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PREFACE 

 

The Mauritius Research Council through its Centre for Applied Social Research (CASR) 

was solicited by the Ministry of Social Security, National Solidarity and Reform 

Institutions  to conduct this much-warranted investigation on the causes and 

consequences of teenage suicidal behaviour. 

 

In line with its multidisciplinary mandate, including its continued appreciation of the 

need to keep abreast an understanding of on-going societal dynamics, the MRC was 

pleased to take this study on board and add to its long portfolio of social research projects 

whose findings have been instrumental to policy-makers in a wide range of areas. 

 

I would like to thank the Ministry of Social Security, National Solidarity and Reform 

Institutions  for entrusting us with this study.  My thanks also go to the steering committee 

members for their precious inputs at all stages in this study.  My gratitude also goes to 

the numerous participants in the study who have generously given us their time and 

shared their precious insights and experiences with the study team.  Last but not least, I 

also thank my team at CASR and our resource persons including the psychologists 

recruited to conduct the interviews, for implementing this project with high 

methodological and ethical standards.   

The findings and policy implications of this study will no doubt be useful to decision 

makers in combatting the phenomenon of teenage suicidal behaviour. 

 

Dr A Suddhoo 

Executive Director   
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EXECUTIVE SUMMARY 

 

This study on the causes and consequences of suicidal behaviour among teenagers in 

Mauritius has been solicited by the Ministry of Social Security, National Solidarity and 

Reform Institutions and entrusted to the Centre for Applied Social Research (CASR) of the 

Mauritius Research Council (MRC).  The primary data collection process for the study was 

carried out over period May 2014 to February 2015.  The overarching objectives of this 

study were to determine the causes of suicide and attempted suicide among teenagers as 

well as to explore the consequences of suicidal behaviour on family and friends of 

attempters and completers of suicide.   

 

The need for such a study stems from an ever-increasing concern with trends in terms of 

actual and attempted suicides locally, more particularly among teenagers.  The 

phenomena of suicide and suicidal behaviour are global public health concerns, across 

developed and developing countries alike, and certainly not confined to Mauritius alone.  

The study aimed to fill a gap thus far in terms of the limited scientific data, particularly 

from a sociological perspective on what are the causal factors attributed to the 

phenomenon of teenage suicide as well as what the consequences of these acts are for the 

family and friends of suicide victims or the survivors of suicide attempts.  Likewise, scant 

academic attention has been hitherto given to questions such as whether there are more 

specific trends and patterns in teenage suicidal behaviour in the local context at present.  

In fact, it is precisely in this context that this research study has been commissioned and 

it is anticipated that its findings will be of utmost importance for policy-makers to use in 

the fight against this phenomenon. 

 

 

 

Methodological Approach and design  



 

xiv 
 

In terms of the methodological approach and design of the study, this study adopted a 

mixed-methods approach and was conducted over two main phases to meet its 

objectives.  In particular , it has relied on an essentially qualitative data set based on a 

multiple case study design constructed from semi-directive interviews with 30 teenagers 

(including 20 girls and 10 boys) who have attempted suicide during the reference period 

earmarked for the study 2011 and 2013.  Moreover, it has also involved 10 retrospective 

case studies of completed suicides from the perspective of close relatives of deceased.  All 

the interviews were administered by trained psychologists and within strict observation 

of ethical and technical procedures required of such studies.  In addition, this phase of the 

study has also been complemented with other research techniques including key 

informant interviews and Focus Group Discussions with relevant stakeholders.   

 

A distinct but related aspect of this study involved a quantitative phase which consisted 

of a pilot run of a survey questionnaire a sample of secondary school students from Form 

III to Upper VI.  The main objective of this aspect of the study was to identify the extent 

to which secondary school students are exposed to, or are engaged in risky behaviours at 

the level of the school, as well as their knowledge, attitudes and practices related to risky 

behaviours, including but not limited to suicidal behaviour.  Fifty students from each of 

three secondary schools, randomly identified by the Ministry of Education (1 Boys only; 

1 Girls only and 1 Mixed school) took part in the survey (actual n=131) In accordance 

with the terms of reference of this study, this survey was designed to be a small-scale 

pilot survey conducted prior to potentially  engaging in a nationwide survey.   

 

Case study Findings 

The main findings of the qualitative phase of the study highlight the main causes and 

consequences which emerged first-hand from the interviews with teenagers who have 

attempted suicide.  The findings are complemented with retrospective accounts of suicide 

victims from close relatives.  It is clear that across the interviews, it is generally clusters 

of factors rather than clear-ÃÕÔ ÓÉÎÇÕÌÁÒ ÆÁÃÔÏÒÓȟ ÔÈÁÔ ÔÅÎÄ ÔÏ ÃÏÍÐÏÕÎÄ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ 

inability to cope thereby prompting depression and suicidal behaviour.  The main causes 

identified from the interviews involve the following often intersecting factors:  
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(a) Conflicts or inadequacies in the participant-parental relationship (difficult 

communication between parent and teen, dysfunctional families and history of abuse, 

inability of the family to stabilise teenage personality), at times further compounded with 

material deprivation and which bring up issues of hopelessness, burdensomeness or 

thwarted belongingness, appears to be the leading cause among the cases interviewed.   

(b) Intimate relationship problems including rejection, teen dating violence and family 

objections are also a prominent  cause of suicidal behaviour among both boys and girls 

alike.   

(c) Adverse peer pressure particularly at the level of school, including the impacts of 

emotional bullying but also getting caught in a downward spiral of deviant behaviour, 

including problems ×ÉÔÈ ÁÕÔÈÏÒÉÔÙȟ ÓÕÂÓÔÁÎÃÅ ÁÂÕÓÅȟ ÐÏÏÒ ÅÄÕÃÁÔÉÏÎÁÌ ÁÔÔÁÉÎÍÅÎÔ ÅÔÃȣ 

which also bring about a sense of low self-esteem and hopelessness for the future. 

(d) Another important cluster of related factors - which may be both cause and effect of 

suicidal behaviour  given its cyclical nature - involves psychiatric disorders including a 

vicious cycle of depression including self-focus and self-blame, depressed mood, 

cognitive and behavioural consequences and negative experiences.  These severely 

restrict problem-solving and coping strategies of the individual. 

 

The qualitative interviews also revealed some gender differences in the methods used to 

commit the act.  Boys were more likely to use hanging, while the method of choice for 

girls was predominantly ingestion of chemicals and noxious substances.  Another 

important gender imbalance in the sample is the over-representation of girls in the 

number of suicide attempts.  These results corroborate with literature on suicidal 

behaviour.   

 

The consequences of suicidal behaviour differ depending on whether the suicide act has 

resulted in death or not.  In cases of suicide attempts, it was found that victims are left 

with physical damage, whose extent was dependent on factors which include how serious 

the intent was and the method used.  Moreover, it was noted that following a suicide 

attempt, victims suffer from acute trauma and since their mental health impairment is 



 

xvi 
 

further amplified, a relapse is possible.  Evidently, the need for both emotional and 

psychological support is crucial after such an event.  An interesting finding is that a 

number of suicide attempters have reported experiencing a wake-up call and having no 

intention to die or reciprocate following their attempt.  They also report that their 

relationships with their kins have improved significantly after their attempt.  Moreover, 

those who have reported peer pressure as a cause for their attempt, have revealed to have 

taken distance from their peers following their attempt. 

 

The aftermath of completed suicides can be particularly devastating for relatives left 

behind.  Our findings revealed that in cases of completed suicide, the main consequences 

on family members include an intense feeling of despair and guilt experienced, which has 

led in some cases to shattered families.   This can, in turn, give rise to serious 

psychological problems, including depression and post-traumatic stress disorder.  It is, 

therefore, unequivocal that psychological help be provided as a natural recourse to close 

family of suicide victims, especially parents and siblings, after such an event.  At this stage, 

there is a clear gap in intervention in this area. 

