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Abstract 
Introduction: Suicide deaths varies according to location, sex, and age. This study analyzed the Global Burden of Disease Study 2019 
(GBD 2019) concerning suicide in Brazil. Methods: This study described the mortality and years of life lost (YLL) due to premature 
death caused by suicide in Brazil in 1990 and 2019. The numbers, crude and age-standardized mortality rate (ASMR), and YLL were 
compared among Brazilian states, age groups, and sexes. Results: There were 13,502 suicides in Brazil in 2019, 46.00% more than in 
1990. The crude mortality rate increased 0.32%, while the ASMR declined -21.68% during the period. Crude and age-standardized YLL 
rates declined by -7.24% and -18.38%, respectively. In 2019, the biggest ASMRs were found in the South, whereas from 1990 to 2019, 
the ASMR declined in the South, Southeast, and Midwest, and increased in the Northeast. The number of suicides was higher among 
individuals aged 15-49 years, and suicide rates were higher among those aged over 70 years. From 1990 to 2019, an increase in the rate 
was found only of 10-14 years of age. Suicide was highest in men, except in the 10-14-year age group, ranking third in mortality among 
men of 15-34 years of age and fourth among women of 15-24 years of age. Conclusions: The ASMR and YLL for suicide declined since 
1990, but suicide remains an important factor of mortality in the country. The South Region, men, elderly, and youth should be priorities 
in the implementation of suicide prevention strategies in Brazil.

Keywords: Suicide. External causes. Mortality. Years of life lost due to premature death. Descriptive epidemiology.

INTRODUCTION

Suicide is defined as death caused by self-harm with intent to 
die1. Suicide ranks second as a cause of death among individuals 
of 15 to 29 years of age worldwide, second only to road traffic 
injuries2. The fact that suicide is a preventable cause of death, with 
significant emotional and economic impacts3, led the United Nations 
(UN) to include the reduction of suicide mortality rates by one third 
from 2015 to 2030 in its Sustainable Development Goals (SDG)4.

According to the Global Burden of Disease (GBD) study, 
the number of deaths from suicide was 817,000 globally (95% 
uncertainty interval [95% UI]: 762,000 to 884,000) in 2016, a 6.7% 
increase (95% UI: 0.4% to 15.6%) compared to 1990. However, 
the age-standardized suicide rate decreased by 32.7% (95% UI: 

27.2% to 36.6%) in the same period, with expressive differences 
among countries5. Despite this, current trends suggest only 3% 
of the 188 countries will achieve the SDG target set for suicide 
mortality by 20306.

The overall age-standardized suicide rate ranged from 27.5 (95% 
UI: 20.1 to 37.2) in Eastern Europe to 4.8 (95% UI: 4.2 to 5.6) in 
North Africa and the Middle East in 2016. The age-standardized 
suicide rate in Brazil was 6.4 (95% UI: 5.3 to 7.9), considerably less 
than rates reported in the United States of America (US) (12.9; 95% 
UI: 10.9 to 14.4), Chile (10.9; 95% UI: 7.9 to 15.4), and Argentina 
(11.2; 95% UI: 9.2 to 12.9)5. 

Brazil is a vast country with significant cultural, social, and 
economic diversity among its states. Therefore, risk factors for 
suicide are not homogeneously distributed throughout the country. 
Investigation of suicide rates in each state is necessary to identify 
more vulnerable subpopulations and support effective policies and 
suicide prevention programs.  

