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j Abstract Objective To investi-
gate the prevalence and psycho-
social correlates of suicidal
behaviour in a representative
sample of children and adoles-
cents in Germany. Methods Sui-
cidal behaviour was assessed in
the BELLA study in a sample of
2,863 families with children aged
7–17 using the corresponding
questions from the child behavior
check list and the youth self
report. Self-reported as well as
parent-reported measures of
overall mental health problems,
anxiety, depression, aggressive
and delinquent behaviour, atten-
tion deficit-/hyperactivity as well
as health-related quality of life
were also administered. Results
Self-mutilation and/or suicidal
attempts within the last six
months were reported by 2.9% of
the adolescents 11–17 years of age.
Suicidal thoughts were reported by
3.8% of the same group of ado-
lescents. The prevalence rates
reported by the parents were 1.4%
for self-mutilation and/or suicidal
attempts and 2.2% for suicidal
thoughts. The prevalence of par-
ent-reported self-mutilation/sui-
cidal attempts in children below

11 years of age was very low.
Youth reporting suicidal behav-
iour were older than youth not
reporting suicidal behaviour.
Children and adolescents exhibit-
ing suicidal behaviour reported
significantly more general mental
health problems, depressive
symptoms, anxiety, and hyperac-
tivity as well as lower health-
related quality of life. Conclusions
There is a strong connection
between suicidal behaviour and
emotional and behavioural prob-
lems, especially with symptoms of
depression, anxiety and hyperac-
tivity. The association observed
between attention deficit-/hyper-
activity and suicidal behaviour
requires further investigation. The
differences in the extent of
reported suicidal behaviour in
adolescents between the self- and
parent-ratings and the degree of
confidentiality in the collection of
the data are subjects for future
research.
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suicide attempts –
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Introduction

Suicide can occur in all age groups during childhood
and adolescence. Prior to the onset of puberty, the
prevalence of suicidal behaviour is low [26]. In ado-
lescence, however, suicide is one of the leading causes
of death [14]. In fact, in the United States it is the
third leading cause after accidents and homicides, and
an increase by more than 300% in the suicide rate for
adolescents aged 15–19 years has been reported [2].
In Canada and Europe, suicide is the second leading
cause of death, after accidents, in both genders [26].
As an important public health problem, suicide risk
remains a subject of continuing mental health re-
search. According to the findings of a WHO multi-
centre study conducted in young people 15–24 years
of age, an increase in suicide prevalence is associated
with an increase in suicide attempts [15]. Results of a
systematic review of 128 studies [9] revealed that on
average, 9.7% (95% CI: 8.5–10.9) of adolescents re-
ported to have attempted suicide (at some point in
their life). Furthermore, an additional 29.9% (95% CI
26.1–33.8) of adolescents reported having suicidal
thoughts at some point in their lives.

Non-suicidal self-harming behaviour has also been
increasing in adolescent populations. These forms of
deliberate self-harm should be differentiated from
suicidal attempts because there is no direct intent to
die. Adolescents often mention the need to stop
unbearable feelings as the reason for such behaviours
[26]. Recent population-based studies on non-suicidal
self-harming behaviour revealed high prevalence rates
ranging from 6–15% in representative samples of
adolescents [5, 16]. There is considerable evidence
that childhood and family adversities—including
sexual and physical abuse, domestic violence, sub-
stance abuse among family members or criminal
activities of family members—are strongly interre-
lated with suicidal behaviour in adolescents [13]. In
addition, disrupted family structures (e.g. parental
separation or divorce) and insufficient parenting
resulting in low social and emotional support are
discussed as risk factors for suicidal behaviours in
young people [11]. Individual risk behaviours have
also been associated with suicide attempts in adoles-
cents. For example data from the National Youth Risk
Behavior Survey show that impulsivity, behaviours
associated with violence, alcohol, tobacco and drug
use, risky sexual behaviours, as well as other risky
behaviours were associated with a higher a rate of
suicide attempts [2]. Although little evidence exists
for the role of adolescent attention deficit-/hyperac-
tivity disorder (ADHD) in the development of suicidal
behaviour, anxiety, depression, and hopelessness
seem to function as mediators of adolescent suicidal

behaviour [28]. The major goals of this study were to
examine the prevalence of suicidal behaviour in
children and adolescents, as well as their psycho-
pathological and psychosocial concomitants.