 

Pilot Survey  Findings  

Based on the results of the pilot survey, it is clear that the phenomenon of suicidal 

behaviour is indeed a source of concern at the level of secondary schools given that a non-

negligible percentage of students admitted to have had suicidal ideation or attempted to 

commit suicide.  As high as 13% of the students surveyed in this study have at least once 

thought of committing suicide.  It is also interesting to note that girls are nearly twice as 

many as boys in terms of having ever thought of committing suicide.  The survey also 

reveals that a total of 4 students out of the 131 surveyed have affirmed having ever made 

a suicide attempt.   

The thought of harming oneself intentionally is a possible precursor to suicidal ideation.  

Another revealing finding of the survey is that slightly above 15% of the sample have had 

such thoughts.  An analysis of this response by gender of respondents indicates that 

slightly more boys (55%) than girls (45%) have ever thought of hurting themselves 
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intentionally.  It is also a matter of concern that even in lower Forms such as Forms III 

and IV, there are on aggregate 6 out of the 20 students who have had such thoughts.  

Moreover, it is widely acknowledged that thinking about harming oneself does not 

necessarily lead to the act of intentionally harming oneself.  Thus, 8 students compared 

to the initial of 20 students have actually done so.  These findings show that there is need 

for intervention from relevant stakeholders to address this concern.   

 

Reasons provided first-hand by the students as to why they have thought of or indeed 

hurt themselves tend to cluster around issues such as adolescent turmoil, existential 

issues, conflicts with parents, victimisation by peers and also relationship difficulties 

which potentially lead to problems of belongingness, burdensomeness and possibly even 

depression which tend to corroborate the case study findings.   

 

The study also sought to explore the level of knowledge, conceptions or misconceptions, 

as well as attitudes with respect to the phenomenon of suicide.  Findings show that there 

is room for further sensitisation and education of students about this phenomenon, 

although there also seem to be some misconceptions and possibly an undercurrent of 

apprehension to the idea that talking about suicide in schools may not be favourable.   

 

As part of this survey, other risky behaviours of teenagers were also assessed.  Once again 

it is noted that there are certain bleaker sides to the process of adolescence and schooling 

which warrant attention from all quarters.  For instance, aside from alcohol and cigarette 

consumption, a minority of students, more specifically boys, have indicated that they have 

engaged in drug consumption.  The percentage of respondents who currently consume 

alcohol, smoke cigarettes and consume drugs are 20%, 17.1% and 4.6% respectively with 

the majority being boys.   

 

Another area of concern which this study has uncovered pertains to the presence of 

different forms of bullying at school.  It is worthwhile to note that 29% of students have 



 

xviii  
 

reported having ever been victims of physical abuse, 48.9% of students have reported 

having ever being a victim of verbal abuse, 29% of respondents have reported ever being 

a victim of victimised social bullying (excluded from a group, made to look dumb, 

gossiped about, rumoured about) and 19% of respondents have reported electronic 

forms of bullying i.e. harassed by mail or on social networking sites. 

 

Another important finding, which is a source of concern, pertains to forms of physical and 

sexual abuse which some respondents have argued they have been victims of at the level 

of the domestic arena.  While for the grand majority, such forms of abuse are not a 

concern, a single case of abuse is one too many.  As such, more particularly in the case of 

sexual abuse, it is a matter of serious concern that no less than 6 students out of the 131 

surveyed have been victims of sexual abuse.  

 

Sexual orientation has been a debated risk factor of suicidality in adolescents.  The 

findings reveal that the majority are heterosexual individuals, as expected.  For females, 

17% report having bisexual tendencies, 5% lesbian tendencies and 12% are unsure of 

their sexual orientation.  As for males, 8% of the male respondents claim to have a 

preference for males, 5% claim to be attracted to both sexes and 6% are unsure about 

their sexual orientation.  Although 15.3% of the sample having a normal sexual 

orientation also report harm ideation, it is also interesting to note that those having 

alternative sexual orientations seem to have Ȭever thought of harming themselves 

intentionallyȭ.  Another noteworthy point is that an analysis of sexual orientation and 

emotional health status reveals that those who report gay tendencies seem to have a 

ÄÉÓÐÒÏÐÏÒÔÉÏÎÁÔÅÌÙ ȬÐÏÏÒȭ ÅÍÏÔÉÏÎÁÌ ÈÅÁÌÔÈ ÓÔÁÔÕÓȢ   

It is also worth noting that somewhat in line with the afore-mentioned findings, there is 

a majority (of slightly above 80%) who consider that their future ranges from good to 

very good, there are others who as from this tender age feel that they are either uncertain 

or not quite optimistic about their future.  But worse, some 5.3% of the students are 

rather pessimistic about their future.   
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In many ways these findings both supplement and complement the findings from the 

qualitative phase of the study.  It has given an indicative picture of the prevalence of 

suicidal behaviour at the level of those three secondary schools and has highlighted 

certain forms of abuse and practices which take place at the school level.  There is strong 

suspicion that this phenomenon of teenage suicidal behaviour can be much more 

prevalent among school population than this study reveals.  However, from our findings, 

it is clear that the picture which emerges is one which invites concerted action.  The next 

step would be to expand the study into a comprehensive nation-wide survey.  

 

Recommendations/Pointers towards intervention  

From the main findings which emerge from this study, there are some policy implications 

which can be inferred to ensure effective suicide prevention at all levels.  One preventive 

strategy is the adoption of a multi-sectoral approach that allows stakeholders in the 

education, family, health, social welfare, youth and gender sectors, among others, to share 

practices and collaborate.  In practice this could take the form of a National Platform or 

Longstanding Committee with all relevant stakeholders to coordinate and work in 

concert to address this phenomenon and its variants.  In particular cases where there is 

possibility of contagion at the level of schools, there may be a need to adopt a predefined 

protocol for containment purposes. 

 

There is a need to reinforce existing institutional support infrastructures around suicide 

prevention in Mauritius given that Life Plus and NGOs working in this area are under-

resourced to combat this phenomenon. 

 

Also given the prominence of adverse family dynamics and conflict with parents as an 

important element in the causal explanations for teenage suicide, there is a dire need for 

wider educational and communication campaigns about parenting skills, as well as to 

sensitise and empower parents about the handling of teenagers with coping difficulties.  
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Adequate training of gate keepers namely youth club/community leaders, teachers, 

school personnel, school/regional psychologists is another recommended preventive 

strategy.  Training should also be extended to health and social workers to recognise 

external signs of suicidal ideation.  There is a need to empower teenagers with the coping 

and communication skills required when faced with situations which could lead to 

stressful, depressive and anxious states such as parental divorce, bullying, suicide or 

unforeseen death of family members, peers, etc.  Close monitoring and support provided 

to teenagers who have attempted suicide/parasuicide by peers and gatekeepers alike is 

crucial for effective suicide prevention. 

 

Stigmatisation instigates a feeling of shame which is experienced by both suicide victims, 

family of victims and further prevents the measurement of the problem by those in charge 

of treatment and prevention. This in turn, is likely to reduce the effectiveness of policies 

and programmes on suicide.  Given that suicide is still taboo in Mauritius and suicide 

victims and survivors are highly stigmatised, another recommended strategy would be 

to launch a national campaign to demystify the causes of suicide, tackle stigma and raise 

awareness on services available.  Moreover, vulnerable groups at the population level, 

community (neighbourhood, family, school) and individual level should be primarily 

targeted.   

