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Foreword 

Around 500 Queenslanders are lost to suicide every year. The impact of each death 

extends beyond the tragic and preventable loss of life, also deeply affecting the victim’s 

family, friends, co-workers, classmates and members of their community.

Since a dramatic peak in suicide rates nationally in 1997, suicide prevention has been 

the focus of coordinated and sustained action.

Preventing suicide through evidence-based initiatives targeting the complex factors 

which contribute to suicidal behaviour remains a high priority in Queensland. The 

timely detection and management of suicide risk and the promotion of individual and 

community resilience are central to the day-to-day business of all Queensland agencies 

which deliver services to vulnerable individuals and groups.

While Queensland’s approach has proven effective in reversing the alarming rise in the 

state’s suicide rates, certain groups within our society remain at disproportionately high 

risk. To build on our successes and promote greater health equality, the Queensland 

Government is currently developing a new statewide suicide prevention action plan 

which strategically targets these high risk groups.

Access to rigorous research and evidence remains indispensable to our efforts. Effective 

suicide prevention initiatives are those which reflect a detailed understanding of their 

target groups, the incidence of suicide within these groups and the relative importance 

of the various risk and protective factors. Further, in order to continuously improve our 

efforts, we must have reliable baseline data against which their effectiveness can be 

evaluated.

Suicide in Queensland 2005–2007 provides this crucial evidence basis for contemporary 

suicide prevention in Queensland. This report analyses and clearly presents trends from 

the Queensland Suicide Register (QSR), a comprehensive statewide record of suicide 

mortality data. Maintained by Griffith University’s internationally renowned Australian 

Institute for Suicide Research and Prevention with funding from Queensland Health 

since 1990, the QSR is unmatched nationally for its quality and comprehensiveness.

I congratulate Institute Director, Professor Diego De Leo, and his team on the 

development of this report, and commend the Institute on its productive collaboration 

with the Office of the State Coroner which has made the report possible. I look forward 

to Queensland Health continuing to work with the Institute as a leading partner in the 

prevention of suicide in Queensland.

 
 
 
 
Dr Tony O’Connell 
Director-General Queensland Health
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1Suicide in QueenSland 2005–2007: mortality rateS and related data

Key findings 

General overview

•	 Compared to the previous triennium (2002–2004), suicide in Queensland has 

declined over the period 2005–2007.

•	 Between 2005 and 2007, 1,637 suicides were recorded in Queensland, which 

corresponds to a crude suicide rate of 13.33 per 100,000 (20.63 in males and 6.05 

per 100,000 in females).

•	 Males completed suicide 3.4-times as often as females.

•	 The highest suicide rates were seen in the 35–44 years old age class for males 

(31.29 per 100,000) and females (9.86 per 100,000). High rates were also observed 

in the older age groups — in males in the 65–74 (22.22 per 100,000) and 75+ age 

groups (29.16 per 100,000), and in females in the 75+ age group (6.33 per 100,000).

Suicide methods

•	 The main methods used for suicides in Queensland over the period 2005–2007 

were hanging (46.4%), followed by drug or medicine overdose (15.7%), carbon 

monoxide toxicity (10.4%), and use of firearms which accounted for 9.2% of 

all suicides. 18.3% of suicides occurred by ‘other methods’, which included a 

miscellaneous group of means, such as suffocation by plastic bag (2.9%), jumping 

from heights (2.7%), or being hit by a moving object (2.5%).

•	 Hanging was the most common method for males (49.6%) and females (35.4%). 

Overall, males were over four times more likely to use firearms and twice more 

likely to use carbon monoxide than females, while females were more than three 

times more likely to use poisoning.

metropolitan, regional, remote areas

•	 Suicide rates for males and all persons were significantly higher in remote areas 

compared to all of Queensland, with a rate ratio of about 1.7:1. Contrarily, rates for 

persons in metropolitan areas were below the Queensland average rate.

•	 Rates in regional areas, although higher, were not significantly different to the 

Queensland average rate. 

•	 The highest suicide mortality rates were recorded in young males residing in remote 

areas (exceeding 60 per 100,000 in age groups 15–24 and 25–34). In regional areas, 

the highest rate for all persons was in the 25–34 year age group (23.60 per 100,000), 

while in metropolitan it was in the 35–44 year age group (18.00 per 100,000).
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2 Suicide in QueenSland 2005–2007: mortality rateS and related data

•	 In remote areas, more than half of suicides were by persons under 35 years, with only 

18.7% by persons older than 55 years (compared to 32.3% and 27.3%, respectively, in 

metropolitan areas). 

•	 Between the three areas, considerable differences were observed in methods used. 

While hanging accounted for 41.4% of suicides in metropolitan areas, the percentage 

rose to 49.1% in regional and 70.3% in remote areas. 

•	 Firearm use accounted for 5.9% of suicides in metropolitan areas and 16.5% in 

remote areas. The reverse occurred in distribution of carbon monoxide poisoning 

as a suicide method, which accounted for 13.2% in metropolitan areas and 4.4% in 

remote areas. 

Geographical regions

•	 Geographical regions across Queensland had different profiles in terms of suicide 

rates, gender ratios, age distributions and methods used. 

•	 Overall, the highest age-standardised suicide rate for all persons was found in 

the Western region (21.23 per 100,000), and the lowest in Brisbane City (10.58 per 

100,000).

•	 In males, the highest mortality was in the Western region (35.56 per 100,000), and 

the lowest in Brisbane City (15.86 per 100,000). In females, suicide rates ranged 

from 4.89 in Outer Brisbane to 7.23 per 100,000 in the North & Far North region.

•	 The Western region had the largest difference in male:female suicide ratio (6.5:1), 

followed by North & Far North region (4.1:1). The smallest gender ratio was 

recorded in Brisbane City (2.7:1).

•	 The highest incidence of suicide in persons younger than 35 years was seen in the 

Western region (51.1%), while the highest percentage of over 55 year olds was in 

the Coastal region (34.9%).

•	 Hanging was the most common method used in all regions (across all Queensland 

used in 46.2%). The highest percentage of suicides by hanging was in the Western 

region (73.3%), and the lowest was in the Coastal region (40.6%).

•	 The incidence of firearm use was the lowest in Brisbane City (4.0%) and the Coastal 

region (5.4%), and the highest was in the Western region (17.8%).

Special populations – indigenous persons

•	 Of 1,637 suicides reported between 2005 and 2007, 113 (6.9%) were by persons of 

Aboriginal or Torres Strait Island ethnicity. 

•	 The age-standardised suicide rate in Indigenous persons was 95% higher than 

that of all of Queensland (25.81 vs. 13.38 per 100,000). In males, this difference 

was slightly more pronounced, with a rate ratio of 2.02:1 (41.16 vs. 20.94 per 

100,000) while in females the ratio was 1.91:1 (11.02 vs. 6.03 per 100,000). 

•	 For Indigenous males, the highest rates were recorded in the age groups 25–34 

years (94.86 per 100,000) and 15–24 (66.81 per 100,000), both more than three 
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3Suicide in QueenSland 2005–2007: mortality rateS and related data

times the corresponding Queensland rate. Indigenous females between 15 and 24 

years had 4.4-times higher rates than the overall Queensland rate for the same 

age group (24.73 vs. 5.64 per 100,000). 

•	 The majority of Indigenous suicides were under the age of 35 at the time of death 

(72.6%), which was about twice the proportion seen in total Queensland (35.0%). 

Hanging accounted for nearly 93% of all deaths, and poisoning and drowning 

each accounted for 1.8% of deaths. ‘Other methods’ accounted for the remaining 

3.5% (4 persons), with an additional one case each of suicide due to burns or fire, 

carbon monoxide toxicity, firearms, and unspecified means.

•	 The highest number of suicides were in the North & Far North region (n=52), the 

Western region (n=22), and the Mackay–Fitzroy region (n=18). 

Special populations – people with mental disorders 

•	 Data related to people affected by mental disorders should be interpreted 

with caution, due to the probable under-estimation of their prevalence in the 

Queensland Suicide Register.

•	 Eight hundred and sixty three (863) persons of the total sample of 1,637 suicides 

between 2005 and 2007 had a record of a diagnosed mental disorder (52.7%). 

Gender ratio of male to female suicide incidence in this group was 2.3:1. 

•	 Most suicides in this population occurred by hanging (41.5%), followed by 

poisoning (23.8%), carbon monoxide toxicity (8.0%) and firearms (7.5%).

•	 The most frequent diagnoses were unipolar depression (36.5%), psychotic disorder 

(6.5%), substance abuse disorder (4.3%), and bipolar disorder and anxiety (each 

3.5%).

•	 44.3% of persons with a diagnosis had received treatment for it from a GP, 22.9% 

as a psychiatric outpatient, 24.8% were psychiatric inpatients at the time of death 

or were previously admitted to a psychiatric ward, and 27.7% received treatment 

from other services, such as counselling, telephone help lines, etc.

•	 47.6% of persons had communicated their suicide intent prior to death and on 

average 46.9% of this subpopulation had a history of suicide attempt(s).

Special populations – psychiatric inpatients

•	 Twenty-two (22) cases of suicides by persons under inpatient psychiatric care 

were reported in the period 2005–2007. Of these, thirteen were males and nine 

were females, which represents a gender ratio of 1.4:1 (compared to overall 

Queensland ratio of 3.5:1).

•	 Main method used was hanging in 54.5% of cases, followed by suffocation by 

plastic bag (18.4%), being hit by a moving object (13.6%) and jumping from height 

(9.1%).

•	 More than half of inpatient suicides took place within the psychiatric facility (13 

persons), five persons were on permitted leave and four had absconded.
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4 Suicide in QueenSland 2005–2007: mortality rateS and related data

•	 The most common diagnoses of these persons were depression and psychotic 

disorders. There was a marked history of past suicidal behaviours, with 45.4% 

known to have communicated their intent and 36.4% having made an attempt at 

some time in the past twelve months.

Special populations – people in custody

•	 Five (5) suicides were reported among people in custody – three occurred in police 

custody and two within correctional facilities. Three of the deaths were in Brisbane 

City and the other two in the Darling Downs & Wide Bay region.

•	 All suicides in custody were by Caucasian males and occurred by hanging.

Special populations – children under 15

•	 Sixteen (16) suicides occurred in children under 15 years of age, with eleven 

of these by males (68.7%). The average age at death was 13.1 years, with the 

youngest suicide occurring in an 11-year-old female subject. 

•	 The majority of suicides in children occurred by hanging, and one by firearms. 

Half (8 persons) were of Aboriginal or Torres Strait Island ethnicity. Most suicides 

occurred in the North & Far North region (5 persons), followed by Outer Brisbane 

(3 persons) and the Western region (3 persons). 

Special populations – lesbian and gay persons

•	 It should be noted that the sample presented here is not representative of the total 

gay and lesbian population, as information about sexual orientation is not reliably 

collected in the QSR. 

•	 Twelve (12) suicides of persons of same-sex orientation were registered in the 

QSR between 2005 and 2007; of those, seven were males.

•	 Average age of males was 32.1 years, and 41.6 years in females. Half of these 

suicides occurred by hanging, followed by poisoning and carbon monoxide 

toxicity. 
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5Suicide in QueenSland 2005–2007: mortality rateS and related data

introduction

Suicide is a major public health threat and poses a substantial burden on individuals, 

communities and society in terms of its emotional, economic and health care costs. The 

World Health Organization (WHO) estimates that suicide accounts for about one million 

deaths every year, with more than half among persons aged between 15 and 44 years. 

This means that this tragic event occurs more frequently than once a minute. Since 

attempted suicide has been reported as at least 20-times more frequent than suicide (De 

Leo et al., 2005), it can be estimated that every 2 or 3 seconds someone initiates a suicidal 

act. Currently, suicide is ranked among the leading causes of death internationally, and 

among the top three causes of death in the population aged 15 –34 years (WHO, 2009a). 

It is projected that suicide will rise to the tenth leading cause of death by the year 2020 

(Mathers & Loncar, 2006), which highlights the need for immediate suicide prevention 

responses, supported by evidence-based empirical research. 

In Australia, about 2,000 people die from suicide every year, a death rate well in excess of 

transport-related mortality. In 2003, self-inflicted injuries were responsible for 27% of the 

total injury burden in Australia, leading to an estimated 49,379 years of life lost (YLL) due 

to premature mortality, with the greatest burden observed in men aged 25–64 (Begg et al., 
2007). In this age group, suicide represents the leading cause of avoidable mortality for 

both men and women (Page et al., 2006). In 2007, suicide was ranked as the 15th leading 

cause of death, and while this accounted for a relatively small proportion of all deaths in 

Australia (1.4%), in males under 35 years this proportion was 21% (ABS, 2009a).

Suicide prevention strategies in Australia have been initiated at both state and national 

levels, starting with the 1995–1999 National Youth Suicide Prevention Strategy, and 

the subsequent 1999 National Suicide Prevention Strategy (DHAC, 1999). In 2003, the 

Queensland Government introduced the 2003–2008 Queensland Government Suicide 

Prevention Strategy, supplemented by various strategies in other states and territories. 

A key element in both the development and assessment of such strategies is research 

into rates of suicide across age classes and also geographical areas. 

