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Abstract

Background—Mozambique was recently estimated to have the highest suicide rate in Africa.

Aims—To fill a knowledge gap on suicide attempts and deaths in Mozambique.

Method—We reviewed a census of 898 emergency psychiatric consultations from March 2013 to 

July 2014 and 1,173 violent death autopsy records from June 2011 to August 2014 at Beira 

Central Hospital in Sofala, Mozambique.

Results—In all, 18.0% of emergency psychiatric consultations were suicide attempts. Females 

were disproportionately represented (68.3%, p < .001), and the mean age was 26.8 years. Rat 

poison was used in 66% of attempts, followed by unspecified methods (19.8%), and unspecified 

poisoning (6.8%). Of the violent death autopsies, 10% were suicides. Suicide deaths were more 
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likely to be male (67.3%, p < .001), and the mean age was 30.8 years. Common methods were 

hanging (43.2%), unspecified substance (28.0%), or rat poison (26.3%). Common places of death 

were the hospital or hospital transit (46.4%) and the household (35.7%). Female suicide deaths 

more often involved toxic substances and males more often employed hanging.

Conclusion—Females more often present with suicide attempts, but deaths due to suicide are 

more frequent among males. Females more often use toxic substances, whereas males more often 

use lethal methods, such as hanging. Policies to reduce the availability or toxicity of rat poison 

should be considered.
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Over 800,000 individuals globally are estimated to have died from suicide in 2012 (World 

Health Organization [WHO], 2014), although this number is very likely an under-estimate 

due to misclassification of suicide deaths (Rockett & Thomas, 1999) as well as limited 

coverage of vital registration (Mathers, Fat, Inoue, Rao, & Lopez, 2005) and autopsy 

systems (Kapusta et al., 2011) in many countries. Trends in suicide rates have shown 

disparate patterns globally over the past decade. While estimated suicide rates have dropped 

over 45% in low- and middle-income countries (LMICs) in the Western Pacific Region, rates 

have increased over 35% in LMICs in the African region (WHO, 2014). Across all 

countries, there are an estimated 1.9 male suicides for every female suicide and 20 suicide 

attempts for each completed suicide (WHO, 2014). Unfortunately, WHO member states only 

report suicide mortality statistics; globally there are no official or routinely collected data on 

suicide attempts.

Sex ratios for completed suicide differ markedly across the world, most often attributed to 

differences in methods of suicidal behavior and specific sociocultural factors (Biddle et al., 

2010; Booth, 1999; Gunnell & Eddleston, 2003; Park, Ahn, Lee, & Hong, 2014; Phillips, Li, 

& Zhang, 2002; Phillips, Yang, et al., 2002). Globally, women are more likely to attempt 

suicide, but often employ a less lethal method than males do, leading to the so-called suicide 

paradox whereby females are more likely to attempt suicide but males have higher rates of 

death due to suicide (Bertolote et al., 2005; Nock et al., 2008; Schrijvers, Bollen, & Sabbe, 

2012). This is not the case in China, where females have historically had higher rates of 

completed suicide than males, although this pattern has been changing rapidly. This 

distinctive pattern of high rates of female suicide in China has been attributed to elevated 

rates of completed suicide among rural women using highly toxic dichlorvos and parathion 

organophosphate pesticides, along with unique sociocultural factors in China (Eyer et al., 

2003; Hendin et al., 2008; Meng, 2002; Phillips, Li, et al., 2002; WHO, 2014; Zhang & Ma, 

2012).

A number of risk factors for death due to suicide have been consistently observed across 

countries and cultures, including: the presence of a mental disorder, family history of 

psychopathology, stressful life events in the past month, young or old age, low 

socioeconomic status, and previous suicide attempts (Phillips, Yang, et al., 2002; 

Vijayakumar, John, Pirkis, & Whiteford, 2005; Vijayakumar & Rajkumar, 1999; Yoshimasu, 
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Kiyohara, & Miyashita, 2008). Across eight diverse emergency-care settings in LMICs, self-

poisoning has been identified as the primary method of attempted suicide across all 

locations, accounting for 69–98% of attempts. In neighboring South Africa, 71% of suicide 

attempts identified in the ER were female and the mean age was 21 years (Fleischmann et 

al., 2005). Of 300 attempted suicides presenting at the Department of Emergency Medicine 

at a large referral hospital in Dar es Salaam, Tanzania, the mean age of attempted suicide 

was 23.7 years, 68.7% of attempts were females, and 91% of attempts employed self-

poisoning in the form of medication or poison (Ndosi & Waziri, 1997). In a South African 

study of patients seen for a suicide attempt at a referral hospital in Bloemfontein, the median 

age of patients was 22 years, 68.9% were female, and drug overdose was the most common 

method of attempt (du Toit et al., 2008).

