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Abstract 

Objectives. Little is known about socio-demographic patterns of non-fatal suicidality in early life in South 

Africa. We investigated the prevalence of self reported early suicidality (suicidal ideation, planning and 

attempts) in a nationally-representative sample of South Africans. Design. As part of a larger mental health 

survey, 3158 individuals aged over 25 years were asked to recall whether they engaged in non-fatal suicidal 

behaviour in early life (measured from childhood to 25 years). Race-based discrimination institutionalised 

under Apartheid profoundly influenced delivery and outcomes in health and other social services. Racial 

categories entrenched during Apartheid were therefore used to analyse data collected from individuals born 

before 1946, 1947-1956, 1957-1966 and 1967-1976. Results. 3.4% (95% CI=2.6-4.1) of participants 

recalled early suicidal behaviour. The youngest group (born 1967-1976) recalled higher rates of early 

suicidality than older groups in all races. In unadjusted analysis White people were 2.84 (95% CI=1.62-

4.97) and Coloured people 1.84 (95% CI=1.15-2.93) times more likely than Black people to recall early 

suicidality. Individuals growing up in urban and higher socioeconomic settings were approximately twice 
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(OR=2.2; 95% CI=1.14-4.28 and OR=1.92; 95% CI=1.27-2.90) as likely to recall early suicidality as those 

growing up in rural and lower socioeconomic settings. Those with post-primary education were 2.79 

(CI=1.71-4.53) times as likely to recall early suicidality as those with none or only primary education. 

Racial differences ceased to be significant after adjustment for rural/urban location and other 

socioeconomic measures estimated for early life. Conclusion. The study provides novel evidence of 

increasing levels of early non-fatal suicidality recalled by younger South Africans. Levels appeared 

significantly higher in Whites than in Blacks. Socioeconomic contexts in early life were interpreted as 

mediators rather than confounders of the association between race and recalled early suicidality. The 

findings for decreased levels of suicidality among participants growing up in lower socioeconomic strata 

and rural settings in South Africa require further investigation. The need for wide-spread suicide prevention 

programmes targeting young people at a population level is emphasised.  

 

Keywords: early non-fatal suicidality, suicidal behaviour, race, South Africa, youth  
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Key points 

 

What is known about this topic 

Non-fatal suicidal behaviour is increasingly recognised as a serious public health problem. 

Few data exist on non-fatal suicidality, especially among different ethnic groups in 

developing countries and specifically in South Africa with its racially segregated past. 

There are indications of an increase in non-fatal suicidal behaviour among young people. 

 

What the paper adds 

White South Africans across all age groups are more likely than Black and Coloured 

people to recall engaging in non-fatal suicidal behaviour before the age of 25. 

South Africans across all race groups born between 1967 and 1976 are more likely to 

recall engaging in early non-fatal suicidal behaviour than people born before 1967. 

Individuals growing up in urban and higher socioeconomic settings were approximately 

twice as likely to recall early suicidality as those growing up in rural and lower 

socioeconomic settings. 
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Introduction 

Non-fatal suicidality is increasingly recognised as a serious public health problem causing 

widespread emotional and physical suffering, disability and adverse economic 

consequences (Kapur et al. 2006). Despite worldwide concern about suicidality, there are 

few robust data on suicide in African populations. In South Africa, there are few data on 

suicide in non-white populations marginalised under Apartheid (Flisher et al. 2004) and 

almost no systematic data on non-fatal suicidality. Schlebusch (2005) estimates that 

between 137,860 and 160,000 South Africans engage in non-fatal suicidal behaviour per 

year. Reporting for the first time on nationally representative data from the South African 

Stress and Health study, Joe et al. (2008a, 2008b) found a lifetime prevalence of 9.1% for 

reported suicidal ideation, 3.8% for planning, and 2.9% for suicide attempts, with 

important variation among race groups and the highest risk of attempted suicide among 

young people. Given the increase in suicidal behaviour commonly reported among young 

people (Diekstra et al. 1995, WHO SUPRE 2007), we analyse the same data here, 

focusing however not on life-time suicidality, but on recall of early life non-fatal suicidal 

behaviour, defined in our study as recall of suicidal ideation, planning or attempts up to 

the age of 25 years. We examine the prevalence of recall of early suicidality in South 

Africans in different race groups and different years of birth (those born before 1946; 

1947-1956; 1957-1966; and 1967-1976). 

