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Article

Suicide and Serious Suicide Attempts in Youth:
A Multiple-Group Comparison Study

Annette L. Beautrais, Ph.D. Objective: This study compared risk fac-
tors for suicide and medically serious
nonfatal suicide attempts among youth
under 25 years of age.

Method: Three groups were examined:
individuals who committed suicide (N=60),
individuals who made serious suicide at-
tempts (N=125), and nonsuicidal commu-
nity comparison subjects (N=151). Suicidal
and nonsuicidal subjects were compared
in terms of sociodemographic, childhood,
family, psychosocial, and psychiatric
factors.

Results: Suicides were characterized by
male gender, lack of educational qualifica-
tions, mood disorder, history of mental

health care, and stressful life events. Ex-
cept for gender, similar risk factors were
associated with serious suicide attempts.
Suicides and serious suicide attempts were
discriminated by gender and mood disor-
der. Gender differences between suicides
and nonfatal suicide attempts were ex-
plained by gender differences in methods.

Conclusions: The same risk factors (mood
disorder, history of psychiatric care,
educational disadvantage, stressful cir-
cumstances) play a similar role in suicide
and serious suicide attempts. Suicide and
suicide attempts are discriminated by
mood disorder and gender differences in
methods.

(Am J Psychiatry 2003; 160:1093–1099)

In the last decade, there has been growing concern
about youth suicide (1, 2). These concerns arose from evi-
dence of increasing rates of youth suicide in many socie-
ties during the 1980s and 1990s. In New Zealand, which
has one of the highest youth suicide rates among devel-
oped countries, rates of suicide among youths 15–24 years
of age more than doubled during the period from 1985 to
1995 (3).

This increase in suicide rate has led to growing research
into the prevalence, correlates, and etiology of suicidal be-
haviors in young people. However, the low prevalence of
completed suicide has led to a focus on suicidal ideation
and suicide attempts in young people (for reviews, see ref-
erences 4–7) or to studies of completed suicide that have
extended the upper age limit to 30 or 35 years (8–10). Stud-
ies that have analyzed completed suicides among youth
under 25 years of age have been based on relatively small
numbers of cases. In all, there have been only 13 psycho-
logical autopsy studies of suicide in the last 20 years that
have focused on youth 15–24 years of age. These studies
have included, in total, less than 700 subjects, the majority
of whom were teenagers, and most studies were con-
ducted in the United States (11–26).

The net result of these trends is that much of what is
known about youth suicide, and most policy in this area,
has been based on findings for suicidal ideation and sui-
cide attempts supplemented by a small number of studies
of completed suicide based on relatively small samples.

This conclusion raises some important issues. One issue
concerns the extent to which the risk factors for attempted

and completed suicide are the same. Establishing this is

important to the extent that findings from studies of sui-

cide attempts are often used as a proxy for completed sui-

cide. However, it is clear that suicide attempts and suicide

differ in some important ways. For example, while com-

pleted suicide is more common among men, the majority

of suicide attempts are made by women (27). Thus, studies

of suicide attempts may emphasize factors associated

with female suicidal behavior at the expense of factors as-

sociated with male suicidal behavior.

This article reports on risk factors associated with seri-

ous suicide attempts and suicide among young people un-

der 25 years of age. This study had three aims. First, risk

factors for suicide were examined by comparing 60 young

people who committed suicide with a series of 151 ran-

domly selected nonsuicidal comparison subjects on a se-

ries of measures, including sociodemographic, childhood,

family, psychiatric, and psychosocial factors. Second, risk

factors for medically serious suicide attempts were ex-

amined by comparing a consecutive series of 125 young

people who made serious suicide attempts with the 151

nonsuicidal comparison subjects. Third, risk factors for

suicide and serious suicide attempts were compared by

contrasting the 60 subjects who committed suicide with

the 125 subjects who made serious suicide attempts. This

analysis will make it possible to identify factors that dis-

criminate young people who commit suicide from those

who make serious suicide attempts.
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Method

Overview

The Canterbury Suicide Project is a comparison study of sub-
jects of all ages who committed suicide (N=202) or made a medi-
cally serious suicide attempt (N=302) and 1,028 randomly se-
lected nonsuicidal subjects. Data for the whole case series have
been analyzed previously (28). This report compares characteris-
tics and risk factors of suicide and serious suicide attempts for
subjects from this study under 25 years of age for whom data were
available from interviews with “significant others” (individuals
who knew the subjects well). Significant others were used as the
source of information in order to provide a similar basis for com-
parison for all three subject groups. It is noted that analyses of the
under-25 subjects have been presented previously for those who
made a serious suicide attempt and the comparison subjects (see,
for example, reference 29), but this is the first analysis that in-
cludes the subjects under 25 years of age who committed suicide.