The creation of a centralised data collection system, which makes use of ethical 

considerations, is essential to effectively monitor the extent of suicide and teenage 

suicide and ensure proper suicide prevention.  This will ensure that resources are not 

wasted and efforts not duplicated. 

 

In terms of suicide reporting, this study has shown that more ethical reporting of suicide 

in the papers, as per WHO guidelines, is necessary.  It is recommended that proper 

training support be provided to media professionals in terms of reporting on suicide 

cases.     
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A final recommendation is to upscale this present study to a nationwide survey in order 

to validate the current findings.  Moreover, as it is notorious in the victimisation literature 

that what comes to official attention may only be the tip of the iceberg, there is room to 

argue that there is a need for more regular nationwide studies in order to ascertain the 

prevalence, as well as to monitor and evaluate this phenomenon at the level of secondary 

schools.   
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CHAPTER ONE - INTRODUCTION 

 

1.0 Background  

 

This study on the causes and consequences of suicidal behaviour among teenagers in 

Mauritius has been solicited by the Ministry of Social Security, National Solidarity and 

Reform Institutions and entrusted to the Centre for Applied Social Research of the Mauritius 

Research Council.  The implementation of the study has been carried out over period May 

2013 to April 2015.  The need for such a study stems from an ever-increasing concern with 

recent trends in terms of cases of suicide and attempted suicides in general but more 

particularly among teenagers. 

 

The phenomena of suicide and suicidal behaviour are public health concerns globally, across 

developed and developing countries alike (Wasserman, Cheng & Jiang, 2005) and certainly 

do not pertain only to Mauritius.  Yet it is unequivocal that each and every case of suicide or 

attempted suicide is a case too many.   

 

In the last 45 years, suicide rates have increased by 60% worldwide and suicide is now 

among the three leading causes of death among those aged between 15 and 44 years old,  

both male and female (Buglow, 2012).  According to the World Health Organisation (WHO), 

official cases of suicide in the world amounted to 782, 000 in the year 2008 (Värnik, 2012).  

Researchers estimate that each year approximately one million people die from suicide, 

which represents a global mortality rate of 16 people per 100,000 or one death every 40 

seconds and it is predicted that by 2020 the rate of death will increase to one every 20 

seconds (Buglow, 2012).  One million suicide deaths in the world per year is an alarming 

figure that gives a clear indication about the magnitude of the phenomenon.  
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One significant dimension of this problem concerns an escalation of youth suicide 

(Wasserman, Cheng & Jiang, 2005; National Center for Injury Prevention and Control CDC, 

2010).  Indeed, suiciÄÅ ÁÍÏÎÇ ÙÏÕÎÇ ÐÅÏÐÌÅ ÃÏÎÔÉÎÕÅ ÔÏ ÂÅ Á ÓÅÒÉÏÕÓ ÐÒÏÂÌÅÍ ÓÉÎÃÅ ÉÔ ÉÓ ȰÔÈÅ 

third leading cause of death for 15-to-24-year-olds, and the sixth leading cause of death for 

5-to-14-year-ÏÌÄÓȱ ɉ#ÏÈÅÎȟ ςππχɊȟ ÆÏÌÌÏ×ÉÎÇ ÕÎÉÎÔÅÎÔÉÏÎÁÌ ÉÎÊÕÒÉÅÓ ÁÎÄ ÈÏÍÉÃÉÄÅȢ  4ÅÅÎ 

suicide statistics for youths 15-19 years of age indicate that from 1950-1990, the frequency 

of suicides increased by 300% (Dryden-Edwards, 2011).  A far greater number of youths 

attempt suicide each year.  Suicide attempts are difficult to count because many may not be 

treated in a hospital or may not be recorded as self-inflicted injury.  

 

It is widely accepted that teenage suicide is a devastating trauma for the surviving family and 

the lack of sustainable explanations for the suicide is a predominant issue in the grief process 

(Lindqvist et al., 2008).  There are various possible explanations for the rising suicide trends 

among teenagers.  Indeed for some teens, suicide may appear to be a solution to their 

problems and stress (Caruso, 2007).  Apart from the normal pressures of teen life, specific 

circumstances can contribute to an adolescent's consideration of suicide.  According to 

(Wasserman, Cheng & Jiang, 2005), it is especially difficult when adolescents are confronted 

with problems that are out of their control such as loss of social cohesion, breakdown of 

traditional family structure, growing economic instability and unemployment and rising 

prevalence of depressive disorders.  

 

The consequences of suicide and suicidal behaviour are not the same in all cases and can be 

broadly categorised into different aspects namely on the individual himself or herself, on 

their family as well as the wider community. 

 

The vast majority of people who attempt suicide do not actually die by suicide and most of 

them are often left in bad shape (Caruso, 2007).  Indeed, serious injury can occur from a 

suicide attempt.  People have been known, not only to break bones, but to suffer serious 
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injuries to their brain or other organs or become paralysed.  Fear of this happening has made 

some people think twice about the attempt (World Federation for Mental Health, 2009).  

 

The effects of suicidal behaviour or completed suicide on friends and family members are 

often devastating (Dryden-Edwards, 2011).  Shock and disbelief are common in the early 

ÓÔÁÇÅÓ ÆÏÌÌÏ×ÉÎÇ Á ÌÏÖÅÄ ÏÎÅȭÓ ÓÕÉÃÉÄÅȢ  .ÁÔÕÒÁÌÌÙȟ ÍÏÓÔ ÓÕÒÖÉÖÏÒÓ ÅØÐÅÒÉÅÎÃÅ Á ÓÅÎÓÅ ÏÆ 

numbness and disbelief (Lopez, 2011).  In fact, the aftermath of teenage suicide is the 

beginning of a painful journey of intense and complex grief for family, friends, classmates, 

the neighbourhood, and the school community (Lopez, 2011).  According to the Canadian 

-ÅÎÔÁÌ (ÅÁÌÔÈ !ÓÓÏÃÉÁÔÉÏÎȟ ÉÔ ÔÁËÅÓ ÔÉÍÅ ÔÏ ÈÅÁÌ ÔÈÅ ÇÒÉÅÆ ÁÆÔÅÒ Á ÌÏÖÅÄ ÏÎÅȭÓ ÓÕÉÃÉÄÅ ÁÎÄ ÔÈÅ 

family members and friends may need help to cope with the changes in their lives.  

Symptoms of grief that may be experienced by suicide survivors include intense emotion and 

longings for the deceased, severely intrusive thoughts about the lost loved one, extreme 

feelings of isolation and emptiness, avoiding doing things that bring back memories of the 

departed, new or worsened sleeping problems, and having no interest in activities that the 

sufferer used to enjoy (Dryden-Edwards, 2011). 

 

According to the American academy of experts in traumatic stress, impact of suicide not only 

affects a family but it rocks the community-at-large.  Moreover, suicide has a dramatic impact 

on the workplace in both human and financial terms, whether it is an employee, family 

member or friend.  A study carried out by Research America (2009) showed that for each 

suicide prevented, the United States could save an average of $1,182,559 in medical expenses 

($3,875) and lost productivity ($1,178,684). 

 

Teenage Suicidal Behaviour in Mauritius  

In Mauritius, the rate of suicide among adolescents is a matter of concern (Gheeseewonee, 

2012).  For the years of 2012, 2013 and 2014, the number of completed teenage suicide (13-

19 years) recorded by the Ministry of Health and Quality of Life are 11 cases (5 for males and 

6 for females), 14 cases (7 for both males and females) and 11 cases (8 for males and 3 for 
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females) respectively as opposed to a total of 8 cases in 2011(Government Information 

Service, 2012).     

