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In the past two decades, suicidal
behavior has gained recognition
as a serious problem worldwide.

Suicide is the eighth leading cause of
death in the United States (1), and in
developed regions worldwide it ranks
ninth among causes of death (2). The
greatest predictor of eventual suicide
is parasuicide, which, defined broadly
(3), includes both suicide attempts
and deliberate self-harm inflicted
with no intent to die. A review by
Gunnell and Frankel (4) indicated
that 30 to 47 percent of suicide com-
pleters had a prior history of parasui-
cide. Other researchers report similar
results (5–9).

Little epidemiological information
about parasuicidal individuals is

available. National data on parasui-
cide are not collected in the United
States or in Europe (10), but esti -
mates suggest that the rate of at-
tempted suicide may be about ten
times the suicide rate (11,12). Al-
though national costs of parasuicide
have yet to be calculated, several
studies indicate that the toll in terms
of psychiatric services is significant
(13–15). A review of the literature
seems timely to consolidate available
information and to direct future ef-
forts in this area. This review evalu-
ates research published during the
past two decades on the rate of para-
suicide in the general population.
Methodological problems and risk
factors are also discussed.

Methods
Studies of the epidemiology of para-
suicide in the general population
from 1970 through June 2000 were
identified in searches of the PsycIN-
FO and MEDLINE databases using
keywords such as attempted suicide,
parasuicide, self-mutilation, self-
harm, and self-injury along with epi-
demiology, rates, prevalence, and in-
cidence. Studies in English that pro-
vided data based on a representative
population sample and calculated in-
cidence or prevalence rates were in-
cluded in the review. Articles focus-
ing exclusively on self-poisoning or
any other specific method of parasui-
cide were excluded, as were studies
on subsamples such as adolescents or
psychiatric patients.

Twenty studies were examined. Ar-
ticles on major risk factors for para-
suicide were reviewed as well, but
they were not subject to the above
criteria. Methodological details are
listed in Table 1, and parasuicide
rates from studies based on medical
records and population surveys are
listed in Tables 2 and 3, respectively.
Because of methodological inconsis-
tencies across studies, a meta-analysis
was not attempted.

Results
Methodological problems
Attempted suicide and deliberate
self-harm that is not suicidal in nature
are very different behaviors. In re-
search literature on suicidal behavior,
however, the two are often blurred to-
gether. Self-injurious behavior is of-
ten labeled a suicide attempt, and
thus people who never intended to
kill themselves are included in sam-
ples of “suicide attempters” (16–19).
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If intent is considered, it is often in-
ferred on the basis of circumstances
of the parasuicide (3) in a variety of
different ways across studies. This un-
certainty is especially problematic in
light of evidence demonstrating the
importance of stated intent (20,21).
Intent is difficult to evaluate and has
therefore been left out of major re-
search on parasuicide (22), although
some promising results suggest that it
can be reliably assessed (23).

The term parasuicide was coined in
an attempt to bring clarity to this sit-
uation (24). It was intended to serve
as a broader term describing all non -
fatal self-injurious behavior with clear
intent to cause bodily harm or death,
thereby reserving “attempted sui-
cide” for situations in which intent is
known. The term is commonly used
in Europe and increasingly in the
United States, but because it has
been inconsistently interpreted (25),
caution is necessary when making
comparisons across studies.

Another problem is the widely dif-
fering methodologies between stud-
ies. For example, some studies on at-
tempted suicide are based on one
question, whereas others are more
detailed (26–29). Most commonly,
studies are based on hospital admis-
sions for suicide attempts, though
how “suicide attempt” is defined and
assessed may vary widely (30). Out-
come variables and assessment proce-
dures are not standardized (31). Age-
group and gender-specific rates,
which are vital in accurately assessing
the topography of parasuicide, often
are not calculated. Furthermore, al-
though some studies measure para-
suicide with event rates—that is, the
total number of parasuicide events in
a given time frame—others use per-
son rates, in which a person is count-
ed only once, even if he or she had
multiple parasuicide incidents within
the time period.