Methods

j Study sample

The BELLA study is an extension of the German
Health Interview and Examination Survey in children
and adolescents (KiGGS) [17, 22]. For the KiGGS
survey, a random sample of 167 communities (pri-
mary sampling units) in Germany was drawn from
strata defined by federal state and population size.
From these communities, a random sample of 28,299
families with children from 0–17 years was selected.
Of those families, 26,787 could be contacted and in-
vited to participate in the study. Of those, 17,641
agreed to participate. For the BELLA study, a random
sample of 4,199 families with children aged 7–17 years
was drawn from the 17,641 families participating in
the KiGGS study. Of those, 2,863 (68.2%) agreed to
participate. For each family, a telephone interview was
conducted with one parent and a questionnaire was
sent via mail. Adolescents aged 11 years or older were
also interviewed via telephone and asked to fill out a
questionnaire. For more details on the design and
methods of the BELLA study, see [23] in this issue.

j Instruments

Self-mutilation and suicidal behaviour were assessed
with the corresponding questions from the child
behavior check list (CBCL) and the youth self report
(YSR), respectively (items 18 and 91). The questions
regarding self-mutilation/suicide attempts were ‘‘I
deliberately try to hurt or kill myself’’ for the chil-
dren/adolescents and ‘‘Deliberately harms self or at-
tempts suicide’’ for the parents. The questions asking
for suicidal thoughts are ‘‘I think about killing my-
self’’ for the children/adolescents and ‘‘Talks about
killing self’’ for the parents. Answer options were ‘‘not
true’’, ‘‘somewhat or sometimes true’’, and ‘‘very true
or often true’’, scored as 0, 1, or 2. In the BELLA
study, these two items were asked during the tele-
phone interview.

Overall mental health problems were assessed with
the Strengths and difficulties questionnaire (SDQ)
[12]. The questionnaire consists of five subscales,
each containing five items (emotional symptoms,
conduct problems, hyperactivity, peer problems, and
the prosocial scale). The total difficulties score is
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generated by summing the scores from all scales
except the prosocial scale. The impact supplement
includes items on overall distress and social impair-
ment. The sum of these items is then used to classify
the subject as ‘‘normal’’, ‘‘borderline’’, or ‘‘abnormal’’
according to the UK norms [24]. The SDQ was
administered to both the parents and children/ado-
lescents. The SDQ impact supplement was also
administered (Goodman 1999) with impact scores of
0, 1 and higher than 1 interpreted as normal, bor-
derline and abnormal.

Specific mental health problems

Anxiety was assessed with the screen for child anxiety
related emotional disorders (SCARED) questionnaire
[3], depression with the Center for Epidemiological
Studies Depression Scale for Children (CES-DC) [10],
conduct disorder with the two subscales ‘‘Aggressive
Behaviour’’ and ‘‘Delinquency’’ from the CBCL [1],
and attention deficit-/hyperactivity with the Conners’
scale [7]. The subscale ‘‘hyperkinetic disorders’’ from
the ‘‘Diagnostic System for Mental Disorders in
Childhood and Adolescence’’, developed according to
the ICD-10 and DSM-IV (FBB-HKS) [8] was also
administered. The two CBCL subscales and the FBB-
HKS were used only in the parent-questionnaires. The
other scales were administered to both the parents
and the children/adolescents.

Health-related quality of life (HRQoL) was assessed
using the KIDSCREEN instrument [21] that was spe-
cifically developed for use in children and adoles-
cents. In this analysis, only the total health-related
quality of life index was used.

