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BACKGROUND

In response to widespread concern regarding suicide, a number of Health Regions
have made enquiries regarding their suicide rates. Accordingly, the Epidemiology
and Health Information Branch in conjunction with the Suicide Research and Preven-
tion Program is providing the following preliminary report.

This report supplements Information Circular No, 13 “Suicide - A Health Problem of
the Nineties”. Also, Drs C Cantor and M Coory have recently canvassed a similar
issue in the Australian Journal of Public Health, December 1993 issue with their fol-
low-up article “Is there a rural suicide problem?”. (Rural was defined according to the
Rural Health Policy Unit’s definition). See article attached.

They concluded that there were no significant differences in the rates of urban-pro-
vincial-rural suicide in Queensland 1986-90 data when ali ages together were con-
sidered and for specific age groups 15-19 years and 20-29 years. They acknowl-
edged that Australian suicide rates for young males were high by international stan-
dards and also noted that Queensland had higher suicide rates in males 15-19 years
of age in both rural and urban settings when compared to New South Wales rates.
They suggested that the focus should be in dealing with the youth suicide problem in
all areas of the State.

METHODOLOGY AND RESULTS

A number of different methods could be used to compare suicide between Health
Regions. The simplest of these is the crude suicide rate or the total number of sui-
cides per 100,000 population. However, the crude suicide rate might not be a reli-
able indicator of suicide across populations as it does not take into account age
structure differences. The Standardised Mortality Ratio (SMR), however, is a widely
used summary measure that adjusts for age differences between populations, there-
fore allowing more valid comparisons to be made.

The SMR is the ratio of the number of deaths observed to the number expected if the
area of interest experienced the same age specific rates as some standard popula-
tion. The SMR for the standard population (Queensland in this case) always equals
100 per cent and a SMR greater than 100 means that the actual number of deaths for
an area was higher than expected. Ninety-five per cent confidence intervals were
also calculated to give an indication as to whether the age adjusted rate for a particu-
lar Health Region was statistically significantly different from the overall Queensland
rate. If the lower boundary of the 95 per cent confidence interval for a SMR was
greater than 100 then it can be concluded that the age adjusted suicide rate is statis-
tically significantly higher than that for Queensland.

As can be seen from the accompanying tables and graphs, the age adjusted ratios
for males and persons for the Peninsula and Northern Health Regions (for the time
period 1981 to 1981) were statistically significantly higher than the Queensland aver-
age. The age adjusted ratios for all other Health Regions for both males and females
were at or below the Queensland average. Although the Darling Downs region has
below average female and person SMRs, there is no room for complacency because
State rates are high,

Later in 1994, the Suicide Research and Prevention Program will be able to provide
considerably more detail on regional suicide profiles.

Information Circular 29 1
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Figure 1. Suicides Male.{v. 1981 - 1991
Standardised Mortality Ratios '® by Health Region
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Source; Mortality collection, Epidermiclogy and Haakh Information, Gusensiand Heaith

Figure 2. Suicides Females 1981 - 1991
Standardised Montality Ratios ™ by Health Region
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{a} Indrectly aga atandardisad 1o the 1886 Queensland population.
Source: Monality colleclion, Epidemiology and Heahh inlormalion, Ousensiand Health

Figure 3. Suicides Persons 1981 - 1991
Standardised Mortality Ratios * by Health Region
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(a) indirecitty age slandardised 10 the 1985 Cueensland population,
Scurce: Marlality collection, Epddemiology and Health information, Quesnsland Heaalth
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TABLE 1. SUICIDE, MALES, 1981 -1991, STANDARDISED MORTALITY RATIOS® BY
HEALTH REGION

Region SMR Lower Limit Upper Limit
Peninsula 127.3 112.0 144 .1
Northern 124.2 110.7 138.9
Central West 96.6 57.2 152.6
South West 116.3 83.5 157.8
Mackay 88.3 72.3 106.6
Central 100.2 86.4 115.7
Wide Bay 89.3 75.6 104.8
Darling Downs 87.8 75.9 100.9
Sunshine Coast 103.4 91.8 116.2
South Coast 94.4 83.6 106.3
West Moreton 97.5 82.5 114.5
Brishane North 89.6 81.6 98.0
Brisbane South 95,1 87.8 103.0

fajindiracily age standardised to the 1988 Queensland population

TABLE 2. SUICIDE, FEMALES, 1981 -1991, STANDARDISED MORTALITY RATIOS® BY
HEALTH REGION

Region SMR Lower Limit Upper Limit
Peninsula 1141 B6.2 148.2
Northern 85.0 63.3 111.7
Central West 47.2 5.3 170.5
South West 109.2 49.8 207.3
Mackay 61.0 36.2 96.5
Central 90.9 65.5 122.9
Wide Bay 84.6 60.1 115.6
Darling Downs 54.7 37.6 76.8
Sunshine Coast 94.8 74.5 119.1
South Coast 105.4 84.3 130.2
West Moaoreton 107.1 77.5 144.2
Brisbane North 109.4 93.3 127.5
Brisbane South 115.2 100.1 131.9