Subjects

The suicide group was a consecutive series of 60 subjects under
25 years of age from the Christchurch city and Canterbury region
in New Zealand who, according to coroners’ verdicts, committed
suicide during the period from 1991 to 1995. Christchurch city
has a population of 315,000, and the Canterbury region has a pop-
ulation (including Christchurch city) of approximately 430,000.
During the study period, 64 individuals under 25 committed sui-
cide; the families of 60 agreed to participate in the study, a re-
sponse rate of 93.8%. Of these 60 individuals, 49 (81.7%) were
male, and 11 (18.3%) were female. Their mean age was 19.98 years
(SD=2.53, range=14–24). Methods of suicide included hanging
(41.7%, N=25), vehicle exhaust gas (31.7%, N=19), self-poisoning
(15.0%, N=9), and firearms (8.3%, N=5).

The medically serious suicide attempt group was a consecutive
series of 125 individuals under 25 years of age from the Christ-
church city and Canterbury region who made medically serious
suicide attempts during the period from 1991 to 1994. A medically
serious suicide attempt was defined as one that required hospital
admission, via the sole regional Emergency Department, for >24
hours and met one of the following treatment criteria: 1) treat-
ment in specialized units; 2) surgery under general anesthesia
(superficial cuts that did not require surgical repair were excluded);
or 3) extensive medical treatment, including antidotes for drug
overdoses, telemetry, or repeated tests or investigations. In addi-
tion, individuals who attempted suicide by methods with a high
risk of fatality, specifically, hanging or gunshot, who were hospi-
talized for >24 hours but did not meet the preceding treatment
criteria, were also included in the group of persons with serious
suicide attempts.

In total, 132 individuals made serious suicide attempts during
the study period. Of these, 129 agreed to participate in the study,
with 125 (96.9%) agreeing to interview information being obtained
from a significant other. Of these 125 individuals, 57 (45.6%) were
male, and 68 (54.4%) were female. Their mean age was 19.31 years
(SD=3.1, range=13–24). Methods of serious suicide attempt in-
cluded self-poisoning (77.6%, N=97), vehicle exhaust gas (11.2%,
N=14), hanging (2.4%, N=3), and firearms (2.4%, N=3).

The comparison subjects for this analysis were a stratum of the
comparison series from the larger study of suicidal behavior,
which had been selected from regional electoral rolls. An age- and
gender-stratified sample was obtained for six age strata (18–24,
25–29, 30–39, 40–49, 50–59, ≥60), with the number of subjects in
each age-and-gender stratum proportional to the known age-by-
gender distribution of the population 18 years of age and older. A
total of 153 subjects 18–24 years of age were selected as part of the
stratified sample. Of these, 151 agreed to information being ob-
tained from a significant other, a response rate of 98.7% for signif-

icant other informants. Of these, 51.7% (N=78) were male, and
48.3% (N=73) were female. Their mean age was 21.43 years (SD=
1.52, range=18–24).

Subjects selected from electoral rolls were mailed a letter of
introduction explaining the study. The study interviewer then
called at subjects’ homes, discussed the study, and arranged to re-
turn to conduct an interview. Each subject nominated a signifi-
cant other who knew him or her well. This individual was then
contacted and interviewed in person.

The study was approved by ethics committees of the Canter-
bury Area Health Board and the Southern Regional Health Au-
thority. Written informed consent was obtained from all study
participants after the aims and procedures of the study had been
fully explained.

Risk Factors

Trained, experienced interviewers personally conducted a semi-
structured interview with each subject’s significant other to retro-
spectively construct a life history and to obtain information about
risk factors for suicidal behavior.

Lethality of method. Method of suicide or suicide attempt was
classified into two groups: highly lethal (hanging, vehicle exhaust
gas, firearms, jumping) and less lethal (self-poisoning, cutting,
and all other methods).

Sociodemographic characteristics. Two areas were assessed:
socioeconomic status and educational level. Socioeconomic sta-
tus was measured with the scale for socioeconomic status in New
Zealand (30), which ranks the population into six groups on the
basis of occupation. For the purposes of this analysis, socioeco-
nomic status was dichotomized to give a measure of “low socio-
economic status,” defined as membership in socioeconomic sta-
tus classes 5 and 6. Educational level was also dichotomized to
give a measure of “no formal educational qualification,” defined
as no secondary school or tertiary or trade qualification.