 

It is nonetheless important to note that there is a widespread concern that the number of 

attempted  suicides has been increasing consistently over the same period.  For instance, 

according to available official figures, 90 cases of suicide attempts have been recorded 

among teenagers in 2011.   However, figures from the Ministry of Health and Quality of Life, 

from 2012 and 2013, indicate that these attempts involve 271 cases and 263 cases 

respectively.  It is also noteworthy that in these attempts, there is a clear gender imbalance 

with girls systematically being over-representative of such cases. 

 

There is so far limited scientific data, particularly from a sociological perspective on what 

are the causal factors attributed to the phenomenon of teenage suicide as well as what the 

consequences of these acts are for the significant others of suicide victims or the survivors 

of suicide attempts.  Also, little is known about how far the common causes of teenage suicide 

as seen elsewhere are pertinent to contemporary Mauritius.  Scant academic attention has 

been hitherto given to questions such as whether there are more specific trends and patterns 

in teenage suicidal behaviour in the local context at present.  In fact, it is precisely in this 

context that this research study has been commissioned and it is anticipated that its findings 

will be of utmost importance for policy-makers to use in the war against this phenomenon. 

 

Thus, far in Mauritius, two studies on suicide have been carried out and date back to 1997 

and 2005 respectively, with different terms of reference and scope to this proposed study.  

Nonetheless, what can be retained from those studies is that when they touched upon the 

reasons why teenagers commit suicide they found multiple causes.  The findings of the study 

published in the year 1997 were that 76% of teenage suicides were diagnosed with 

depressive disorders and anxiety state with panic reaction and 12% of adolescent suicide 

suffered from personality disorder.  It was also found in this study that 14% of suicide 



 

5 
 

victims had experienced suicide in their family members or friends.  Besides, poor familial 

support, parents who have themselves been abused as children, illness leading to incapacity 

of one or both parents, and lack of close and intimate relationship with parents have been 

found to be high risk factors.  

 

Several other causes of teenage suicide have been observed in the second study namely; 

youth unemployment, adolescent victims of physical and sexual abuse, conflicts of parents 

with the law and physical disability of the teenagers.  In addition, failure in examination and 

the feeling of being despised by friends and blood relations can also lead to teenage suicide.  

 

There were also some causes of teenage suicide which are present in both studies including 

the separation of parents, divorce leading to break up of family, intimate relationships with 

partners against parental wishes, loss of intimate partner or close relative in the family, 

alcoholism and frequent quarrels in the family.  

 

Given the ever-changing nature of adolescent behaviour which is itself prone to fast-evolving 

contexts with an acceleration of the exposure to globalisation processes including ICTs, mass 

media and their impacts upon mindset and behaviour of teens in particular, and given the 

need to pinpoint in a more specific manner at the key causes or clusters of causes which lead 

to teenage suicidal behaviour, this study is, therefore, warranted and can potentially inform 

more precise policy intervention in addressing this problem.  

 

1.1 Aims and objective s of the study 

 

Set against the above background therefore, this study aims to elicit the causes of suicide and 

attempted suicide among teenagers as well as to explore its consequences on family and 

friends of victims/survivors of attempted suicide.  A rigorous and systematic investigation 

for a better understanding of the causes and consequences of teenage suicide will be 
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instrumental in informing policy making and point towards precise initiatives that can 

address this public health issue. 

In order to address the broad objectives mentioned above, this study will address more 

specifically the following related research objectives with the overall intention to contribute 

by way of systematic evidence towards measures to address suicide and suicidal behaviour 

among teenagers. 

 

¶ Identification of the causal factors/clusters of factors which have motivated 

suicidal behaviour among victims/survivors of attempted suicide. 

¶ Identification of patterns (e.g. in terms of methods used to commit suicide, 

behavioural changÅȟ ÅÔÃȣɊȢ 

¶ Investigate if there is a characteristic profile of teenage victims of suicide and 

teenage survivors of attempted suicide. 

¶ Explore and examine the consequences of suicide/ attempted suicide on 

significant others of the victims particularly immediate family. 

¶ Review of the institutional support services available to address teenage suicide. 

 

1.2 Conceptual Approach  

 

For conceptual clarity, it is useful to lay out the operational definitions and uses made of the 

terms suicide, attempted suicide and suicidal behaviour in this study.  At its most basic, the 

×ÏÒÄ ÓÕÉÃÉÄÅ ÉÓ ÄÅÒÉÖÅÄ ÆÒÏÍ Ô×Ï ÌÁÔÉÎ ×ÏÒÄÓȡ ȰÓÕÉȱ ɉÏÆ ÏÎÅÓÅÌÆɊ ÁÎÄ ȰÃÉÄÉÕÍȱ ɉËÉÌÌÉÎÇɊ ÁÎÄ 

can thus be defined as the deliberate killing of oneself.  

 

3ÕÉÃÉÄÅ ÉÓ ÃÏÎÓÅÑÕÅÎÔÌÙ ÄÅÆÉÎÅÄ ÂÙ ÔÈÅ #ÅÎÔÒÅ ÆÏÒ $ÉÓÅÁÓÅ #ÏÎÔÒÏÌ ɉ#$#Ɋ ÁÓȡ Ȱ$ÅÁÔÈ ÃÁÕÓÅÄ ÂÙ 

self-directed injurious behaviour with any intent to die as a result of the ÂÅÈÁÖÉÏÕÒȱ ɉ#$#ȟ 
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2013).  However, as seen in the literature, suicide is the endpoint of something bigger 

ÒÅÆÅÒÒÅÄ ÔÏ ÁÓ ȰÓÕÉÃÉÄÁÌ ÂÅÈÁÖÉÏÕÒȱ ×ÈÉÃÈ ÁÌÓÏ ÅÎÃÏÍÐÁÓÓÅÓ ȰÍÅÎÔÁÌ ÄÉÓÏÒÄÅÒÓȱȟ ȰÓÕÉÃÉÄÅ 

ÉÄÅÁÔÉÏÎȾÐÌÁÎÎÉÎÇȱ ÁÎÄ ȰÁÔÔÅÍÐÔÅÄ ÓÕÉÃÉÄÅȾÐÁÒÁÓÕÉÃÉÄÅȱȢ   

 

For ÃÏÎÃÅÐÔÕÁÌ ÃÌÁÒÉÔÙȟ ÔÈÉÓ ÓÔÕÄÙ ÂÏÒÒÏ×Ó ÆÒÏÍ -ÉÌÌÅÒ ɉςπρπɊȟ ÔÏ ÕÓÅ ȬÓÕÉÃÉÄÁÌ ÂÅÈÁÖÉÏÕÒȭ  ÉÎ 

terms of the occurrence of four separate but frequently overlapping conditions that exist on 

a continuum: suicidal ideation, suicide related communications, suicide attempts and suicide 

(Figure 1). 

 

 

 

 

 

 

 

Figure 1: Suicidal behaviour ς a simplified view 

 

The links between the concepts encountered in the literature under the umbrella term 

ȰÓÕÉÃÉÄÁÌ ÂÅÈÁÖÉÏÕÒȱ ÁÒÅ ÉÌÌÕÓÔÒÁÔÅÄ ÉÎ &ÉÇÕÒÅ ρȡ ×ÈÉÃÈ ÁÌÓÏ ÓÈÏ×Ó ÈÏ× ÔÈÅ ÃÏÎÃÅÐÔ ÉÓ ÁÄÏÐÔÅÄ 

in the present study.  

 

The term mental disorder, as used here, is only a generic term used to refer to both 

psychological and psychiatric disorders. 