 

 

Methods 

The South African Stress and Health study is a national cross-sectional survey of mental 

health conducted between January 2002 and June 2004 (Williams et al. 2004). A three-
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stage probability sample design was used to select a sample of 4351 South African adults. 

The interview instrument, the Composite International Diagnostic Interview (WMH-CIDI, 

WHO 1997), was available in seven national languages. The overall response rate was 

85.5%. No ethnically differentiated response rates were available. Participants were asked 

to recall whether they engaged in any form of non-fatal suicidal behaviour in early life 

(ideation, planning or attempts). Since recall of non-fatal suicidal behaviour up to the age 

of 25 was examined, only participants at least 26 years old at the time of the study were 

included (n=3158).  

Participants were asked to self-identify with one of four racial categories: Black 

(African), Coloured (mixed race), White and Indian/Other (general Asian grouping). 

These are crude racial categories not reflective of nuanced ethnic identification, but we are 

constrained to using them because of their presence in racially discriminatory Apartheid-

era policies, and because they are still widely used in South African research to indicate 

historical disadvantage and for purposes of redress.  

We established participants’ year of birth using their age and the date of the interview. 

Since participants were asked to recall whether they had engaged in suicidal behaviour 

during early life, we included three estimates of socioeconomic context during early life in 

analysis: (i) the location (rural/urban) where participants spent their childhood and 

adolescence (‘early location’); (ii) participants’ socioeconomic position during childhood 

and adolescence (‘early socioeconomic position’) based on parental education and 

occupation; and (3) participants’ own level of education. We further included measures of 

adult socioeconomic context linked to participants’ socioeconomic situation at the time of 

the interview: (1) their location (rural/urban) at the time of the interview (‘adult location’) 

and (2) their family income at the time of the interview. Since the study includes 
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participants born at different historical times (from the early to late twentieth century), 

broad and stable binary measures were constructed to accommodate possible 

socioeconomic shifts over time, as well as possible shifts in the value associated with 

levels of education and occupation over time. Parental education levels were categorised 

around the median, while participants’ education was categorised very broadly as ‘None or 

primary education’ versus ‘Post-primary education’. Parental occupation was divided into 

unskilled manual labour versus any skilled work, while family income at the time of the 

interview was categorised as below R100,000 and from R100,000. 

Data were analysed using Stata Version 9.0 (Stata Corporation, College Station, USA). 

All analyses accounted for the complex survey design based on person-level weights that 

incorporated sample selection, non-response and post-stratification factors. Domain 

analyses were used in analysing sub-sets of the sample. Descriptive statistics using 

univariate and bivariate methods were generated for all variables. Multiple logistic 

regression models were constructed to assess the independent association between early 

non-fatal suicidality, race and year of birth.  

 

Results  

[refer to tables 1&2 pages 16&17] 

Overall, 3.4% (95% CI=2.6%-4.1%) of participants recalled early life suicidality. The 

proportion was highest among Whites at 7.1% (95% CI=4.2%-10.0%) and highest at 5.4% 

(95% CI=3.9%-6.8%) in the youngest group, born 1967-1976 (Table 1).  

In unadjusted analysis, White people were 2.84 (95% CI=1.62-4.97) times and 

Coloured people 1.84 (95% CI=1.15-2.93) times as likely as Black people to recall early 

suicidality (Tables 1 and 2). Compared with the youngest participants (born 1967-1976), 

the second youngest (born 1957-1966) were 46% (95% CI=0.30-1.05), the second oldest 

mailto:ermien.vanpletzen@uct.ac.za


E-mail: ermien.vanpletzen@uct.ac.za 

 

 7 

(born 1947-1956) 83% (95% CI=0.08-0.34), and the oldest (born before 1946) 59% (95% 

CI=0.21-0.81) less likely to recall early suicidality (Table 2). Individuals growing up in 

urban settings and in households with higher socioeconomic status were approximately 

twice (OR=2.2; 95% CI=1.14-4.28 and OR=1.92; 95% CI=1.27-2.90) as likely as those 

growing up in rural settings and households with lower socioeconomic status to recall 

early suicidality (Table 2). Those with post-primary education were 2.79 (CI=1.71-4.53) 

times as likely to recall early suicidality as those with none or only primary education.  