Nonetheless, suicide death records are inaccurate for several 
reasons, from social stigmatization to difficulties in establishing 
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Abstract
Purpose Understanding long-term patterns of suicide methods can inform public health policy and prevention strategies. 
In Brazil, firearm-related policies may be one salient target for suicide prevention. This study describes trends in method-
specific suicide at the national and state-levels in Brazil, with a particular focus on firearm-related suicides.
Methods Brazilian mortality data for suicide and undetermined intent among people aged 10 years and older between 2000 
and 2017 were obtained from the National Mortality Information System. We examined national and state-level trends in 
age-standardised suicide rates for hanging, self-poisoning, firearms, jumping from a high place, other, and unspecified meth-
ods. We also compared total rates of mortality from suicide and undetermined intent over the period. Applying Joinpoint 
regression, we tested changes in trends of firearm-specific suicide rates.
Results The total suicide rate increased between 2000 and 2017. Rates of hanging, self-poisoning by drugs or alcohol and 
jumping from a high place showed the largest increases, while firearm-specific suicide rates decreased over the study period. 
Trends in methods of suicide varied by sex and state.
Conclusion It is of public health concern that suicide rates in Brazil have risen this millennium. Restricting access to firearms 
might be an effective approach for reducing firearm-specific suicides, especially in states where firearm availability remains 
particularly high. Treatment and management of substance misuse may also be an important target for suicide prevention 
policies. More work is needed to understand the causes of rising suicide rates in Brazil and to improve the mental health of 
the population.

Keywords Suicide · Mental health · Epidemiology · Ecological study · Public health

Introduction

Suicide is a leading cause of premature mortality and poten-
tial years of life lost worldwide. Approximately 800,000 
people die by suicide each year, and this number is likely 
to be underreported [1]. The majority of global suicides 
occur in low and middle income countries [1]. In Brazil, 
the suicide rate is reported to have increased over the last 
two decades [2, 3], although, there is considerable variation 
in suicide rates within Brazil, with particularly high rates 
in men, indigenous people, and people aged 60 years and 
older [2].

Whilst trends in total suicides in Brazil have been studied 
(e.g. [2, 3, 15, 16]), patterns in the methods of suicide have 
received comparatively little attention. A recent ecological 
study examined trends in methods of suicide in 10–19-year-
olds in Brazil between 2006 and 2015. Hanging (combined 
with drowning) was the most frequent method of suicide, 
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vary by setting and method. In rural Sri Lanka, only 4% of 
pesticide-related self-harm episodes (the most common 
method of self-harm in Sri Lanka, which also has a high 
potential lethality) did not present to a hospital.23

Risk factors
When someone dies by suicide or harms themselves, the 
most common question asked is why did it happen? 
Families, friends, and sometimes even the person who has 

Figure 2: Age and sex distribution of suicide (per 100 000 population) by World Bank income groups
Data are based on the 2019 release of the Global Burden of Disease Study.2
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Epidemiologia

• 01 pessoa morre por suicídio a cada 40 segundos
• 60 a 135 pessoas são afetadas por cada suicídio
• Taxa Global 9.4/100.000 (homens 13.3/100.000 e mulheres 

5.7/100.000)
• Principal causa de morte em pessoas de 15 a 34 anos
• Autolesão: estima-se que para cada suicídio ocorram 20

McDonald et al., 2021



Epidemiologia

• Brasil: 10.2/100.000

• Mulheres: entre 2000 e 2017 aumento de 50% (atual 2.8/100000)

• Homens: aumento de 39% (atual 10.4/100000)

McDonald et al., 2021



O que propomos?

Focar em prevenção primária, secundária e terciária.



O que propomos?

• Proteção em prédios, pontes, viadutos
• Proibição e fiscalização de comércio de produtos que possam ser 

usados em tentativas de suicídio (ex. chumbinho)
• Restrição ao uso de outros métodos letais (armas de fogo)
• Receitas azuis devem ser extintas



O que propomos?