However, it is has been long recognised that official mortality rates underestimate the 

true magnitude of suicide mortality (Andriessen, 2006). The reliability of suicide data 

is mainly influenced by issues pertaining to certification of these deaths in absence 

of evidence of underlying suicidal intent, with most frequent misclassifications into 

accidents or disease-related deaths, and concealments due to stigma, sociocultural 

norms, or insurance reasons (De Leo, 2007). In Australia, the lack of standardised 

certification procedures, delays in coronial processes, timing of data compilation and 

changes in policies or legislations, have also been suggested to hinder the accuracy of 

data (De Leo, 2009). 

The Queensland Suicide Register (QSR) is a comprehensive suicide database, 

managed by the Australian Institute for Suicide Research and Prevention and funded 

by Queensland Health since 1990, with the purpose of maintaining and disseminating 

Queensland mortality data. The QSR consists of a wide range of data, including 

demographic, psychosocial and behavioural aspects of suicide death cases. In 

addition to the information provided in this report, information stemming from the 
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QSR is disseminated in brief reports, journal articles and book chapters, and through 

conferences, presentations and information sessions. Consumers of the information 

include government and non-government organisations, workers in a variety of fields, 

such as health, justice, education and social policy, and the general public.

The purpose of this report is to provide information on the incidence of suicide in 

Queensland through analysis of statistical data on suicide mortality in Queensland 

for the period 2005–2007. The analysis of the patterns observed in this data aims to 

increase the current understanding of the trends and characteristics of suicide mortality 

and guide the development of appropriate suicide prevention strategies. Suicide in 
Queensland: Mortality Rates and Related Data 2005–2007 complements previous reports 

of the Australian Institute for Suicide Research and Prevention, which referred to the 

years 1990–1995, 1996–1998, 1999–2001, and 2002–2004. 
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Structure of the report 

Section 1 
Outlines the issues that impact on data collection processes, compares results presented in 

this report with the official suicide mortality data, evaluates the quality of the QSR data, and 

explains how data are presented throughout the report. 

Section 2 
Provides an overview of data on suicide at the international, national and state levels. 

This contextualises the discussion of the suicide mortality data for Queensland based 

on the QSR. 

Section 3
Presents a profile of Queensland suicide mortality and methods of suicide by age and 

gender.

Section 4
Provides a detailed analysis of the incidence and rates of suicide in Queensland for 

metropolitan, regional and remote areas, as well as for seven geographical regions. 

Section 5
Presents profiles of suicides in six specific sub-populations: Indigenous Australians, 

persons with mental illnesses, persons under psychiatric care, persons in custody, 

persons under 15 years of age, and lesbian and gay persons. 

Section 6
Provides a comparison of the findings of this publication with earlier reports. 
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the Queensland Suicide register 

1.1  Sources of data

The Queensland Suicide Register (QSR) is a comprehensive database of suicide 

mortality data, managed by the Australian Institute for Suicide Research and Prevention 

(AISRAP) and funded by Queensland Health since 1990. Its purpose is to maintain 

and disseminate suicide data in Queensland, covering demographic, psychosocial, 

psychiatric and behavioural aspects of all suicides of Queensland residents. 

Data for each case of suicide in the QSR are obtained from the following sources: 

•	 Post-mortem examination report (inclusive of toxicology results)

•	 Report Concerning Death completed by members of the police service:

 – Form 4 (prior to December 2003)

 – Form 1 (post December 2003)

•	 Psychological autopsy: Report to the Coroner by police officer in the event of a 

possible suicide (included since 1994 and incorporated in the new Form 1 since 

December 2003)

Post-mortem 

Post-mortem reports of all possible suicides in Queensland are provided to AISRAP 

by the Office of the State Coroner. These contain information on the underlying cause 

of death (e.g. multiple injuries due to fall from height), information pertaining to the 

physical condition of the deceased, including pre-mortem conditions (e.g. terminal 

cancer, HIV status), and a toxicology report providing an analysis of substances present 

in the circulatory, urinary and digestive systems. 

Form 4

Form 4 (in use prior to December 2003) was filled in by the investigating police officer 

and completed soon after attending the location of a suicide. The form contained brief 

demographic details (e.g. age, sex and occupation) and a summary of the circumstances 

surrounding the death (e.g. place and time of death). Form 4 often included additional 

information such as psychiatric history, relationship problems and other information 

deemed relevant by the investigating officer. 

1
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Psychological autopsy

The Psychological Autopsy contains information on the medical history, current 

psychological history, and critical life events preceding the suicide. This material 

presents the major source of information in the QSR. Initially, this information was 

collected through police reports (Form 4). Since 1994, a separate Psychological 

Autopsy questionnaire (developed by AISRAP) was completed. In December 2003, this 

questionnaire was integrated into the current police form (Form 1).

Form 1

Form 1 has been in use since December 2003, and replaces the information previously 

collected through Form 4 and the Psychological Autopsy. Form 1 was developed in 

consultation with the Queensland Police Service and the Office of the State Coroner, 

and is completed by the police officer in the case of a possible suicide. It provides 

demographic, psychosocial and behavioural data on each suicide case using information 

obtained during interviews with those close to the deceased.. 

Figure 1.1 shows availability of each of the three sources of data from 1990 to 2007. As post-

mortem results represent an essential document for inclusion of cases in the QSR, their 

availability has been close to 100% since the establishment of the QSR in 1990. Further, 

the figure depicts the introduction of the Psychological Autopsy questionnaires in 1994. 

Between 1994 and 2007, these forms were available on average in 80.2% of cases, but their 

availability increased in the study period of this report to 99.8%. Results from toxicology 

analysis were rarely available prior to 1998, in which year analysis of urine and/or blood 

started being systematically performed on suicide victims. Between 1998 and 2007, 82.6% 

of all suicide cases had toxicology analysis performed and results entered into the QSR. 

Between 2005 and 2007, its availability rose to 96.0%.

Figure 1.1 availability of sources of data, Queensland Suicide register, 1990–2007
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1.2 classification of suicides

In Australia, official suicide statistics are based on Coroners’ findings regarding causes 

and circumstances leading to death. Generally, for a case to be considered a suicide, 

it must be clearly evident that the death was self-determined and due to self-inflicted 

injuries. The ‘high standard of proof’ required by Coroners means that some deaths, 

which would be considered suicides in clinical or research situations, may lack sufficient 

evidence to be considered a suicide in a legal sense. Where there are uncertainties 

about intent and circumstances in suicide deaths, cases may be attributed to other 

internal or external causes of death or be classified as accidental or undetermined.

The QSR scrutinises all received cases of possible suicides by the level of probability 

that the death was due to a suicide. Cases are classified into three different levels:

1. Beyond reasonable doubt (BRD): The available information refers to one or more 

significant factors that, in combination, constitute a pattern highly indicative of 

suicide.

2. Probable: The available information is not sufficient to allow for a judgement of 

‘beyond reasonable doubt’, but is still more consistent with a death by suicide than 

by any other cause.

3. Possible: The available information is suggestive of a suicide, but there remains a 

substantial possibility that the death may be due to other internal or external causes 

of death.

A Suicide Classification Flow Chart, showing the details of how deaths are classified 

with the levels of probability described above, is provided in Figure 1.2.

An adaptation of the QSR system is currently being used by the Queensland Commission 

for Children and Young People and Child Guardian in their investigations of child suicide 

(Commission for Children and Young People and Child Guardian, 2009).
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Figure 1.2 Suicide classification Flow chart

ANY GIVEN DEATH

DO NOT ENTERCONTINUEPOSSIBLE

CLASSIFICATION = HIGHEST PROBABILITY ACHIEVED

Examine cause of death as 
stated on post-mortem.

YES = PROBABLE Any prior suicidal behaviour or 
attempts?

YES = PROBABLE Any history of psychiatric 
illness?

YES = PROBABLE Any signi�cant stress (e.g. break 
up of relationship)?

YES = PROBABLE
Did the deceased make an 

obvious e�ort to die (secrecy, 
complex plan, etc)?

YES = BEYOND 
REASONABLE DOUBT

Any witness to the actual 
suicide event (e.g. saw 

deceased jump from building)?

YES = BEYOND 
REASONABLE DOUBT

Was the intent stated (verbally 
or written)?

YES = PROBABLE

Did the method of death have a 
high likelihood of being suicide 

(e.g. intent stated on 
post-mortem; hanging, 

self-in�icted gun shot wound, 
carbon monoxide) rather than 

possibly being a death by 
illness, accident or homicide?

It is possibly a suicide (e.g. drug 
toxicity, asphyxia, gunshot).

It is not possibly a suicide (e.g. 
heart attack).
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1.3  Presentation of data

Data in this report are presented in a number of formats, including tables, line graphs, 

pie charts and histograms. Suicide rates are expressed as a given number of deaths per 

100,000 of population per year.

In the presentation of regional information, data were tabulated by crude rates for age 

groups and gender. Pie charts of broad age groups and suicide methods were used to 

profile suicide mortality in specific areas/regions. For each geographical area, ratios of 

the crude rates by age group against the rates for the overall Queensland population 

were also calculated and tested for statistical significance. Rates and ratios were only 

calculated where the incidence in given group was at least 10, since small absolute 

numbers make rates more volatile and may lead to unsubstantiated conclusions (where 

the incidence was 9, the values are presented in brackets for information). 

Where age-standardisation was performed, the direct method of age-standardisation 

was used, using the Australian population of 2001 as the standard. This process produces 

a summary rate that controls for the effects of differences in the age distributions of 

Queensland and Australian populations, and also for the changing age structure of the 

Queensland population. 

Age-standardised rates (ASR) are also calculated for each geographical area by gender. 

The ratios of these rates to the overall Queensland ASRs provide an indication of the 

region or subgroups mortality rate relative to the all-Queensland rate. A ratio greater 

than one indicates a suicide rate greater than the state-wide rate, while a ratio less than 

one indicates a rate lower than the state-wide level.

Confidence intervals: While rates of suicide provide a ‘point estimate’ of the suicide 

mortality, a confidence interval provides a measure of the accuracy of these estimates. 

This can be calculated for both actual rates and the rate ratios (e.g. the relative rates 

in a regional population against the standard Queensland population). The two figures 

provided by the interval are the lower and upper limits indicating the range within 

which the true rate or ratio is likely to lie. Where these are based on a high suicide 

incidence they are likely to be more accurate, and thus the interval narrower.

Levels of statistical significance were set at 95% and 99%, corresponding to a 5% (or 1%) 

likelihood that observed differences in rates have occurred due to sampling error or by 

chance.

AISRAP_SuicQld_0507_FINAL KG.indd   12 2/07/12   3:44 PM



13Suicide in QueenSland 2005–2007: mortality rateS and related data

1.4  data from the Queensland Suicide register

Consistent with the Australian Bureau of Statistics (ABS) practice, this report only 

includes deaths where the person was a resident of Queensland. In total, 1,726 

potential suicide deaths by Queensland residents were registered in the QSR for the 

period 2005–2007.

Table 1.1 shows the breakdown of these deaths by suicide classification, year of death, 

age group and gender. Of the 1,726 potential suicide deaths, 89 (5.2%) were classified 

as ‘possible’, 363 (21.0%) were classified as ‘probable’ and the majority, 1,274 cases 

(73.8%), were classified as ‘beyond reasonable doubt’ suicides. Only ‘beyond reasonable 

doubt’ and ‘probable’ suicide cases (N=1,637) are included in this report.

Suicides in younger persons were more likely to be ambiguous, with slightly over 7% of 

deaths by persons aged 15–34 being classified as ‘possible’. In contrast, 2.2% of deaths of 

older adults (aged 65 years or more) were classified as ‘possible’. A similar proportion of 

female and male deaths were classified as ‘possible’ suicides (5.6%, compared to 5.0%).

Table 1.1 number of suicide deaths by year, suicide classification, age groups and gender, Queensland, 2005– 
2007

     MALES  FEMALES
TOTAL    2005 2006 2007 2005 2006 2007

POSSIBLE              
  5–14 0 0 0 0 0 0 0
  15–34 19 6 10 6 1 0 42
  35–64 16 5 8 7 3 3 42
  65+ 2 0 1 1 0 1 5
  all ages 37 11 19 14 4 4 89
PROBABLE 
  5–14 1 1 1 1 0 1 5
  15–34 41 39 24 11 11 5 131
  35–64 51 55 40 15 18 11 190
  65+ 9 9 11 3 3 2 37
  all ages 102 104 76 30 32 19 363
BRD **
  5–14 4 1 3 1 1 1 11
  15–34 121 94 118 29 22 38 422
  35–64 172 166 160 52 45 62 657
  65+ 43 47 53 13 16 11 183
  all ages 340 308 334 95 84 112 1274*
  TOTAL 479 423 429 140* 120 135 1726*

* 1 case (female Brd death in 2005) had no information about age and was added to the relevant totals
** Beyond reasonable doubt
Source: QSr, 2011
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Table 1.2 shows that the rates of ‘possible’ suicide deaths are low compared to other 

categories of levels of probability (0.72 suicide deaths per 100,000 population, compared 

to 2.96 ‘probable’, and 10.37 per 100,000 ‘beyond reasonable doubt’ suicide deaths).