In multivariate analysis, the association between recalled non-fatal suicidality, race and 

year of birth persisted (Table 2, Model B). When early life socioeconomic variables were 

added separately to this model, the racial association with reported early suicidality was 

attenuated in each case (results not shown). When all three early socioeconomic variables 

were added together to the model, the racial association ceased to be significant, while the 

association between recall of early non-fatal suicidality and year of birth persisted (Table 

2, Model C). The association between recall of non-fatal suicidality, race and year of birth 

persisted when adjusted for the adult socioeconomic variable (family income at time of the 

interview), therefore ruling out the possibility that adult socioeconomic status at the time 

of recall confounded the racial association with early suicidality (Table 2, Model D). Adult 

rural/urban location had no effect on the racial association (results not shown). 

 

 

Discussion 

The study provides novel evidence of significantly higher levels of recall of early non-fatal 

suicidality in White people compared to other race groups in South Africa, and increased 

levels in the youngest group, born from 1967 to 1976. While our study reports on 
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participants’ recall of suicidal behaviour rather than forms of evidence like hospital 

admissions, we consider recall as a crude proxy for engaging in suicidal behaviour. 

The crude association between recall of early suicidality and race disappeared when 

adjusted for socio-demographic contexts in early life, raising the possibility that race is not 

independently associated with recall of suicidality but confounded by these variables. 

Kaufman and Cooper (2001) point out, however, that in racially stratified societies almost 

all potential covariates in an analysis treating race as an exposure are causal intermediaries 

rather than confounders. Since covariates like socioeconomic status, geographic location 

and education were (and to a large extent still are) profoundly influenced by race in a 

country like South Africa, adjusting for them as confounders could lead to overadjustment 

(Kaufman and Cooper 2001). These variables may be mediators rather than confounders 

and offer explanation of potential pathways through which race, as a social, discriminatory 

construct, may affect recall of early non-fatal suicidality.  

Studies have found positive association between suicidal behaviour and low 

socioeconomic position (Vijayakumar et al. 2005, Beautrais et al. 2006), rural location 

(Hirsch 2006) and low educational attainment (Beautrais et al. 2006). A wholly different 

situation presents itself in our study, in that being Black, having been raised in a household 

with a low socioeconomic position or in a rural location, and having little education 

surprisingly led to less self-report of early suicidality. A possible explanation is that these 

socio-demographic variables could be proxies for forms of social cohesion and social 

integration that occurred more readily in rural, traditional Black communities in South 

Africa and that may lower recall of suicidality among Black people or may affect their 

engagement in early suicidality. Several South African studies have pointed to the effect 

mailto:ermien.vanpletzen@uct.ac.za


E-mail: ermien.vanpletzen@uct.ac.za 

 

 9 

of social cohesion and integration on psychological distress and suicidal behaviour (Madu 

and Matla 2003, Myer et al. 2008, Wild et al. 2004).  

Moreover, race is a proxy for a wide range of cultural practices and belief systems that 

may affect suicidal behaviour or recall of suicidal behaviour differentially. Mental health 

conditions are closely linked with linguistic and other forms of cultural or ethnic 

conceptualisation, which could have an effect on how such conditions manifest 

themselves, are interpreted, diagnosed and treated in different geographic locations and 

among different ethnic groupings (Swartz 1998). Strong traditional cultural belief systems, 

such as those found in predominantly rural Black communities in South Africa, may 

involve strong proscription of suicidal behaviour or may strengthen social networks and a 

sense of integration, both of which may affect suicidal behaviour or recall of suicidal 

behaviour, explaining the higher prevalence of recall among White people. These 

structures may however also increase stigma around suicidal behaviour, which could lead 

to under diagnosis or under reporting (Swartz 1998). 

