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Compi l ed  by  Hi l ton  Donson and
Ashl ey  van Niekerk
In 2001, 2500 suicides were reported. Figure 32
shows that hanging (42.3%) and firearms (29.4%)
were the major causes of suicides. Poisoning by
means of drugs and pesticide for example, was the
cause of death in 13.6% of the suicides, while
gassing accounted for 7.1%. The other category
included sharp objects, asphyxia, electrocutions,
drowning and falls.

Figure 32. Suicide: external causes, 2001 (N = 2500).

8 . 1  S U I C I D E : S E A S O N A L
T R E N D S
The percentage of poison cases peaked in March
(11.5%), the highest percentage of all the external
causes by month in 2001. The percentage of hang-
ing suicides peaked around July (9.7%), while the
peak for firearm suicides was seen in April (9.9%).
There was a noticeable trough of all external causes
in May. Also of note was that at the end of 2001 all
suicide trends appear to increase. Figure 33 shows
trends from January 2001 to December 2001 for
the three major external causes of suicide as a per-
centage of all suicides in each month.

8 . 2  S U I C I D E : E X T E R N A L

C A U S E S B Y S E X
There were nearly 5 male suicides to every female
victim, with males accounting for 82.4% of cases
(Table XIV). The major external causes in males were
hanging (46.4%) and firearms (31.4%), while in
females most suicides were by poisoning (35.1%)
and hanging (22.7%). For every 1 female hanging
suicide, there were 9 male hanging suicides, 7 male
firearm suicides and 4 male gassing suicides. 

Table XIV. Suicide: external causes by sex, 
2001 (N = 2482).

The percentage of male suicides through hanging
was twice that for females, while the reverse was
true for jumping suicides. The percentage of female
poisoning suicides was four times that for males,
and the percentage of burn suicides in females five
times that for males. The percentage of female
gassing cases was a fraction higher than that for
males. 

8 . 3  S U I C I D E : E X T E R N A L
C A U S E S B Y P O P U L A T I O N
G R O U P
Hanging accounted for the largest percentage of
suicides among Asians, Africans and Coloureds (see
section 1.6 - Terminology), while firearm accounted
for the largest percentage in Whites (45.0%).
Gassing was a particularly common method of sui-
cide in Whites, accounting for 15.8%, while poison-
ing suicides were most frequent in Coloureds
(27.8%). Table XIV shows the distribution of external
causes of suicide by population group.
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Figure 33. Suicide: leading external causes by month of death, 
2001 (N = 2484).



32

Table XV. Suicide: external causes by population group,
2001 (N = 2481).

8 . 4  S U I C I D E : M A J O R
E X T E R N A L C A U S E S B Y A G E
The youngest recorded victims were 10 years old.
Hangings predominated among victims aged 10-54
years. From age 55 onwards firearms took over as
the major cause of suicide. The percentage of
firearm suicides was highest in the 30-34-year age
group, while the percentage of poisoning suicides
was highest in the 25-29-year age group. Gassing
suicides peaked between the ages 40 and 44 years.
In the other external cause group the highest num-
ber of cases - which were largely due to burns and
jumping - was in the 25-29-year age group. Figures
34a to 34e show the distribution of the major exter-
nal causes of suicides by age group. 

Figure 34a. Suicide by hanging, by age, 
2001 (N = 928).

Figure 34b. Suicide using firearms, by age, 
2001 (N = 658).

Figure 34c. Suicide by poisoning, by age, 
2001 (N = 306).

Figure 34d. Suicide by gassing, by age, 2001 (N = 156).

Figure 34e. Suicide: other external causes, by age, 
2001 (N = 165).

8 . 5  S U I C I D E : S C E N E O F
I N J U R Y B Y S E X
The most frequent site of suicide for males and
females was in and around the home, followed by
residential institutions and informal settlements.
Females had a higher percentage of injuries in and
around the home and residential institutions, while
males had a higher percentage of cases for all
other scenes. The difference in percentages between
male and female suicides was greatest for private
homes and residential institutions. Figure 35 shows
the number of male and female suicides by scene of
suicide.
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8 . 6  S U I C I D E : D A Y A N D T I M E
O F D E A T H
DAY OF DEATH
For males and females, suicides peaked on
Mondays. Over 40% (43.5% and 43.7% respective-
ly) of male and female suicides occurred over the
weekend (Friday to Saturday), with an additional
18.3% and 16.1% occurring on Mondays. The
largest variations in the percentage of suicides for
the two sexes were on Mondays and Wednesdays.
Figure 36 shows the distribution of suicides by day
of week for males and females.