{a) Indirecily age standardized to the 1986 CQueenzland populalion

TABLE 3. SUICIDE, PERSONS, 1981 -1991, STANDARDISED MORTALITY RATIOS® BY
HEALTH REGION

Region SMR Lower Limit Upper Limit
Peninsula 127.0 113.2 1421
Northern 119.6 107.5 132.6
Central West g91.7 56.0 141.6
South West 119.3 88.6 157.3
Mackay 84.8 70.6 101.0
Central 100.4 87.8 114.2
Wide Bay 88.7 76.5 102.3
Darling Downs 80.9 70.7 92.1
Sunshine Coast 100.9 90.8 111.9
South Coast 96.4 86.7 106.8
West Moreton 99.7 86.1 114.8
Brisbane North 92.5 B5.5 100.0
Brisbane South 98.3 91.7 105.2

ta) Indirectly age standardised 1¢ the 1988 Quesensland population
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Is there a rural suicide problem?

Christopher H. Cantor

Queensland Health acknowledges the approval given by the Editors of the Australian Journal of Public Health, to copy this article
{from Australian Journal of Public Health 1993 vol. 17 No. 4, pages 382-384) and distribute with this Information Circular.

Department of Psychiatry, Princess Alexandra Hospital, Brisbane

Michael Coory

Epidemiology and Health Information Branch, Queensland Health Department, Brisbane

Abstract: Suggestions that youth suicide rutes are dispro-
portionately higher in rural areas were explored using Queen-
stand cause-of-death data supplied by Queensiand Health fur
the years 1986 to 1990, Standardised mortality ratios (SMRs)
were compared across three zones: urban, provincial and ru-
ral. for three age bands: all ages, 15 1o 19 years and 20 to 29
vears, for each sex. This Queensiund study did not find a s1a-
tistically significant excess of rural youtrh suicides. Further
study of this phenomenon involving other states is calied for.
fAust J Public Health 1993, I7: 382-4)

In January 1992, Dudley et al. reported on suicide
trends in urban and rural New South Wales, dem-
onstrating among other things that:

1. The rate of youth (10 to 19 years) suicide was higher
in tural New South Wales than in urban areas; the
rates per 100 000 population between 1984 and 1988
were 3.8 in Sydney, 3.0 in Newcastle and
Wollongong, 4.7 in rural cities and 6.4 in rural shires
and municipalities. The ratio of major metropolis to
rural shire suicide rate was almost 1:2.

2. The gradient of rising rates of youth suicide between
1964 and 1988 was greater in rural arcas — a five-
fold increase in the shires compared with no change
in metropolitan areas.!

Hence, concern regarding disproportionate suicide
rates among rural youth arose. Resources could be
wasted if ‘urban’ solutions were provided for ‘rural’
problems.

In contrast, Hetzel reported that in Victoria between
1950 and 1967 suicide rates rose for both males and
females, but almost all of the rise was confined to the
Melbourne metropolitan area.? This was the gencral
trend at that time also in the United Kingdom and
Europe, although not in the United States.

It is more recently that rises in rural suicide have
been reported, not only in Australia. Crombie found
that the remole northern highlands of Scotland had
greater suicide mortality between 1974 and 1986 than
other districts of Scotland.? The lowest mortality was
found in the central belt of Scotland, associated with
high population density, heavy industry and social dis-
advantage. Similarly, in recent years there have been
reports of higher suicide rates in rural areas of South
Western Greece,* Sweden® and Manitoba, Canada.® This
latter study focused specifically on childhood and ado-
lescent suicides. A study of Kentucky farmers (1979 10
1985) found higher rates of suicide in farmers, but
closer inspection of the data reveals that this excess
rate was confined mostly to older age groups {(espe-
cially over 65 years)} with no excess in the under-25
years group.’

Correspondence to Dr C. Canter, Department of Poychistry, Princess Alenandrs Hospilal,
Ipswich Rowd, Woallnongabba, Qld 4102, Fax ((7) 2400 21,

This paper further examines rural and urban dif-
ferences in suicide in Queensland.