Table 1.2  number and rate of suicide deaths by age and suicide classification, Queensland, 2005–2007

Number Rate 

POSSIBLE
  5–14 0 —
  15–34 42 1.22
  35–64 42 0.87
  65+ 5 —
  all ages 89 0.72
PROBABLE    
  5–14 5 —
  15–34 131 3.80
  35–64 190 3.92
  65+ 37 2.49
  all ages 363 2.96
BRD**  
  5–14 11 0.44
  15–34 422 12.25
  35–64 657 13.56
  65+ 183 12.32
  all ages   1274* 10.37

* 1 case (female Brd death in 2005) had no information about age and was added to the relevant totals
** Beyond reasonable doubt 
Source: QSr, 2011
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Tables 1.3 to 1.5 present the number of deaths in 2005–2007 by methods of suicide 

according to the classification of level of probability. Further discussion on age and 

gender differences in the use of suicide methods can be found in Chapters 3 and 4. 

Table 1.3 shows suicide methods used in cases classified as ‘beyond reasonable doubt’ 

suicides. Hanging accounted for 47.5% of deaths in this category, followed by poisonings 

by solid and liquid substances (14.8%), toxicity by carbon monoxide and other gases 

(12.0%) and use of firearms and explosives (9.7%). Collectively, these four methods 

accounted for almost 84% of all cases in this category. 

Table 1.3  Suicides classified as ‘beyond reasonable doubt’ by methods and gender, Queensland, 2005–2007

  Males Females Persons %

Hanging and strangulation 495 110 605 47.49
carbon monoxide and other gases 134 19 153 12.01
Poisoning by solid and liquid substances* 101 88 189 14.84

Analgesics, antipyretics, antirheumatics 9 4 13 6.88
Barbiturates 1 0 1 0.53
Tranquilisers and other psychotropic drugs 9 14 23 12.17
Other sedatives and hypnotics 3 2 5 2.65
Multiple drugs 56 53 109 57.67
Other and unspecified drugs 10 14 24 12.70
Other and unspecified solid or liquid poisons 13 1 14 7.41

Firearms and explosives 115 9 124 9.73
Jumping from high places 18 15 33 2.59
drowning 11 10 21 1.65
Hit by a moving object 27 10 37 2.90
Suffocation by a plastic bag 23 17 40 3.14
cutting and piercing 24 4 28 2.20
Burns and fire 9 8 17 1.33
crashing of a motor vehicle 9 1 10 0.78
Gases in domestic use 1 0 1 0.08
electrocution 3 0 3 0.24
other and unspecified methods 12 1 13 1.02
TOTAL 982 292 1274 100.00

* Sub-groups under this category provide subtotals of this number
Source: QSr, 2011
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Table 1.4 shows the distribution of suicide methods by gender in cases classified as 

‘probable’ suicides. Similarly to ‘beyond reasonable doubt’ suicides, the majority of 

these suicides were by hanging and strangulation (42.4%), poisoning by solid and liquid 

substances (23.7%), carbon monoxide and other gases (6.9%) and use of firearms (7.2%). 

A considerable number of ‘probable’ suicides occurred by drowning (4.7%) or jumping 

from high places (3.0%).

Table 1.4  Suicides classified as ‘probable’ by methods and gender, Queensland, 2005–2007

Males Females Persons %

Hanging and strangulation 132 22 154 42.42
carbon monoxide and other gases 22 3 25 6.89
Poisoning by solid and liquid substances* 45 41 86 23.69

Analgesics, antipyretics, antirheumatics 3 1 4 4.65
Barbiturates 1 0 1 1.16
Tranquilisers and other psychotropic drugs 11 5 16 18.60
Other sedatives and hypnotics 0 0 0 0.00
Multiple drugs 23 30 53 61.63
Other and unspecified drugs 5 3 8 9.30
Other and unspecified solid or liquid poisons 2 2 4 4.65

Firearms and explosives 26 0 26 7.16
Jumping from high places 8 3 11 3.03
drowning 13 4 17 4.68
Hit by a moving object 4 0 4 1.10
Suffocation by a plastic bag 5 2 7 1.93
cutting and piercing 5 2 7 1.93
Burns and fire 4 3 7 1.93
crashing of a motor vehicle 2 0 2 0.55
Gases in domestic use 2 0 2 0.55
electrocution 1 0 1 0.28
other and unspecified methods 13 1 14 3.86
TOTAL 282 81 363 100.00

* Sub-groups under this category provide subtotals of this number
Source: QSr, 2011
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Table 1.5 shows suicide methods used in cases classified as ‘possible’ suicides. The 

majority of these deaths occurred due to poisoning by solid and liquid substances 

(59.6%). Of these, 52.8% were by multiple drug overdoses, followed by overdoses 

with analgesics, antipyretics or antirheumatics (20.8%) and other or unspecified drugs 

(18.9%). 9.0% of ‘possible’ suicides occurred by crashing of a motor vehicle, and an 

additional 5.6% by being hit by a moving object. Deaths due to ambiguous causes or 

methods, included in the category ‘other and unspecified methods’, accounted for 11.2% 

of all ‘possible’ suicide cases.

Table 1.5  Suicides classified as ‘possible’ by methods and gender, Queensland, 2005–2007

  Males Females Persons %

Hanging and strangulation 2 0 2 2.25
carbon monoxide and other gases 2 1 3 3.37
Poisoning by solid and liquid substances* 40 13 53 59.55

Analgesics, antipyretics, antirheumatics 8 3 11 20.75
Barbiturates 0 0 0 0.00
Tranquilisers and other psychotropic drugs 2 1 3 5.66
Other sedatives and hypnotics 0 0 0 0.00
Multiple drugs 20 8 28 52.83
Other and unspecified drugs 9 1 10 18.87
Other and unspecified solid or liquid poisons 1 0 1 1.89

Firearms and explosives 0 0 0 0.00
Jumping from high places 2 0 2 2.25
drowning 2 0 2 2.25
Hit by a moving object 3 2 5 5.62
Suffocation by a plastic bag 0 0 0 0.00
cutting and piercing 0 0 0 0.00
Burns and fire 0 1 1 1.12
crashing of a motor vehicle 7 1 8 8.99
Gases in domestic use 2 0 2 2.25
electrocution 1 0 1 1.12
other and unspecified methods 6 4 10 11.24
TOTAL 67 22 89 100.00

* Sub-groups under this category provide subtotals of this number 
Source: QSr, 2011

Looking at specific suicide methods, presented in Tables 1.3 to 1.5, it is evident that 

deaths due to certain methods were more often classified as ‘beyond reasonable doubt’ 

or ‘probable’, suicides and consequently included in the analyses presented in this 

publication. These methods include firearms and explosives, suffocation by a plastic 

bag, cutting or piercing (each 100.0%), hanging and strangulation (99.7%) and toxicity 

by inhaling carbon monoxide or other gases (98.3%). On the other side, deaths due to 

the following methods produced the highest percentages of cases classified as ‘possible’ 

suicides: crashing of a motor vehicle, gases in domestic use (each 40.0%), other and 

unspecified methods (27.0%), electrocution (20.0%), and poisoning by solid or liquid 

substances (16.2%).
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1.5 consistency with the aBS suicide mortality data

Accurate assessments of the incidence of deaths by suicide is a vital part of understanding 

the scope of this public health threat, and provides the capacity to determine the 

effectiveness of any targeted preventative strategies. However, along with underlying 

cultural and societal influences, it has been recognised that differences in reported 

mortality rates may also arise from the varying recording and classification systems 

between or even within countries (Chisti et al., 2003; Mathers et al., 2005; Lester, 2007). 

Therefore, where policy decisions are to be made based on any available suicide 

mortality statistics, it is essential that potential limitations of the data which may deter 

precision of subsequent conclusions are acknowledged.

The following section provides a discussion of influences of the data collection and 

processing procedures on the suicide mortality statistics in Australia, as provided by the 

Australian Bureau of Statistics (ABS), with a particular focus on their comparison to the 

data collated in the QSR. 

1.5.1  comparison of the suicide incidence between the aBS and QSr

The QSR provides an independent assessment of the suicide mortality in Queensland 

and a valuable capacity to explore the incidence of suicide on a state level and in 

particular sub-groups. Since its establishment in 1990, the QSR reports on suicide 

mortality have been well aligned with those of the ABS, with fluctuations within the 

range of 10%. However, between 2002 and 2007, the discrepancy between the two 

systems alarmingly increased. Figure 1.3 shows the trends of suicide rates from 1990 

to 2007 (based on initially released data for 2007 by ABS) as reported by the ABS and 

QSR – the latter including only cases with a level of probability ascertained as ‘beyond 

reasonable doubt’ and ‘probable’. The divergence of the trend lines, as depicted in 

Figure 1.3,  increased in 2003, and peaked in 2007.
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Figure 1.3 Suicide incidence in Queensland 1994–2007, aBS and QSr data
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Once this alarming discrepancy was brought to the attention of the ABS, in 2009, they 

announced significant changes in quality assurance processes, particularly aimed at 

assessing and improving the quality of suicide coding. This revision process enables the 

use of additional information relating to coroner certified deaths in two rounds: 12 and 

24 months after initial processing. Before presenting the detailed changes in the number 

of suicide cases which occurred as result of this revision process, it is important to 

understand the reasons behind the differences between these two data collections. The 

ABS, in providing their annual publication on mortality statistics, releases Explanatory 

and Technical Notes that to some degree answer the questions about the reasons 

behind the observed discrepancies. These are summarised below.

1.5.2  Sources of data 

The information about causes of death is provided to the ABS by individual State and 

Territory Registries of Births, Deaths and Marriages. Additional information about the 

deceased is supplied by a relative or other person acquainted with the deceased or by 

an official of the institution where the death occurred. However, in order to complete 

a death registration, the death must be first certified by either a doctor or a Coroner. It 

is the role of the Coroner to investigate the circumstances surrounding all reportable 

deaths (including all cases of potential suicides). Since 2003 the ABS supplements data 

obtained by the Registries with information from the National Coroners Information 

System (NCIS). Prior to 2006, the ABS had sought additional information on Coroner 

certified deaths, where information was not available on NCIS, by undertaking personal 

visits to Coroners offices to extract information from paper records. However in 2006, 

NCIS became the only source of data used by the ABS for Coroner certified deaths, 

meaning that only the information available on NCIS is used to code the cause of death. 

When a death is yet to be finalised by the Coroner, a limited amount of information is 

available to the ABS coders, which may result in a less specific code being allocated 

consistent with ICD-10 coding rules (ABS, 2009a).
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Similarly, the Queensland Office of the State Coroner provides the Australian Institute for 

Suicide Research and Prevention (AISRAP) with reports on all potential suicide deaths 

in Queensland, including information on the underlying causes of death, toxicology 

results, pre-mortem conditions and circumstantial evidence from police investigation. 

Received information is sometimes checked against available records on the NCIS. All 

cases are then scrutinised in the QSR following the Suicide Classification Flow Chart 

(see Figure 1.2) and classified into one of the following categories: ‘beyond reasonable 

doubt’, ‘probable’, or ‘possible’. The latter category is excluded from analyses as the 

available information is not sufficient to determine suicide as the most likely cause of 

death (i.e. the death might have been due to other external causes such as accident). 

1.5.3  definition of a suicide – ‘burden of proof’

Causes of Death statistics, annually released by the ABS, are classified and reported 

following the World Health Organization International Classification of Diseases (ICD-

10), which was endorsed by the WHO in 1990 and has been used by WHO member 

states since 1994 (WHO, 2006). Suicide data are reported under Chapter XX: External 
Causes of morbidity and mortality.

For a death to be considered a suicide by the ABS, the ICD-10 interpretation requires 

that ‘specific documentation from a medical or legal authority be available regarding 

both the self-inflicted nature and suicidal intent of the incident. If this information is not 

available then the death must be classified as accidental’ (ABS, 2009a, p.85). Medical 

or legal authority can include Coroner’s determination, and also police, autopsy and 

pathology reports. However, different interpretations of what is acceptable evidence of 

a suicide in these reports may lead to inconsistent coding. 

The use of the word ‘suicide’ in Coronial findings and the registrations of death would 

simplify this matter. And while the word ‘suicide’ has, since 2003, been acceptable 

under the Queensland Coronial legislation (Coroners Act, 2003), it is not widely used in 

decisions. Possible reasons for this include: legislative or regulatory barriers, sympathy 

with the feelings of the family, or sensitivity to the cultural practices and religious beliefs 

of the family. For some mechanisms of death where it may be very difficult to determine 

suicidal intent (e.g. single vehicle accident, drowning), the burden of proof required for 

the Coroner to establish that the death was self-inflicted may make a finding of suicide 

even less likely (ABS, 2009a). 

On the other hand, the QSR uses the Suicide Classification Flow Chart (see Figure 1.2) 

to independently ascertain the level of probability that the death occurred as a result 

of self-inflicted actions with a suicidal intent. This method of assessment might lead 

to a lower threshold for classifying a death as suicide, as it follows the health research 

criteria, rather than the legal criteria applied by the ABS. 

AISRAP_SuicQld_0507_FINAL KG.indd   20 2/07/12   3:44 PM



21Suicide in QueenSland 2005–2007: mortality rateS and related data

1.5.4  coding of suicide cases 

There are two key issues regarding coding of suicide cases: firstly, how a case is classified 

(as a suicide, accidental death or a death of undetermined intent), and secondly, into 

which year it is included. With regard to the cause of death, the ABS states: 

In relation to suicide, there has been an increase in recent years in the number of open 
Coroner’s cases. Where cases are not finalised and the findings are not available to 
the ABS in time for publication of cause of death statistics, deaths are coded to other 
accidental, ill-defined or unspecified causes rather than suicide. (ABS, 2006). 