The risk factors included in the analysis were: low
parental education, family conflicts, parental mental
disorder as reported by the parent, family conflicts
during one parent’s childhood and adolescence,
conflicts in the partnership, early parenthood (mother
or father younger than 18 years at time of birth),
single-parent family, child resulting from an un-
wanted pregnancy, low social support perceived by
the parent during the child’s first year of life, chronic
problems (including chronic disease in one parent
and unemployment during the child’s lifetime), and
problematic alcohol consumption [30]. In addition to
examining these individual risk factors, the total
number of present psychosocial risk factors in each
child was summed in order to make comparisons
between different subgroups.

j Statistical analysis

To correct for the difference between the sample and
the population in terms of age, gender, region (east/

west/Berlin) and migration status, each subject was
assigned a weight equal to the inverse of the proba-
bility of being sampled. The effect of the stratified
cluster sampling design on the variance estimation
(i.e. confidence intervals and significance tests) was
also corrected by the use of linearised/robust variance
estimators [18]. Means were compared with adjusted
Wald tests and proportions were compared with a
Pearson Chi-square statistic that was corrected for the
survey design and converted into an F statistic [20].
Effect sizes were measured using Cohen’s d [6], de-
fined as the difference of the means divided by the
standard deviation. All calculations were performed
using Stata 10 [25].

Results

A total of 1,681 children and adolescents participated
in the telephone interview and filled out the ques-
tionnaires. The information on self-mutilation/sui-
cidal behaviours and suicidal ideas was missing for
one participant. A total of 2.9% of subjects (95% CI:
2.1–3.9) reported self-mutilation or suicide attempts
(other than ‘‘not true’’), with 0.8% of subjects even
stating this to be ‘‘very true or often true’’ (95% CI:
0.4–1.7). The reported prevalence of suicidal ideas
was 3.8% (95% CI: 2.9–5.1), with 0.3% of the partic-
ipants stating this to be ‘‘very true or often true’’ (95%
CI: 0.1–0.9). A strong association was found between
reported suicidal ideas and self-mutilation/suicide
attempts (OR = 45.3, P < 0.0001).

A total of 1,621 parents of children and adolescents
aged 11 years or older completed the telephone
interview and the questionnaires. The rating of self-
mutilation/suicide attempts of their child was missing
for two of these, and the rating of suicidal ideas was
missing for one. The parents reported self-mutilation/
suicide attempts in 1.4% (95% CI: 0.8–2.3) of the
cases. This is less than half of the prevalence found in
the self-report, but since the confidence intervals
overlap, this difference does not prove significant.
The prevalence of suicidal thoughts reported by the
parents was 2.2% (95% CI: 1.4–3.3). The self-reported
prevalence was also higher here, though the confi-
dence intervals overlapped here as well. A clear
association between the parent-ratings and the self-
ratings for both self-mutilation/suicide attempts
(OR = 39.1, P < 0.0001) and suicidal thoughts
(OR = 13, P < 0.0001) was found.

Since children below the age of 11 years were not
interviewed, there are only parent-reports available
for them. The prevalence of self-mutilation/suicide
attempts was 0.4% (95% CI: 0.1–1.0) and the preva-
lence of suicidal thoughts was 1.8% (95% CI: 1.0–3.3).
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Due to the small number of subjects in the re-
sponse category ‘‘very true or often true’’, both
affirming categories (‘‘somewhat or sometimes true’’
and ‘‘very true or often true’’) were combined into
one category for all further calculations.

Girls did not differ significantly from boys
regarding their self-reported prevalence of self-muti-
lation/suicide attempts (OR = 1.9, P = 0.072), but
more girls reported suicidal thoughts (OR = 2.1,
P = 0.017). There was a small difference in the prev-
alence of self-mutilation/suicide attempts for the
social stratum (lower = 4.1%, middle = 3.0%, up-
per = 1.0%, P = 0.031). The prevalence of suicidal
ideas did not vary between social strata (P = 0.209).
Adolescents with self-mutilation/suicide attempts
were older than those without such behaviours (mean
age 15.4 vs. 14.6 years, d = 0.52, P = 0.004), and
adolescents with suicidal thoughts were older than
adolescents without such thoughts (mean age 15.3 vs.
14.6 years, d = 0.43, P = 0.007).