Previous suicide prevention efforts in diverse settings have focused on: (a) reducing the 

availability or toxicity/danger of commonly used suicide methods such as pesticides, 

domestic gasoline, or handguns; (b) media interventions to ensure responsible reporting 

practices around suicide to limit imitation or glamorization of suicide; (c) school-based 

interventions around crisis management and coping skills; and (d) ensuring positive attitudes 

toward suicidal patients and understanding of local idioms of distress among medical 

professionals (Bhana, Petersen, Baillie, Flisher, & The Mhapp Research Programme 

Consortium, 2010; Etzersdorfer, Vijayakumar, Schony, Grausgruber, & Sonneck, 1998; 

Hagaman et al., 2013; Hendin et al., 2008; Khan, 2005; WHO, 2001, 2008a, 2008b). Up to 

45% of individuals who die by suicide visit their primary care physician within 1 month of 

suicidal death and over 75% of suicide deaths have contact with their provider within 1 year 

of death, highlighting the missed opportunities for prevention without adequate integration 

of mental health and targeted suicidal screening into primary care settings (Luoma, Martin, 

& Pearson, 2002).

According to the 2014 WHO world suicide report, Mozambique has the seventh highest 

suicide rate in the world (27.4/100,000), with a rate over double the global average of 11.4 

per 100,000 (WHO, 2014). However, Mozambique has no published national suicide 

statistics, no comprehensive vital registration system, and, to our knowledge, there are only 

two peer-reviewed publications that mention suicide. The first details that suicides made up 

4.2% of deaths due to injury in Maputo City in the year 2000 (Nizamo, Meyrowitsch, 

Zacarias, & Konradsen, 2006), and the second indicates that, of injury-related maternal 

deaths from 1991 to 1995 in Maputo, 33% were due to suicide (Granja, Carla, Zacarias, & 

Bergstrom, 2002).

In terms of emergency room (ER) psychiatric services for self-harm, at psycho-trauma 

centers in northern Uganda, 5.2% of consultations were for suicide attempts (Nakimuli-

Mpungu et al., 2013). In South Africa, 17.7% of all consultations of youth under age 19 

referred in a psychiatric department were for attempted suicide (Schlebusch, 1985). In 

Ethiopia, 19.2% of patients attending an adult outpatient psychiatry clinic had previously 

attempted suicide, with the most common attempt method being hanging (Mekonnen & 

Kebede, 2011). In Malawi, deaths due to suicide accounted for 17% of autopsies conducted 

at the Queen Elizabeth Central Hospital, with a mean age of 33.4 and 77% of deaths being 

male; in this setting the most common method of suicide death was self-poisoning with 
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carbamate rat poison or organophosphate pesticides (79%), followed by hanging (19%; 

Dzamalala, Milner, & Liomba, 2006). In Uganda, a retrospective review of suicide death 

records found a mean age of 30.6, a majority of suicide deaths among males (77%), and 

hanging as the most common method of death (63%), followed by self-poisoning (26%; 

Kinyanda, Wamala, Musisi, & Hjelmeland, 2011).

To date, there are no peer-reviewed studies in Mozambique on the epidemiologic profile 

(age, gender profile, method used) of suicide deaths. In addition to a lack of detailed 

understanding around suicide deaths in Mozambique, there are no peer-reviewed studies in 

Mozambique detailing the demographic and epidemiologic profile of utilization of ER 

psychiatric services, including suicide attempts.

The purpose of the present study was to address these gaps in the mental health literature, 

representing the first assessment of attempted suicide identified in the ER by age, sex, and 

diagnosis, as well as analyzing deaths due to suicide and suicide methods used. We aim for 

these data to inform future policies and programs to improve the prevention, care, and 

treatment for mental disorders and suicidal behavior across Mozambique and other similar 

LMICs.