When initially finalising statistics for 2007, 30.4% of Coroner certified deaths had an 

‘open’ status on NCIS (42.8% among deaths due to external causes), which was either 

due to the ongoing Coroner’s enquiry or because of the backlog of cases waiting to 

be uploaded to the database. Of these 2,194 cases, 384 had the initial classification on 

NCIS marked as ‘intentional self-harm’, suggesting that despite the absence of final 

Coroner’s determination of the intent, available evidence from police and medical 

records suggested suicide as the likely cause. The proportion of open cases has been 

observed to vary greatly between jurisdictions, with Queensland consistently showing 

the highest percentage — 65.2% in 2006 and 72.3% in 2007 (ABS, 2009a). For example, 

in 2007, 365 deaths that remained open at the time of finalising ABS statistics were due 

to hanging, of those 175 in Queensland alone (ABS, 2009a). 

When open cases have insufficient information to allow for determination of the cause 

of death, by ICD regulation they are assigned to the Chapter XVIII: Symptoms, signs and 
abnormal clinical and laboratory findings, not elsewhere classified (ICD-10 codes R00-R99). 

The proportion of deaths coded to this category has increased rather dramatically over 

the last 10 years, from 635 deaths (0.5%) in 1998 to 1,895 deaths (1.4%) in 2007 (ABS, 

2009a). A major reason for the increase in number of deaths coded to non-specific 

causes relate to a change in ABS processes for obtaining information regarding Coroner 

certified deaths (as discussed in Section 1.5.2 Sources of data).

With regard to the year of death, again there is a difference between the QSR and 

the ABS data. The QSR enters cases by the year in which the death occurred, this is 

ascertained from the reports provided through the Queensland Coronial system. The 

ABS on the other hand reports on the year of registration of death. On average, about 

5% of deaths in Australia occurring in one year are not recognised until the following 

year or later, with this percentage reaching about 7% in the category of deaths due to 

external causes (ABS, 2009a). 

1.5.5  timing of the data collection processes 

Up to and including deaths registered in 2006, ABS processing was finalised at a point in 

time (about 13 months after the end of the reference period) to assure a timely release 

of annual publications. Historically, mortality statistics have not been revised once 

coronial enquiries were finalised. Even though ABS has since 2004 been publishing 

warnings of the caution needed in interpreting the results, these concerns became even 

more palpable from 2006 onwards.
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This appeared to be due to the fact that the electronic database NCIS became the only 

source of information used in coding  causes of death. Increasing numbers of cases yet 

to be finalised by the Coroner, or in most cases, to be uploaded on the NCIS, further 

escalated the problem of less specific coding of deaths in Coroner certified deaths (De 

Leo, 2010).

As a result, in 2009 ABS announced significant changes in quality assurance processes.  

In addition, revised coding instructions for ABS coders were introduced to ensure  

greater consistency in coding outcomes.

At the time of writing this report, data for 2007 have already undergone two rounds of 

revisions: after the publication of inital data in 2009, ‘revised’ data sets were released 

in 2010 and ‘final’ data in 2011. The following points summarise this ABS data revision 

process: 

•	 Initial release data: In March 2009, ABS released Causes of death, Australia 2007 
with (incomplete) data for suicides for the year 2007;

•	 1st revision (revised data): In March 2010, ABS released Causes of death, Australia 
2008 with the first revision of suicide data for the year 2007;

•	 2nd revision (final data): In May 2011, ABS released Causes of death, Australia 2009 

with the second revision of suicide data for the year 2007.

Table 1.6 presents number of suicides for Australia and individual states and territories, 

comparing initial, revised, and re-revised ABS data and QSR data for 2007.

During this period, two cases were added to the number of suicide cases in the QSR, 

since documents to determine the cause of death for these cases became available. 

From Chapter 2 onwards, all analyses have been based on the second revisions of both 

the ABS and QSR data. 

Table 1.6  Preliminary, 1st revised and 2nd revised aBS data for suicide in 2007: comparison with QSr data

Initial data 
release
(2009)

1st revision 
(increase from preliminary  

data) (2010) 

2nd revision 
(increase from preliminary 

data) (2011) 
ABS
auStralia 1880 2053  +173 (9.2%) 2227  +347 (18.5%)
nSW 551 553  +2 (0.4%) 611  +60 (10.9%)
Vic 438 443  +5 (1.1%) 473  +35 (8.0%)
Sa 202 202  +0 (0.0%) 205  +1 (1.5%)
Wa 253 256  +3 (1.2%) 265  +12 (4.7%)
act 31 31  +0 (0.0%) 32  +1 (3.2%)
nt 54 56  +2 (3.7%) 55  +1 (1.1%)
taS 66 67  +1 (1.5%) 66  +0 (0.0%)
Qld 285 445  +160 (56.1%) 520  +235 (82.5%)
QSR
Qld 539 540  +1 (0.2%) 541  +2 (0.4%)

Sources: aBS, 2009, 2010 and 2011 & QSr, 2011
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1.6  Quality of the QSr data

Quality of the information presented in this report relies on the availability of the 

data sources and the completeness of data contained in each of them. Information 

on demographic, psychosocial and behavioural aspects of suicide cases is gathered 

from police reports, post-mortem and toxicology reports, and psychological autopsy 

questionnaires (for more detailed description of each of these sources and their 

availabilities, see Section 1.1 Sources of data).

Despite the comprehensiveness and the wide range of variables in the QSR, several 

limitations may hinder the accuracy of results based on this dataset. As the most relevant 

source of information, Form 1 is typically completed by a member of the Queensland 

Police Service immediately or soon after the body is found, following an interview with 

the deceased’s next-of-kin. This form has undergone significant revisions in recent years 

in response to an increasing appreciation of data quality issues by police. However, 

it should be noted that the primary purpose of Form 1 is to uncover circumstances 

surrounding deaths due to external causes (to rule out suspicious circumstances), 

and not suicide research. Therefore, when investigating possible suicides, some 

information that might be relevant for better understanding of that person’s death 

can go unrecorded if the investigating officer does not systematically enquire about 

them. Accuracy of data may also be hindered by the informant’s lack of knowledge 

of a particular aspect of the deceased’s life (e.g. presence of medical or psychiatric 

diagnosis, precipitating life events). In these circumstances, no data (missing value) 

is entered in the QSR, generating an under-estimation of some values and a possible 

inflation in the distributions of others. 

To assess the accuracy and completeness of the information obtained in the QSR, a 

Quality Control Study was undertaken. This analysis compared the information collated 

through the police, toxicology and post mortem reports (QSR data) against the more 

detailed Psychological Autopsy (PA) interview data. The PA interview is performed 

by a clinical interviewer with the deceased’s next-of-kin and represents an in-depth 

assessment of an individual suicide case 6 to 24 months after the death. The average 

duration of a PA interview is 2 hours and covers the following: demographics, recent life 

events, history of suicidal behaviour, medical history, and psychiatric illness as assessed 

via the Structured Clinical Interview for Diagnostic and Statistical Manual Disorders 

(SCID) (Spitzer et al., 1994).

A sample of 130 suicide cases (99 males and 31 females) with a date of death between 

December 2005 and December 2007 were selected from the QSR. Next-of-kin of 

the same persons were interviewed as part of AISRAP’s project Preventing suicide: A 
psychological autopsy study of the last contact with a Health Professional before suicide 

(funded by the Australian Research Council). It should be noted that the sample included 

in this analysis may not reflect the characteristics of all suicide cases in the QSR, since 

it is comprised only of the cases where next-of-kin had consented to be interviewed 

by AISRAP’s clinical interviewer. The reliability of a possible generalisation of findings 

presented here to the total QSR is uncertain. 

Comparison of information gathered from the two sources about different aspects of the 

deceased’s life is presented in Table 1.7. Due to considerable proportions of ‘unknown 
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values’ in results from the QSR and also a considerable amount, though smaller, in 

the PA results, presented results depict the distribution of values after the exclusion of 

cases with no information about that particular characteristic.

In analysing the compatibility of information on basic demographic characteristics which 

are presented in this report (such as age, gender and suicide method), no differences 

were observed between the two sources. The two sources were compatible also on 

the questions of the deceased’s ethnicity, country of birth and employment status. The 

only sociodemographic characteristic that was identified to have different distributions 

in the two sources was the deceased’s marital status. While data obtained through 

PA interviews is likely to be of greater accuracy, the interpretation of this discrepancy 

remains uncertain.

There were no significant differences between percentages of cases reported to have 

suffered from a medical illness or psychiatric disorder at the time of death. Similar 

percentages of people were recorded to have received treatment of psychiatric disorders 

sometime in their life. However, there are several specific psychiatric diagnoses that 

might be under-reported in the QSR. These include unipolar depression, bipolar 

disorder and substance abuse disorder. Percentages of cases with anxiety and psychotic 

disorders did not significantly differ between the two datasets. QSR contains a higher 

proportion of cases with ‘other or unknown’ diagnoses of mental disorders. Comparison 

of information about the history of suicidal behaviour suggests that QSR results may 

significantly under-record the frequency of past suicide attempts (during lifetime) and 

recent communications of suicidal intent (during last 12 months).

A closer look at distributions of cases with diagnosed mental disorders as recorded in 

the QSR suggests that selected 130 cases may not accurately reflect the characteristics 

of all suicide cases in the QSR. Namely, among all recorded ‘beyond reasonable doubt’ 

or ‘probable’ suicides between 2005 and 2007 (1,637 cases), 52.7% of persons had an 

identified mental disorders — a proportion, higher than the one observed in the selected 

sample of QSR records (44.6%), but nearly aligned with the percentage of cases with 

mental diagnoses obtained via the psychological autopsy interviews (53.8%).

The comparison of data between the QSR and psychological autopsies also identified 

significant under-estimation of specific life events preceding suicides in the analysed 

sample of cases. For example, PA interviews identified almost twice more persons that 

had experienced relationship problems, familial or interpersonal conflicts prior to death. 

Other life events that were under-reported in the QSR data include bereavement, recent 

or pending unemployment, financial problems, and work/school problems. 

It should be emphasised that a great deal of the observed variation is likely to be a 

result of the different procedures in collecting these data. PA interviews are conducted 

by trained clinical interviewers who systematically enquire about various aspects of 

the deceased’s life, while police officers might lack necessary training and skills needed 

for thorough assessments of some relevant aspects of the deceased’s life. Also, some 

of the noted discrepancies might be related to the selective availability of next-of-kin 

(in a number of cases, different from those originally interviewed), and the longer 

time elapsed from the event when performing PA interviews (allowing some settling 

of emotional reactions and, perhaps, a better knowledge of life circumstances of the 

deceased person). 

AISRAP_SuicQld_0507_FINAL KG.indd   24 2/07/12   3:44 PM



25Suicide in QueenSland 2005–2007: mortality rateS and related data

Nevertheless, the importance of a routinely performed investigation must be highlighted. 

The existing QSR structure permits the continuous collection of data on all suicide cases. 

Clearly, an interview involving a systematic psychiatric examination, such as the SCID, 

would inevitably emphasise the role of mental disorders and be very costly and time 

consuming. The system in operation, while understandably providing data of somewhat 

poorer quality, nevertheless secures the continuing flow of data in a sustainable way.

Table 1.7 information on suicide cases from the QSr and Psychological autopsy (Pa) interviews 

QSR
N=130

(%)

PA
N=130

(%)
c2 df p-value

Sociodemographic background
Birthplace
  australia 77.3 74.6 0.25 1 ns
  other 22.7 25.4
Ethnicity
  caucasian 93.8 92.3 0.34 2 ns
  aB/tSi 3.1 3.1
  other 3.1 4.6
Marital status
  Single 15.7 17.4 25.96 5 <0.001
  married/de facto 53.9 23.1
  Separated 13.7 29.8
  divorced 12.7 17.4
  Widowed 3.9 12.4
Employment status
  employed 39.4 41.9 0.19 2 ns
  unemployed 21.3 19.4
  out of workforce 39.4 38.8
Circumstances of suicide
Suicide Method
  Poisoning 17.0 17.0 n/a
  Gassing 12.3 12.3
  Hanging/strangulation 44.6 44.6
  drowning 3.8 3.8
  Firearm 13.8 13.8
  explosives/burns/fire 1.5 1.5
  cutting 3.1 3.1
  Jumping 3.1 3.1
  lying before moving object 0.8 0.8
Suicide note 
  yes 43.1 43.8 0.01 1 ns
  no 56.9 56.3
Medical or psychiatric history 
Physical illness at time of 
death
  yes 53.1 63.1 2.67 1 ns
  no 46.7 36.9
Diagnosed psychiatric disorder 
(lifetime)

(continued over)
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QSR
N=130

(%)

PA
N=130

(%)
c2 df p-value

  any psychiatric illness 44.6 53.8 2.22 1 ns
  depression 24.6 43.8 10.68 1 0.001
  Bipolar 3.1 10.8 5.97 1 0.015
  anxiety 5.4 7.7 0.57 1 ns
  Substance use 3.1 2.3 4.65 1 0.031
  Psychotic 1.5 6.9 0.15 1 ns
  other 6.2 1.5 3.74 1 0.053
Current or past treatment for 
psych. disorder
  yes 54.6 44.6 2.60 1 ns
  no 45.4 55.4
History of suicidal behaviour
Communicated suicide intent 
in last 12 months
  yes 48.5 63.8 6.25 1 0.012
  no 51.5 36.2
Deceased attempted suicide in 
lifetime
  yes 37.7 51.5 5.04 1 0.025
  no 62.3 48.5
Deceased attempted suicide in 
last 12 months
  yes 16.9 25.4 2.79 1 ns
  no 83.1 74.6
Life events 
Relationship problems
  conflict 10.8 16.2 4.19 2 <0.001
  Separation 24.6 31.5
  none 64.6 52.3
Conflict
  Familial 10.8 23.1 13.89 2 0.001
  interpersonal 6.9 15.4
  none 82.3 61.5
Bereavement – family member 
  yes 3.1 14.6 10.73 1 0.001
  no 96.9 85.4
Bereavement – other people
  yes 3.8 15.4 9.96 1 0.002
  no 96.2 84.6
Financial problems
  yes 15.4 38.5 17.59 1 <0.001
  none 84.6 61.5
Recent or pending 
unemployment
  yes 3.8 17.7 12.97 1 <0.001
  no 96.2 82.3
Work/school problems
  yes 3.1 20.0 18.24 1 <0.001
  no 96.9 80.0

Table 1.7 information on suicide cases from the Queensland Suicide register (QSr) and Psychological autopsy (Pa) 
interviews (continued)
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Suicide trends: Worldwide and 
australia

Before presenting results of a detailed analysis of suicide mortality in Queensland, this 

chapter contextualises the findings by providing an overview of the incidence of suicide 

internationally and across Australia.