Results of self-reported overall mental health
problems (SDQ) showed that in all areas, with the
exception of the prosocial scale, adolescents with self-
reported self-mutilation/suicide attempts or suicidal
ideas had significantly higher scores with medium to
large effect sizes (see Table 1). The percentage of
those with overall distress and social impairment
(SDQ impact) in the abnormal range was 34.6% (95%
CI: 19.5–53.6) with self-mutilation/suicide attempts
versus 7.6% (95% CI: 6.2–9.3) without such behaviour
(OR = 6.4, P < 0.0001), and 45.6% (95% CI: 30.4–
61.6) with suicidal ideas versus 7.2% (95% CI: 5.7–8.9)
without such thoughts (OR = 10.9, P < 0.0001). These
differences were even more pronounced between the
groups when concerning specific mental health
problems. The scores for depression (CES-DC),
hyperactivity (Conners’), and anxiety (SCARED) were

more than one standard deviation higher for the
adolescents with self-mutilation/suicide attempts or
with suicidal thoughts. As expected, the higher
number of mental health problems in almost all do-
mains showed a clear decrease in health-related
quality of life (KIDSCREEN).

The results of the parental rating showed a similar
picture, but it was less pronounced (see Table 2). The
effect sizes were smaller and did not reach signifi-
cance in SDQ peer problems for the effect of child-
reported self-mutilation/suicide attempts, and for
SDQ hyperactivity, prosocial scale, and CBCL
aggressive behaviours for the effect of suicidal
thoughts. On almost all scales, the parents rated their
children better (i.e. lower in the problem scales and
higher in scales such as the prosocial scale and health-
related quality of life) than the children scored
themselves. The only exception was the Conners’
Scale, where parents scored their children signifi-
cantly higher (i.e. more ADHD problems).

The association between self-reported self-mutila-
tion/suicide attempts/suicide thoughts and psycho-
social risk factors is less clear. Only the occurrence of
family conflicts in the interviewed child’s family as
well as during their parent’s childhood and adoles-
cence was significantly higher in adolescents with self-
mutilation/suicide attempts or suicidal thoughts (see
Table 3). The mean number of psychosocial risk
factors present was significantly higher for adoles-
cents with self-mutilation/suicide attempts (P = 0.021),
but not for adolescents with suicidal thoughts
(P = 0.057).

To estimate the influence of administering the
questions in a telephone interview on the rate of re-
ported suicidal ideation and behaviour, the preva-
lence from the BELLA study was compared with the
prevalence from the Heidelberg School Study [5],

Table 1 Means and 95% CI of self-rating scales in youth with and without self-reported self-mutilation/suicide attempts and suicidal thoughts

Self-reported Self-reported

Self-mutilation/suicide attempts Suicidal thoughts

Self-reported measures of
psychopathology and HRQoL

No Yes d P No Yes d P

SDQ
Emotional Symptoms 2.30 [2.20, 2.40] 4.09 [3.33, 4.84] 0.83 <0.001 2.25 [2.15, 2.35] 4.88 [4.21, 5.55] 1.24 <0.001
Conduct Problems 1.87 [1.80, 1.94] 3.01 [2.43, 3.60] 0.75 <0.001 1.87 [1.80, 1.94] 2.86 [2.43, 3.30] 0.65 <0.001
Hyperactivity 3.51 [3.37, 3.64] 4.67 [4.00, 5.35] 0.41 0.001 3.50 [3.37, 3.64] 4.47 [3.85, 5.08] 0.34 0.002
Peer Problems 1.88 [1.80, 1.97] 2.43 [1.95, 2.904863] 0.31 0.030 1.86 [1.78, 1.94] 2.95 [2.40, 3.49] 0.61 <0.001
Prosocial Scale 7.83 [7.73, 7.93] 7.45 [6.76, 8.13] 0.18 0.272 7.83 [7.73, 7.94] 7.45 [6.95, 7.96] 0.18 0.155
Total Difficulties Score 9.56 [9.32, 9.80] 14.20 [12.86, 15.53] 0.91 <0.001 9.48 [9.24, 9.71] 15.16 [13.85, 16.47] 1.13 <0.001