Suicide Ideation/ 
Planning:  
Thoughts of self-
harm/Suicide 

Completed 
Suicide: 
Death 

Attempted 
Suicide/ 

Parasuicide
: 

Possible 
Injury  

Availability 
of 

Method 

Risky Behaviours                        
E.g. Self-Harm, Substance 

Abuse, Delinquency, 
Promiscuity etc, 

during Adolescence 

Mental 
Disorder  

E.g. 
Depression, 

Anxiety, 
etc 

 
 



 

8 
 

 Ȭ!ÔÔÅÍÐÔÅÄ ÓÕÉÃÉÄÅȭ is defined in an expansive manner to refer to any intentional and 

ÐÏÔÅÎÔÉÁÌÌÙ ÌÅÔÈÁÌ ÅÆÆÏÒÔ ÔÏ ÃÏÍÐÌÅÔÅ ÓÕÉÃÉÄÅ ɉ3ÅÅ ÅȢÇ 3ÅÇÅÎȭÓ ÍÅÄÉÃÁÌ ÄÉÃÔÉÏÎÁÒÙɊȢ  2ÁÔÈÅÒ 

similarly, the CDC defines a suicide attempt  ÁÓ ȰÁ non-fatal self-directed potentially 

injurious behaviour with any intent to die as a result of the behaviour.  A suicide attempt 

ÍÁÙ ÏÒ ÍÁÙ ÎÏÔ ÒÅÓÕÌÔ ÉÎ ÉÎÊÕÒÙȱ ɉ#ÅÎÔÅÒ ÆÏÒ $ÉÓÅÁÓÅ #ÏÎÔÒÏÌȟ ςπρσɊȢ  A suicide attempt 

accordingly should possess the following: self-inflicted harm, presence of the intent to die 

and a non-fatal outcome. 

 

It is useful to distinguish a suicide attempt on the one hand with the concept of ȬÐÁÒÁÓÕÉÃÉÄÅȭ, 

on the other hand.  Parasuicide  iÓ ÄÅÆÉÎÅÄ ÂÙ 7ÅÌÃÈ ɉςππρɊ ÁÓ ȰÄÅÌÉÂÅÒÁÔÅ ÓÅÌÆ-harm and 

ÓÕÉÃÉÄÅ ÁÔÔÅÍÐÔÓ ×ÉÔÈ ÎÏ ÉÎÔÅÎÔÉÏÎ ÔÏ ÄÉÅȱ ×ÈÉÃÈ ÕÓÕÁÌÌÙ ÁÉÍÓ ÔÏ ÁÔÔÒÁÃÔ ÁÔÔÅÎÔÉÏÎȢ  !ÌÔÈÏÕÇÈ 

the non-fatal outcome is usually the same .i.e.: medical care, parasuicide is difficult to clearly 

delineate from attempted suicide which often results in statistics gluing both behaviours 

together.    

 

Suicidal ideation  is seen by Response Ability (Commonwealth of Australia, ςππυɊ ÁÓ ȰÈÁÖÉÎÇ 

thoughts about suicidal acts which can encompass a range of degrees of intent and detail in 

ÒÅÇÁÒÄ ÔÏ ÔÈÏÓÅ ÔÈÏÕÇÈÔÓȱ ÁÎÄ ÍÁÙ ÉÎÃÌÕÄÅ ÐÌÁÎÓȢ 

 

On the other hand, self-harm , which is part of problem or ȰÒÉÓËÙ ÂÅÈÁÖÉÏÕÒÓȱ ÉÎ ÔÅÅÎÁÇÅÒÓ 

is believed to be one of the most important predictors of suicide among young people 

according to Moran et alȢ ɉςπρρɊȟ ÒÅÆÅÒÓ ÔÏ ÔÈÅ ȰÄÅÌÉÂÅÒÁÔÅ ÓÅÌÆ-infliction of damage to body 

ÔÉÓÓÕÅȱ ÖÉÁ ÓÅÌÆ-mutilation or ingesting toxic substances.  It may or may not include suicidal 

intent but is believed to be a mainly adolescent phenomenon according to Hagell, Coleman 

& Brooks (2013). 
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1.3 Methodological Approach and Design of the S tudy  

 

Recent remarks about why suicide remains without an adequate or accepted general theory, 

that incorporates multiple disciplines and perspectives, have pinpointed the over-reliance 

on quantitative approaches to study the phenomenon which limits an understanding of the 

complexity of suicide.  

 

Many suicide scholars now argue for the use of mixed methods for suicide research.  Mixed 

methods will expand knowledge of suicide by integrating theory-based variables and 

subjectivity as objects of inquiry.  Mixed methods including qualitative components 

associated with interpretive research techniques (Interviews/Focus Group Discussions/ 

Case Studies) combined with more quantitative components (survey research) as well as 

ÓÅÃÏÎÄÁÒÙ ÓÏÕÒÃÅÓ ÏÆ ÄÁÔÁ ɉÏÆÆÉÃÉÁÌ ÓÔÁÔÉÓÔÉÃÓȾÁÄÍÉÎÉÓÔÒÁÔÉÖÅ ÄÁÔÁȟ ÅÔÃȣɊ ×ÉÌÌ ÁÌÌÏ× ÆÏÒ Á 

broadening of research questions, more substantive understanding, and are necessary for a 

multidimensional and multidisciplinary understanding of suicidal behaviour.  

 

This study seeks to proceed in this direction by adopting a mixed approach to meet the 

above-mentioned objectives and proposes to carry out the following primary and secondary 

research work.  It is also worthy of note that for this study, the reference age group will 

involve specifically the 12-19 years old. 

 

¶ 10 retrospective case studies of suicide victims (over period 2011-2013) ɀ using 

lightly -structured interviews of families and friends administered by trained 

psychologists. 



 

10 
 

¶ 30 case studies of victims of attempted suicide (over period 2011-2013) including 20 

girls and 10 boys administered by trained psychologists using lightly-structured 

interview schedules. 

¶ Pilot survey1 of risky behaviour and more particularly suicidal ideation and 

behaviour at school level. (3 schools- boys only/girls only/mixed).  

¶ Map and Review of institutional support to address suicidal behaviour through one-

to-one interviews and FGDs with key informants/policy makers and use of secondary 

sources of data. 

 

In addition to the above sources of primary data, this study also seeks to undertake a review 

of existing programmes and good practices in addressing suicidal behaviour among 

teenagers in other countries in order to propose solutions which can be of use to address 

this phenomenon in the country. 

Further elaboration and justification for the design of the study and the research techniques 

adopted as well as participant selection and ethical considerations are provided in Chapter 

Four. 

 

1.4 Report Structure  

 

After this introductory chapter, the next chapter provides an empirical background about 

the trends in suicide and suicidal behaviour globally with a focus on teenagers.  It then 

unfolds to provide a brief review of the literature on the causes and consequences of this 

phenomenon with emphasis on the sociological literature pertaining to the above.  As 

mentioned earlier, while it is widely acknowledged that the study of suicide is by no means 

the province of a single discipline but instead it also draws from other social and natural 

                                                        
1 Survey (e. g.: using similar methodology as adopted in the UK Office for National Statistics) to gauge deliberate 
self-harm and suicidal thinking in adolescents) that can be piloted and developed further to become a regular 
monitoring instrument based at school-level which can be part of the national strategy to combat suicide. 
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sciences, the present study has been designed and implemented mainly albeit not exclusively 

along sociological lines. 

 

Chapter Three locates the phenomenon of suicide and suicidal behaviour in the local context 

by providing findings of a desk research of its trends over the last few years, as well as from 

a comparative perspective.  It also provides a review of available data and official reports on 

this issue in Mauritius.  This chapter serves as an empirical background to the research 

questions raised and addressed in this study. 

 

Chapter Four elaborates on the methodological approach and design of the study.  It explains 

and justifies the adoption of the case-study method using a lightly structured interview 

schedule administered by trained psychologists as well as the selection procedures for the 

study participants.  It also provides methodological details about the design and 

implementation of the pilot survey at the level of 3 secondary schools.  Ethical and practical 

considerations in the implementation of these research methods are also explained. 