International suicide data was mainly sourced from the World Health Organization 

Statistical Information System (WHOSIS). For New Zealand, the most recent suicide 

mortality data available was sourced from the New Zealand Health Information Service. 

For China, most recent information was provided in a publication by Wang et al. (2008); 

however, these could only be provided for ‘all persons’, rather than males and females 

separately. 

The suicide incidence for Australia and its states and territories was sourced from the 

Australian Bureau of Statistics (ABS, 2006a; 2009a; 2011). Rates were calculated by using 

Australian Historical Population Statistics (ABS, 2008a) and age-standardised by using the 

2001 Australian population. State level mortality data has been sourced from the General 
Record of Incidence of Mortality (GRIM) 2006 database, as provided by the Australian 

Institute of Health and Welfare (AIHW, 2008c). These data are based on the ABS Cause 

of Death Collection and, except for 2006, are provided by year of death and not by year of 

registration. At the time of writing this report, GRIM data were not available for the year 

2007; thus, data for this year were sourced from the publication Causes of Death 2007 for 

each state and territory (ABS, 2009a). It should be noted that due to different sources of 

suicide data for the more recent years presented in this report, rates could differ from those 

presented in previous publications (e.g. Suicide in Queensland 2002–2004). 

2.1  Worldwide trends
Suicide is among the leading causes of death internationally. However, there is 

substantial variation in the total burden of suicide between countries. Countries in 

Eastern Europe tend to have the highest rates of suicide among both women and men, 

while Southern Europe and Eastern Mediterranean countries typically have low rates 

of suicide (WHO, 2009). There are also marked gender and age differences at a global 

level, with the greater proportion of suicides being by males and occurring in older age 

groups (Bertolote & Fleischmann, 2009). 

Figures 2.1 and 2.2 show age-standardised suicide rates (standardised to the 2001 World 

Standard Population) for 49 countries. As can be seen, the highest rates of male suicide were 

recorded in Lithuania and the Russian Federation (each 53.9 per 100,000), Kazakhstan (46.2 

per 100,000), Hungary (42.3 per 100,000), Ukraine (40.9 per 100,000) and Japan (35.8 per 

100,000). The lowest rates of male suicide were in Azerbaijan (1.0 per 100,000), Armenia 

(3.9 per 100,000), Greece (5.9 per 100,000) and Mexico (6.8 per 100,000). 

2
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Figure 2.1 international suicide rates for males, selected countries 
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Figure 2.2 international suicide rates for females, selected countries 
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For females, the highest rate of suicide is likely to be in China (15.05 per 100,000 for all 

persons). This country also had the highest rate of suicide in the previous report (for 

period 2002–2004) (De Leo et al., 2006), which indicated a female suicide rate of 17.44 

(per 100,000) in rural areas, and 11.05 (per 100,000) in urban areas. Female suicide rate 

is also high in the Republic of Korea (14.1 per 100,000) and Japan (13.7 per 100,000). 

Outside Asia, Switzerland (11.7 per 100,000), Hungary (11.2 per 100,000) and Serbia 

(11.1 per 100,000) also report a high burden of female suicide. Among the 49 countries 

presented in this chapter, the lowest female suicide rates were recorded in Azerbaijan 

(0.3 per 100,000), Malta (0.5 per 100,000), Armenia (1.0 per 100,000), Greece (1.2 per 

100,000) and Mexico (1.3 per 100,000). 

There are noticeable differences between these data and those published in the last QSR 

report (De Leo et al., 2006). In general, there has been a decrease in male and female 

suicide mortality, particularly in Eastern Europe and the Baltic states. However, male 

suicide slightly increased in New Zealand, Austria, Sweden, Scotland, Italy, Spain and 

the Unites States (US). Female suicide increased in Japan, the US, Switzerland, Hong 

Kong, Sweden, Austria, Canada and Italy. This is indicative of the dynamic and changing 

nature of suicide in the world. However, these differences may also reflect differences 

in data sources, as information in the last report was entirely based on information 

provided by national statistical offices. Differences may also be due to variations in 

calculating rates, as rates in the previous report were not age-standardised to the World 

population.
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Table 2.1 shows the countries with the highest and lowest gender ratios. As data from 

China could only be ascertained for all persons, information from the previous report 

(De Leo et al., 2006) was used for this analysis. This shows that countries in Asia have 

the most similar rates between males and females, with the male rates being either 

lower (e.g. China) or only slightly higher (e.g. Singapore, Hong Kong) than the female 

rates. 

Table 2.1 Selected countries with highest and lowest gender ratio of suicide rates 

Rank Country Male to Female 
suicide rate ratio

1 rural china (2003) 0.86
urban china (2003) 0.99

2 Singapore (2006) 1.68
3 Hong Kong (2006) 1.68
4 Switzerland (2006) 2.01
5 republic of Korea (2006) 2.10
6 Sweden (2006) 2.18
7 netherlands (2007) 2.32
8 Serbia (2006) 2.56
9 Japan (2007) 2.61

10 israel (2005) 2.64
   

39 chile (2005) 5.12
40 Kazakhstan (2007) 5.13
41 mexico (2006) 5.23
42 czech republic (2007) 5.28
43 costa rica (2006) 5.28
44 lithuania (2007) 5.50
45 russian Federation (2006) 5.67
46 ukraine (2005) 5.84
47 Poland (2006) 6.09
48 republic of moldova (2007) 6.51
49 malta (2007) 24.60

Sources: WHoSiS (WHo, 2009b) & Wang et al., 2008 & aBS, 2011 & new Zealand Health information Service
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2.2  Suicide in australia 

2.2.1  national trends

Based on ABS data, Figure 2.3 provides crude suicide rates from 1964 to 2007. Overall, 

the trends depict a decline in both male and female rates until 2006, followed by an 

increase in 2007. In females, suicide rates peaked in 1967 (11.7 per 100,000) and then 

decreased until 1976 (5.80 per 100,000). Since then, female suicide rates have shown a 

steady trend at around 5.0 per 100,000. On the other hand, in males, the initial decline 

in rates (dropping from 19.1 in 1964 to 15.1 per 100,000 in 1975) was followed by a 

steady increase until a peak in 1997 (23.3 per 100,000). Since then, a steep decline in 

male suicide rates has been recorded until 2006, but poor data quality might be partly 

responsible for this. However, rates were reported to increase again in 2007 (16.3 per 

100,000) (ABS, 2011).

Figure 2.3 Suicide mortality rates by year and gender, australia, 1964–2007
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While this graph shows the overall trends across all ages, more detailed information on 

suicide rates by age-group is provided in Appendix B. 

2.2.2  trends between states 

The following section provides a comparison of suicide mortality rates in Australian 

states and territories between 2005 and 2007, based on ABS data. This helps in 

contextualising the incidence of suicide in Queensland with the rest of Australia.
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Figure 2.4 presents age-standardised suicide mortality rates for each state and territory, 

and also for the entire country. Northern Territory shows the highest rate in 2007 (25.59 

per 100,000), which increased considerably from lower rates in 2005 and 2006 (20.24 and 

13.01 per 100,000). On the other hand, Australian Capital Territory showed the lowest 

mortality rate in 2005 (5.74 per 100,000), followed by an increase in subsequent years 

(9.46 and 9.42 per 100,000). However, it should be noted that the variation across years 

seen in these two states may be, at least in part, a reflection of their lower population 

density. Suicide mortality in South Australia, Western Australia and Queensland have 

increased from 2006 to 2007 (10.68 to 12.94, 10.03 to 12.63, and 8.34 to 14.44 per 

100,000, respectively). New South Wales and Victoria had a relatively stable trend of 

mortality rates between 2005 and 2007 (on average 8.07, and 9.11 per 100,000), while 

Tasmania had a general decrease in suicide rates after 2005.

Between 2005 and 2006, suicide mortality for the whole of Australia declined from 

10.05 to 8.59 per 100,000. However, it rose again to the rate of 10.61 per 100,000 in 

2007. States that were above the national average suicide rate in 2007 were: Northern 

Territory, Tasmania, Western Australia, South Australia and Queensland. New South 

Wales, Victoria and Australian Capital Territory were below the overall national level. 

Figure 2.4 Suicide rates of persons, australia’s states and territories, 2005–2007
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Sources: aiHW, 2008; aBS 2011
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Figures 2.5 and 2.6 show the distribution of suicide mortality rates in Australia, and its 

states and territories, by gender. Across all states and territories, the gender ratio has 

dropped from 3.9:1 in 2005 to 3.3:1 in 2007. On average, the highest difference between 

rates of male and female suicides was in the Northern Territory, reaching its peak in 

2007 with 6.1:1. In Queensland, South Australia and New South Wales, the male and 

female ratios were around four-to-one. The lowest ratios were in Tasmania (2.9:1), the 

Australian Capital Territory and Victoria (both 3.3:1).

Figure 2.5 Suicide rates of males, australia’s states and territories, 2005–2007
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Sources: aiHW, 2008; aBS, 2011

Figure 2.6 Suicide rates of females, australia’s states and territories, 2005–2007
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Table 2.2 presents the age-standardised rates for each state and territory, by gender, for 

the years 1994–2007.

Table 2.2 age-standardised suicide rates* by gender, for states and territories, 1994–2007

NSW VIC QLD SA WA TAS NT ACT AUST
MALES
1994 21.6 17.7 24.0 18.7 21.9 25.6 16.6 18.3 20.9
1995 18.6 19.1 23.9 21.5 20.3 21.3 26.0 21.3 20.3
1996 21.1 17.6 26.9 21.9 19.0 24.6 29.8 16.7 21.3
1997 23.7 21.2 25.5 21.0 22.6 17.1 34.0 17.8 22.9
1998 21.8 19.3 25.8 26.7 26.5 22.1 34.5 20.1 22.8
1999 21.8 19.6 22.3 21.0 21.7 30.2 25.3 24.5 21.6
2000 18.8 16.6 25.8 22.4 20.4 18.0 32.2 16.2 20.1
2001 19.4 17.6 22.5 23.0 22.7 22.6 37.9 20.5 20.4
2002 16.7 16.2 23.4 18.8 20.1 25.4 42.7 17.6 18.8
2003 14.9 16.7 19.5 19.7 16.7 24.5 39.8 14.7 17.2
2004 13.7 16.4 19.6 19.3 16.1 29.0 44.1 15.2 16.9
2005 13.2 15.5 18.3 22.1 17.1 23.0 31.2 9.7 16.2
2006 11.9 13.0 13.8 16.7 15.3 23.2 22.1 13.0 13.6
2007 13.5 14.0 19.0 21.3 19.2 19.3 40.3 13.1 16.3
FEMALES
1994 4.6 4.5 5.7 4.1 3.3 3.3 7.9 5.6 4.6
1995 5.5 5.8 6.1 4.7 4.5 7.1 5.7 2.9 5.5
1996 5.0 4.6 4.8 4.4 5.3 3.6 7.5 6.4 4.9
1997 6.9 5.5 5.6 4.6 5.8 4.6 5.1 8.5 6.0
1998 4.8 5.5 7.0 6.0 5.5 4.6 7.0 2.1 5.5
1999 5.4 4.6 5.3 5.7 4.8 3.9 5.0 5.1 5.1
2000 4.4 5.3 6.4 5.0 6.1 4.3 4.8 3.5 5.2
2001 5.0 5.2 5.6 5.3 5.7 5.2 3.8 5.8 5.3
2002 4.1 5.9 5.4 3.8 5.5 6.6 10.6 4.7 5.1
2003 3.9 5.0 4.9 5.3 6.1 5.9 2.1 3.3 4.7
2004 3.5 5.0 4.3 4.7 3.7 7.8 9.5 7.0 4.3
2005 3.2 4.2 4.8 5.6 3.6 8.8 7.6 1.7 4.1
2006 2.9 4.2 3.1 4.9 4.9 6.8 3.6 6.3 3.8
2007 4.4 4.4 5.9 4.7 6.0 7.6 9.7 5.8 5.0
PERSONS
1994 12.8 11.0 14.6 11.3 12.6 14.0 13.3 11.8 12.5
1995 11.9 12.3 14.9 12.9 12.4 14.0 17.2 11.3 12.7
1996 12.8 10.8 15.7 12.9 12.1 13.6 19.6 11.5 12.9
1997 15.1 13.1 15.5 12.6 14.0 10.6 20.3 13.1 14.3
1998 13.1 12.3 16.3 16.3 15.9 13.2 21.5 10.5 14.1
1999 13.4 11.9 13.7 13.2 13.1 16.6 15.7 14.4 13.2
2000 11.4 10.7 15.9 13.5 13.3 11.0 19.4 9.8 12.5
2001 12.1 11.1 13.9 14.2 14.1 13.6 21.8 13.0 12.7
2002 10.3 10.9 14.3 11.2 12.7 15.7 27.9 11.1 11.8
2003 9.3 10.6 12.1 12.4 11.3 14.8 22.1 8.7 10.8
2004 8.5 10.5 11.7 11.9 9.8 18.0 28.0 11.1 10.5
2005 8.1 9.7 11.5 13.8 10.2 15.7 20.2 5.7 10.0
2006 7.3 8.5 8.3 10.7 10.0 14.7 13.0 9.5 8.6
2007 8.9 9.1 12.4 12.9 12.6 13.4 25.6 9.4 10.6

* Standardised death rate per 100,000 population of the mid-year 2001 australian population.
Sources: aiHW, 2008; aBS, 2011
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an overview of suicides in 
Queensland from the QSr

This chapter presents the incidence of suicide in Queensland and discusses suicide rates 

by gender and age class using data sourced from the QSR. This overview then leads into 

a more specific analysis of suicide mortality in Queensland from 2005 to 2007. 