Method

Study Setting

Sofala Province, Mozambique, has approximately two million inhabitants (United States 

Central Intelligence Agency, 2014a) and 14 psychiatric technicians, two adult psychiatrists, 

one child psychiatrist, and 11 clinical psychologists providing mental health services 

operating out of 18 health facilities. Twelve of 13 districts have at least one clinic providing 

outpatient mental health-care services, primarily located at large central or district-level 

referral hospitals. In the Mozambican system, psychiatric technicians can diagnose and 

prescribe psychotropic medications following a 2-year training program in place since the 

first cadre graduated in 1996 (dos Santos, 2011).

The Beira Central Hospital is one of three quaternary-level specialist facilities nationwide 

and provides the largest number of outpatient psychiatric consultations of any facility in 

Sofala Province, in addition to inpatient and emergency room psychiatric services. Adult 

outpatient, inpatient, and emergency psychiatric services at the Beira Hospital are staffed by 

two adult psychiatrists (one Mozambican and one Cuban), two psychiatric technicians, and 

three clinical psychologists. All Mozambican Ministry of Health clinics use the International 

Classification of Diseases, Tenth Edition (ICD-10) code (WHO, 1992) system to categorize 

diagnoses of mental disorders.

Emergency Room Record Review

We reviewed 898 ER psychiatric consultations, representing a census of those conducted at 

Beira Central Hospital in Sofala, Mozambique, from March 2013 to July 2014. At intake to 

the ER, if the attending provider recognizes that a given patient has an issue that is 

psychiatric in nature, they refer the patient to the on-call psychiatric specialist (psychiatrist 

or psychiatric technician) to conduct a specialized psychiatric consultation. The ER 
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psychiatric consultation registries are hand-written, bound books filled out by the psychiatric 

specialist at the time of consultation and include the variables of: date of consultation, age, 

gender, visit number (first visit or second+ visit), and diagnosis. Two abstractors entered 

data in Excel (Version 2013). Inconsistencies between data abstractors and illegible hand-

writing were resolved by revisiting the registry and cross-checking with the psychiatric 

specialist responsible for a given entry.

Legal Medicine Record Review

We reviewed 1,173 autopsies for violent deaths, representing a census of those conducted at 

Beira Central Hospital legal medicine department from June 2011 to August 2014. For 

suicide data, two data abstractors entered data in Excel 2013, and any inconsistencies 

between data abstractors or illegible handwriting were resolved by revisiting the registry 

and/or crosschecking with the legal medicine expert responsible for the registry entry. All 

available variables were abstracted and included: age, sex, race, date of autopsy, location of 

death, and cause of death.

Statistical Analyses and Variable Classification

ER diagnoses were tabulated and two-sample t tests were used to compare the continuous 

age distributions of subjects with each diagnosis with the mean age of the rest of the sample. 

Chi-squared tests were used to test for gender differences among diagnoses. Fisher’s exact 

test was used if any cell was less than 5. Owing to reviewer concerns about missing data and 

multiple testing, we used a Bonferroni adjustment for the 11 statistical tests of diagnostic 

categories, resulting in an alpha level of 0.05/11, or 0.0045. Little’s test (Little, 1988) was 

implemented to test for the missing completely at random (MCAR) assumption for all ER 

covariates (age, gender, % first visit); this resulted in a p value of .21, failing to reject the 

null hypothesis of MCAR.

Suicide death records were tabulated by suicide method, and procedures similar to the 

aforementioned ones were used to compare the continuous age distributions of each method 

(two-sample t tests), as well as gender differences (χ2 tests or Fisher’s exact). For each 

suicide method, the three most common places of death were tabulated. A one-sample test 

for proportions using the null hypothesis of 50% female and 50% male was used to test 

gender differences among all suicide deaths. Little’s test applied to age and gender resulted 

in a p value of .44, failing to reject the null hypothesis of MCAR. A Bonferroni adjustment 

was applied for the five statistical tests of suicide methods, resulting in a p-value cut-off of .

05/5, or .01. We used Stata 13 for all statistical analyses.