Family environment. The presence or absence of three items
was determined: 1) parental separation or divorce; 2) poor paren-
tal relationship (i.e., parents were viewed as having gotten along
“not very well” or “poorly”); and 3) childhood sexual abuse. This
last item was measured by asking each significant other if, to their
knowledge, the subject had been “physically or psychologically
forced by anyone to engage in any unwanted sexual activity, such
as unwanted sexual touching of his/her body or sexual inter-
course,” a definition previously used by Murphy (1985 news re-
lease from St. Cloud State University). Those who responded pos-
itively to this question were then asked further questions relating
to this issue. Subjects were classified as having a history of child-
hood sexual abuse if there was a positive response to the initial
question and subsequent questioning established a history of
childhood sexual abuse.

Stressful life events. The short list of Threatening Life Experi-
ences (31) was used as a basis to evaluate life events that had oc-
curred during the previous year. For the purposes of the present
analysis, measures of life events were classified into a series of
categories of related events: serious interpersonal difficulties, se-
rious financial problems, serious problems with the law or police,
and serious work-related problems. Subjects were classified as
having a recent stressful life event if they had experienced at least
one event in any of these four categories.

Psychiatric morbidity. The interviews with significant others
regarding each subject included a modified version of the Struc-
tured Clinical Interview for DSM-III-R—Patient Version (32) to
generate DSM-III-R diagnoses of selected mental disorders. The
information was integrated in a diagnostic conference to produce,
for each subject, best-estimate diagnoses of mental disorders (ac-
cording to DSM-III-R criteria). In the present analysis, four diag-



Am J Psychiatry 160:6, June 2003 1095

ANNETTE L. BEAUTRAIS

nostic groupings were used for disorders in the month preceding
the suicide event (or interview): 1) mood disorders (major depres-
sion, bipolar I disorder, bipolar II disorder); 2) substance use dis-
orders (alcohol, cannabis, or other psychoactive substance abuse
or dependence); 3) anxiety disorders (panic disorder, agorapho-
bia, obsessive-compulsive disorder, simple phobia, social pho-
bia); and 4) antisocial disorder (conduct disorder or antisocial per-
sonality disorder). For antisocial disorder, a lifetime history was
obtained. Multiple axis I diagnoses were permitted.

The reliability of the best-estimate diagnostic procedure was
ascertained by reevaluation of a random sample of 20% of the en-
tire group. The test-retest agreement was high, with kappa coeffi-
cients (33) for the principal diagnostic categories (mood dis-
orders, substance use disorders, anxiety disorders, antisocial
disorders) ranging from 0.95 to 0.99.

Mental health history. Two areas were assessed. The first was
previous suicide attempts, or whether the subject had a history of
at least one previous suicide attempt during his or her lifetime.
The second was a history of contact or care for mental health
problems, or whether the subject had at least one admission to a
psychiatric hospital or substance abuse clinic during the previous
year or a lifetime history of outpatient psychiatric treatment.

Social interaction. The Interview Schedule for Social Interac-
tion (34) was used as a basis to evaluate the extent of current so-
cial interaction. For the purposes of this analysis the measure was
dichotomized to give measures of high and low social interaction.

Statistical Analysis

Data were analyzed as three between-group comparisons. The
first analysis compared the suicide group with the nonsuicidal
comparison subjects; the second compared the serious suicide at-
tempt group and the nonsuicidal comparison subjects; the third
compared the suicide and serious suicide attempt groups. For
each analysis, estimates of unadjusted and adjusted odds ratios
and 95% confidence intervals (CIs) are reported. Estimates of the
adjusted odds ratios were obtained by fitting logistic regression
models in which all variables shown in the analysis were included
in the model. Final models were produced by using a combination
of forward and backward elimination methods to produce a stable
model. The parameters and standard errors of the logistic regres-
sion model were transformed (by exponentiation) to produce cor-
responding estimates of the adjusted odds ratios and CIs. All cases

in which tests of significance are reported are based upon the chi-
square test of independence or the log likelihood chi-square. All
analyses were conducted by using the SAS program LOGIST (35).