• Prontuário único – possibilita controle das prescrições e do que é 
dispensado pelas farmácias
• Aumento do número de ambulatórios especializados em saúde 

mental
• Aumento de leitos de saúde mental em hospitais gerais
• Disponibilidade de tratamentos que reduzam o risco de suicídio como 

eletroconvulsoterapia e cetamina
• Disponibilidade de atendimento psicoterápico















Rede da Vida
• 100% das pessoas que cometeram suicídio \nham um transtorno 

mental, muitas vezes não diagnos\cado e não tratado. 
• De fato, dos que morrem por suicídio, cerca de 50% a 60% nunca 

consultaram com um profissional de saúde mental no período de 
seis meses que antecederam a morte. 
• Falar de uma rede de saúde para prevenção do suicídio é reforçar a 

importância de ter uma rede bem integrada. 
• A prevenção não deve iniciar apenas nos centros com foco em 

saúde mental, mas deve ser observada em todos os âmbitos do 
sistema de saúde. 



Receitas fisicas devem acabar



Formação de profissionais de saúde

• A educação e a formação dos profissionais de saúde são necessárias 
para assegurar que o apoio psicossocial seja prestado aos 
necessitados e seja um passo fundamental na prevenção do suicídio. 
Um grande número de pessoas que morrem por suicídio tiveram 
contato com provedores de cuidados primários de saúde no mês 
anterior ao suicídio (OMS, 2014). 



Group

Setting of 
research 
showing 

increased risk

Estimated 
magnitude of 
increased risk

% of total suicides in 
England and Wales

Reference 
numbers

Current or 
former 
psychiatric 
patients 
(inpatient or 
outpatients)

United 
Kingdom; 

United States
x10 50 13-16

13.Appleby L.Suicide in psychiatric patients: risk and prevention.Br J Psychiatry1992;161: 749–58.

16.Morgan HG.Suicide prevention: hazards in the fast lane of community care.Br J Psychiatry1992;160: 149–53.



Group

Setting of 
research 
showing 

increased risk

Estimated 
magnitude of 
increased risk

% of total 
suicides in 

England and 
Wales

Reference 
numbers

Patients in 
four weeks 
after 
discharge
from 
psychiatric 
hospitals

United 
Kingdom

Men x 200 

Women 
x 100

10-15 18

18.Goldacre M, Seagrott V, Hawton K.Suicide after discharge from psychiatric in-patient 
care.Lancet1993;342: 283–6.





Grupo

Setting of 
research 
showing 

increased risk

Estimated 
magnitude of 
increased risk

% of total suicides 
in England and 

Wales

Referenc
e 

numbers

História 
Familiar 
de 
Suicídio

United Kingdom 4 14

14.Barraclough B, Bunch J, Nelson B, Sainsbury P.A hundred cases of suicide: clinical 
aspects.Br J Psychiatry1974;125: 355–73.



Barreiras antisuicídio em viadutos e pontes
Fortaleza -  Rua Nereu Ramos entre Godofredo Maciel e Osório de Paiva



Restringir o acesso aos meios

• O acesso direto ou a proximidade aos meios (incluindo 
pesticidas, armas de fogo, alturas, vias férreas, venenos, 
drogas lícitas e ilícitas, fontes de monóxido de carbono 
como escapamentos de automóveis ou carvão e outros 
gases tóxicos e venenosos) é um importante fator de 
risco para o suicídio. 
• A disponibilidade e preferência por meios específicos de 

suicídio também dependem de contextos geográficos e 
culturais (Mann et al. 2006; Ajdacic-Gross et al. 2008).





Em estudantes de 14 a 15 anos de 
idade, as intervenções escolares são 
eficazes na redução de tentativas de 
suicídio e mortes por suicídio em 
comparação com os cuidados 
habituais?



PORTARIA Nº 1.271, DE 6 DE JUNHO DE 2014 
- 2
• CAPÍTULO I
• DAS DISPOSIÇÕES INICIAIS
• Art. 1º Esta Portaria define a Lista Nacional de Notificação Compulsória de 

doenças, agravos e eventos de saúde pública nos serviços de saúde 
públicos e privados em todo o território nacional, nos termos do anexo.
• Art. 2º Para fins de notificação compulsória de importância nacional, serão 

considerados os seguintes conceitos:
• I - agravo: qualquer dano à integridade física ou mental do indivíduo, 

provocado por circunstâncias nocivas, tais como acidentes, intoxicações 
por substâncias químicas, abuso de drogas ou lesões decorrentes de 
violências interpessoais, como agressões e maus tratos, e lesão 
autoprovocada;



Quantos CPFs você tem??