CES-DC 9.51 [9.12, 9.89] 19.30 [15.84, 22.77] 1.16 <0.001 9.35 [8.96, 9.74] 20.76 [17.85, 23.66] 1.33 <0.001
Conners’ Scale 5.41 [5.18, 5.64] 11.70 [10.01, 13.39] 1.28 <0.001 5.38 [5.14, 5.61] 10.97 [9.57, 12.37] 1.12 <0.001
SCARED 14.66 [14.19, 15.12] 24.58 [21.94, 27.23] 1.00 <0.001 14.48 [14.00, 14.96] 26.49 [23.90, 29.07] 1.18 <0.001
KIDSCREEN 94.30 [93.77, 94.82] 84.43 [81.49, 87.37] 0.89 <0.001 94.48 [93.94, 95.02] 82.44 [79.32, 85.55] 1.05 <0.001

*Effect size index d and P values for the mean comparison with the adjusted Wald test
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which involved a strictly anonymous paper-pencil
assessment using the same questions. In the Heidel-
berg School Study, all ninth graders from Heidelberg
and the Rhein-Neckar district were invited to take
part. Of the available schools, 116 of the 121 schools
agreed to participate. A total of 5,832 questionnaires
from the adolescents (94% of the approached stu-
dents) and 3,413 questionnaires from their parents
(55% of the approached parents) could be used for the
evaluation. The mean age of the adolescents was
14.8 years (SD = 0.73). To match the age distribution
between the two samples, only adolescents between
13.5 and 16.5 years of the BELLA study were included
in the comparison (see Table 4). The results showed
that self-reported prevalence of both self-mutilation/
suicide attempts and suicidal thoughts was more than
four times higher in the anonymous questionnaire-

based assessment than in the interview. In contrast,
the parent-reported prevalence is similar for the two
assessment methods.

Table 3 Percentages and 95% CI of psychosocial risk factors in youth with and without self-reported self-mutilation/suicide attempts and suicidal thoughts

Risk factor Self-mutilation/suicide attempts Suicidal thoughts

No Yes P* No Yes P*

Low parental education 10.3% [8.6, 12.2] 16.9% [7.3, 34.5] 0.227 10.5% [8.8, 12.4] 10.5% [4.3, 23.2] 0.992
Conflicts in family 5.4% [4.2, 6.9] 16.9% [7.9, 32.6] 0.004 5.4% [4.2, 6.8] 15.3% [7.2, 29.6] 0.007
Mental disorder parent 13.6% [11.7, 15.7] 21.03% [10.7, 37.1] 0.197 13.6% [11.7, 15.7] 18.8% [10.4, 31.6] 0.277
Conflicts in family of parent 12.2% [10.4, 14.2] 24.5% [12.7, 41.8] 0.028 12.0% [10.2, 14.1] 24.8% [14.8, 38.6] 0.006
Conflicts in partnership 8.5% [7.1, 10.2] 9.6% [4.0, 21.5] 0.788 8.6% [7.1, 10.3] 7.0% [2.8, 16.2] 0.647
Early parenthood 1.7% [1.2, 2.5] 1.6% [0.2, 10.2] 0.937 1.7% [1.1, 2.6] 1.1% [0.2, 8.1] 0.691
Single parent 14.1% [12.1, 16.3] 20.0% [9.6, 37.0] 0.342 14.1% [12.2, 16.3] 16.4% [8.4, 29.7] 0.648
Unwanted pregnancy 4.0% [3.0, 5.3] 3.7% [0.7, 17.5] 0.944 3.9% [2.9, 5.2] 6.5% [2.3, 17.2] 0.351
Low social support 4.0% [3.0, 5.3] 8.0% [2.5, 23.1] 0.225 4.1% [3.1, 5.3] 5.2% [1.5, 16.4] 0.6914
Chronic disease or unemployment 39.6% [36.8, 42.4] 50.9% [33.7, 68.0] 0.200 39.5% [36.7, 42.4] 50.5% [37.3, 63.6] 0.110
Problematic alcohol consumption 20.0% [17.6, 22.6] 19.4% [8.6, 38.0] 0.936 20.0% [17.6, 22.7] 18.1% [9.5, 31.7] 0.747