Results

Emergency Room Psychiatric Consultations

Of those without missing data (83.4% for age, 89.8 for gender, and 92.2 for visit number), 

the mean age of ER consultations was 30.0 (SD = 11.5), 59.1% of consultations were males, 

and 64.5% were first-visit consultations (see Table 1). A total of 149 (16.6%) records were 

missing data for age, 92 (10.2%) for gender, 70 (7.8) for visit number, and 30 (3.3%) were 

missing diagnostic information. Those missing gender information had a mean age of 30.1 
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years (SD = 13.1), and 29.4% (n = 27) were diagnosed with delirium, 21.7% (n = 20) with a 

suicide attempt, and 17.4% (n = 16) with psychomotor agitation. Of those missing age 

information, 46.0% were female (n = 63), and 27.5% (n = 41) were diagnosed with delirium, 

17.5% (n = 26) with psychomotor agitation, and 14.8% (n = 22) with a suicide attempt.

Of the 898 ER psychiatric consultations, 18% (n = 162) were due to suicide attempt, with 

other common consultations for delirium (n = 259, 28.8% of consultations), psychomotor 

agitation (n = 132, 14.7%), psychosis (n = 66, 7.3%), and behavioral disorder due to 

psychoactive substance use (n = 52, 5.8%). Intoxication by rat poison (known locally as 

Ratex) was the most common method of suicide attempt (n = 107, 66.0% of attempts), 

followed by unspecified method (n = 32, 19.8%), unspecified medication intoxication (n = 

11, 6.8%), and unspecified chemical intoxication (n = 5, 3.1%; see Table 2). Those 

presenting for a suicide attempt were significantly younger (mean age = 26.8 years, p < .

001) than the average psychiatric ER patient, and were significantly more likely to be female 

(68.3% female, p < .001; Table 2).

Suicide Deaths From Legal Medicine Violent Death Autopsy Records

Of the 1,173 autopsies for violent death conducted from June 2011 to August 2014, 118 

(10.1%) were suicides, with other common records being accidents (n = 777, 66.2%), 

homicides (n = 185, 15.8%), and natural deaths (n = 93, 66.2%). The mean age of suicide 

deaths was 30.8 (SD = 15.8, range = 11–81), and there were significantly more male deaths 

(n = 76, 64.4% male, p < .001; Table 1). Seven individuals (5.9%) were missing age 

information and five (4.2%) were missing gender information. Missing age and gender data 

were co-occurring: of the seven individuals missing age information, four were missing 

gender information, and of the five individuals missing gender information, four were 

missing age information. Of those with missing age data, 57% (n = 4) died by hanging and 

43% (n = 3) died by rat poison. Of those with missing gender data, 40% (n = 2) died by 

hanging, 40% (n = 2) died by rat poison, and 20% (n = 1) died by unspecified toxic 

substance.

The most common method of completed suicide was hanging (n = 51, 43.2%), followed by 

unspecified toxic substance (n = 33, 28.0%), intoxication by rat poison (n = 31, 26.3%), 

jumping from a high place (n = 2, 1.7%), and asphyxia (n = 1, 0.8%; Table 3). Men more 

often employed hanging (22.5% female) and women more often employed an unspecified 

toxic substance (46.9% female), although this difference was not statistically significant 

after controlling for multiple comparisons (p = .04). The majority of deaths for toxic 

substance ingestion occurred at the hospital (54.8%–75.0%), whereas the majority who used 

hanging died in their household (n = 31, 67.4%).

Discussion

This study sought to elucidate the epidemiologic profile of suicide attempts within the 

emergency care setting, as well as suicide deaths from violent death autopsies conducted at a 

large referral hospital in Sofala, Mozambique. We found that suicide attempts were the 

second most common cause of ER psychiatric visits in Central Mozambique, following 

delirium. Individuals presenting for suicide attempts were predominantly young females 
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(2.2:1 female-to-male ratio) who had ingested rat poison. By contrast, suicide deaths were 

most often young males (2.1:1 male-to-female ratio) who had ingested a toxic substance or 

employed hanging.