Quem acha que Saúde Mental é Importante?

• Hoje em torno de 2% da dotação orçamentária da saúde

• Está na hora de sair do Verbo
• e entrar naVerba



SUIS

Sistema Único Integrado de Saúde

Municipalizado

Prontuário Único de Saúde





Obrigado!

fgmsouza@yahoo.com.br







Hipertensão
Onde deve ser tratada?
• Ambulatório
• Ou
• Hospital



Infarto Agudo no Miocárdio
Onde deve ser tatado?
• Ambulatório
• Ou
• Hospital



Fratura no Braço
Onde deve ser tratada?
• Ambulatório
• Ou
• Hospital



Politraumatismo craniano
Onde deve ser tratado?
• Ambulatório
• Ou
• Hospital



Crise de pânico
Onde deve ser tratada?
• Ambulatório
• Ou
• Hospital



Fibromialgia
Onde deve ser tratada?
• Ambulatório
• Ou
• Hospital



Anorexia Nervosa (1.50m com 22 Kg)
Onde deve ser tratada?
• Ambulatório
• Ou
• Hospital



Paciente alcoolista em syndrome d abstinência
com Delirium Tremens
Onde deve ser tratado?

• Ambulatório
• Ou
• Hospital



Paciente teve tenta_va de suicídio em coma
Onde deve ser tratada?

• Ambulatório
• Ou
• Hospital



Para que serve o Hospital?

• Para tirar das crises em internações breves
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more suicides from hanging in 2017 than 2000, reflecting a 
152% rise in the proportion of all suicide deaths attributed to 
hanging. Firearm-specific suicides decreased over the period 
by approximately 27% (n =  − 352) and suicide by unspeci-
fied methods also decreased by 16% (n =  − 56).

Trends in rates of suicide by hanging/asphyxiation were 
roughly parallel to total suicide rates in both females and 
males. There were clear differences between males and 
females in patterns of suicide by drugs, pesticides and other 
poisons, firearms, and other methods (Fig. 1). Despite a con-
siderable decrease in firearm-specific suicide in males, it 
remained the second most frequent method in 2017 (after 
hanging). Rates of suicide by self-poisoning from drugs/
alcohol increased from 2000 to 2017, particularly in females. 
In females, the use of pesticides increased during the mid-
2000s, and peaked in 2007, while in males, self-poisoning 
from pesticides was relatively stable between 2000 and 2011 
and decreased after 2011.

Rates of method-specific suicide varied by age group 
(Figures  S3 and S4). Between 2000 and 2017, males 
60 years and older showed the largest increase in total 
suicide rates, followed by males 40–59 and 20–39, while 
females showed a relatively small increase in total suicide 

rates in all age groups. Hanging/asphyxiation showed the 
highest method-specific suicide rates in males and females 
of all age groups, which roughly paralleled total suicide 
rates. In females, the rate of self-poisoning by drugs and 
alcohol increased considerably among 20–59-year-olds. 
Rates of self-poisoning by pesticides were particularly 
high among females 10–39, although rates have decreased 
during the last decade. In males, self-poisoning by drugs 
and alcohol and jumping from a high place increased 
among people 20–39 years and older.

We visualised the change in age and sex-standardised 
rates of suicide by method for each of the 27 states in 
Brazil from 2000 to 2017 (Fig. 2). The largest increases 
in total suicide rates were observed in Piauí (Rate differ-
ence [RD] = 7.5 per 100,000) and Paraíba (RD = 5.5 per 
100,000). Piauí also showed the largest increase in rates 
of hanging/asphyxiation (RD = 6.5 per 100,000), along 
with several states in the North region. Firearm-specific 
suicide rates decreased in most states, particularly within 
the Central-West region. However, some states, includ-
ing Piauí (RD = 0.5 per 100,000), Paraíba (RD = 0.4 per 
100,000) and Maranhão (RD = 0.3 per 100,000) showed an 
increase in firearm-specific suicide rates. Visualisations of 

Fig. 1  Age-standardised suicide rates per 100,000 by sex and method, 2000–2017
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from firearms and unspecified methods and toward others, 
like hanging/asphyxiation and drugs/alcohol.