The literature on risk factors for
parasuicide is equally problematic.
Typically risk factors are identified by
noting demographic characteristics
that appear frequently among parasui-
cidal individuals. However, because
most studies lack control groups, the
meaning of such findings is uncertain.
We may know, for example, that a high
proportion of people who attempt sui-

cide are depressed. If the same pro-
portion in the general population were
depressed and did not attempt suicide,
however, depression would not be a
risk factor (32).

Finally, the sources of information
for studies on parasuicide are inade-
quate. In the absence of national
data, information comes from two
types of studies: registration studies,
which are based on medical records
(Table 2), and population surveys
(Table 3). Registration studies may
miss a substantial number of people
who never seek treatment (33,34).
Population surveys typically collect
lifetime prevalence rates, making

them difficult to compare with the
annual incidence rates reported in
registration studies, and they are usu-
ally based on only one question about
suicidal behavior. Other sources re-
main largely untapped—for example,
inpatient facilities, psychiatric and
veterans hospitals, extended care fa-
cilities, police, prison records, insur-
ance records, and private physicians.

Rates of parasuicide
Registration studies. The first
large-scale project attempted was the
World Health Organization (WHO)
Multicentre Study on Parasuicide
(25), which drew data from 16 differ-
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Table 1

Definitions and type of rate reported registration studies and population surveys
of parasuicide

Major elements 
in definition of Intent Type

Study parasuicide1 measured of rate 

Registration studies
Bland et al., 1994 (38) K No Event
Dieserud et al., 2000 (40) A,B,C,D,K No Person
Gunnell et al., 1996 (30)2 A,B No Both event 

and person 
reported

Odejide et al., 1986 (42) A,B,D,K No Not stated
Platt et al., 1988 (36) Edinburgh: A,B,K

Oxford: A,B,F,K No Person 

Schmidtke et al., 1996 (35) A,B,C,D,K No Person 
Tsoi and Kua, 1987 (39) A,K No Person
Van Casteren et al., 1993 (37)3 A,B,K No Event
Wai and Heok, 1998 (41) A,B,C,E,K,L No Not stated

Population surveys
Alem et al., 1999 (73) H,I No Person
Crosby et al., 1999 (46) I No Person
Druss and Pincus, 2000 (71) I No Person
Hintikka et al., 1998 (70) I No Person
Kebede and Alem, 1999 (47) I No Person
Kessler et al., 1999 (19) I Yes Person
Kjoller and Helweg-Larsen, 2000 (72) A,D,H,I No Person
Moscicki et al., 1988 (27) I No Person
Pirkis et al., 2000 (74)4 I No Person
Weissman et al., 1999 (29) I No Person
Briere and Gil, 1998 (43)5 J Yes Person

1 A, deliberate, nonfatal self-injury or self-poisoning; B, taking medications or other substances in
excess of the prescribed or generally recognized normal dose; C, nonhabitual; D, aimed at harm,
but may not necessarily result in harm; E, excludes overdoses or recreational drugs among habit-
ual users when there is no evidence of suicidal intent; F, deliberate ingestion of substances never
intended for human consumption; G, potentially self-injurious action; H, explicit or implicit evi-
dence of suicidal intent; I, asks, “Have you attempted suicide or tried to kill yourself” with no fur-
ther definition; J, self-harm with no suicidal intent; K, hospital admission for parasuicide or suicide
attempt; L, excludes alcohol intoxication as a type of parasuicide

2 Also included nonaccidental self-poisoning
3 Counted only when the general physician was the first treatment provider, and excluded those who

were immediately hospitalized
4 Asked only people who had previously reported suicide ideation
5 Addressed nonsuicidal deliberate self-harm



ent sites over time. Schmidtke and as-
sociates (35) analyzed WHO data col-
lected from 1989 to 1992. The results
are interesting in several ways. First,
rates of parasuicide varied substan-
tially across sites, by as much as a fac-
tor of seven. This variability might
support the hypothesis that parasui-
cide rates vary by location. However,
the amounts of missing data and the
process of data collection also varied

among the sites, which could have in-
fluenced rates (22,35).