Our data indicate that the Mozambican suicide profile is similar to well-established Western 

suicide patterns whereby women attempt suicide at a higher rate than males, but die from 

suicide at lower rates, potentially due to the use of less-deadly suicide methods. Our findings 

are in line with a recent systematic review of suicidal behavior in African countries, finding 

that the most frequent methods of suicide across diverse settings are hanging and pesticide 

poisoning, and that men are, on average, around three times as likely to die from suicide as 

women (Mars, Burrows, Hjelmeland, & Gunnell, 2014). Our findings that females make up 

68% of attempted suicide patients parallels similar studies conducted in Tanzania and South 

Africa, finding that females made up between 69 and 71% of attempted suicides in hospital 

settings (du Toit et al., 2008; Fleischmann et al., 2005; Ndosi & Waziri, 1997). Furthermore, 

our finding of 64% of suicide deaths among males is similar to other retrospective autopsy 

reviews in Malawi and Uganda, which both found that 77% of suicide deaths occurred 

among males (Dzamalala et al., 2006; Kinyanda et al., 2011).

That both suicide attempts and deaths were mostly among young individuals (48% of deaths 

under age 26) is not necessarily surprising given the young age structure of the population in 

Mozambique (67% of the population is under the age of 25 (United States Central 

Intelligence Agency, 2014b), yet highlights the importance of targeting youth and teenagers 

in future suicide prevention interventions. In our sample, suicide deaths were an average of 4 

years older than suicide attempts, a trend that is similar across other studies in sub-Saharan 

Africa (du Toit et al., 2008; Dzamalala et al., 2006; Fleischmann et al., 2005; Kinyanda et 

al., 2011; Ndosi & Waziri, 1997). The preponderance of suicide attempts and deaths 

attributable to the ingestion of rat poison is similar to high rates of carbamate rodenticide 

self-poisoning in Malawi, suicide attempt case reports from Nigeria, and unintentional and 

intentional poisonings in South Africa (Dzamalala et al., 2006; Eze, 2014; Veale, Wium, & 

Muller, 2013).

Given that the majority of suicide deaths in our sample follow the ingestion of a toxic 

substance, and that a combined 64% of these patients die only after reaching the hospital, the 

improvement of hospital treatment protocols and training of emergency providers in 

poisoning interventions could have a significant effect on survival rates. Additional mixed-

methods implementation science could target increased access and effectiveness of 

emergency transport or improved linkages and referral networks for patients at rural or 

peripheral facilities. Assessing and implementing strategies to manage stigma toward suicide 

and, more generally, to individuals suffering from mental health issues among the general 

population and health-care workers may be essential to obtain more accurate reporting of 

suicide and suicide attempts (Hagaman et al., 2013). Furthermore, the potentially 

stigmatizing attitudes of health workers, as well as the community as a whole, toward 

suicide victims likely decreases help-seeking and may negatively influence health worker 

behavior toward the care and treatment for suicide victims (Keusch, Wilentz, & Kleinman, 

2006; Osafo, Knizek, Akotia, & Hjelmeland, 2012).
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The next steps for these analyses could be to conduct specific mixed-method studies on: (a) 

community and health worker stigmatizing attitudes toward suicide victims and associated 

family or friends; and (b) death rates for suicide attempts with various methods to determine 

how to better improve treatment and suicide case-fatality rates. Future studies could focus on 

rural areas, as they may have higher suicide case-fatality rates, either due to less access to 

effective treatments or the use of different suicide methods, such as fertilizer, which may 

have higher death rates.

Mixed-method studies should additionally be conducted to understand why rat poison is so 

frequently used and to determine other common methods used for suicide attempts in rural 

and urban areas. Policies shown to be effective in other LMIC settings should then be 

adapted and tested around potential restriction of access to these common toxic substances, 

such as the use of safe storage boxes, or the reformulation of pesticides to be less toxic 

(Bhana et al., 2010; Etzersdorfer et al., 1998; Hagaman et al., 2013; Hendin et al., 2008; 

Khan, 2005; Konradsen et al., 2007; WHO, 2001, 2008a, 2008b). Historically, many deaths 

in the United States were linked to unintentional and intentional poisoning by highly toxic 

carbamate rodenticide (Waseem, Perry, & Bomann, 2010), leading to policies restricting 

public access to these substances and the substitution of Coumadin and other long-acting 

derivatives that are considered relatively safe (Centers for Disease Control and Prevention, 