Figure 36. Suicide: day of death, by sex, 
2001 (N = 2467).

TIME OF DEATH
Suicide deaths were least frequent in the very early
morning hours from 24h00 to 06h00 and most fre-
quent from 07h00 to 20h00. The time trends for
males and females were similar. Female suicides
peaked at 08h00 and at 16h00. Male suicides also
peaked at 08h00. Figure 37 shows the distribution
of suicides by hour of day for males and females.

Figure 37. Suicide: time of death, by sex, 
2001 (N = 1919).

8 . 7  S U I C I D E A N D B L O O D
A L C O H O L C O N C E N T R A T I O N
Blood alcohol concentrations were obtained for
1081 (43.2%) of the 2500 suicides. Figure 38
shows the percentage of cases by BAC, and Table
16 the distribution of BACs across the external caus-
es of suicide. As Figure 38 shows, most (63.2%) of
the suicides had zero blood alcohol. Of the suicide
victims who were BAC positive, 27% were at or
above 0.05 g/100 ml. 

Table XVI shows that with suicides, the highest alco-
hol-relatedness was found among poison victims
(44.7%). Most of the alcohol-positive cases tended
to have fairly low levels of alcohol, with one-third
(31.3%) with BAC concentrations above 0.05 g/100
ml. For hanging, firearm and gassing suicides,
around one-third had positive levels. Mean positive
BACs were similar across all causes

Figure 38. Suicide: percentage of deaths by blood alcohol
concentration, 2001 (N = 1081).

Table XVI. Suicide: blood alcohol concentration by 
external cause of death, 2001 (N = 1081).
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Figure 35. Suicide: scene of injury, by sex, 
2001 (N = 2482).
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8 . 8  S U I C I D E -  I M P L I C A T I O N S
F O R P R E V E N T I O N
The NIMSS report provides information that may
assist organisations interested in the provision of
both suicide prevention and support interventions for
survivors and their families. Successful suicide pre-
vention programmes in other settings have noted
the inclusion of strategies such as suicide education,
screening programmes, peer support programmes,
crisis centres and hotlines, and 'intervention after a
suicide' programmes.8 In addition, interventions
directed at the underlying social, familial and devel-
opmental causes might play a critical role in pre-
venting future suicides. 

The focus on future suicides underscores the impor-
tance of focusing on persons who may not yet be at
high risk for suicide. Young persons or older ones
who still have good supports but might be at risk
later on when these supports are lost would be
appropriate groups to include in prevention inter-
ventions. In this section we outline a brief selection
of suicide prevention implications and strategies that
may be developed based on the NIMSS data. More
detailed examinations of the benchmark interven-
tions in the areas of suicide prevention and control
remain a priority for research and support agencies
in South Africa.

FIREARMS
Hanging and firearms constituted the dominant
external causes of suicide in males, and with poi-
soning, were the major causes in female suicides.
The implication of firearms in these deaths may sug-
gest educational, enforcement and screening strate-
gies for firearm control among the general popula-
tion but especially individuals at high risk of a sui-
cide attempt. The NIMSS data needs to be comple-
mented by research that identifies the individual,
familial and social risk factors that predispose peo-
ple to suicide.

DAY, TIME AND SEASONAL TRENDS, AND
ALCOHOL
Suicide did not have any major seasonal variations
over the year. The largest percentages of suicides
occurred over weekends. Most male and female sui-
cides took place on Mondays. Most occurred in pri-
vate homes. Female suicides peaked at 08h00 and
at 16h00, while most male suicides also occurred at
08h00. The NIMSS data further reported alcohol-
relatedness in about one-third of all suicide deaths.
Prevention strategies could be incorporated into a
life or social-skills component, include education
programmes for children and youth, and more
specifically for high-risk individuals and their families
and other supports, about the various risks associat-
ed with suicide, including alcohol consumption.