Another notable finding is the con-
sistently higher rates of parasuicide
for females (see Table 2). Rates for
men were higher than those for
women at only one site, providing
strong evidence for the common as-
sumption that parasuicide is more
common among women. Age was also
consistently important, with higher

rates found among younger people.
At seven centers, females 15 to 24
years old had the highest rates.
Among males, the highest rates were
among 25- to 34-year-olds at ten of
the centers. The lowest rates for both
males and females were among those
55 years of age and older (35).

Parasuicide rates in the WHO
study seemed to decrease over time.
For males, the average decrease was
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Table 2

Studies of parasuicide based on data from medical records (registration studies)

Time Male-to- Age groups 
Study Location Source of data span N Parasuicide rate1 female ratio with highest rates

Bland et al., 1994 (38) Edmonton, University hospitals 11/90– 275 Males, 357; 1:1.6 Males, 15–19; 
Canada 5/91 females, 534 females, 25–29

Dieserud et al., 2000 (40) Baerum, Main general hos- 1984– 1,031 Males, 90; 1:1.7 Males, 15–34; 
Norway pitals 1995 females, 149 females, 15–24

Gunnell et al., 1996 (30) England Multiple hospitals 4/92– 5,770 1742 1:1.2 Males, 20–24; 
(southwest- 3/93 females, 15–19
ern area)

Odejide et al., 1986 (42) Ibadan, Main general hos- 8/84– 39 Six-month rate, 2.6 1.4:1 NS3 (male mean, 
Nigeria pitals 1/85 24.8; female 

mean, 21.1)

Platt et al., 1988 (36) England Single hospital 1976– NS3 Edinburgh ranged Edinburgh Edinburgh: males,
(Oxford and in each city 1984 from 310 to 240 ranged from 20–24; females,
Edinburgh) (decreased)4; Ox- 1:2 to 1:5; Ox- 15–19; Oxford:

ford ranged from ford ranged males, 25–34;
340 to 225 (de- from 1:5 to females,15–19
creased) 2:1

Schmidtke et al., 1996 16 centers General hospitals 1989– 17,8605 Bern: males, 115; Bern: 1:1.3; Males, 25–34 (10
(35) in 13 Euro- (N=16), psychiatric 1992 females, 149; Bor- Bordeaux: centers); females

pean units or hospitals (13), deaux: males, 129; 1:1.9; Cergy- 15–24 (7 centers)
countries general practitioners females, 248; Cergy- Pontoise: 1:2.2;

(9), private doctors Pontoise: males, Emilia-Ro-
(6), other (5) 252; females, 542; magna: 1:2.1;

Emilia-Romagna: Guipuzcoa: 
males, 50; females, 1:1.6; Hel-
106; Guipuzcoa: sinki: 1.3:1;
males, 46; females Innsbruck:
72; Helsinki: males, 1:1.3; Leiden
327; females, 247; 1:1.6
Innsbruck: males
83; females, 108;
Leiden: males, 86;
females, 139

Tsoi and Kua, 1987 (39) Singapore Government general 1980 1,641 Males, 41; 1:2.3 Males, 20–29; 
hospitals females, 96 females, 20–29

Van Casteren et al., Belgium Sentinel network of 1990– 349 130 1:1.7 Males,  20–39; 
1993 (37) general practitioners 1991 females, 20–39

Wai and Heok, 1998 (41) Singapore Teaching or ser- 1991– 814 3 1:2.6 Around age 30 
vice hospital 1995 (not reported by 

gender)