1997). More generally, residential access to organophosphate pesticides in the United States 

has been limited since the 1996 Food Quality Protection Act, which rapidly led to a 62% 

decrease in hospitalizations linked to organophosphate exposures from 1995 to 2004 

(Sudakin & Power, 2007). Similar local, national, and regional regulatory policies and 

systems-level interventions are necessary to avoid preventable deaths from the ingestion of 

highly toxic rodenticides or other organophosphate poisons in LMICs; however, 

enforcement of bans on toxic substances can prove difficult, as South Africa has experienced 

following its 2012 ban on the toxic carbamate rodenticide Aldicarb (London & Rother, 

2013). While it is easier to affect pesticide restriction/toxicity than restricting access to 

means of hanging, prevention interventions for hanging could center on changing 

perceptions of hanging as an easy, painless, effective, or rapid method of suicide (Biddle et 

al., 2010).

With the well-established connection between media reporting practices and the potential for 

suicide contagion, efforts could be directed toward policies and norms around suicide 

reporting in Mozambique. Case-control and other population-based epidemiologic studies 

should be prioritized to understand the population burden of suicidal behavior and 

Mozambican-specific risk factors for suicide attempts or deaths. Currently, less than 1% of 

the population is estimated to have access to basic mental health services in Mozambique 

(WHO, 2011); thus, the improved integration of mental health care, depression/mood 

disorder screening, and suicide prevention into primary care could have a positive impact on 

population rates of suicide attempts and deaths.

One major limitation of the present analyses is that our data are exclusively from one large 

referral hospital serving the northern region of Mozambique. While our data are a census of 

available records from this central hospital, we have no clear understanding of the 

population coverage of these suicide attempt or death data. Previous efforts to improve vital 
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registration systems in Mozambique have often excluded violent deaths from natural deaths. 

Going forward we urge these systems to be financed and built in parallel, rather than in a 

fragmented fashion – all deaths should be treated equally, whether violent or natural. In the 

shorter term, efforts should be made to triangulate all available suicide death information to 

estimate population and subpopulation burden. While the WHO has recently published data 

indicating that Mozambique has the highest suicide rate in Africa, the current low levels of 

vital registration, lack of an effective national reporting system on violent cause of death, 

lack of transparency in data sources used for the WHO estimates for Mozambique, and the 

lack of other rigorous peer-reviewed population-level suicide analyses preclude any strong 

statements regarding the validity of the published WHO statistics.

Another limitation centers on missing information regarding age, gender, and visit number. 

This issue was most pronounced in the ER psychiatric review, with 17% of age information, 

10% of gender information, and 8% of visit number information missing. We cannot rule out 

systematic causes of missing data, although we hypothesize that missing data are a random 

subset of the dataset as the pattern of emergency diagnoses for those missing age or gender 

information mirrors that seen in the full sample. In addition, the age patterns of those for 

whom gender information was missing and the gender distribution of those for whom age 

data were missing also do not deviate significantly from those seen in the full sample.

Last, given the highly stigmatized nature of suicide attempts and deaths in Mozambique, it is 

likely that those who seek care from an ER setting or those who have their death registered 

in local records may differ systematically from those missed by these routine systems. 

However, violent death registration and autopsy coverage is supposed to cover the entire 

population catchment area of the Beira Central Hospital.

Conclusion

The majority of suicide attempts and deaths in Sofala, Mozambique, are among young 

individuals under the age of 30 who ingest toxic substances, with the single most common 

substance being rat poison. Females more often attempt suicide using toxic substances, 

while males make up the majority of suicide deaths and more often use hanging. Given 

recent WHO publications highlighting Mozambique as having the highest suicide rate in 

Africa, and seventh globally, this initial systems-level study should urgently be followed up 

with larger population-based studies to determine the risk factors, burden, and epidemiologic 

profile of suicide attempts across Mozambique. Policies and interventions to decrease 

access, toxicity, and/or allure around utilizing rat poison as a suicide method should be 

concurrently examined. Regional approaches may be necessary to regulate the sale and 

current widespread availability of highly toxic organophosphate pesticides and rodenticides 

in southern Africa. Systems-level assessments should be carried out to ensure those who 

attempt suicide receive optimal care given the constraints on the public-sector health system 

in Mozambique.
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Table 1

Demographic characteristics of 898 emergency room (ER) psychiatric consultations conducted March 2013 to 