A third possible explanation for higher rates of recall of non-fatal suicidality among 

White people is that the political climate in South Africa during the mid to late 20th 

century further differentiated people’s experiences along racial lines. Increasingly 

oppressive Apartheid policies led to greater collective struggle, solidarity, sense of 

purpose and desire for change among young Black, Coloured, Indian and a minority of 

White people as the liberation struggle gained momentum, whereas the experience for the 

vast majority of White South Africans was one of increasing political isolation and fear of 

losing socioeconomic privilege (Terreblanche 2002). Burrows et al. (2003, citing Henry 

and Short 1954, Lester 1984 and 1989) argue that people suffering political and economic 

disadvantage in Apartheid South Africa may have had an external source of blame which 
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made them more likely to direct violence outwards, towards the source of oppression, 

while those without such an external source of blame (White people privileged by 

Apartheid) may have tended to blame themselves for problems in their lives and direct 

violence inwards, against themselves. 

The rise in recall of early suicidality among younger individuals of all races (Table 1) 

could also be understood socially. Increased urbanization beginning in the 1980s, 

especially among Black people (Terreblanche 2002, Seekings and Nattrass 2005), might 

have weakened forms of social cohesion and integration protective against suicidality. The 

political transition in 1994 may furthermore have engendered a sense of decreased 

solidarity and failed aspiration among the previously disadvantaged and increased 

isolation and fear of losing privilege among the previously advantaged (Terreblanche 

2002, Seekings and Nattrass 2005). The appearance of HIV/AIDS in the late 1980s and 

the development of a large-scale epidemic with devastating social consequences by the 

late 1990s in South Africa may further have contributed to an increase in mental disorders, 

stress, isolation and hopelessness, which could drive up suicidal behaviour (Myer et al. 

2009). 

Our results should be interpreted in light of several limitations. Race was reduced to 

fixed categories that reflect neither the complexity nor the contested nature of ethnic 

constructs in a country like South Africa where a legacy of crude racial segregation is in 

conflict with a nascent democratic society comprising multiple ethnicities and languages. 

Second, small sample sizes in especially the older groups make estimates imprecise and 

rule out conclusions about recall of suicidality in these groups. Third, survival bias is a 

major limitation of our analyses. Each birth-year group is affected by survival bias, and 

this bias could be larger in the older groups. A difference in recall of suicidal behaviour 
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between an older and younger group could therefore be due to either a true difference or to 

a survival effect. Fourth, recall of suicidal behaviour was treated as a crude proxy for 

suicidal behaviour, which raises further limitations. Differential recall bias is a serious 

limitation in that older participants were further removed from the experience of early 

non-fatal suicidality and they may therefore recall the outcome differently from younger 

participants. Moreover, despite the availability of the interview instrument in several 

national languages, understandings and perceptions of suicidality could have varied among 

cultural, ethnic and age groups, potentially affecting recall of suicidality and giving rise to 

further forms of differential information bias.  

Despite these shortcomings, our paper makes an important contribution given the 

scarcity of data on non-fatal suicidal behaviour in South Africa and the almost complete 

absence of data among ethnic groups other than White in the twentieth century. The 

findings that there is less recall of non-fatal suicidality in lower socioeconomic strata and 

rural settings in South Africa require further investigation. The potential effect of social 

cohesion and integration on suicidality despite adversity and racial discrimination require 

further research. Variation in cultural understanding and conceptualisation of suicidality 

also needs to be investigated in order to improve diagnosis and minimize differential 

information bias in self-reported data. The overall increase in recall of early non-fatal 

suicidality in the youngest groups is a cause for concern and points to the need for further 

research, as well as appropriate suicide prevention programmes that target young people 

living in complex multi-ethnic societies. 
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Table 1.  
 