1 Average annual rates per 100,000, unless otherwise stated
2 Although authors reported both event and person rates, event rates are reported here, as more detailed information was given.
3 NS=not stated
4 Estimated from figures reported in article
5 Based on actual reported events, not estimates



17 percent over the four years ana-
lyzed. Although this figure reflects a
large effect by the center of Guipuz-
coa, where rates decreased by 69 per-
cent, the rates decreased by more
than 5 percent at 11 centers. For fe-
males, the overall decrease was 14
percent. Analyses evaluating fade-
out—the gradual slackening of moni-
toring over time—suggest that the
decreases in rates over time were not
due to monitoring fatigue. Trends
were not uniform across centers over
the four years, and continuous de-

creases were found at only one site.
All other sites also had years in which
rates increased. Intersite reliability
measures were not calculated.

Although the WHO study consti-
tutes a major contribution to the liter-
ature on parasuicide, it has some seri-
ous limitations. The study used a sin-
gle definition of parasuicide, but it
did not incorporate any measure of
intent. Moreover, reports based on
the WHO data use “parasuicide” and
“attempted suicide” as essentially
equivalent terms; throughout the re -

port by Schmidtke and associates
(35), the terms are used interchange-
ably. This is cause for some concern.
It calls into question the inclusion cri-
teria used at the various WHO sites.
Was “self-harm” actually operational-
ized into “suicide attempt,” and if so,
how? It may be that the WHO re-
searchers opted for the term “suicide
attempt” in keeping with regional
preference; in some areas, including
the United States, the term “suicide
attempt” tends to be taken more seri-
ously than “parasuicide.” Whatever

PSYCHIATRIC SERVICES © March 2001   Vol.  52   No.  3 371

Table 3

Studies of parasuicide based on data from population surveys

Parasuicide rate Age group with
Study Location Time span N (per 100,000) Male-to-female ratio highest rates

Alem et al., 1999 (73) Butajira, 11/94–1/95 10,468 Lifetime prevalence: 1:1.6 15–24 years
Ethiopia males, 2,800; females, 

3,400

Crosby et al., 1999 (46) United States 1994 5,238 Annual incidence: 700 No significant Not stated
difference

Druss and Pincus, United States 1988–1994 7,589 Lifetime prevalence: 1:1.9 Age not significant
2000 (71) 5,500

Hintikka et al., 1998 Finland 1993–1995 4,868 Annual prevalence: 1.1:.9 Age not significant
(70) males, 1,100; fe-

males, 900

Kebede and Alem, Addis Ababa, 1/94–3/94 10,203 Lifetime prevalence: No significant diff- Males, 15–24 years; 
1999 (47) Ethiopia males, 800; fe- erence females, 15–24 years

males, 900

Kessler et al., 1999 (19) United States 1990–1992 5,877 Lifetime prevalence: 1:2.2 Late teens to early 
4,6001 20s2

Kjoller and Helweg- Denmark 1994 1,362 Lifetime prevalence: No significant diff- Age not significant
Larsen, 2000 (72) 3,400; Annual prev- erence

alence: 500

Moscicki et al., 1988  United States 1980–1985 18,571 1,500 to 4,300 per 1:3.29 25–44 years
(27) 100,000

Pirkis et al., 2000 (74) Australia 5/97–8/97 10,641 Annual incidence: Annual, 1:1.7; 
males, 300; females, lifetime, 1:1.8
500; Lifetime prev-
alence:3 males, 2,500;
females, 4,500 

Weissman et al., 1999 Canada, Various Ranged Lifetime prevalence:4 Canada, 1:3.0; Puerto Age not significant
(29) Puerto Rico, from Canada, 3,820; Puerto Rico, 1:1.5; France, 

France, West 481 to Rico, 5,930; France, 1.2.6; West Germany,
Germany, Leb- 18,571 4,950, West Germany, 1:1.5; Lebanon, 1:1.7; 
anon, Taiwan, 3,440; Lebanon, 720; Taiwan, 1:2.8; Korea,
South Korea, Taiwan, 750; Korea, 1:1.2; New Zealand,
New Zealand, 3,200; New Zealand, 1:2.5
United States 4,430