3.1 the incidence of suicide in Queensland, 1990–2007 

Figure 3.1 shows the overall pattern of suicide rates for the period 1990 to 2007 for all 

persons, males and females. 

Ordinary-least square regression was conducted with log-transformed rates to test 

for trends over time. This analysis showed an increase in male (+2.4%) and all person 

(+2.4%) suicide rates over the time period 1990 to 1998; this was followed by a decrease 

in male (-2.4%) and all persons (-1.9%) suicide over the period 1999 to 2007. These 

results fell just outside statistical significance. The rates in 2007 were the lowest 

recorded for males and all persons since 1990. There was no noticeable trend in female 

suicide over the time period.

Figure 3.1 Suicide rates across all age classes, Queensland, 1990–2007
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Figure 3.2 shows suicide rates for the age class of 34 years of age and younger. Trends 

are similar to those shown in Figure 3.1, with a period of increase in males and all 

persons until 1996, which was followed by a steady decline. 

Figure 3.2 Suicide rates in the <34 year age group, Queensland, 1990–2007
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Figure 3.3 details a slight increase in suicide rates of 35–54 year olds from 1990 to 2007 

for males and females. Both trends display a marked pattern of variation, in particular 

in the first half of the 1990s with a distinguished peak reached in 1998 for males (35.9 

per 100,000) and in 1994 for females (12.6 per 100,000).

Figure 3.3 Suicide rates for the 35–54 year age group, Queensland, 1990–2007
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Suicide rates for the age group 55 years and older, presented in Figure 3.4, show a 

downward trend for all persons, males and females.

Figure 3.4 Suicide rates in the 55+ year age group, Queensland, 1990–2007
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3.2  Profile of suicide in Queensland, 2005–2007

A total of 1,637 suicides by Queensland residents were registered in the Queensland 

Suicide Register (QSR) in the period 2005–2007 (see Table 1.6). The age of the deceased 

was not known for one female death in 2005, and this case was subsequently excluded 

from analyses in all but the ‘all ages’ categories. Suicide rates presented in this chapter 

were calculated using registered number of deaths in the QSR and the mean value of 

estimated resident population of Queensland between 2005 and 2007 (ABS, 2009b). 

3.2.1  Suicide rates by age and gender

Of the 1,637 recorded suicides (expressing the total number of ‘probable’ and ‘beyond 

reasonable doubt’ cases), 1,264 (77.2%) were males and 373 (22.8%) were females, 

corresponding to a gender ratio of 3.4:1. The mean age at death for males was 43.1 

years, with a range from 12 to 99 years of age. Females were on average 43.8 years old, 

with a range from 11 to 97 years. 

Distribution of suicides by broad age groups (Figure 3.5) shows that 35.0% of all suicides 

occurred in the age group <35 years, 40.1% in the 35–54 year olds and 24.9% among 

persons older than 55 years. 

Figure 3.5 Proportion of all suicides by broad age groups, Queensland, 2005–2007

<35 years
35.0%

35–54 years
40.1%

55+ years
24.9%

During the period 2005–2007, the overall crude suicide rate for Queensland was 13.33 

per 100,000 for all persons — 20.63 per 100,000 for males and 6.05 per 100,000 for 

females. Figure 3.6 shows the rates by gender for the years 2005 to 2007. A decline in 

rates is evident for males, but not in females and all persons.
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Figure 3.6 Suicide rates of males, females and all persons, Queensland, 2005–2007
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Figure 3.7 shows mortality rates by age groups and gender for the years 2005–2007. 

The highest suicide rates were in the 25–34 and 35–44 year age groups for both males 

(29.15 and 31.29 per 100,000, respectively) and females (7.99 and 9.86 per 100,000, 

respectively). Suicide rates among males and females declined steadily in older age 

groups, with rates in males increasing again in the 75+ group (29.16 per 100,000). There 

was a wide gap between male and female suicide rates across all age groups (with an 

average ratio of 3.4:1). This disparity was most apparent in the older age groups, in 

particular among persons older than 75 years, where it reached a difference of 4.6:1. It 

must be remembered, however, that the smaller absolute numbers in these age groups 

make their rates more volatile.

Figure 3.7 Suicide rates by age groups and gender, Queensland, 2005–2007
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Ratio male to female rates: 

5–14 15–24 25–34 35–44 45–54 55–64 65–74 75+ All ages
2.09 3.77 3.65 3.18 3.49 2.85 3.87 4.60 3.40

3.2.2  Suicide methods by age and gender

The section on methods of suicide will firstly cover a wider range of specific methods, 

before combining categories to five key methods for analyses by age groups, gender 

and geographical regions. 

Figure 3.8 presents the distribution of methods used in suicide deaths in Queensland in 

2005–2007. Main methods were hanging (46.4%), drug or medicine overdoses (15.7%), 

carbon monoxide toxicity from motor vehicle exhaust (10.4%), and the use of firearms 

(9.2%). These four methods collectively accounted for 81.7% of all suicides. Compared 

to the period between 2002–2004, there has been an increase in the use of hanging 

(comprising 41.2% of all suicides in 2002–2004) and a considerable decrease in the 

proportion of deaths due to carbon monoxide toxicity (from 16.7% to 10.4%) or jumping 

from heights (from 4.3% to 2.7%). There has not been a substantial difference observed 

in the use of firearms compared to the last time series, when this method accounted 

for 9.8% of all deaths; however, the decreasing use of this method noted in past reports 

seems to be continuing. 

Figure 3.8 Suicide methods, Queensland, 2005–2007

Drug or medicine
overdose, 15.7% 

Other poisons
and gases, 1.7%
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Carbon monoxide, 10.4%
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Drowning, 2.3%

Hit by moving
object, 2.5%

Jumping from heights, 2.7%

Cutting and piercing objects, 2.1% 

Other and unspecified means, 4.1% 

Figures 3.9 to 3.11 show suicide methods used against broad age groups (below 34, 

35–54 and 55 years and over) for females, males and persons. 

Methods have been grouped into five main categories. Poisoning includes deaths 

that occurred by ingestion of any solid or liquid substances, while category of ‘other 

methods’ is comprised of less common methods, such as being hit by a moving vehicle, 

plastic bag asphyxiation, drowning, gas distributed by pipeline or in mobile containers 
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for domestic use, cutting and piercing objects, jumping from a height, crashing of a 

vehicle, electrocution, fire, and other specified and unspecified methods.

Specific suicide methods included in the category ‘other’ were noted as being more 

prevalent in certain gender and age classes. For example, in the 15-to 24-year-old 

age group for all persons, 4.7% of suicides were due to being hit by a moving vehicle, 

and among persons older than 75 years, 16.7% of suicides were due to plastic bag 

asphyxiation and 9.3% due to drowning.

Figure 3.9 shows methods used as a percentage of all suicides by broad age groups. 

Hanging was the predominant method used by persons in the <34 and 35–54 age groups 

(66.3% and 44.7%, respectively). In the group of 55 years of age and older, the highest 

proportion of deaths occurred by ‘other methods’, such as suffocation by plastic bag 

(7.1%) and drowning (4.9%). The proportion of suicides by poisoning and firearms were 

the highest in the oldest age group (22.1% and 18.6%, respectively).

Figure 3.9 Suicide methods by broad age groups, all persons, Queensland, 2005–2007
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Figure 3.10 shows methods of suicide by broad age group for males. Overall, hanging 

accounted for half of all methods used by males (49.6%), carbon monoxide accounted 

for 11.9%, poisoning accounted for 10.4%, firearms accounted for 11.2% and other 

methods accounted for 17.0%. As can be seen, hanging was the most frequently used 

method in the <34 year age group (67.9% of all deaths) and among the 35–54 year olds 

(48.5%), while in the 55+ year old the percentage of hanging was similar that of ‘other 

methods’ (25.0% each). Carbon monoxide toxicity made up a large proportion of deaths 

especially in the 35 to 54 year age group (16.4%), while firearms and poisoning were 

used more commonly in males older than 55 years (22.8% and 14.4%, respectively).
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Figure 3.10 Suicide methods by broad age groups, males, Queensland, 2005–2007
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Figure 3.11 displays distribution of methods of suicide by broad age group for females 

in Queensland 2005–2007. This depicts noticeably different patterns in use of suicide 

methods when compared to males. Across all ages, poisoning and hanging accounted 

for a nearly equal proportion of all deaths (33.8% and 35.4% respectively). These methods 

were followed by the use of ‘other methods’ (22.8%), carbon monoxide (5.6%) and firearms 

(2.4%). There is also a distinct variation noted across age classes, with hanging more than 

6-times as frequent in young females (<34 years) than in those aged 55 years and older. 

Use of poisoning and firearms increased with age, with poisoning representing the most 

common method in the oldest age group (46.9%) where it was used almost 5-times as 

frequently as hanging (9.4%). Carbon monoxide accounted for a similar proportion (about 

6%) of female suicides across all age groups.

Figure 3.11 Suicide methods by broad age groups, females, Queensland, 2005–2007
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Overall, males were more than 4 times as likely to use firearms than females (11.2% vs. 

2.4%) and twice as likely to use carbon monoxide (11.9% vs. 5.6%). Conversely, females 

died of poisoning approximately 3-times more often than males (33.8% vs. 10.4%). This 

difference was most pronounced in the youngest age group (21.5% vs. 5.5%). Hanging 

was 1.4-times more frequent in males than females across all ages, and 2.7-times more 

frequent in the group of 55 year and older, where less than 10% of the female suicides 

were by hanging.
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Suicides in Queensland,  
2005–2007: regional statistics

This chapter presents the data derived from the Queensland Suicide Register (QSR) for 

separate geographical regions in Queensland. The first section provides data on suicide 

mortality of metropolitan, regional or remote areas (Section 4.1). A more detailed 

analysis is then presented for seven geographical regions following the regional 

structure of the Australian Standard Geographical Classification 2006 (ABS, 2006b) in  

Section 4.2. 

In the calculations of regional data, cases of all individuals who died while in institutions 

(i.e. psychiatric hospitals or prisons) or away from their usual place of residence had to 

be closely examined to avoid distortion of mortality rates for particular regions. There 

were 22 individuals identified as psychiatric inpatients at their time of death; however, as 

the majority of them were subjects to a short-term hospitalisation, they were allocated 

to the appropriate region based on their usual place of residence (permanent address). 

Two of these persons died after residing in a psychiatric institution for a number of years 

and, since the address of that institution was their permanent location, their cases were 

counted in the region in which the institution was located. Persons who died while in 

custody or in prison were excluded from the analysis (5 cases). Further, 15 cases had 

to be excluded as they had no fixed address at the time of death or their exact address 

at the time of death was unknown. Finally, individuals whose age at time of death 

was unknown were excluded from the age-related analyses (1 case). In total, regional 

statistics are based on a sample of 1,616 deaths. In calculation of ratios comparing 

suicide rates of a particular area/region against the total Queensland level, a complete 

sample of 1,637 deaths was used.

To provide comparisons between the areas and regions presented, an initial overview 

has been undertaken in each section. This is followed by a more detailed tabulation of 

the suicide incidence and crude suicide rates by age class and gender. Distribution of 

suicide methods is also provided for each region. In addition to crude mortality rates, 

age-standardised rates (ASRs) and a ratio comparing the study group to the state-wide 

rate is calculated — for the crude and age-standardised rates.

To support regional comparisons, Table 4.1 provides the crude age/gender suicide rates 

for the Queensland population, as well as the associated (ASRs) calculated for regional 

analysis. These rates are used to calculate rate ratios for each regional group and also 

to compare regional patterns to those of the total Queensland.