Crude association between recalled early non-fatal suicidality and race; proportion and absolute (unweighted) number of participants recalling early 

non-fatal suicidality by year of birth  

 
 Crude association 

with recalled 
early non-fatal 
suicidality 

Proportion and absolute (unweighted) number of participants recalling early non-fatal suicidality by 
year of birth 

  

1967-1976 1957-1966 1947-1956 <1947 Total % 
 

Total n/N 

OR  (95% CI) % (95% CI)  n / N % (95% CI) n / N % (95% CI) n / N % (95% CI) n / N % (95% CI) n / N 
Black 
Coloured 
White 
Asian 

1.0 4.5 (2.9-6.1) 39 927 2.2 (0.5-3.9) 13 627 0.6 (0-1.1)  4 416 1.2 (0-2.8)  3 368 2.6 (1.8-3.4) 59  2338 
1.84*(1.15-2.93) 6.8 (1.7-11.9) 9 150 4.3 (1.7-7.0) 7 116 3.2 (0.7-5.7) 3 96 2.8 (0-7.7)  1 86 4.7 (3.0-6.4) 20  448 
2.84* (1.62-4.97) 13.2 (7.7-18.7) 8 68 6.5 (1.1-11.8) 4 72 No observations 40 6.6 (0-14.5) 2 68 7.1 (4.2-10.0) 14  248 
1.26* (0.54-2.96) 4.4 (1.8-7.1) 3 54 3.3 (0-8.2)  2 35 3.1 (0-9.2)  1 20 No observations 15 3.3 (0.8-5.8) 6  124 

Total   5.4 (3.9-6.8) 59 1199 3.1 (1.6-4.6) 26 850 0.9 (0.4-1.5) 8 572 2.3 (0.8-3.8) 6 537 3.4 (2.6-4.1) 99  3158 
 

*Statistically significant
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Table 2. 

Associations between recalled early non-fatal suicidality, race, and other socio-demographic variables in 

early and adult life 

 
 

Model A Model B Model C Model D 
OR  95% CI OR  95% CI OR 95% CI OR  95% CI 

Race     
Black 1.0 1.0 1.0 1.0 
Coloured 1.84* 1.15-2.93 1.94* 1.18-3.19 1.46 (0.78-2.76) 1.99* (1.22-3.23) 
White 2.84* 1.62-4.97 3.30* 1.85-5.90 2.22 (0.99-5.0) 3.86* (2.17-6.86) 
Indian/other 1.26 0.54-2.96 1.26 0.52-3.06 0.85 (0.30-2.39) 1.38 (0.57-3.34) 

Year of birth     
1967-1976 1.0   1.0 
1957-1966 0.56 0.30-1.05 0.50* 0.27-0.90 0.52* (0.29-0.94) 0.52* (0.28-0.94) 
1947-1956 0.17* 0.08-0.34 0.16* 0.08-0.32 0.17* (0.0.08-0.36) 0.15* (0.07-0.32) 
<1947  0.41* 0.21-0.81 0.35* 0.20-0.61 0.43* (0.23-0.80) 0.34* (0.19-0.62) 

Sex     
 Male  1.0    
 Female 0.92 0.51-1.65    
Early location     

Rural 1.0  1.0  
Urban 2.2* 1.14-4.28  1.61 (0.66-3.91)  

Adult location     
Rural 1.0    
Urban 1.79* 0.99-3.23    

Early socioeconomic 
position 

    

Low 1.0  1.0  
High 1.92* 1.27-2.90  1.19 (0.74-1.92)  

Adult family income     
<R100,000 1.0   1.0 
R100,000 + 0.47 0.21-1.05   0.38* (0.17-0.89) 

Education     
None or primary 1.0  1.0  
Post-primary 2.79* 1.71-4.53  1.47 0.81-2.67  

 

Model A: Crude association between recalled early non-fatal suicidality and socio-demographic variables 

Model B: Association between recalled early non-fatal suicidality, race and year of birth 

Model C: Association between recalled early non-fatal suicidality, race and year of birth, adjusted for early location, early 

socioeconomic position and education 

Model D:  Association between recalled early non-fatal suicidality, race and year of birth, adjusted for adult family income only 

 

* Statistically significant 
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