 

Chapter Five provides the main findings of the qualitative phase of the study.  It brings 

together the findings of the interviews with teenagers who have attempted suicide and those 

with relatives of those who have committed suicide.  These findings are organised 

thematically and guided by the study objectives.  In a nutshell they highlight the main causes 

and consequences which emerge first-hand from the interviews with teenagers who have 

attempted suicide and complemented with retrospective accounts of suicide victims from 

close relatives.  While it is clear that across the interviews, rather than clear-cut singular 

ÆÁÃÔÏÒÓȟ ÉÔ ÉÓ ÇÅÎÅÒÁÌÌÙ ÃÌÕÓÔÅÒÓ ÏÆ ÆÁÃÔÏÒÓ ×ÈÉÃÈ ÔÅÎÄ ÔÏ ÃÏÍÐÏÕÎÄ ÔÈÅ ÉÎÄÉÖÉÄÕÁÌȭÓ ÉÎÁÂÉÌÉÔÙ 

to cope thereby prompting depression and suicidal behaviour, there are nevertheless clear 

indicaÔÉÏÎÓ ÔÈÁÔ ÐÏÉÎÔ ÔÏ×ÁÒÄÓ ÉÎÁÄÅÑÕÁÃÉÅÓ ×ÉÔÈÉÎ ÔÈÅ ÐÁÒÔÉÃÉÐÁÎÔÓȭ ÉÍÍÅÄÉÁÔÅ ÆÁÍÉÌÉÅÓ ÁÓ 

causal agents (dysfunctional families, difficult communication between parent and teen, 
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inability of the family to stabilize teenage personality), intimate relationships problems as 

well as peer pressure. 

 

Chapter Six provides the main findings of the pilot survey administered to a sample of 131 

students in 3 secondary schools.  It reveals that the phenomenon of suicidal behaviour is 

indeed a source of concern at the level of secondary schools given that a non-negligible 

percentage of students admitting to have had suicidal ideation or attempted to commit 

suicide.   

 

Lastly, Chapter Seven provides a synthesis and discussion of the study findings and draws 

out the policy implications of these findings.  Some examples of good practices and 

recommendations are also laid out for the authorities to address this phenomenon more 

effectively. 
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CHAPTER TWO - UNDERSTANDING SUICIDE &  SUICIDAL BEHAVIOUR 

AMONG TEENAGERS INTERNATIONALLY: AN OVERVIEW OF 

EMPIRICAL &  THEORETICAL LITERATURE 

 

2.0 Introduction  

 

Official statistics paint a very grim picture of the problem posed by suicide as a worldwide 

phenomenon.  According to the WHO (2014), more than 804,000 people die from suicide 

every year.  This implies that at least one person dies from taking their own life every 40 

seconds and implies a crude suicide rate of 11.4 deaths per 100,000 population in 2012 

(fifteen for males and eight for females).  In some countries suicide is among the three 

leading causes of death among those aged 15-44 years and the second leading cause of death 

in the 10-24 years age group, which includes teenagers.  Thus, suicidal behaviour also 

appears to be a growing societal concern in relation to that particular age group. 

 

7ÈÉÌÅ ÔÈÅ ÁÃÔ ÏÆ ÔÁËÉÎÇ ÏÎÅȭÓ Ï×Î ÌÉÆÅ ÁÐÐÅÁÒÓ ÔÏ ÂÅ ÃÏÍÍÏÎ ÔÏ ÁÌÍÏÓÔ ÁÌÌ ÃÕÌÔÕÒÅÓȟ ÅØÐÅÒÔÓ 

agree that there is no simple way of understanding this phenomenon since the reasons and 

ways people choose to take their own lives vary greatly across countries and cultures.  The 

WHO (2014) has pointed out that mental disorders (particularly depression and alcohol use 

disorders) appear to be major risk factors for suicide in Europe and North America; however, 

in Asian countries impulsiveness is seen as playing an important role.  Suicide is, thus, a 

multi -factorial phenomenon whose complexity includes, but is not limited to: psychological, 

social, economic, biological/psychiatric, cultural and environmental factors.  
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The purpose of this chapter is, therefore as follows:  first, to provide a brief overview of how 

suicide has been perceived throughout history; second, to highlight recent worldwide 

trends; third, to outline the main theoretical explanations which can be used to understand 

suicidal behaviour, particularly teenage suicide; and fourth the consequences of suicidal 

behaviour and teenage suicide will also be examined. 

 

2.2 Brief History on Perception of Suicide  

 

According to Radhakrishnan, & Andrade (2012), the history of suicide is quite possibly as 

ÏÌÄ ÁÓ ÔÈÁÔ ÏÆ ÈÕÍÁÎÉÔÙ ÉÔÓÅÌÆȢ  3ÕÉÃÉÄÅ ÁÔ ÖÁÒÉÏÕÓ ÓÔÁÇÅÓ ÏÆ ÍÁÎËÉÎÄȭÓ ÅÖÏÌÕÔÉÏÎȟ ÈÁÓ ÂÅÅÎ 

glorified, romanticised, bemoaned, condemned and criminalised.  Examples, thus, given to 

support this claim include Greek heroes Aegeus, Lycurgus, Cato, Socrates, Zeno, 

Domesthenes or Seneca; or the Roman figures Brutus, Cassius, Mark Anthony or the Egyptian 

princess Cleopatra; or Samson, Saul, Abimelech and Achitophel of the Old Testament; as well 

as suicide bombers nowadays.  Since such records exist from such diverse times and cultures, 

suicide as phenomenon appears to be universally acknowledged as part of human behaviour. 

 

During ancient times, suicide was not regarded as a cultural taboo.  The Ancient Egyptians 

saw suicide as a means of dying to end both physical and emotional suffering.  Socrates was 

the first individual to discuss the morality surrounding suicide.  No specific judgment was 

attached to this form of death.  The increasing social stigma tied to suicide was more obvious 

as a result of religious, civil and criminal persecutions, during the middle ages.  The proper 

burial of a person who committed suicide was not allowed and the custom of disgracing the 

body of the deceased was a common practice.  Other practices included dragging the body in 

the streets, placing the head on a pole outside the city as warning to others, or for animals to 

feed.  The property and the possessions of the family, in addition to the belongings of the 

deceased, would be seized.  During the next era of the Renaissance, as well as during the 17th 
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and 18th centuries, the rise of intellectual currents challenged the ancient views and attitudes 

towards suicide.  Suicide became a matter of interest and many writers like Shakespeare 

reminded society that suicide was a part of everyday life. 

 

The early 19th century saw the development of a new approach to the study of society.  It 

should be highlighted that systematic social analysis and sociology itself are thought to have 

began with a study of suicide through the publications of Emile Durkheim.  The latter 

proposed that society at large was a factor contributing to suicide.  Durkheim equally 

established both the fields of sociology and suicidology and recognised that outside 

pressures contribute to suicidal behaviour.  The development of psychology 

(psychoanalysis) also brought major changes to the beliefs surrounding suicide and helped 

fight stigma, since Sigmund Freud suggested that some mental disorders were truly medical 

conditions.  Consequently, many countries started abolishing laws that made suicide a crime.  

These developments were influential in changing attitudes about suicide in the modern era.  

 

Today, many organisations are working together to prevent and reduce the impact of suicide 

in society.  Even political leaders are being educated on suicide and form part of large 

networks on suicide prevention.  Many countries such as the U.S., Norway, U.K., Canada, 

Australia, New Zealand, South Africa, have now decriminalised both completed attempted 

suicide.  However, attempting suicide is still prosecuted and treated as a criminal offense to 

this day in countries such as India and Singapore.  Changing reforms on the decriminalisation 

of suicide require a long and arduous process of social evolution and change.  
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2.3 International Trends in Suicidal Behaviour  

 

The following three sub-sections provide an overview of worldwide recent trends in 

completed suicides according to region, age, sex and method.  The last three sub-sections 

discuss international trends on suicide ideation and international trends in teenage suicide 

as well as the reliability of the international suicide data. 