Briere and Gil, 1998 (43) United States Not stated 927 4,000 No significant diff- <35 years more likely 
erences to harm self2

1 Forty-seven percent of these did not intend to die.
2 Male and female rates not reported separately
3 Authors prefer the term “incidence” for the phenomenon of suicide. However, “prevalence” is used here for comparison with similar studies.
4 U.S. studies reported separately
5 Addressed nonsuicidal delberate self-harm



the reason, the result is problematic.
As with previous research, we cannot
be sure of exactly what behavior is be-
ing studied.

Another limitation of the WHO
study is its focus on medically treated
parasuicide. Although this approach
may have been necessary method -
ologically, it creates problems from an
epidemiological standpoint. The po-
tential influence of parasuicide that is
not medically treated is strikingly il-
lustrated at two sites that provided es-
timates—Bordeaux and Umea. If
parasuicide rates are calculated from
medically treated cases exclusively,
Bordeaux’s rate would be 42 percent
higher than Umea’s. If all cases were
included, Umea’s rate would be 125
percent higher (35). If these esti-
mates are accurate, they provide
strong evidence of the need to widen
the scope of assessment.

Other registration studies of the
epidemiology of parasuicide have
tended to mirror the results of the
WHO study. Rates have varied wide-
ly by location, ranging from a low of
2.6 per 100,000 to a high of 542 per
100,000 (see Table 2). Given method -
ological differences, it is unclear
whether these figures reflect true dif-
ferences in parasuicide rates with ge-
ographic location or whether the dif-
ferences are attributable to differ-
ences in methodology.

The lowest rates were found in cities
in Africa and Asia. Rates for females
were almost universally higher than
rates for males (29,35–41). Most stud-
ies also show the highest rates among
women in their teens to early twenties
(30,35,36,40,42) and men in their
twenties (20,35–37,42) (see Table 2).

Gunnell and colleagues (30) made
a unique contribution by collecting
additional information about admis-
sion procedures to explain this effect.
They found that 9 percent of the vari-
ance in admission rates for parasui-
cide was explained by socioeconomic
status, with lower socioeconomic sta-
tus correlated with higher rates; with
an outlier excluded, the figure leaped
to 68 percent. They also found signif-
icant variation in admission proce-
dures between the hospitals in their
sample. These two factors, then, may
explain some of the variation in para-
suicide rates across studies.

Population surveys. In popula-
tion surveys, usually one question on
suicide— “Have you ever attempted
suicide?”—is incorporated into larger
population surveys not focused on
parasuicide. The lifetime prevalence
rates typically reported are difficult to
compare with rates from registration
studies. However, the few surveys
that have obtained annual rates have
shown rates similar to or higher than
those of registration studies, ranging
from 300 to 1,100 per 100,000 (see
Table 3). Lifetime prevalence rates
range from 750 to 5,930 per 100,000.
As in the registration studies, women
typically had higher rates than men
(19,27,29,70,71,73,74). Age distribu-
tions were more mixed.

The National Comorbidity Study
(19) improved on other population
surveys by measuring intent. Al-
though an estimated 4.6 percent of
the population had made a suicide at-
tempt, 47.3 percent of attempters did
not intend to die; hence the percent-
age of actual attempts should be
somewhat lower. This finding also in-
dicates that the single question usual-
ly employed in this type of study is in-
sufficient to identify true suicide at-
tempts, and it provides dramatic evi-

dence of the need to measure intent.
In another survey, Briere and Gil

(43) made one of the first attempts to
measure nonsuicidal deliberate self-
harm. Estimates of the prevalence of
self-mutilation are speculative, rang-
ing from 14 to 750 per 100,000 each
year and 750 per 100,000 (44,45).
Briere and Gil found that 4 percent of
a representative sample of the gener-
al population (4,000 per 100,000) re-
ported engaging in at least occasional
instances of self-mutilation over the
previous six months, and .3 percent
reported often engaging in such be-
havior. The study’s methodology is
limited, however. Subjects were sim-
ply asked about self-harm without the
intent to die. How they interpreted
this phrase is anyone’s guess, and
most likely the findings were inflated.