4
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Table 4.1 Suicide rates (crude and age-standardised*) for comparison with regional statistics, Queensland, 
2005–2007

Males Females Persons

5–14 0.86 0.41 0.64
15–24 21.28 5.64 13.61
25–34 29.15 7.99 18.59
35–44 31.29 9.86 20.46
45–54 26.74 7.68 17.16
55–64 20.36 7.16 13.85
65–74 22.22 5.75 13.99
75+ 29.16 6.33 15.88
total population 20.63 6.05 13.33
ASR * 20.94 6.03 13.38
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4.1 metropolitan, regional and remote suicide mortality 

4.1.1  introduction and overview

This section looks at the incidence of suicide based on a measure of ‘accessibility’ or 

‘remoteness’ called the Accessibility/Remoteness Index of Australia (ARIA), as detailed 

in the Information Paper by the Commonwealth Department of Health and Aged Care 

(DHAC, 2001). The ARIA index was designed as an unambiguous geographical approach 

to defining remoteness as 

access to a range of services, some of which are available in smaller and others only 
in larger centres; the remoteness of a location can thus be measured in terms of how 
far one has to travel to centres of various sizes. (Faulkner and French, 1983) 

In 2003, the National Key Centre for Social Applications of Geographical Information 

Systems (GISCA), released a new version of the ARIA index, called ARIA+. ARIA+ has 

been chosen by the ABS to be the basis of the remoteness categories included in the 

Australian Standard Geographical Classification publications. Index scores range from 0 

to 15, defining the following five categories: Major cities, Inner regional, Outer regional, 

Remote, and Very Remote. A more detailed presentation of classification schemes used 

for regional statistics is given in Appendix B. 

Three categories of remoteness are used in this report — metropolitan, regional, and 

remote. Metropolitan areas are those classified by the ABS as Major Cities of Australia 

(score from 0 to 0.2), which for this report include Brisbane, Gold Coast, and other 

areas with high accessibility to services. Regional areas are a combination of Inner 

Regional and Outer Regional centres (score from 0.2 to 5.92), and remote areas are 

a combination of Remote and Very Remote areas (score greater than 5.92). Regional 

areas include cities such as Mackay, Townsville, Cairns, and Toowoomba, while remote 

areas include, for example, Bowen, Carpentaria, Cloncurry, and Mount Isa. 

While this approach provides a useful separation with respect to accessibility to services, 

caution is needed in interpreting these statistics in broader decision-making contexts 

(ABS, 2001). This work uses the 1999 ARIA values of statistical local areas to separate 

cases into regional groups, but in a rapidly growing and quite dispersed state such 

as Queensland, borders between metropolitan and regional places can be difficult to 

determine. 

The key results from this analysis are presented in Table 4.2. This shows the incidence 

and rate of suicide by gender and age classes for the three areas. ASRs are presented 

separately for each area for males, females and persons, with rate ratios representing 

their relations to the total Queensland population. 
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Table 4.2 Suicide numbers, mortality rates and standardised ratios by gender and age group, metropolitan, 
regional and remote areas of Queensland, 2005–2007

METROPOLITAN REGIONAL REMOTE

MALES No Rate* Rate 
Ratio** No Rate* Rate 

Ratio** No Rate* Rate 
Ratio**

5–14 2 – – 5 – – 4 – –
15–24 88 15.98 0.75 79 25.90 1.22 18 64.35 3.02‡ 
25–34 117 21.61 0.74 109 38.92 1.34 19 60.84 2.09  
35–44 152 28.52 0.91 107 32.58 1.04 15 47.01 1.50
45–54 110 23.00 0.86 105 31.95 1.19 6 – –
55–64 78 20.12 0.99 56 20.25 0.99 6 – –
65–74 41 18.65 0.84 42 24.84 1.12 6 – –
75+ 49 28.88 0.99 33 30.32 1.04 1 – –
total 637 17.64 0.86 536 23.31 1.13 75 35.18 1.71‡ 
ASR, Rate ratio 17.70 0.86 24.35 1.18 35.75 1.73‡ 
95% CI of Rate 
Ratio

(0.73–1.01) (0.99–1.40) (1.15–2.59)

METROPOLITAN REGIONAL REMOTE

FEMALES No Rate* Rate 
Ratio** No Rate* Rate 

Ratio** No Rate* Rate 
Ratio**

5–14 2 – – 1 – – 2 – –
15–24 23 4.26 0.76 22 7.68 1.36 2 – –
25–34 42 7.77 0.97 23 8.23 1.03 2 – –
35–44 43 7.81 0.79 40 11.97 1.22 5 – –
45–54 40 7.97 1.04 24 7.50 0.98 1 – –
55–64 32 8.13 1.13 14 5.39 0.75 2 – –
65–74 14 6.03 1.05 7 – – 2 – –
75+ 18 7.23 1.14 7 – – 0 – –
total 214 5.78 0.95 138 6.12 1.01 16 8.42 1.39
ASR, Rate ratio 5.68 0.95 6.28 1.05 8.58 1.44
95% CI of Rate 
Ratio

(0.71–1.27) (0.75–1.48) (0.60–3.42)

METROPOLITAN REGIONAL REMOTE

PERSONS No Rate* Rate 
Ratio** No Rate* Rate 

Ratio** No Rate* Rate 
Ratio**

5–14 4 – – 6 – – 6   
15–24 111 10.18 0.75 101 17.07 1.25 20 37.32 2.74†
25–34 159 14.69 0.79 132 23.60 1.27 21 34.95 1.88
35–44 195 18.00 0.88 147 22.19 1.08 20 33.28 1.63
45–54 150 15.30 0.89 129 19.88 1.16 7 – –
55–64 110 14.08 1.02 70 13.05 0.94 8 – –
65–74 55 12.17 0.87 49 14.90 1.07 8 – –
75+ 67 16.00 1.01 40 16.12 1.01 1 – –
total 851 11.63 0.87 674 14.80 1.11 91 22.57 1.69‡
ASR, Rate ratio 11.52 0.87 15.27 1.16 22.82 1.73‡ 
95% CI of Rate 
Ratio

(0.76–1.01) (0.99–1.35) (1.20–2.49)

* crude rate, with no rate calculated where the incidence in the group is less than 10 due to small samples.
** rate ratio – the ratio of the study group rate to the rate in the whole of Queensland population. ratios are 
provided for crude and age-standardised rates (aSrs), with significance levels indicated by † (0.05) or ‡ (0.01).

AISRAP_SuicQld_0507_FINAL KG.indd   48 2/07/12   3:44 PM



49Suicide in QueenSland 2005–2007: mortality rateS and related data

Figure 4.1 and Table 4.3 provide an overview of ASRs across the three ARIA areas. 

Rate ratios of ASRs for ARIA regions, presented in Figure 4.1, show that persons in 

metropolitan areas had significantly lower rates than the overall Queensland rate, while 

males and persons in remote areas were significantly above the Queensland average. 

Although regional males, females and persons had higher rates than the Queensland 

average, the wide confidence intervals indicate that the differences are not statistically 

significant. 
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Figure 4.1 rate ratios of age-standardised rates* for males, females and persons, aria areas, Queensland, 2005– 
 2007
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* red lines represent total Queensland level. truncated black lines represent the confidence intervals of the rate 
ratios; where the interval does not cross the red line, the ratio is statistically significant. Significance level is 
indicated by † (0.05) or ‡ (0.01).
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Table 4.3 Summary of age-standardised rates for aria areas by gender, Queensland, 2005–2007

AREA Males Females Persons
metropolitan 17.70 5.68 11.52
regional 24.35 6.28 15.27
remote 35.75 8.58 22.82

The following section provides information about the distribution of suicides according 

to gender, broad age groups and suicide methods in metropolitan, regional and remote 

areas of Queensland. 

4.1.2  metropolitan

The metropolitan areas cover locations populated by more than half of Queensland 

population (59.6%). This area had 851 suicides (or 52.0%) in the years 2005–2007. Of 

those, 637 (74.9%) were by males and 214 (25.1%) by females, corresponding to a 

gender ratio of 3.0:1. Results presented in Figure 4.2 and 4.3 show that 32.3% of suicides 

occurred in the age group <35 years, 40.4% in the 35–54 year olds and 27.3% in the 

55+ age group. Hanging accounted for 41.4% of all suicides, while the least common 

method used was firearms, accounting for 5.9% of deaths.

Figure 4.2 Proportion of suicides by broad age groups, metropolitan areas, Queensland, 2005–2007
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Figure 4.3 methods used as a proportion of all suicides, metropolitan areas, Queensland, 2005–2007
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4.1.3  regional 

The regional areas cover an increasingly diverse population, with groups ranging from 

outer city suburbs to outer regional areas. In the study period from 2005–2007, this area 

was made up by approximately 37.1% of the total Queensland population and included 

674 suicides (or 41.2% of all cases). Of those, 536 (79.5%) were by males and 138 (20.5%) 

by females, corresponding to a gender ratio of 3.9:1. 

Figure 4.4 shows the broad age distribution of suicides, with about a third occurring 

in the age group under 35 years and just over 40% comprised of people aged 35 to 

54 years. This is similar to the proportion of suicides in the same age group in the 

metropolitan area. As seen in Figure 4.5, almost half of suicides (49.1%) occurred by 

hanging, followed by ‘other methods’ (16.3%) and poisoning (14.4%). The proportion of 

deaths by firearms was more than twice as high than in metropolitan areas (12.5% vs. 

5.9%). The use of carbon monoxide was less frequent in regional than in metropolitan 

areas (7.7% vs. 13.2%).

Figure 4.4 Proportion of suicides by broad age groups, regional areas, Queensland, 2005–2007
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Figure 4.5 methods used as a proportion of all suicides, regional areas, Queensland, 2005–2007
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4.1.4  remote

Suicides that occurred in remote areas of Queensland in 2005–2007 show a different 

profile to those in metropolitan and regional areas. While remote areas comprised only 

3.3% of total Queensland population, the number of suicides accounted for 5.6% of the 

total incidence in Queensland (91 persons). Of those, 75 (82.4%) were by males and 16 

(17.6%) by females, corresponding to a gender ratio of 4.7:1.

Distribution by broad age groups in Figure 4.6 shows that more than half of suicides 

were by persons younger than 35 years of age. This is much higher than in metropolitan 

or regional areas. Conversely, the proportion of suicide in the oldest age group (55+) was 

lower than in other areas, accounting for less than 19% of cases. A further difference 

between remote areas and the rest of Queensland is represented by the much higher 

use of hanging and firearms as suicide methods (70.3% and 16.5%, respectively). Carbon 

monoxide toxicity was used about three times less often than in metropolitan areas 

(4.4% vs. 13.2%).

Figure 4.6 Proportion of suicides by broad age groups, remote areas, Queensland, 2005–2007
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Figure 4.7 methods used as a proportion of all suicides, remote areas, Queensland, 2005–2007
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4.2 Suicide mortality by geographical region

4.2.1  introduction and overview

The following section describes suicide mortality in seven geographical regions of 

Queensland, based on the edition of the Australian Standard Geographical Classification 

relating to the 2006 Census (ABS, 2006b). While the broad classification structure of 

the ASGC 2006 identifies 14 statistical divisions, the QSR Reports have traditionally 

grouped these into the following regions: Brisbane City, Outer Brisbane, Coastal (Part 

A & B), Darling Downs & Wide Bay, Western, Mackay–Fitzroy, North & Far North. For a 

more detailed presentation of the geographical regions with corresponding statistical 

divisions and regional boundaries, see Appendix B. 

The population data used for calculation of rates (crude and age-standardised) was 

obtained from the Estimated resident population by age, gender and geographical 
classification as at 30 June 2006 (ABS, 2007). 

Figure 4.8 presents a map of Queensland with the seven regions used in this report. The 

colour of the specific region depicts the age-standardised rate (ASR) (see Legend). This 

shows higher rates in the northern and western parts and generally lower rates in the 

south-eastern parts of Queensland. 

Figure 4.8 map of Queensland with age-standardised suicide rates for geographical regions used in the report 
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Table 4.4 shows the ratio of male to female suicide rates in the seven geographical 

regions. The highest proportions of males’ suicides were recorded in Western and North 

& Far North regions, and the lowest in Brisbane City and Coastal.

Table 4.4 Proportion and ratio of male to female suicides in geographical regions, Queensland, 2005–2007

REGION Proportion
of males

Gender ratio 
(male:female)

Brisbane city 72.7 2.7:1
outer Brisbane 78.6 3.7:1
coastal 74.3 2.9:1
darling downs & Wide Bay 79.2 3.8:1
Western 86.7 6.5:1
mackay–Fitzroy 77.6 3.5:1
north & Far north 80.5 4.1:1
Total Queensland 77.2 3.4:1

Table 4.5 provides a summary of the age distribution of suicide cases for the considered 

regions, showing clear variations in the age distribution of suicides. The highest 

proportion of suicides in the under 34 year olds occurred in the Western region (51.1%), 

followed by North & Far North (44.7%) and Mackay–Fitzroy region (44.2%). For the 

oldest age group (55+ year olds), the highest proportions are seen in Coastal (34.9%) 

and the Darling Downs & Wide Bay (29.0%).