July 2014 and 118 suicide deaths from autopsies conducted June 2011 to August 2014 at Beira Central 

Hospital, Sofala Province, Mozambique

Characteristic 898 ER psychiatric
consultations

118 suicide deaths

N (%) unless noted N (%) unless noted

Age, M (SD) 30.0 (11.5) 30.8 (15.8)

 <18 36 (4.0) 19 (16.1)

 18-25 274 (30.5) 38 (32.2)

 26-35 273 (30.4) 19 (16.1)

 36-45 100 (11.1) 14 (11.9)

 46-55 28 (3.1) 10 (8.5)

 56+ 38 (4.2) 11 (9.3)

 Missing 149 (16.6) 7 (5.9)

Gender

 Female 330 (36.8) 37 (31.4)*

 Male 476 (53.0) 76 (64.4)*

 Missing 92 (10.2) 5 (4.2)

Visit number

 1 534 (59.5) Not recorded

 2+ 294 (32.7)

 Missing 70 (7.8)

Note.

*
p < .001 using one-sample test for proportion with null hypothesis of 50% female, 50% male.
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Table 2

Proportion of consultations for suicide attempt, along with: visit number, age, and gender breakdown of 898 

patients seeking care from emergency room psychiatric services from March 2013 to July 2014 at Beira 

Central Hospital, Sofala Province, Mozambique

Consultation type (n, %)
a Mean age (SD) Percent female % First visit

All other consultations combined (706, 78.6) 30.7 (11.7)* 35.2* 58.2*

Suicide attempt (162, 18.0) 26.8 (10.1)* 68.3* 89.5*

 Chemical intoxication – rat poison (107, 66.0) 26.9 (9.9)* 65.5* 88.0*

 Suicide attempt – unspecifed (32, 19.8) 27.9 (12.3) 68.8* 90.3*

 Medication intoxication – unspecifed (11, 6.8) 24.9 (7.5) 81.8 90.0

 Chemical intoxication – unspecifed (5, 3.1) 21.8 (5.5) 80.0 100.0

 Chemical intoxication – battery acid (3, 1.9) All missing 100.0 100.0

 Chemical intoxication – batteries (2, 1.2) 24 (0) 50.0 100.0

 Chemical intoxication – gasoline (1, 0.62) Missing 100.0 100.0

 Suicide attempt – hanging (1, 0.62) 36 (0) 100.0 100.0

Missing consultation data (30, 3.3) 30.8 (10.9) 32.0 74.1

Note.

a
Percentages for subgroupings are out of the subgroup total, not out of the total N = 898.

*
Signifcantly different from the average age, gender distribution, or % first visit using Bonferroni adjustment for 11 statistical tests, resulting in p-

value cut-off of .05/11 = .0045.
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Table 3

Most common suicide methods and place of death by age and gender for 118 suicide deaths from violent death 

autopsies conducted June 2011 to August 2014 at Beira Central Hospital’s legal medicine department, Sofala 

Province, Mozambique

Suicide method (n, %)
a Mean age (SD) Proportion female Three most common places of death (n, %)

Hanging (51, 43.2) 33.7 (18.2) 22.5 Household (31, 67.4)

Transit to hospital (3, 6.5)

In public (3, 6.5)

Missing (5, 9.8)

Toxic substance – unspecifed (33, 28.0) 27.5 (13.0) 46.9 Beira Central Hospital (24, 75.0)

Household (3, 9.4)

In public (3, 9.4)

Missing (1, 3.0)

Chemical intoxication – rat poison (31, 26.3) 29.0 (14.6) 34.5 Beira Central Hospital (17, 54.8)

Household (5, 16.1)

Transit to hospital (3, 9.7)

Missing (0, 0)

Jumped from high place (2, 1.7) 35 (2.8) 50.0 Beira Central Hospital (2, 100.0)

Missing (0, 0)

Asphyxia (1, 0.8) 51 (0.0) 0.0 Household (1, 100.0)

Missing (0, 0)

Note.

a
No missing data for suicide method.

*
Signifcantly different from the average age, gender distribution, or % frst visit using Bonferroni adjustment for fve statistical tests of suicide 

methods, resulting in a p-value cut-off of .05/5 = .01.
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