Risk factors for parasuicide
Marital status. The prevailing idea
that being single or divorced is a risk
factor for parasuicide appears to have
strong empirical support. In the
WHO report, for instance, single peo-
ple had the highest average rate of
parasuicide over the entire study pe-
riod. Although this result was at least
partly due to the high proportion of
young people in the sample, the rela-
tive risk for single and divorced per-
sons was still higher than for the gen-
eral population when age was con-
trolled for (35). Similar findings have
been reported elsewhere (19,20,36,
40,42,48,49,72,74).

It has been hypothesized that sin-
gle or divorced persons have higher
rates of parasuicide because they
live alone, but other research indi-
cates that the phenomenon may not
be so simple. Some studies indicate
that many single or divorced persons
may actually be cohabiting with a
partner of some sort. In a study in
Oxford, England, for example, Haw-
ton and colleagues (50) found that
single and divorced persons were
heavily represented among parasui-
cidal subjects. However, the majori-
ty did not live alone. Sixty-seven
percent of single subjects and 52
percent of divorced subjects report-
ed living with a partner. In fact, only
22 percent of the study subjects
lived alone at the time of their para-
suicide incident. To Hawton and
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colleagues, these findings suggested
that the central risk factor may have
to do with interpersonal conflict, es-
pecially in relation to a partner. This
idea would be consonant with evi-
dence in several previous studies
(31,49,51).

Clearly, the relationship between
marital status and parasuicide is com-
plex. Future research will be needed
to clarify the underlying mechanisms
of risk, whether they are the interper-
sonal friction of divorce, interperson -
al problems within a household, lone-
liness or lack of social support among
single persons, interaction between
factors, or other factors. It also re-
mains unclear, in the absence of lon -
gitudinal data, whether parasuicide is
a cause or a consequence of being sin-
gle or divorced.

Living situation. The WHO study
showed that a change in living situa-
tion occurred before a parasuicide in
10 percent of male subjects and 6
percent of female subjects. The most
frequent pattern was a change from
some socially stable situation to living
alone, living in an unstable situation,
or living in an institution (35).
Hjelmeland (20) found that having
changed address within the previous
12 months was a risk factor for para-
suicide.

The presence of children in the
household may serve as a protective
factor against parasuicide. In the
WHO study, a relatively high propor-
tion of parasuicidal females who nor-
mally lived with a partner and chil-
dren (24 percent, compared with 2.2
percent of males) had changed to liv-
ing with only a partner (35). Appleby
and Turnbull (52) found that parasui-
cide among postpartum women is
much lower than among other
women, despite the high rates of
postpartum depression. This finding
is consistent with other research sug-
gesting that reasons people have for
living, such as children, may be pre-
dictive of whether or not they will at-
tempt to kill themselves (53).

Unemployment. Unemployment
has long been thought to increase the
risk of parasuicide and was confirmed
by Platt (54), who found in his 1984
review that the overrepresentation of
the unemployed across studies was
overwhelming. His conclusion is

strongly supported in recent studies
as well (20,40,72,74). The proportion
of unemployed persons is significant-
ly higher among parasuicidal individ-
uals than among the general popula-
tion, and parasuicide rates among un-
employed persons are consistently
higher than rates among employed
people. Furthermore, the risk of
parasuicide is positively correlated
with duration of unemployment.

