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PUBLIC HEALTH
Youth suicide prevention

orldwide about 1 million

people die every year by sui-

cide.* In Canada an esti-
mated 3665 individuals commit sui-
cide each year, about 500 of whom are
15—24 years old.” The effects of youth
suicide go beyond the victim, affecting
the parents, friends and communities
of the deceased. Furthermore, youth
who survive a suicide attempt con-
tinue to be at risk for completed sui-
cide, violent death and poor psycho-
logical outcomes. Youth suicide elicits
strong reactions from the public,
policy-makers and health care providers
and has recently been identified as a
public health issue by national and
provincial initiatives.

Comparatively, Canadian youth sui-
cide rates, which have decreased in the
past decade (Figure 1),>* are higher
than the rates in the United States,*
Australia® and the United Kingdom®
(Figure 2) and lower than the rate in
New Zealand.” However, there is sub-
stantial variability in regional rates
across Canada (Table 1).? The rate of
suicide attempts has remained fairly
stable, with youth making up 25% of
associated hospital admissions.® Data
comparing rates of completed suicide
and suicide attempts suggest that at-

Key points of the article

Suicide is the second leading cause of death among youth in Canada and one of the
top 3 causes of death among youth worldwide.

The suicide rate among Canadian youth aged 1519 years is 10.2 per 100 000, with
substantial variation across provinces and territories.

The most substantial risk factors for youth suicide are mental health disorders, fam-
ily history of suicide and previous suicide attempts.

Other risk factors include genetic and neuroendocrine factors, socioeconomic fac-
tors, and environmental and contextual factors.

Suggested prevention strategies are often school-based, with others being community-
based or involving health care professionals.

Scientific evidence for effective prevention strategies is weak, but some interven-
tions, such as early identification and effective treatment of mental health disorders
in youth, show promise.

Canada’s provinces and territories should implement prevention activities that have
the best demonstrated scientific evidence of effectiveness.

tempts are up to 12 times more com-
mon than completed suicides.? There
are sex-related differences in rates,
with completed suicides being about
3—5 times more common among males
and suicide attempts about twice as
common among females.® Table 2
shows the most common methods of
attempted and completed suicide
among Canadian youth.

In general, intentional self-harm
and motor vehicle crashes (sometimes
also intentional) account for almost
60% of deaths among youth in Cana-
da.? Although the rate of death from
suicide varies across regions of the
country, the national rate is about 10
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Figure 1: Rates of suicide among youth aged 15—19 years in Canada, 1979-2004. Data

source for 1979-1998: Langlois et al;’ data s

ource for 2000-2004: Statistics Canada.’
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per 100 000 among youth 15-19 years
old and 14 per 100 ooo among people
20—-24 years old.” Globally, suicide is
one of the top 3 causes of death among
people 15-34 years old.* Suicide ranks
as an important, potentially preventa-
ble cause of death among youth and
thus merits substantial public health
concern.

Suicide risk factors

Recent systematic reviews have high-
lighted the current knowledge pertain-
ing to youth suicide.*>** In Canada,
youth who are older, male, Aboriginal
or white are more likely to commit sui-
cide than are younger adolescents,
children, females and black youth. Be-
sides male sex, characteristics of those
who attempt suicide and those who
complete it are generally similar.** Sui-
cide risk factors among Aboriginal
youth may differ from those influenc-
ing non-Aboriginals; however, sub-
stantial scientifically valid data regard-
ing these issues are lacking,"® and
there is a great need for rigorous re-
search in this area.

Psychiatric disorders are the most
significant risk factor for youth suicide,
with over 9o% of victims found (some-
times post mortem) to have at least
1 mental health disorder.’® The most
common psychiatric diagnoses include
affective, conduct and substance use
disorders. Multiple psychiatric diag-
noses, family history of suicide and
previous suicide attempts increase the
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Figure 2: Rates of suicide among people aged 15-24 years in Canada,’ the United
States,” Australia,” the United Kingdom® and New Zealand.” Rates for Canada were cal-
culated as weighted means for the combined age groups 15-19 and 20—24 years. Rates
for the United Kingdom were calculated as weighted means for the combined male and

female groups.

risk of suicide. Because youth is the life
stage associated with onset of major
mental health disorders,™ it is not sur-
prising that suicide rates also rise in
this age group.

Genetic and neuroendocrine stud-
ies have pointed to a number of factors
that may be involved in suicidal behav-
iour independent of the neurobiology
of affective disorders. These include
low concentrations of serotonin meta-
bolites (e.g., 5-hydroxytryptamine) and
variations in genes related to serotonin
synthesis (tryptophan hydroxylase),
transport (SERT), signaling (HTRIA,
HTR2A and HTR1B) and catabolism
(MAOA).* The relative or interactive
effects of these factors are not yet
understood.

In addition, a number of studies have
attempted to link socioeconomic factors
and suicide risk. Sexual orientation, so-
cial disadvantage, non-intact family of
origin, parental history of mental health
disorders, family history of suicidal be-
haviour, personal history of childhood
physical or sexual abuse, and dysfunc-
tional parent—child relationship have all
been studied as risk factors for youth
suicide.* The causality or effect size of
these factors is uncertain.

Other factors include suicide conta-

gion and suicide clusters. The spatial or
temporal clustering of suicides is more
common among youth than among
people in other age groups. Suicide
contagion, a term for the spread of sui-
cidal activity usually with reference to
media influences, may be associated
with sensationalist media reporting of
suicide events in the community.*
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Interventions

Strategies for suicide prevention fre-
quently focus on risk factors. Ideally
these strategies should target risk fac-
tors that have been shown to be both
causal and modifiable. The scientific
evidence for effective interventions is
weak, but some strategies show prom-
ise.’>™ Much research in this area has
suffered from substantial methodologi-
cal problems, including but not limited
to nonrandomization of interventions,
the use of surrogate outcome meas-
ures, inadequate sample sizes and
short duration of evaluation.