 

Regional distribution of suicide  

Table 1 shows the Regional WHO Estimates available for completed suicides/Deaths by 

Intentional Self-Harm or Injuries for 2000, 2008 and 2012, respectively. 

 

Table 1:  Regional estimates available for suicide/death by intentional self-harm or injuries in 

2000, 2008 & 2012 (Source: WHO, 2002) 

 

 

 

 

 

 

 

 

 

Year 2000  2008  2012  

WHO Region 
Deaths 
(000s) 

Deaths 
(000s) 

Deaths 
(000s) 

South-East Asia Region 287 274 314 
Western Pacific Region 287 225 182 

European Region 170 125 125 
Region of the Americas 66 72 85 

African Region 45 51 62 

Eastern Mediterranean Region 23 32 31 
GLOBAL 883 782 804 
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Based on the above, since 2000, a decrease in the total number of completed suicides 

observed annually, appears to have occurred.  This also implies a decrease in the global 

suicide rate from 14.4 to 11.4 per 100,000 of the world population from 2000 to 2012.  

Nonetheless, despite evidence of a steady decline in cases estimated for the South East 

Region and the Western Pacific Region, the figures presented suggest that these two regions 

still witness more cases of completed suicides annually than other parts of the world.  On the 

other hand, the African Region and the Americas show a steady annual increase in the 

number of cases estimated when compared to the European and the Eastern Mediterranean 

Regions. 

 

Age & Sex 

Table 2 shows the WHO Estimates available for completed suicides/Deaths by Intentional 

Self-Harm or Injuries disaggregated by Age-Group in 2000, 2008 and 2012 respectively. 

 

Table 2:  WHO estimates available for completed suicides by suicide/death by intentional 

injuries disaggregated by age-group, for 2000, 2008 & 2012 (Source: WHO, 2012) 

 

Sex Male 

Age group 

Year 

5-14 

years 

15-29 

years 

30-49 

years 

50-59 

years 

60-69 

years 

70+ 

years 
Total  

2000  9,809 156,856 184,942 66,349 57,338 60,647 535,941 

2008  5,961 136,532 128,196 117,916 52,222 43,984 506,487 

2012  7,699 143,930 170,194 74,926 52,883 67,956 517,587 

Sex Female 

Age group 

Year 

5-14 

years 

15-29 

years 

30-49 

years 

50-59 

years 

60-69 

years 

70+ 

years 
Total  

2000  9,575 131,299 97,387 31,712 31,322 46,254 347,548 

2008  5,764 94,959 60,378 48,413 24,791 41,222 275,527 

2012  6,921 98,974 73,776 32,528 30,313 43,801 286,313 
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As seen in Table 2, a total of 535,941 males and 347,548 females died from suicide in 2000.  

This represented a ratio of male to female of almost 3:2, implying than men were more likely 

to die from suicide than women.  The global suicide rate for males has decreased from 17.4 

to 14.4, per 100,000 population, from 2000 to 2012.  The global suicide rate for females has 

decreased from 11.4 to 8.16, per 100,000 population, from 2000 to 2012.  

 

With an estimated number of annual cases varying from 128,196 to 184,942, the 30-49 age-

group consistently accounts for almost 30% of all cases of completed suicides among males, 

except in 2008 where there were more cases in the 15-29 age group.  The second and third 

most affected groups among males appear to be the 15-29 and the 50-59 age groups, 

respectively.  The most affected age-group in females appears to be the 15-29 age group, 

usually accounting for 30% or more of all cases, with annual figures varying from 94,959 to 

131,299. The second and third most affected groups in females were the 30-49 and the 70 + 

age-groups. 

 

Method Used 

While no single source or statistics were available to provide a recent global overview of 

preferred methods for completed suicide, the work carried out by Hepp et al. (2012) did 

provide some insight into the matter.  The study found that violent and highly lethal methods 

such as suicide by firearm and hanging are more frequent among men, whereas women often 

choose poisoning or drowning, which are less violent but sometimes less lethal as well.  

 

Hanging was observed as the major method of suicide in most countries.  The highest 

proportions were around 90% in men and 80% in women, observed in Eastern Europe in 

countries such as Estonia, Latvia, Lithuania, Poland and Romania.  Firearm suicide was the 

most common method in the United States, but was also observed in Argentina, Switzerland 

and Uruguay.  Jumping from a height was noted in Hong Kong, Luxembourg and Malta.  
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Pesticide poisoning was found to be a major problem in rural Latin American countries such 

as El Salvador, Nicaragua and Peru as well as in Asian countries such as the Republic of Korea 

and Thailand, in addition to Portugal.  Poisoning or overdose on prescription drugs was 

common in both men and women from Canada, Nordic countries and the United Kingdom.  

New methods such as charcoal burning were also noted in urban Taiwan, China and Hong 

Kong. 

 

However, the most important observation from this study was that methods vary more from 

country to country, than between genders.  Thus, both culture and the availability of 

technical means to cause death play a major role in determining the acceptability of a specific 

method and, indirectly, on suicide in general.  Therefore, the higher the obstacles in using a 

particular method, the lower the acceptability of the method and the greater the proportion 

of suicides associated with psychosis and other severe mental disorders. This would, hence, 

suggest that the use of fire or self-immolation, for instance, could be associated with severe 

mental disorders, depending on the context or country. 

 

International Tre nds in Suicide Ideation  

While there are no reliable cross-national studies on suicide ideation, findings from different 

studies throughout the world do show both the magnitude and resulting risk to society 

stemming from suicidal behaviour.  Figure 2 shows some of the results of the National Survey 

on Drug Use and Health carried out by the U.S. Department of Health and Human Services on 

suicidal thoughts and behaviour among adults aged 18 or older in 2012. 
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Figure 2: Suicidal thoughts and behaviour in the past year among adults aged 18 or older in 

2012 in the U.S. (Source: U.S. Department of Health and Human Services, 2012) 

 

Thus, according to this national survey, out of the nine million Americans who had serious 

thoughts to commit suicide, 2.7 million made plans.  Among these, 1.3 million Americans, 

attempted suicide and 0.3 million made attempts without making plans.  While the U.S. may 

not be the most representative country for international trends, such alarming numbers can 

lead to the safe inference that existing cross-national data on completed suicides understates 

the real picture of suicidal behaviour worldwide. 

 

According to Nock et al. (2008), the course of suicidal behaviours is rarely investigated 

comprehensively.  Consequently, data systematically reviewed from studies on suicide from 

1997 to 2007 suggested that 34 % percent of lifetime suicide ideators make a suicide plan 

9 million adults had 

serious thoughts of 

committing suicide 0.3 million made no plans 

& attempted suicide 

1 million  
made plans 

&  attempted 
suicide 

2.7 million made 

suicide plans 

A total of 1.3 million 

attempted suicide 
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and that 72 % percent of persons with a suicide plan go on to make a suicide attempt, while 

ςφ Ϸ ÏÆ ȰÉÄÅÁÔÏÒÓȱ ×ÉÔÈÏÕÔ Á plan make an unplanned attempt (Kessler, Borges & Walters, 

1999).  Furthermore, according to researchers, suicidal behaviour can occur within the first 

year after the onset of suicide ideation.  These findings would, thus, indicate that suicide 

ideation and a suicide plan significantly increase the risk of a suicide attempt. 