Results

Table 1 compares the 60 suicide victims and the 151
nonsuicidal comparison subjects on a series of risk factors
spanning sociodemographic and psychosocial back-
ground and mental health history. The association be-
tween suicide status and each risk factor is described by
the odds ratio and 95% CI. The table also reports adjusted
odds ratios.

Risk of suicide was significantly associated with male
gender and exposure to recent stressful life events. Other
factors (lack of formal educational qualification, mood
disorder in the preceding month, and history of care for
mental health problems) made smaller contributions to
suicide risk.

A parallel analysis compared the 125 individuals who
made a serious suicide attempt with the 151 nonsuicidal
comparison subjects (Table 2). With one exception (male
gender), the set of risk factors associated with completed
suicide was similarly predictive of serious suicide attempt.
Those making serious suicide attempts were character-
ized by mood disorder, lack of formal educational qualifi-
cations, history of psychiatric care, and exposure to recent
stressful life events.

The results in Table 1 and Table 2 suggested that, with
the exception of male gender (associated with suicide but
not with serious suicide attempt), a similar array of risk
factors (mood disorder, psychiatric care, educational dis-
advantage, and stressful life events) predicted both suicide
and serious suicide attempts. However, the relative
weightings of these factors tended to vary with outcome,
with mood disorder having a higher odds ratio for serious

TABLE 1. Presence of Suicide Risk Factors Among Subjects Under 25 Years of Age Who Did or Did Not Commit Suicide

Risk Factor

Suicide Group
(N=60)

Nonsuicidal Comparison
Group (N=151)

Analyses

Unadjusted
Odds Ratioa 95% CI

Adjusted
Odds Ratiob 95% CIN % N %

Sociodemographic characteristics
Male gender 49 81.7 78 51.7 4.2** 2.0–8.6 9.9** 3.5–28.0
No formal educational qualifications 32 53.3 20 13.2 7.5* 3.7–14.9 7.0** 2.8–17.7
Low socioeconomic status 45 75.0 86 56.9 2.3* 1.1–4.4

Family environment
Parental separation or divorce 24 40.0 19 12.6 4.6** 2.2–9.3
Poor parental relationship 16 26.7 11 7.3 4.6** 2.0–10.7

Psychiatric morbidity
Current DSM-III-R mood disorder 18 30.0 13 8.6 4.5** 2.0–10.0 4.4* 1.4–14.0
Lifetime history of antisocial behavior 16 26.7 12 7.9 4.2** 1.8–9.5

Mental health history
Previous suicide attempt 6 10.0 1 0.7 16.7** 1.9–141.6
Care for mental health problems 30 50.0 23 15.2 5.6** 2.8–10.9 2.6* 1.04–6.8

Family history of suicide/attempt 14 23.3 10 6.6 4.3** 1.7–10.3
Psychosocial factors

Social isolation 11 18.3 8 5.3 4.0* 1.5–10.5
Recent stressful life event 54 90.0 59 39.1 14.0** 5.6–34.6 13.8** 4.6–40.8

a Association between each risk factor and suicide status determined through simple logistic regression.
b Association between risk factor and suicide status following multiple logistic regression in which all variables were included in the model.
*p<0.05. **p<0.0001.
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suicide attempt than for suicide and stressful life events
having a higher odds ratio for suicide than for serious sui-
cide attempt. These differences suggest that while the
same set of etiological risk factors predicted both suicide
and serious suicide attempts, the relative weightings of
these factors depended on outcome (suicide/serious sui-
cide attempt).

This issue is explored in Table 3, which examines the
factors that discriminated between suicide and serious
suicide attempt. Suicide and serious suicide attempt were
discriminated by two factors: gender and mood disorder.
Suicide victims were more often male, whereas serious
suicide attempters tended to have higher rates of mood
disorder.

To explore reasons for the gender difference in suicidal
outcome (i.e., suicide versus serious suicide attempt) re-
ported in Table 3, a supplementary logistic regression
analysis was conducted. This regression included mood
disorder, gender, and method of suicide/suicide attempt.
Method of suicide/suicide attempt was a dichotomous
variable that classified methods into two groups: highly le-
thal and less lethal. The results of this analysis are summa-
rized in Table 4. While mood disorder and method were
predictors of the difference between suicide and serious
suicide attempt, gender was not a predictor (p>0.50). The
implication of this finding is that the gender-related differ-
ences in suicide and serious suicide attempt (Table 3) were
largely explained by gender-related differences in method
choice. In particular, 61.3% of all male fatal and nonfatal
suicide attempts involved highly lethal methods (hanging,
vehicle exhaust gas, firearms, jumping). In contrast, 92.4%
of all female fatal and nonfatal serious suicide attempts in-
volved less lethal methods, particularly self-poisoning. Ta-

ble 4 shows that the predominance of more lethal meth-
ods used by the male subjects explains their higher rate of
suicide.