Understanding precisely why un-
employment is so important, howev-
er, has proved difficult. Even with a
longitudinal design spanning 19
years, Platt and Kreitman (55) were
unable to find any simple explanation
for the relationship of unemployment

to parasuicide rates. Several explana-
tions have been proposed, but it re -
mains unclear to what degree other,
co-occurring risk factors contribute to
the trends. For instance, in a report
on a two-year cohort of males in Ed-
inburgh (56), unemployed parasuici-
dal men also tended to have other risk
factors that are linked to both para-
suicide and unemployment. Other re -
search has suggested that ethnic or
cultural factors (57) or characteristics
such as hopelessness (58) may medi-
ate the relationship.

Mental disorders. There is some
evidence that having a mental disor-
der is a risk factor for parasuicide.

The most frequent diagnoses are
mood disorders, and especially de-
pression (19,39,41,49,59–61). Panic
and anxiety disorders have also been
associated with parasuicide (62,74),
as have schizophrenia, psychotic dis-
orders, personality disorders, and ad-
justment disorders (39,41,59). Co-
morbidity is common (19,59,63).

Alcohol or substance abuse is com-
monly associated with parasuicide
(20,28,40,59,64,65,73,74). Alcohol
use immediately before the parasui-
cide may be even more common. In a
Helsinki sample, 81 percent of men
and 66 percent of women had con-
sumed alcohol before their parasui-
cide (11). Other studies report rates
of 24 percent (65); 41 percent for
males and 31 percent for females
(67); and 24.8 percent (38). In one
prospective study, alcohol abuse was
one of a few significant predictors of a
future parasuicide (20).

Socioeconomic status. Low so-
cioeconomic status has been exam-
ined as a risk factor for parasuicide. It
is sometimes assessed in terms of its
correlates—for instance, low educa-
tional status or living in a low-income
area. Still, researchers almost univer-
sally find correlations between these
variables and parasuicide (35,36,49,
57,61,67).

Previous attempts. Previous
parasuicide is highly predictive of fu-
ture parasuicide (68). Research gen-
erally involves either retrospective re-
ports by parasuicidal patients or hos-
pital readmission rates. In the WHO
study, 42 percent of males and 45 per-
cent of females had a previous para-
suicide (35). Other studies have re-
ported similar findings, with repeti-
tion rates ranging from 20 percent to
more than 50 percent (27,36,40,
67,69). Not much longitudinal re-
search has been done with follow-up
of individuals after an incident of
parasuicide, which is the next step in
accurately assessing parasuicide repe-
tition rates.

Conclusions
Clearly, parasuicide is a complex be-
havior that is difficult to study effec-
tively. Despite mounting efforts, we
are still left with a fairly rough epi-
demiological picture, largely be-
cause of methodological inconsisten-
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cies across studies. Nevertheless,
rates of parasuicide seem quite high.
Findings range from 2.6 to 542 per
100,000 in registration studies,
which are mostly based on samples
of medically treated individuals.
One-year incidence rates from popu-
lation surveys, which include more
than just those who were medically
treated, range from 700 to 1,100 per
100,000, and lifetime prevalence
rates range from 720 to 5,930 per
100,000. It is unclear whether rates
truly vary by location, or whether
different methodologies account for
the differences.

Despite methodological problems,
most studies identify similar risk fac-
tors. Women appear to have higher
rates of parasuicide than men.
Younger age groups of both males
and females are at higher risk, with
females somewhat younger than
males in many studies. Marital sta-
tus, being unemployed, having a re-
cent change in living situation, hav-
ing a mental disorder, and having a
previous parasuicide incident are
risk factors. How these factors inter-
act is unclear, and we have yet to
identify precisely the reasons for
these risk factors.

Studies are needed that analyze
broader samples than just medically
treated subjects. Definitions must be
tightened and standardized, and
more longitudinal studies could pro-
vide valuable information. Naturally,
such projects would require consid-
erable resources. Studying parasui-
cide is difficult. It involves tremen-
dous sensitivity and cost, and para-
suicidal individuals are difficult to
assess, both in the hospital and in the
community. However, the potential
costs of letting this problem go on
without focused attention are surely
far greater. ©
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