Suicide awareness curricula are often
used as part of school-based suicide pre-
vention strategies. However, there is lit-
tle substantial evidence to support their
implementation.* Promising school-
based programs include screening stu-
dents for mental health problems and
referring them to mental health profes-
sionals and providing teachers with
“gatekeeper” training to recognize de-
pression and other mental health disor-
ders in students and to learn the pro-
cedures for referral to mental health
services. Two other school-based stra-
tegies popularly considered to be effec-
tive are peer helper programs and post-
vention (suicide prevention activities,
such as crisis debriefing interventions,
aimed at youth recently exposed to a

Table 1: Suicide rates among youth aged 15-19 years in Canada, 2000-2004

Suicide rate per 100 000

Province/territory* Overall Male Female
British Columbia 7.0 10.6 3.1
Alberta 11.5 17.4 5.4
Saskatchewan 15.3 20.8 9.5
Manitoba 16.9 24.1 9.4
Ontario 6.5 9.5 3.3
Quebec 14.6 21.2 7.7
New Brunswick 9.4 14.5 4.1
Nova Scotia 4.4 6.8 1.9
Newfoundland and Labrador 9.9 15.3 4.2
Northwest Territories 36.9 68.4 0.0
Nunavut 364.4 577.1 147.0
Canada 10.2 15.0 5.1
Source: Statistics Canada.?
*There were no data for Yukon Territory.
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Table 2: Methods of attempted and completed suicide

% of cases*

Method Attempted suicide Completed suicide
Poisoning 83 26

Cutting or piercing ) 2
Hanging, strangulation

or suffocation 2 39
Firearms = 22

Other 5 13

*Percentages may not sum to 100% because of rounding. Source for suicide attempts: Canadian Institute
for Health Information;® source for completed suicides: Langlois et al.?

suicide). However, these strategies are
not supported by sufficient positive
evidence to substantiate widespread or
unqualified use.***

Community-based suicide preven-
tion strategies often target access to
methods for self-harm, a known and
modifiable risk-factor for suicide. For
example, construction of bridge safety
barriers, detoxification of cooking gas
and car exhaust, changes to packaging
of analgesics and restriction of fire-
arms have all been cited as possible
prevention strategies.*®** However,
difficulty in measuring direct effects of
interventions in the presence of secular
trends in suicide rates, coupled with
the potential for method substitution,
contributes to controversy surround-
ing the long-term effectiveness of
these strategies.

Two other community-based
strategies involve the education of
media regarding responsible report-
ing of suicides and the provision of
crisis hotlines. Media education pro-
grams have been associated with re-
duced suicide rates in Austria.*® As for
crisis hotlines, there is little substan-
tial evidence for their effectiveness in
reducing suicide rates.*>*°

One promising approach to suicide
prevention using the health care sys-
tem is the training of primary care
physicians to recognize, treat and, if
necessary, refer patients with mental
illness, especially depression.?® Since
the treatment of depression has been
associated with decreased suicide rates
and suicide attempts among youth,*>*
the effective early treatment of depres-
sion is an approach that targets a
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causal as well as a modifiable risk fac-
tor. In a national survey about mental
health and illness in youth, most of the
youth who participated reported that
primary care physicians were their first
choice for point of contact in case of
distress.”® However, in a study assess-
ing the standard of care for pediatric
attention-deficit hyperactivity disorder
and depression in a region of Ontario,
less than 12% of the family physicians
surveyed reported comfort in their
ability to recognize and treat depres-
sion in youth.* Since training has been
found to increase physician identifica-
tion of suicidal patients* and to im-
prove treatment of depression and de-
crease suicide rates,?® it should be
more widely available.

A recent clinical report published by
the American Academy of Pediatrics
Committee on Adolescents under-
scores the critical role of primary care
physicians in the screening, recogni-
tion, treatment and referral of youth
with mood disorders or suicide risk.”
This document recommends that pedi-
atricians educate themselves and serve
as a resource to the community about
these issues (Box 1).

Conclusion

Youth suicide is an important public
health issue. However, many of the
prevention activities currently in place
or identified in provincial strategies
have not been shown to reduce suicide
rates.* Strategies proven effective in
reducing suicide rates, such as early in-
tervention for youth with mental
health disorders, are often not avail-
able.?® As such, there is a misalign-
ment between the suicide prevention
approaches most often implemented
and the approaches that have to date
been shown to be most effective.
Unless suicide prevention strategies
are developed and delivered on the basis
of the best available evidence of effec-
tiveness, health providers, parents, edu-
cators, politicians and the community
may invest in programs that are ineffec-
tive or even harmful and deprive youth

during routine history taking.

suicide prevention.

antidepressant medications.

management of mood disorders.
on this issue.
associated risks.

packages.

Box 1: Advice for primary care physicians for the screening, recognition,
treatment and referral of youth with mood disorders or suicide risk

» Ask questions about mood disorders, suicidality and other suicide risk factors
» Work with families and other health care professionals to meet the needs
(psychiatric and medical) of suicidal youth.

« Become familiar with all available resources for psychiatric treatment and

o Educate yourself and your patients about the benefits and risks of

« Closely monitor patients with depression.
« Consider additional training and continuing education in the diagnosis and

+ Know the risk factors for youth suicide and act as a resource to the community
» Enquire about the presence of firearms in the home and educate parents about

« Advocate for the inclusion of mental health services in health insurance benefit

Source: American Academy of Pediatrics Committee on Adolescence.?”
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