Discussion

This study used multiple between-group comparisons
to analyze a series of 60 suicide victims, 125 serious sui-
cide attempters, and 151 nonsuicidal comparison subjects
under 25 years of age. Information for all three subject
groups was provided by reports from significant others to
provide a common basis for comparison. 

The present study confirms previous research that has
linked suicide and suicide attempts to a series of factors,
including gender, economic and educational disadvan-
tage, childhood and family adversity, mental health prob-
lems (particularly mood disorder), and exposure to stress-
ful circumstances (11–25, 36). In the present study, rates of
suicide were elevated among men, those with mood disor-
ders, those with a history of psychiatric care, those who
lacked formal educational qualifications, and those with
exposure to stressful life events. With the exception of
male gender, which was associated with suicide but not
with serious suicide attempts, a similar set of risk factors
was associated with risk of medically serious suicide at-
tempt. Those making a serious suicide attempt had higher
rates of mood disorder, psychiatric care, educational dis-
advantage, and exposure to stressful life events. Clearly,
youth suicides and medically serious suicide attempts are
two overlapping populations that had many risk factors in
common. However, there were some differences between
the two populations. Those who committed suicide were
much more likely to be male than were those who made

TABLE 2. Presence of Suicide Risk Factors Among Subjects Under 25 Years of Age Who Did or Did Not Make a Serious
Suicide Attempt

 
Risk Factor

Serious Suicide
Attempt Group (N=125)

Nonsuicidal Comparison
Group (N=151)

Analyses

Unadjusted
Odds Ratioa 95% CI

Adjusted 
Odds Ratiob 95% CIN % N %

Sociodemographic characteristics
No formal educational qualifications 66 52.8 20 13.2 7.3** 4.0–13.1 6.0** 2.6–13.9
Low socioeconomic status 103 82.4 86 56.9 3.5** 2.0–6.2

Family environment
Parental separation or divorce 41 32.8 19 12.6 3.4** 1.8–6.2
Poor parental relationship 35 28.0 11 7.3 4.9** 2.3–10.2
Childhood sexual abuse 40 32.0 9 5.9 7.4** 3.4–16.0

Psychiatric morbidity
Current DSM-III-R mood disorder 89 71.2 13 8.6 26.2** 13.1–52.2 17.1** 7.0–41.5
Current substance use disorder 49 39.2 26 17.2 3.1** 1.7–5.3
Current anxiety disorder 18 14.4 8 5.3 3.0* 1.2–7.1
Lifetime history of antisocial behavior 46 36.8 12 7.9 6.7** 3.3–13.4

Mental health history
Previous suicide attempt 21 16.8 1 0.7 30.3** 4.0–228.6
Care for mental health problems 86 68.8 23 15.2 12.3** 6.8–21.9 2.7* 1.2–6.0

Family history of suicide/attempt 31 24.8 10 6.6 4.7** 2.1–9.9
Psychosocial factors

Social isolation 40 32.0 8 5.3 8.4** 3.7–18.8
Recent stressful life event 115 92.0 59 39.1 17.9** 8.6–36.9 8.4** 3.3–20.9

a Association between each risk factor and suicide status determined through simple logistic regression.
b Association between risk factor and suicide status following multiple logistic regression in which all variables were included in the model.
*p<0.05. **p<0.0001.
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suicide attempts, and serious suicide attempters were
more likely than those who committed suicide to have a
mood disorder at the time of their attempt.

The fact that male subjects were more likely than female
subjects to commit suicide was completely explained by
the male subjects’ use of more immediately lethal meth-
ods. While the majority of male subjects who committed
suicide used hanging, vehicle exhaust gas, firearms, and
jumping, the majority of serious suicide attempts by fe-
male subjects were by self-poisoning, a method which,
while it may have high toxicity, tends to have low lethality
and a relatively slow rate of action. While previous research
has suggested that the choice by men of more immediately
lethal methods may contribute to their higher suicide rates
(15, 20, 37), the results of this study suggest that, at least
among those young people who make serious suicide at-
tempts, gender differences in outcome are completely
explained by method choice. The important implication of
this finding is that if women were to adopt more lethal
methods, then the female suicide rate may approach or
even exceed the male suicide rate (owing to the larger num-
ber of suicide attempts made by women). There is some
evidence of the effect of shifts in method choice on female
suicide rates from New Zealand. In particular, rates of fe-
male youth suicide in New Zealand more than doubled
from 1977 to 1996, with this increase accounted for, almost
entirely, by the growing use of hanging and vehicle exhaust
gas by women (38).