Method

Death certificate data for suicides for the years 1986
to 1990 were obtained from a data file held by Queen-
sland Health. Because the population {and hence the
number of suicides) in rural areas of Queensland was
small, five years of data were combined to ensure that
reasonably accurate estimates were obtained. For ex-
ample, between 1986 and 1990, for males aged 15 1o
19 years in rural areas, there were on average six sui-
cides per year. If less than five years of data had been
combined, the 95 per cent confidence interval for this
age category would have been so wide that no sensible
conclusion could be reached.

The comparisons between urban and rural rates uti-
lised a definition developed by Queensland Health's
Rural Policy Unit in conjunciion with the State Gov-
ernment Statistician’s Office. The definition divides
Queensland into three major categories. ‘Rural’ con-
sists of those areas ouiside Brisbane and the major pro-
vincial cities but including Mt Isa. This means that
‘rurai’ refers to any community which had a popula-
tion of less than 20 000 persons at the 1986 census
plus Mt Isa (1986 census population: 23 927). Mt Isa
was included in the ‘rural” category because of its geo-
graphical isolation. The two other categories are:

* ‘provincial city’: Moreton Statistical Division, the
statistical districts in which Cairns, Townsville,
Mackay, Rockhampton, Gladstone and Bundaberg
are located, Maryborough, Hervey Bay, Gympie
and Toowoomba cities

» ‘metropolitan’: Brisbane Statistical Division
To determine whether there was a rural excess of sui-

cide for all ages combined, indirectly agestandardised
mortality ratios (SMRs) were calculated using the 1988
estimated resident Queensland population as the stan-
dard.* Nincty-five per cent confidence intervals (CI)
were calculated using a method discussed by Ulm for
the caleulation of exact confidence intervals for a Pois-
son distributed variable.?

Suicide rates per 100 000 population were calculated
separately for males and females for the age categories
15 to 19 years and 20 10 29 years. Rates were derived
by using the average annual number of suicides for the
five-year period 1986 to 1990 and the estimated resi-
dent population for the year 1988.%

Exact 95 per cent confidence intervals were calcu-
lated using Ulm’s method.®

Results

Table 1 presents the crude suicide rates for the three
areas under consideration. The rural rate for males was
only marginally higher than the overall Queensland
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Table 1; Crude suicide rates per 100 000 by area
in Queensland, 1986-19%0

All Average Avernge
suicides, annual 1988 annual
1986-1990  suicides population rate"
Muales
Metropolitan 695 1390 611 991 27
Provincial 552 110.4 477 156 231
Rural 333 66.6 286 910 232
Total Queensland 1 580 3160 1376 057 23.0
Femules
Metropolitan 211 422 628 295 6.7
Provincial 140 8.0 478 262 59
Rural 54 10.8 260 121 4.2
Toval Queensland 405 810 1365678 59

Nore: (r) Rule per 1040 (X} population

rate, while the rural rate for females was lower than
the overall Queensland rate. Table 2 presents the indi-
rectly age-standardised ratios and their 95 per cent
confidence intervals. All of the confidence intervals
included 100 indicating that, for the three areas under
consideration, there were no statistically significant
differences from the overall Queensland rate.

Table 3 shows the suicide rates and their corre-
sponding 95 per cent confidence intervals for 15- to
19-year-olds and 20- to 29-yecar-olds. The rural rate
for males aged 15 to 19 years (24.1 per 100 000} was
higher than both the provincial (17.4) and metropoli-
tan (18.9) rates. However, since the confidence inter-
vals overlapped, it was concluded that the differences
were not statistically significant. For females in this
age group the situation was similar, with a higher ru-
ral rate, but overlapping confidence intervals indicating
that the difference was not statistically significant. It
should be noted, however, that the number of suicides
for females was small, making it difficult to draw any
definitive conclusions.

For the age category 20 to 29 years, the situation was
reversed, with the rural area recording lower rates than

Table 2: Age-standardised mortality ratios (SMRs} by area in
Queensland, 1986 10 199"

Area SMR cr
Muales

Metropolitan 98.2 91.1 o 1058
Provincial 100.2 920 o 1089
Rural 103.6 928 to 1153
Females

Metropolitan 112.1 97.5 10 1283
Provincial 97.5 82.0 w0 1151
Rural 738 354 10 963
Noves: {a) Ind Ty ag 1ty Lhe 19EH pulat

() C1=95% confidence inlerval

the other areas for both males and females. Once again
the 95 per cent confidence intervals overlapped, indi-
cating that the differences were not statistically sig-
nificant.