In line with the wider literature, we observed differ-
ences in the most commonly used methods by males and 
females. Whilst males showed consistently higher rates of 
overall suicide, there was a greater percentage increase in 
the suicide rate among females between 2000 and 2017. 
Females showed a higher proportion of suicides from self-
poisoning and “other” methods, whilst firearm and hanging/

asphyxiation contributed a much higher proportion of sui-
cide deaths in males. Lethality may be higher in males due 
to comparatively greater levels of aggression and risk-taking, 
engagement in seemingly ‘sudden’ acts of self-harm, and 
selection of more lethal methods compared with females 
[22].

The examination of method-specific rates at state-level 
provides information about regional differences in methods 
of suicide. Changes in trends of different methods of suicide 

Fig. 2  Change in age and sex-standardised rates per 100,000 of suicide by method, 2000 to 2017 for each Brazilian state. Data are absolute 
change in rate of suicide per 100,000 (rate difference)



  5/9

Data in parentheses are 95% uncertainty intervals (95% UI).

50-54 1 093 83.7 8.63 -25.18 40 633 83.62 320.51 -25.22

(1 012 to 1 213) (66.25 to 125.42) (7.99 to 9.57) (-32.29 to -15.99) (37 624 to 45 069) (66.17 to 106.17) (296.78 to 355.5) (-32.32 to -16.03)

55-59 972 102.56 8.67 -22.92 31 581 102.44 281.37 -22.97

(904 to 1 077) (85.35 to 125.42) (8.05 to 9.6) (-29.47 to -14.22) (29 347 to 34 984) (85.24 to 125.30) (261.46 to 311.69) (-29.51 to -14.27)

60-64 746 85.34 8.07 -28.34 20 800 85.22 224.93 -28.38

(691 to 819) (69.87 to 105.19) (7.47 to 8.86) (-34.32 to -20.66) (19 255 to 22 837) (69.75 to 105.06) (208.22 to 246.95) (-34.36 to -20.71)

65-69 612 92.34 8.51 -28.41 14 316 92.19 199.02 -28.47

(567 to 672) (76.26 to 113.22) (7.9 to 9.35) (-34.40 to -20.64) (13 279 to 15 717) (76.12 to 113.06) (184.61 to 218.5) (-34.45 to -20.70) 

70-74 472 81.81 8.96 -34.76 9 029 81.51 171.20 -34.87

(434 to 522) (65.69 to 105.06) (8.24 to 9.91) (-40.55 to -26.42) (8 307 to 9 984) (65.41 to 104.71) (157.51 to 189.31) (-40.65 to -26.55)

75-79 330 72.9 9.27 -38.06 5 001 72.46 140.11 -38.21

(301 to 364) (57.88 to 95.60) (8.44 to 10.21) (-43.44 to -29.92) (4 553 to 5 505) (57.45 to 95.12) (127.58 to 154.24) (-43.59 to -30.09)

80-84 224 106.11 9.77 -38.45 2 601 105.24 113.25 -38.71

(195 to 247) (87.42 to 133.80) (8.5 to 10.76) (-44.03 to -30.18) (2 264 to 2 864) (86.63 to 183.32) (98.6 to 124.72) (-44.27 to -30.47)

85-89 127 142.64 10.40 -44.25 1 129 141.54 91.88 -44.5

(106 to 143) (120.29 to 177.75) (8.65 to 11.65) (-49.39 to -36.18) (939 to 1 265) (119.27 to 176.49) (76.44 to 102.98) (-49.62 to 36.47)