*P values for the comparison of the proportions were calculated with the design-based F test

Table 2 Means and 95% CI of parent-reported scales in youth with and without self-reported self-mutilation/suicide attempts and suicidal thoughts

Self-reported Self-reported

Self-mutilation/suicide attempts Suicidal thoughts

Parent-reported measures of
psychopathology and HRQoL

No Yes d P No Yes d P

SDQ
Emotional Symptoms 1.66 [1.56, 1.76] 3.13 [2.27, 3.99] 0.67 0.001 1.65 [1.55, 1.76] 3.08 [2.44, 3.73] 0.64 <0.001
Conduct Problems 1.78 [1.69, 1.86] 2.83 [2.14, 3.52] 0.58 0.003 1.78 [1.69, 1.86] 2.61 [2.11, 3.12] 0.46 0.001
Hyperactivity 2.69 [2.56, 2.82] 4.00 [3.25, 4.76] 0.47 0.001 2.71 [2.58, 2.84] 3.30 [2.69, 3.91] 0.22 0.055
Peer Problems 1.42 [1.32, 1.52] 1.59 [1.10, 2.08] 0.08 0.504 1.40 [1.30, 1.50] 1.96 [1.47, 2.45] 0.27 0.030
Prosocial Scale 7.88 [7.79, 7.98] 7.16 [6.51, 7.80] 0.36 0.027 7.88 [7.78, 7.97] 7.50 [7.04, 7.96] 0.18 0.109
Total Difficulties Score 7.54 [7.26, 7.81] 11.55 [9.34, 13.77] 0.68 <0.001 7.52 [7.24, 7.80] 10.96 [9.39, 12.52] 0.58 <0.001

CES-DC 8.35 [8.03, 8.68] 14.10 [10.56, 17.64] 0.81 0.002 8.38 [8.03, 8.73] 11.95 [9.50, 14.41] 0.48 0.005
Conners’ Scale 6.18 [5.86, 6.50] 10.12 [7.74, 12.49] 0.58 0.001 6.18 [5.86, 6.50] 9.32 [7.62, 11.02] 0.47 <0.001
FBB-HKS 0.46 [0.44, 0.48] 0.67 [0.51, 0.83] 0.46 0.011 0.46 [0.43, 0.48] 0.69 [0.51, 0.87] 0.49 0.013
SCARED 11.75 [11.23, 12.28] 18.67 [15.57, 21.76] 0.62 <0.001 11.71 [11.17, 12.25] 18.21 [15.67, 20.76] 0.58 <0.001
CBCL Aggressive Behaviour 6.05 [5.72, 6.39] 9.55 [7.31, 11.79] 0.53 0.003 6.08 [5.75, 6.42] 8.19 [6.05, 10.33] 0.32 0.057
CBCL Delinquency 1.83 [1.69, 1.98] 3.47 [2.30, 4.65] 0.57 0.007 1.84 [1.69, 1.98] 3.22 [2.05, 4.39] 0.48 0.022
KIDSCREEN 95.98 [95.44, 96.52] 90.37 [86.27, 94.48] 0.48 0.007 96.07 [95.51, 96.64] 89.46 [86.82, 92.09] 0.55 <0.001

*Effect size index d and P values for the mean comparison with the adjusted Wald test

Table 4 Comparison between the prevalence of the interview based assess-
ment in the BELLA study and the anonymous assessment in the Heidelberg
School Study

BELLA (13.5–
16.5 years)

Heidelberg school
study

Yes 95% CI Yes 95% CI

Self-report
Self-mutilation/suicide attempts 3.0% (1.8–5.0) 12.8% (12.0–13.7)
Suicidal thoughts 3.2% (1.9–5.3) 13.4% (12.5–14.3)

