
Suicide is becoming a worldwide public health issue.2,3 Although
there is a wealth of research literature on suicide and non-fatal
suicidal behaviour in high-income countries,4–7 information on
the prevalence and trends of suicide and non-fatal suicidal behav-
iour in less affluent countries is often scarce. In South Africa there
is no single primary data source for nationally representative in-
formation on non-fatal suicide behaviour.8 National estimates of
the lifetime prevalence and correlates of suicide ideation, planning
and attempts among the people of South Africa, including specific
cultural groups, are reported here for the first time, using data
recently collected for the World Health Organization (WHO)
World Mental Health Survey.9

Method

The South Africa Stress and Health Study (SASH), which collected
data between January 2002 and June 2004, was a national prob-
ability sample of 4351 adult South Africans living in households
or hostel quarters.10 Hostel quarters were included to maximise
coverage of young working-age men. The overall response rate
was 85.5%. The Composite International Diagnostic Interview
(CIDI)11 version 3.0 was used to assess suicidality (lifetime idea-
tion, planning and attempts) and the presence of DSM–IV diag-
nosis in four categories: anxiety, mood, impulse-control and
substance use disorder.12 The translation of the English version
of the CIDI into the six other languages used in the SASH was
carried out according to WHO recommendations.

All analyses were done using the SAS version 9.1.3 software
package. Discrete-time survival analysis with time-varying covari-
ates was used to study the risk factors of lifetime suicide ideation,
plans and attempts.13 The data were weighted to adjust for the
stratified multistage sample design, differential probability of
selection within households as a function of household size and
clustering of the data, and for differential non-response. A post-
stratification weight was also used to make the sample distribution
comparable with the population distribution in the 2001 South
African census for age, gender, and province. The weighting and
geographic clustering of the data were taken into account in data
analyses by using the jackknife repeated replications simulation

method implemented in an SAS macro.14 The survival
coefficients were exponentiated and are reported below in the
form of odds ratios.

Results

The estimated lifetime prevalence rates of suicide ideation, plans
and attempts were 9.1% (s.e.=0.7), 3.8% (s.e.=0.4) and 2.9%
(s.e.=0.3) respectively. There were noticeable gender differences,
with women reporting twice as many attempts as men: 3.8%
(s.e.=0.5) v. 1.8% (s.e.=0.3). The rate of attempted suicide varied
significantly by ethnic group, with the Coloured group (of mixed
racial origin) reporting levels (7.1%, s.e.=1.3) that were markedly
higher than that of the White (2.4%, s.e.=0.7), Black (2.4%,
s.e.=0.3) and Indian groups (2.5%, s.e.=1.6). There were also eth-
nic differences in the conditional probability of making an attempt
among respondents with suicidal ideation but no plan. People
classified as Black (5.6%, s.e.=1.5) were less likely than those in
the White (10.0%, s.e.=3.7) and Indian (27.0%, s.e.=29.0) groups to
engage in impulsive suicide attempts, whereas those classified as
Coloured (33.4%, s.e.=9.6) reported the highest level of impulsive
suicide attempts.

All of the DSM–IV disorders assessed in SASH were significant
risk factors for a lifetime suicide attempt (Table DS1). Respondents
with at least one DSM–IV disorder were four times (95% CI 2.6–
6.2) more likely to attempt suicide than those with no disorder.
However, this result does not control for the main effects of individ-
ual disorders. All four summary variables for the diagnostic classes
(e.g. any mood disorder, any anxiety disorder) were significantly as-
sociated with elevated risks of attempting suicide (ORs 3.0–4.1). The
odds ratios for a substance use disorder (OR=4.1) increased the risk
of a suicide attempt more than for any other disorder category (ORs
3.0–3.6). Among individual disorders the odds ratios for panic dis-
order (OR=8.9), alcohol abuse with dependence (OR=5.9) and drug
use (OR=5.0) were substantially higher than for other disorders, in-
cluding depression or post-traumatic stress disorder (ORs 2.9–4.7).

The effects of comorbidity are presented in the final section
of the data supplement table. Respondents with three or more
disorders were eight times more likely to attempt suicide (OR=8.3,
95% CI 4.8–14.2) and to develop suicidal ideation (OR=8.3, 95%
CI 4.3–15.8) than were respondents with no psychiatric disorder.
Having three or more disorders was strongly associated with a
higher risk of suicide attempts through the pathway of planned at-
tempts (OR=2.9). The risks of attempts and of ideation were
greater for respondents with two or more disorders than for those
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Summary
We examined nationally representative data from the
2002–2004 South Africa Stress and Health Study, a national
household probability sample of 4351 persons aged
18 years and older: 9.1% of respondents reported lifetime
suicide ideation, 3.8% a plan and 2.9% an attempt.
Among four ethnic groups, the Coloureda group had the

highest lifetime prevalence for attempts (7.1%). Those at
higher risk of suicide attempts had one or more DSM–IV
disorders.
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Short report

a. Since the institutions in South Africa were once controlled along legally

defined racial categories which separated ‘Blacks’ into ‘Indians’, ‘Coloureds’ and

‘Africans’, their daily experience and consequent psychiatric or physical health

patterns could not be described without recourse to such racial terminology.1

The use of these terms in this paper does not imply their legitimacy.

https://doi.org/10.1192/bjp.bp.107.037697 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.bp.107.037697


with no disorder, and substantially greater than the risks for those
with only one disorder.

Discussion

The results reported here are limited by the fact that we do not
know the extent to which mental health status or ethnic, cultural
and generational factors affected the willingness of our respon-
dents to admit or recall the presence of symptoms of suicide over
their lifetime. There may also be bias associated with differential
validity of the CIDI for the various ethnic groups in South Africa.
Finally, the SASH is retrospective and cross-sectional; thus the
prevalence estimates are likely to be lower-bound.4 However, the
effect of most of these limitations would be to make our estimates
of suicide behaviour more conservative than might be the case.

The 2.9% lifetime prevalence estimate of attempted suicide
among the South African population is close to the rates of
4.6% and 4.1% reported for general and Black populations respec-
tively in the USA.5,15 In addition, the 9.1% estimated prevalence of
suicide ideation is comparable with previous estimates from
studies using South African clinical samples.16,17 Reported for
the first time are important ethnic differences among South
Africans in the lifetime prevalence of suicide ideation, planning
and attempts. Reasons for the substantially higher risk of
attempted suicide and impulsive attempts among the Coloured
group are unclear. ‘Coloured’ identity, historically and currently,
has been fraught with conflict and contradictions.18,19 Our find-
ings raise the possibility that people classified as Coloured may
face unique stressors in their adjustment to rapid social transfor-
mation in a post-apartheid society. Prior research suggests that
political and socio-economic transitions can adversely affect
health.20,21 The mental health consequences of South Africa’s ra-
pid transitions should be carefully explored in future research.21,22

The SASH finding that psychiatric comorbidity is a significant
predictor of suicide attempts over and above the effects of individ-
ual disorders is consistent with previous research on adult suicidal
behaviour.4 In our sample we found that the suicide risks stay rela-
tively constant when one disorder is present, increase in the presence
of two disorders, and increase markedly for three or more disorders.
Overall, these results suggest that people in South Africa engage in
suicidal thought and behaviours at levels nearly comparable with
those of Western nations. The higher rates of attempted suicide,
notably among those categorised as Coloured, should be addressed
in future research and considered by clinicians when screening and
treating South African patients who might be suicidal.
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