90-94 48 267.94 9.04 -49.01 328 265.57 61.79 -49.34

(36 to 54) (228.95 to 317.48) (6.97 to 10.32) (-54.41 to -42.14) (252 to 374) (226.84 to 314.84) (47.6 to 70.51) (-54.70 to -42.51)
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(16 to 27) (467.22 to 614.45) (8.9 to 14.4) (-49.02 to -35.79) (84 to 135) (434.81 to 573.94) (44.69 to 72.19) (-51.94 to -39.43)

All ages
13 503 46.00 6.23 0.32 623 151 35.03 28.76 -7.24

(12 815 to 14 735) (37.20 to 59.87) (5.91 to 6.80) (-5.75 to 9.82) (590 136 to 679 260) (26.58 to 47.57) (27.24 to 31.35) (-13.05 to 1.37)

Age- 
standardized

5.68 -21.68 265.25 -18.38

(5.4 to 6.19) (-26.30 to -14.28) (251.33 to 288.91) (-23.23 to -10.87)

Age group 
(years)

Deaths YLL

Number of 
deaths 2019

% change  
1990-2019

Mortality 
rates
2019

 % change 
1990-2019

Number 
of YLL   
2019

% change 1990-
2019

YLL  
rates
 2019

% change 1990-
2019

FIGURE 1: Mortality rate and percentage of total suicide deaths in males and females by age group in 1990 and 2019.

Figure 2 shows the annual estimates of age-standardized 
mortality rate due to suicide between 1990 and 2019, by sex. Suicide 
mortality rates were higher among men than women in all years. The 
age-standardized mortality rate due to suicide in women was 3.06 
(95% UI: 2.94 to 3.21) and 2.23 (95% UI: 2.09 to 2.46) deaths per 
100,000 population, in 1990 and 2019, respectively. For men, the 
age-standardized mortality rate due to suicide was 11.81 (95% UI: 
11.45 to 12.21) in 1990 and 9.45 (95% UI: 8.91 to 10.47) deaths per 
100,000 population, in 2019. The decline in suicide mortality rates 
from 1990 to 2019 was greater among women (-27.18%; 95% UI: 
-31.91 to -21.54) than among men (-19.95%; 95% UI: -25.28 to -11.23).

The mortality rates by age group showed an increasing gradient 
with aging, in 2019. From 1990 to 2019, suicide mortality rates 
declined among individuals over 15 years of age. In older individuals 
in particular, the decline in suicide mortality rates was four-fold 
greater than in younger individuals. Increase in suicide mortality rates 
(26.87%) were limited to the 10 to 14 years of age group, between 
1990 and 2019. Still, 2019 suicide mortality rates were highest among 
individuals over 70 years of age (Table 2; Figure 1). 

In 1990 and 2019, suicide numbers were highest (approximately 
two thirds of all deaths) among individuals of 15 to 49 years of 

Rev Soc Bras Med Trop | on line | Vol.:55: | (Suppl I): e0299-2021 | 2022

TABLE 2: Continuation.
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FIGURE 2: Annual estimates and uncertainty intervals of age-standardized 
mortality rate from suicide in Brazil, by sex, between 1990 and 2019.

Source: IHME, GBD Study Results Tool: http://ghdx.healthdata.org/gbd-results-tool

age, regardless of sex, whereas suicide mortality rates were highest 
among older individuals over 70 years of age (Table 2; Figure 1). 
Nevertheless, in 2019, suicide was listed among the 10 leading 
causes of death in younger individuals but not in older adults of 
over 70 years of age. Suicide was one of the ten leading causes of 
death in men of 10 to 49 years of age, and women of 10 to 34 years 
of age in Brazil. It was also the third and fourth leading causes of 
death in men of 15 to 34 years of age and women of 15 to 24 years 
of age, respectively (Figure 3). 