Parent-report
Self-mutilation/suicide attempts 1.9% (0.9–3.8) 2.0% (1.6–2.6)
Suicidal thoughts 2.5% (1.4–4.6) 2.9% (2.4–3.5)

96 European Child & Adolescent Psychiatry, Vol. 17, Supplement 1 (2008)
� Steinkopff Verlag 2008



Discussion

In this study, self-mutilation and/or suicidal attempts
within the last six months were reported by 2.9% of
the children 11–17 years of age. Furthermore, 3.8%
reported suicidal thoughts. The prevalence rates ob-
tained from the parents were lower, but since the
confidence intervals between self- and parent-ratings
overlapped, this difference could be due to random
variations. The prevalence of self-mutilation/suicidal
attempts in children below 11 years of age was very
rare, but the occurrence of suicidal thoughts was very
similar to the rate in adolescents.

Comparisons of prevalence rates of self-mutilation
and suicidal behaviour between studies are difficult
due to the differences in samples and methods. Dif-
ferences in prevalence rates may result from different
assessment methods, such as whether or not the
assessment was done anonymously. Additionally,
there are differences in the extent of reported prob-
lems depending on the person rating (self- vs. parent-
ratings). Compared with the findings from the Hei-
delberg School Study [5], the prevalence rates found
in the BELLA study were relatively low for self-
mutilation/suicide attempts and suicidal thoughts.
Only the parent-ratings demonstrated prevalence
rates that were approximately equal between studies.
The self-reported prevalence of both items was more
than four times higher in the anonymous assessment
in the Heidelberg School Study compared to the
interviews conducted in the BELLA Study. Compared
to a recent study, Steinhausen et al. [27] found a
prevalence rate of 3.2% for suicidal behaviour (self-
mutilation/suicide attempts) and 10.8% for suicidal
thoughts in their survey on 16 year old adolescents
from the general population in Switzerland. Infor-
mation on suicidal behaviour was collected using the
same self-report instrument (YSR) used in this study.

The lack of agreement between the reports of the
parents (mostly mothers) and self-reports has been
found in other population-based studies in young
people [29]. Velez and Cohen [29] concluded that the
fact that parents were not aware of the suicide at-
tempts of their children may be construed as evidence

of the triviality of the attempts. The validity of the
children’s report, however, is provided from evidence
of similarity in the presence of psychiatric correlates
of the reported suicidal attempts with those typically
found in clinical populations [13, 29]. According to
Steinhausen [27], this provides sufficient evidence
that the adolescent’s perception of him/herself, rather
than the perception of the parents, is a better indi-
cator of psychopathology in this age range.

Unlike findings in other studies [13], no differ-
ences in gender could be found in the prevalence of
self-reported self-mutilation/suicide attempts. In ac-
cord with previous studies [4], however, a higher
representation of suicidal thoughts was found in fe-
male adolescents. Furthermore, the strong association
between overall mental health problems and suicidal
behaviour found in this study supports the findings of
other studies [4]. In approximately 80% of commu-
nity and referred cases of suicide attempts, additional
psychopathological conditions have been reported
[4]. As expected, the extent of mental health problems
was strongly associated with impairments in health-
related quality of life. In the present study, a strong
link between suicidal behaviour and symptoms of
depression and anxiety could be found, confirming
findings from other studies [13]. Furthermore, a
strong association was found between suicidal
behaviour and symptoms of hyperactivity measured
using the Conners’ scale. Although several studies [4]
have found an association between impulsivity and
adolescent suicidal behaviour, more studies are nee-
ded to provide further evidence for an association
with ADHD. Our results also indicate a relationship
between adverse familial background factors and
suicidal behaviour, which supports the findings of
several other studies on family-environmental factors
[4]. Comprehensive efforts are needed in order to
establish prevention and intervention strategies for
the youth with suicidal tendencies. An important step
in this direction could be made with school-based
programs [19].

j Conflict of interest All authors declare no conflict of interest.
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