Further evidence on the role of gender-related method
choice in suicide may be found in suicide data from China,
which show a higher rate of suicide in young women than
in young men, contrary to the male excess in suicides seen
in Western societies. The higher female rate in China is
most likely explained by the ready access that Chinese
women have to agricultural pesticides, which are used in
self-poisoning attempts and have high lethality (39).

The male gender dominance in completed suicide has
often been portrayed as reflecting a greater male vulnera-
bility to suicide (40, 41). However, the present analysis sug-
gests that this male vulnerability is not fundamental to the
development of suicidal behaviors. Rather, the higher rate
of suicide among men in Western societies arises from cul-
turally determined gender preferences in method choices.
Notwithstanding this, the possibility remains that other
gender-specific factors, such as aggressivity and substance

use, may in some contexts contribute to higher male sui-
cide rates.

The suicide and serious suicide attempt populations
were also discriminated by mood disorder, with those dy-
ing by suicide having a significantly lower rate of mood
disorder (30%) than those making serious suicide at-
tempts (71.2%). There are two possible explanations for
this association. First, it may be that while the develop-
ment of mental disorders (particularly mood disorders)
encourages young people to make suicide attempts, these
disorders may impair the effectiveness of the attempt,
leading to a situation in which mood disorder is more
common among those making serious (but nonfatal) sui-
cide attempts. Alternatively, this result may reflect errors
of measurement in the assessment of psychopathology. It
will be recalled that in order to compare suicide victims,
suicide attempters, and nonsuicidal comparison subjects
on the same basis, data from significant others were used
to form psychiatric diagnoses. It could be suggested that
this might have resulted in the prevalence of mood disor-
ders among those committing suicide being underesti-
mated relative to the prevalence of those making serious
suicide attempts. Significant others would have been able
to confirm the presence of mood disorder among those
making a serious suicide attempt. This would not be possi-
ble in the case of those who committed suicide. In this re-
spect, it should be noted that the rate of mood disorder
found among the suicide series was relatively low (30%)
but was within the range reported in previous psychologi-
cal autopsy studies (16%–76%) (42, 43). At this stage it is
not possible to ascertain which of these explanations is the
more likely. Nonetheless, this result raises the distinct pos-

TABLE 3. Suicide Risk Factors Discriminating Between Fatal and Nonfatal Suicide Attempts in Subjects Under 25 Years of
Age

Risk Factor 

Suicide Group (N=60)
Serious Suicide

Attempt Group (N=125)

Analysis

Unadjusted 
Odds Ratioa 95% CI

Adjusted 
Odds Ratiob 95% CIN % N %

Male gender 49 81.7 57 45.6 5.3** 2.5–11.1 3.7* 1.7–8.2
Current mood disorder 18 30.0 89 71.2 5.8** 2.9–11.3 4.3** 2.1–8.7
a Association between each risk factor and suicide status determined through simple logistic regression.
b Association between risk factor and suicide status following multiple logistic regression in which all variables were included in the model.
*p<0.001. **p<0.0001.

TABLE 4. Suicide Risk Factors Discriminating Between Fatal
and Nonfatal Suicide Attempts in Subjects Under 25 Years
of Age After Adjustment for Lethality of Method

Risk Factor 

Suicide 
Group
(N=60)

Serious Suicide
Attempt Group

(N=125)
Analysis

Adjusted 
Odds Ratio 95% CIN % N %

Male gender 49 81.7 57 45.6 1.0 0.3–3.1
Current mood 

disorder 18 30.0 89 71.2 2.7* 1.1–6.1
Highly lethal 

method 49 81.7 22 17.6 16.0** 5.8–43.8

*p<0.05. **p<0.0001.
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sibility that mood disorder may play a lesser etiological role
in completed suicides than in serious suicide attempts.

The strengths of this study include the multiple-group
comparisons and the relatively large group sizes. The lim-
itations include the focus on medically serious suicide at-
tempts and, as discussed above, possible biases and errors
arising from the use of significant other data used to de-
scribe psychopathology in young people.
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