DISCUSSION 

Rising numbers of suicide cases in Brazil over the last 30 years 
emphasize the need to a develop suicide prevention strategies. 
Suicide was among the 10 leading causes of death, for both sexes, 
in adolescents and young adults. Growing suicide rates among 
adolescents is a matter of concern and should be given priority in 
prevention policies. Suicide death rates differ widely according 
to sex and state. Age-standardized mortality rates due to suicide 
were higher among men, older adults, and South region residents. 
From 1990 to 2019, age-standardized mortality rates due to suicide 
declined in the South and increased in the Northeast. These changes 
may offset region-related disparities over time. Estimates provided 
in this study may support suicide prevention policies and contribute 
to suicide burden surveillance in different locations. 

Compared to global estimates, Brazil saw a less drop in 
age-standardized mortality rates for suicide from 1990 to 2019 
(38.91% and 21.68%, respectively). Moreover, case numbers 
increased by 46% in the country compared to a 2.7% increase 
worldwide8. Therefore, family and social impacts of suicide 
were more dramatic in Brazil, where more than one third of the 
cases involved economically active individuals, leading to high 
individual and societal costs11. Growing suicide numbers suggest 
greater exposure to suicide risk factors, such as mental disorders, 
particularly depression, alcoholism, and schizophrenia, with direct 
impacts on health services12.

1 2 3 4 5 6 7 8 9 10 1 2 3 4 5 6 7 8 9 10
10 a 14 Violence RTI Drowming Leukemia LRI Congenital 

anomalies
Brain 
cancer

OMN Suicide Mechanical 
forces

RTI Violence Congenital 
anomalies

Leukemia LRI Drowming OMN Brain 
cancer

Suicide HIV/AIDS

15-19 Violence RTI Suicide Drowming Execution & 
police

LRI OMN Mechanical 
forces

Leukemia Other 
unintentiona

l

Violence RTI Maternal 
disorders

Suicide LRI Leukemia OMN HIV/ AIDS Stroke OM

20-24 Violence RTI Suicide Drowming HIV/ AIDS Execution & 
police

LRI Mechanical 
forces

Other 
unintentiona

l

IHD Violence RTI Maternal 
disorders

Suicide HIV/ AIDS LRI Stroke Leukemia OM OMN

25-29 Violence RTI Suicide HIV/ AIDS Drowming LRI IHD Cirrhosis Other 
unintentiona

l

Falls Violence RTI Maternal 
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OM Leukemia
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Maternal 
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LRI Suicide IHD
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HIV/ AIDS RTI Violence LRI CKD Diabetes
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50-69 IHD Stroke Cirrhosis Diabetes Lung cancer LRI COPD RTI CKD Stomach 
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Lung cancer COPD LRI CKD Colorectal 
cancer

Cervical 
cancer
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cancer

Diabetes CKD Lung cancer Hypertensio
n
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n
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Falls
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FIGURE 3: Leading ten causes of mortality in males and females by age group in Brazil, 2019. 
Note: CKD: Chronic kidney disease; COPD: Chronic obstructive pulmonary disease; IHD: Ischemic Heart Disease; LRI: Lower Respiratory Infection; OM: Other 
musculoskeletal; OMN: Other malignant neoplasms; RTI: Road Traffic Injuries.

We also emphasize the reduction in age-standardized mortality 
rates due to suicide from 1990 to 2019, will probably not be 
sufficient to reach the SDG target of reducing suicide mortality 
rates by one third, from 2015 to 20304. In recent years, Brazil has 
carried out some prevention actions, such as “September Yellow”, 
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Suicide and self-harm
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Suicide and self-harm are major health and societal issues worldwide, but the greatest burden of both behaviours 
occurs in low-income and middle-income countries. Although rates of suicide are higher in male than in female 
individuals, self-harm is more common in female individuals. Rather than having a single cause, suicide and self-
harm are the result of a complex interplay of several factors that occur throughout the life course, and vary by gender, 
age, ethnicity, and geography. Several clinical and public health interventions show promise, although our 
understanding of their effectiveness has largely originated from high-income countries. Attempting to predict suicide 
is unlikely to be helpful. Intervention and prevention must include both a clinical and community focus, and every 
health professional has a crucial part to play.

