societal structures in the various areas under
study, to pattemns in social networks, and to
attitudes towards suicidal behaviour, bound in
cultural and religious traditions.
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