Discussion

The rural excess of youth suicide suggested in the
New South Wales study was not clearly demonstrated
for Quecnsland.! The rural rates were higher for males
aged 15 to 19 years, although not statistically signifi-
cantly so. The rural rate for males aged 20 to 29 years
was in fact lower than the metropolitan and provincial
rates, although once again this was not statistically sig-
nificant. In most naticnal and international suicide
studies, trends in the 15- to 19-yearold age range closely
parallel those in the 20- to 29-year range. The fact that
rates of suicide in urban, provincial and rural areas in
these two age ranges were firstly, not statistically dif-
ferent, and secondly, displaved inverse patterns, dic-
tates caution in attributing differences among urban,
provincial and rural suicide rates. We do not discount
the possibility of specific localised problem areas (geo-
graphic) in Queensland, be they urban or rural. The
current analysis did not address this. We also did not
address the issue of whether there has becen a

Table 3: Specific suicide rates per 100 000 by area in Queensland, 198610 1990

Total suicides  Average annual 1988 Average annual
1986 to 1990 suicides population rate* Ccrr

Mules 15 1o 19 years

Metropolitan 55 11.0 58 313 18.9 14.2 to 24.6
Provincial 36 12 41 498 17.4 1220 240
Rural 30 6.0 24 906 241 163 0 34.4
Total Queensland i21 242 124 717 19.4 16.1 to 23.2
Females 15 to 19 vears

Metropolitan 5 1.0 58 015 1.7 0.6t0 4.0
Provincial 4 08 40 049 20 05t 5)
Rural 7 1.4 21 601 6.5 2610134
Total Queensland 16 3.2 119 665 27 151043
Males 20 to 29 years

Metropolitan 175 350 145 550 332 28.4 10 38.5
Provincial 153 0.6 75 928 40.3 4210472
Rural Tl 14.2 47 897 29.6 23210374
Total Queensland 399 79.8 229 375 348 3510384
Females 20 1 29 years

Metropolitan 53 10.6 104 181 10.2 TH10 133
Provincial 25 50 74 850 6.7 43198
Rural 9 1.8 42 898 4.2 1 9t08.0
Total Queensland 87 17.4 222 029 78 6.3109.7

Nodes: (a) Rates per 100 00K population of the same age and sex, (b CI = 95% confidence interval
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disproportionate rise in suicide among rural youth over
the last 30years. The Queensland findings provide no
grounds for reassurance regarding youth suicide in that
state. Although caution needs 1o be exercised because
of different definitions of ‘urban’, ‘provincial’ and ‘ru-
ral’ and the different periods from our own used in the

New South Wales study,’ our findings suggest higher

rates of 15- to 19-year-old male suicide in all areas of

Queensland compared with New South Wales:

» Queensland 1986-1990: metropolitan (8.9 per 100
000, provincial 17.4, rural 24.1, total Queensland
19.4.

= New South Wales 1984-1988 (approximale): Sydney
11, Newcastle/ Wollongong 1 1, rural cities 12, rural
shires and municipalities 21, total New South Wales
13.2.

Unpubiished research by one of us (CHC) has dem-
onstrated that in all age groups, Queensland suicide
rates tend to be higher than the national average—
usually by 10 to 15 percent. No explanation for this
has emerged to date.

While we found little evidence in support of a sig-
nificant rural excess of suicide, there are no grounds
for complacency regarding Australian youth suicide
rates, urban or rural. In a recent study of 21 countries,
Pritchard described Australia and New Zealand as
‘unique as they were the only countries in which male
and female youth suicide levels were higher than their
average rates.'" Similarly, Diekstra reported that for
the years 1985 to 1986 Australia ranked second of 19
countries for suicide in males aged 15 to 29 years. The
more recent report by Pritchard for Australian males
aged 15 to 24 years ranked Australia fifth of 21 coun-
tries for svicide rates in 1987.1¢

Conclusions

The question posed in the title of the paper sheuld
not be answered simply by yes or no. It appears that
rural populations in Queensland have suicide mortality

rates similar to metropolitan and provincial areas. Even
in the younger male age ranges (151019 and 20 10 29
years), no statistically significant differences emerged.
This study suggests therefore that urban, provincial and
rural Queensland all have problems with suicide in
males aged 15 to 29 years, but of similar dimensions.

Why in the young age groups our findings are not
consistent with the New South Wales study is unclear.
It is possible that the insidious rise in male youth sui-
cide clearly detected in New South Wales may have
been masked by the cross-sectional design of our study.
Funther studies of this nature, including data from other
states, are required before the question can be answered
with confidence.
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