Introduction
Data from WHO suggest that, globally, suicide accounts 
for at least 700 000 deaths per year. The actual number is 
likely to be much higher because of under-recording. 
Suicide has become a defining health and societal issue 
in many countries.1 Self-harm (self-poisoning or self-
injury with varying degrees of suicidal intent) is even 
more common, with an estimated 14·6 million 
individuals affected each year.2 Suicide has received a 
great deal of attention during the COVID-19 public 
health emergency,3 and its prevention will continue to be 
a priority as we move into subsequent phases and 
eventual recovery from the pandemic.

Many people who die by suicide have a history of self-
harm, and previous self-harm is the strongest risk factor 
for suicide, at least in high-income settings.4 Despite 
suicide and self-harm sometimes being seen as distinct 
concepts, here we discuss them together, given that 
many of the principles of intervention and prevention are 
common to both.

Suicide and self-harm are intensely individual 
experiences that are often markers of unbearable 
psychological pain; however, suicide and self-harm are 
also affected by societal factors. It has been known for at 
least a century that economic adversity is associated with 
higher suicide rates. Clinicians need to be at the forefront 
of suicide prevention efforts, because policy makers and 
the public will look towards clinicians for leadership, 
particularly in low-income and middle-income countries 
(LMICs). Public health factors need to be recognised, and 
the role of mental and physical health must also be 
acknowledged—a proportion of people who die by 
suicide have a psychiatric disorder at the time of death, 
and many, particularly in older age groups (eg, those 
older than 65 years), have a physical illness.5,6 Most of 
these individuals, at least in high-income settings, will 
have consulted health services in the year before they 
die,7 some having harmed themselves. Each clinical 
encounter should be seen as an opportunity to intervene.

Stigma remains a serious issue in clinical and non-
clinical settings, and the language we use is important. 
Suicide might not be openly discussed, or might even be 
perceived as a selfish act. Many people who self-harm 
have a poor experience of health care: “In many 

cases, staff lacked compassion. Such as invalidating my 
distress, stigmatising responses such as ‘wow you really 
meant to kill yourself, didn’t you!!’, exclaiming at the 
severity of my previous scarring and saying I was ‘adding 
to the collection’, saying that my pain threshold must be 
high and deciding not to give me any pain relief or 
medications when stitching or cleaning wounds (almost 
as if it was to be a punishment for self-harming), saying 
that I was ‘wasting time’ and other people had ‘real’ 
injuries.”8

Patients report that clinicians might blame them or 
deny them access to high quality care because of the 
erroneous belief that providing good care will encourage 
future episodes. Such attitudes might be partly related to 
a lack of knowledge and understanding. Clinicians also 
need to be aware that some individuals view their self-
harm as a coping strategy to manage psychological 
distress or even prevent suicide.

In this Seminar we aim to provide an update on suicide 
and self-harm with a global and practical focus. We also 
discuss current and emerging issues. Further discussion 
of the terminology used throughout the Seminar 
and the importance of language are included in the 
appendix (pp 2–3).

Epidemiology
Suicide
One person dies by suicide every 40 seconds,9 and for 
every person who dies, 60–135 people are affected by 
the death.10 The global rate of suicide is estimated to 
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Search strategy and selection criteria

We searched MEDLINE and Embase for articles published 
between June 1, 2015, and Jan 31, 2021, using the indexed 
terms “suicide” and “self-harm” in combination with section 
specific terms, which included “epidemiology”, “risk factors”, 
“prevention”, and “intervention”. We gave precedence to 
publications within the past 5 years and systematic reviews 
identified through these searches. We do, however, also 
reference highly cited older publications. Relevant 
contemporary review articles and book chapters are also 
included for further reading.
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