 

Although the earliest onset ever reported for suicidal behaviours is in children as young as 

4ɀ5 years (Bridge et al.,2006, cited in Nock et al., 2008) other studies have suggested that 

children at such an age would not be able to act.  International trends seen in the next section, 

however, do show that the risk of first onset for suicidal behaviour increases in general in a 

significant manner at the start of adolescence (12 -13 years), peaks at age 15-16 years, and 

remains elevated into the early 20s.  

 

International Trends in Teenage Suicide  

As per the existing methodology used by the Organization for Economic Cooperation and 

Development (OECD), international teenage suicide rates are calculated as the total number 

of deaths due to intentional self-harm for the population between 15-19 years old in a given 

year, divided by the total population of 15-19 years old for each country in that given year, 

and multiplied by a factor of 100 000.  The result is expressed in units of deaths per 100 000 

individuals (aged 15 - 19), per year, as seen in Figure 3 for 1990, 2000 & 2008. 
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Figure 3: Teenage suicide rates in OECD countries as well as China, Russia, Brazil, South Africa 

and China for 1990, 2000 & 2008, (Source: OECD, 2014) 

 

As it can be seen from Figure 3, between 1990 and 2008, the OECD experienced a small 

decline in teenage suicide rates.  8.4 suicides per 100 000 teenagers were observed, in 1990, 

compared to 6.2 in 2008.  Over the 1990-2008 period, two distinct trends have emerged.  

From 1990-2000, the average suicide rate was relatively stable at 8.1 teenage suicides per 

100 000 persons.  From 2000-2008 onwards, though, suicide rates have been slightly falling, 

averaging 6.9 suicides per 100 000 persons.  The greatest decrease in suicide rates were 

experienced in Luxembourg, Iceland, Estonia and Finland.  The teenage suicide rates in 

countries such as New Zealand and Russia remained relatively high compared to the rest of 

OECD countries.  

 

N.B.: OECD 33 = Average rate in OECD 

countries 
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While South Korea, which was not part of the above OECD study, is consistently 

acknowledged as one of the countries having the highest suicide rates in the world among 

the youth.  Teenage suicide was deemed to be potentially more serious in Southern India, 

when compared to the rest of the world, with rates in the 10-19 year age-group reaching 148 

cases in females and 58 cases in males, per 100,000 population, according to Radhakrishnan, 

& Andrade (2012). 

 

Reliability & Accuracy of International Data on Suic ide  

As pointed out by the CDC (2014), a large body of literature about suicide and suicide 

prevention exists.  However, the accuracy of this information and the resulting 

interpretations made and, hence, comparability, are often questionable since data on suicidal 

behaviour is collected and compiled following different definitions.  The reliability of 

statistics on completed suicides is often questioned by most research papers looking at the 

epidemiology of suicide in one way or the other.  According to Response 

Ability/Commonwealth of Australia (2005), deaths are classified as suicides following three 

criteria:  

1. The death must be due to unnatural causes, such as injury, poisoning or suffocation 

rather than an illness;  

2. The actions which result in death must be self-inflicted; and 

3. The person who injures himself or herself must have had the intention to die. 

 

However, in some cases it can be extremely difficult for the police, coroner or other medical 

ÐÒÏÆÅÓÓÉÏÎÁÌÓ ÔÏ ÄÅÔÅÒÍÉÎÅ ×ÈÅÔÈÅÒ ÓÏÍÅ ȰÁÃÃÉÄÅÎÔÓȱ ÏÒ ÉÎÄÉÖidual acts of self-injury were 

intended to result in death, especially if mental illness is involved.  In some cases where 

victims survive their attempt, the person themselves may not be able to explain in a rational 

manner why they performed the act.  Besides the misclassification of an intentional death or 

attempt as an accident because of human error, sometimes, both completed suicides and 

attempts are intentionally covered up because of the taboo and stigma associated with the 
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act.  For instance, Tollefsen, Hem, & Ekeberg (2012) noted that out of 31 studies on 

completed suicides reviewed during a 46-year period (between 1963 and 2009), inclusive 

of the US, Europe, Asia and Oceania, 91% of all studies were unreliable.  Thus, 52% of the 

studies included 10% under-reporting, and 39% included more than 30% under-reporting 

or put simply: poor suicide statistics.  Moreover, this is in part the reason why the statistics 

presented in the present chapter do not include suicide attempts which can be much more 

frequent than completed suicides (by 10, 20, or more times) according to some studies, as 

noted by the WHO (2014).  

 

2.4 Explanations of Suicidal Behaviour  

 

2.4.1 Different Academic Perspectives on Suicide  

 

Theoretical perspectives on suicide have historically ranged from biological perspectives to 

psychodynamic, behavioural, cognitive and humanistic perspectives.  The different, but 

complementary, theories which follow are summarised to enable a brief overview of suicide 

as seen from different academic angles. 

 

Biological Perspectives:  have examined the role of serotonergic, noradrenergic, and 

dopaminergic systems in suicidal behaviour as well as the HPA axis stress-response system 

(Carballo et al., 2009).  Results, according to this study, conclude that suicidal behaviour in 

teens stems from the interaction of the diathesis (which includes the clinical, 

neurobiological, neurocognitive, genetic, behavioural and personality domains) or 

predisposition for suicidal behaviour and the occurrence of triggers.  These together with 

the evidenced influence of mental health associated, generally with feelings of helplessness 
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and hopelessness resulting from a range of associated factors, have been linked to suicidal 

behaviour.   

 

Psychodynamic Perspectives:  touch upon personal experiences of individuals as well as 

ÁÐÐÒÅÈÅÎÓÉÏÎ ÁÎÄ ÉÎÎÅÒ ÃÏÎÆÌÉÃÔ ÉÎÆÌÕÅÎÃÉÎÇ ÔÈÅ ×ÁÙ ÔÈÅ ÂÒÁÉÎ ÆÕÎÃÔÉÏÎÓȢ  ! ÐÅÒÓÏÎȭÓ ÄÅÅÐÅÓÔ 

emotions and feelings must be explored.  Sigmund Freud was considered to be the pioneer 

of the psychodynamic approach.  

 

Behavioural Perspectives: examine how structures shape behaviour of individuals.  

Psychologists advocate this perspective based on people respond to situations they find 

themselves in. 

 

Cognitive Perspectives:  draw on how individuals solve problems and suggests that 

abnormal behaviour gives space to unreasonable ways of solving issues.  It focuses on 

already known mental processes than inner feelings.  The personal history of individuals is, 

therefore, not relevant for supporters of this perspective. 

 

Humanistic -Existential Perspective:  relates to the uniqueness of individuals and freedom 

to make desired choices.  Free will of individuals is beyond structural forces.  

 

Community -Cultural P erspectives:  combine the social causation theory and social 

selection theory.  The social causation theory finds a relationship between persisting 

conditions of poor housing, lack of educational facilities in disadvantaged areas and 

increased stress levels.  Social selection theory, on the other hand, assumes that people from 

ÌÏ×ÅÒ ÓÔÒÁÔÁ ÏÆ ÓÏÃÉÅÔÙ ÁÒÅ ÍÏÒÅ ÌÉËÅÌÙ ÔÏ ÅØÐÒÅÓÓ ÍÁÌÁÄÁÐÔÉÖÅ ÂÅÈÁÖÉÏÕÒ ÂÅÃÁÕÓÅ ȰÐÅÏÐÌÅ 

×ÈÏ ÄÏ ÎÏÔ ÆÕÎÃÔÉÏÎ ×ÅÌÌ ÔÅÎÄ ÔÏ ÅØÐÅÒÉÅÎÃÅ ÄÏ×Î×ÁÒÄ ÓÏÃÉÁÌ ÍÏÂÉÌÉÔÙȱȢ  






































































































































































































































































































































































































