Table 4.5 Broad age distribution of suicide incidence by geographical region, Queensland, 2005–2007

REGION  <34 year
(%)

35–54 year
(%)

55+ year 
(%)

Brisbane city 34.7 40.5 24.8
outer Brisbane 33.1 43.8 23.1
coastal 26.1 39.1 34.9
darling downs & Wide Bay 27.6 43.5 29.0
Western 51.1 33.3 15.6
mackay–Fitzroy 44.2 35.3 20.5
north & Far north 44.7 36.6 18.7
Total Queensland 34.7 40.1 25.2
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Table 4.6 illustrates notable variation in suicide methods between regions. While 

hanging represented the most common method in all seven regions, its use ranged from 

73.3% in Western region and 59.8% in North & Far North, to 40.8% in Outer Brisbane 

and 42.2% in Brisbane City. Consequently, Western region shows a low percentage of 

all other suicide methods, with for example only 4.4% of deaths due to poisoning and 

2.2% due to carbon monoxide toxicity. Apart from the much higher prevalence of deaths 

by hanging, Western also shows the highest percentage of suicides by firearms (17.8%). 

Firearms were least commonly used in Brisbane City (4.0%), which on the other hand 

had relatively high proportions of suicides by carbon monoxide (13.2%) and poisoning 

(17.8%).

Table 4.6 main methods used by geographical regions, Queensland, 2005–2007

REGION

Method used (%) *

Poisoning
Carbon 

monoxide Hanging Firearms
Brisbane city 17.8 13.2 42.2 4.0
outer Brisbane 17.4 11.4 40.8 8.4
coastal 19.5 13.8 40.6 5.4
darling downs & Wide Bay 11.7 11.3 43.1 14.5
Western 4.4 2.2 73.3 17.8
mackay–Fitzroy 19.2 4.5 50.6 14.7
north & Far north 12.2 6.1 59.8 10.2
Total Queensland 15.8 10.4 46.2 9.2

* totals less than 100% as ‘other methods’ are not included in this summary 

The following sections provide a more detailed examination of suicide mortality in each 

region, with summary tables showing suicide incidence and mortality rates by age and 

gender, and pie graphs portraying age distributions and methods used. 

Figure 4.9 and Table 4.7 present ASRs for each geographical region and their ratios 

against the total Queensland rate for males, females and persons. Results show that 

Western, North & Far North and Brisbane City vary the most from the Queensland 

average. More detailed discussion of these differences and interpretation of their 

statistical significance is provided in the following regional analyses.
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Figure 4.9 rate ratio of aSrs* by geographical region against total Queensland, 2005–2007 
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* red lines represent total Queensland level. truncated black lines represent the confidence intervals of the rate 
ratios; where the interval does not cross the red line, the ratio is statistically significant. Significance level is 
indicated by † (0.05) or ‡ (0.01).
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Table 4.7 Summary of aSrs in geographical regions by gender, Queensland, 2005–2007

REGION Males Females Persons
Brisbane city 15.9 5.6 10.6
outer Brisbane 18.9 4.9 11.7
coastal 19.1 6.2 12.5
darling downs & Wide Bay 24.2 6.1 15.0
mackay–Fitzroy 22.2 6.7 14.6
Western 35.6 6.1 21.2
north & Far north 28.9 7.2 18.2
Total Queensland 20.9 6.0 13.4

4.2.2  Brisbane city

In 2006, Brisbane City had a population of approximately 992,176 inhabitants. During 

the 2005–2007 study period there were three hundred and twenty six (326) suicides in 

this region. Males represented 237 cases or 72.7% of this group. This represents a crude 

suicide mortality rate of 10.95 per 100,000, which was significantly lower than the total 

Queensland mortality rate (13.33 per 100,000). 

Table 4.8 presents suicide mortality rates for Brisbane City by gender and age groups. 

Among males, the highest suicide rates were seen in the 35–44 and 45–54 year olds 

(24.51 and 23.07 per 100,000, respectively). Overall, the male age-specific suicide rates 

and the total rate were lower when compared to the rates for Queensland (the lowest 

ratio was in the 25–34 age group). Rate ratio of age-standardised rates (0.76) was 

statistically significant. 

In females, rates could not be calculated for all age groups due to small incidence 

numbers (below 10). The highest mortality rates were seen among the 25–34 and 55–

64 years olds (8.94 and 8.09 per 100,000). In relation to the overall Queensland rates 

for females, females from Brisbane City showed marked variations across age groups, 

although these variations were not statistically significant. The 15–24, 35–44 and 45–54 

year olds had a rate lower than the total Queensland rate, while the ratio was reversed 

in the age groups 25–34 and 55–64. 

For all persons, the distribution of rate ratios against the Queensland population was 

very similar to that observed in males. When comparing ASRs between Brisbane City 

and all of Queensland, males and all persons from Brisbane City show significantly 

lower rates of suicide mortality (rate ratio 0.76 and 0.79, respectively). 

Brisbane 
City

Brisbane 
Outer

Brisbane 
Outer
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Table 4.8  Suicide numbers, rates, and standardised mortality ratios by gender and age groups, Brisbane city, 
 2005–2007

 MALES Number Rate* Rate ratio**
5–14 1 – –
15–24 35 14.58 0.69
25–34 44 17.59 0.60
35–44 55 24.51 0.78
45–54 44 23.07 0.86
55–64 30 20.41 1.00
65–74 14 17.53 0.79
75+ 14 21.25 0.73
all ages 237 16.15 0.78
ASR = 15.86     Rate ratio = 0.76     95% CI (0.60–0.96) †

FEMALES Number Rate* Rate ratio**
5–14 0 – –
15–24 11 4.57 0.81
25–34 22 8.94 1.12
35–44 18 8.03 0.81
45–54 15 7.58 0.99
55–64 12 8.09 1.13
65–74 3 – –
75+ 8 – –
all ages 89 5.90 0.97
ASR = 5.65     Rate ratio = 0.94     95% CI (0.63–1.40)

PERSONS Number Rate* Rate ratio**
5–14 1 – –
15–24 46 9.57 0.70
25–34 66 13.30 0.72
35–44 73 16.27 0.80
45–54 59 15.18 0.88
55–64 42 14.23 1.03
65–74 17 10.16 0.73
75+ 22 12.69 0.80
all ages 326 10.95 0.82
ASR = 10.58     Rate ratio = 0.79     95% CI (0.64–0.97) † 

* the crude rate, with no rate calculated where the incidence in the group is less than10 due to small samples.
** rate ratio – the ratio of the study group rate compared to the rate for the whole of Queensland population. 
ratios are provided for crude and age-standardised rates (aSr), with significance levels indicated by † (0.05) or 
‡ (0.01).
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Figures 4.10 and 4.11 show the distribution of suicides by broad age groups and 

methods used. 35.0% of suicides were by persons below the age of 35 years, and 40.2% 

were aged between 35 and 54 years. This was similar to the age distribution for all of 

Queensland (see Figure 3.5). 

Figure 4.10 Proportion of all suicides by broad age groups, Brisbane city, 2005–2007
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With regard to the methods used (see Figure 4.11), Brisbane City had a significantly 

lower use of firearms than the overall Queensland population (4.0% vs. 9.2%). The 

percentage of deaths due to firearms was the lowest among all regions of Queensland. 

Proportions of deaths due to hanging (42.3%), carbon monoxide (13.2%) and poisoning 

(17.8%) were comparable to those for all of Queensland. 

Figure 4.11 methods used as proportion of all suicides, Brisbane city, 2005–2007
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4.2.3  outer Brisbane

Outer Brisbane had a population of approximately 883,554. During the 2005–2007 study 

period, there were two hundred and ninety nine (299) suicides registered in this region. 

Males represented 235 cases or 78.6% of this group. This represents a crude suicide rate 

of 11.28 per 100,000 persons over the triennium, which was lower than the Queensland 

overall mortality rate (13.33 per 100,000). 

Table 4.9 presents suicide mortality rates for Outer Brisbane by gender and age groups. 

Among males, the highest suicide rate was seen in 75+ year olds (36.17 per 100,000), which 

was above the Queensland rate (ratio of 1.24:1). With the exception of the age groups 35–44 

and 75+, males in Outer Brisbane showed rates below the Queensland level (rate ratio of 

0.90); however, this difference did not reach statistical significance. 

The presentation of female rates was constrained by small sample sizes in more than half 

of age classes. The highest rate was observed in the age group 45–54 (7.58 per 100,000), 

which was similar to that of all Queensland females in that age group (7.68 per 100,000). 

The ‘all ages’ rates for females and persons were also lower than the Queensland levels in 

corresponding groups (rate ratios of 0.81 and 0.88, respectively), but the differences did not 

reach levels of statistical significance.

Brisbane 
City

Outer 
Brisbane

Outer 
Brisbane

Table 4.9 Suicide numbers, rates, and standardised mortality ratios by gender and age groups, outer Brisbane, 
2005–2007

MALES Number Rate* Rate ratio**
5–14 1 – –
15–24 34 17.67 0.83
25–34 44 25.46 0.87
35–44 63 32.48 1.04
45–54 39 21.63 0.81
55–64 27 18.54 0.91
65–74 9 (11.83) (0.53)
75+ 18 36.17 1.24
all ages 235 17.81 0.86
ASR = 18.87     Rate ratio = 0.90     95% CI (0.71–1.15)
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FEMALES Number Rate* Rate ratio**
5–14 2 – –
15–24 7 – –
25–34 11 6.19 0.77
35–44 15 7.39 0.75
45–54 14 7.58 0.99
55–64 8 – –
65–74 4 – –
75+ 2 – –
all ages 64 4.81 0.79
ASR = 4.89     Rate ratio = 0.81     95% CI (0.51–1.28)

PERSONS Number Rate* Rate ratio**
5–14 3 – –
15–24 41 10.91 0.80
25–34 55 15.69 0.84
35–44 78 19.65 0.96
45–54 53 14.52 0.85
55–64 35 12.10 0.87
65–74 13 8.50 0.61
75+ 21 17.73 1.12
all ages 299 11.28 0.85
ASR = 11.72     Rate ratio = 0.88     95% CI (0.71–1.08)

* the crude rate, with no rate calculated where the incidence in the group is less than 10 due to small samples.
** rate ratio – the ratio of the study group rate compared to the rate for the whole of Queensland population. 
ratios are provided for crude and age-standardised rates (aSr), with significance levels indicated by † (0.05) or 
‡ (0.01).

Figure 4.12 shows that in Outer Brisbane region, 33.1% of suicides occurred in the under 

35 age group, 43.8% among 35–54 year olds and 23.1% by persons older than 55 years. 

This is similar to the age distribution for all of Queensland (see Figure 3.5). 

Figure 4.12 Proportion of suicides by broad age groups, outer Brisbane, 2005–2007
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With regard to the methods used, the population of Outer Brisbane showed similar 

proportions of suicides by each of the five methods (presented in Figure 4.13) to those 

reported for the total Queensland population. When comparing this distribution to the 

methods used in Brisbane City, persons in Outer Brisbane used firearms more than 

twice as often (4.0% vs. 8.4% respectively). 
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Figure 4.13 methods used as proportion of all suicides, outer Brisbane, 2005–2007
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4.2.4  coastal 

In 2006, the Coastal region (which includes Gold Coast and Sunshine Coast), had a 

population of approximately 671,994. During the 2005–2007 study period, there were 

two hundred and sixty one (261) suicides registered in this region. Males represented 

194 cases or 74.3% of this group. This represents a crude suicide rate of 12.95 per 

100,000 persons over the triennium, slightly lower to the overall Queensland mortality 

rate (13.33 per 100,000). 

Table 4.10 presents suicide mortality rates for the Coastal region by gender and age 

group. Among males, the highest suicide rate was seen in 75+ year olds (31.67 per 

100,000). While total rates for males and females resemble those for total Queensland, 

there are some variations observed across the age groups. A relatively low rate was 

seen for 15–24 year olds, when compared to the overall Queensland pattern (rate ratio 

of 0.68). Among females, the highest mortality rate was in the 55–64 year olds (9.76 

per 100,000, which was 1.3-times higher than the Queensland average). Reliable rates 

could not be calculated for all age groups due to small numbers. None of the rate ratios, 

comparing suicide mortality in the Coastal region to those of total Queensland, reached 

statistical significance.
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Table 4.10  Suicide numbers, rates, and standardised mortality ratios by gender and age groups, coastal,   
  2005–2007

 MALES Number Rate* Rate ratio**
5–14 0 – –
15–24 20 14.52 0.68
25–34 33 24.20 0.83
35–44 44 31.40 1.00
45–54 32 24.15 0.90
55–64 25 21.09 1.04
65–74 20 25.68 1.16
75+ 20 31.67 1.09
all ages 194 19.53 0.95
ASR = 19.14     Rate ratio = 0.91     95% CI (0.70–1.19)

FEMALES Number Rate* Rate ratio**
5–14 0 – –
15–24 5 – –
25–34 10 7.45 0.93
35–44 13 8.78 0.89
45–54 13 9.10 1.19
55–64 12 9.76 1.36
65–74 7 – –
75+ 7 – –
all ages 67 6.55 1.08
ASR = 6.19     Rate ratio = 1.03     95% CI (0.65–1.61)

PERSONS Number Rate* Rate ratio**
5–14 0 – –
15–24 25 9.22 0.68
25–34 43 15.89 0.85
35–44 57 19.78 0.97
45–54 45 16.34 0.95
55–64 37 15.32 1.11
65–74 27 17.04 1.22
75+ 27 18.42 1.16
all ages 261 12.95 0.97
ASR = 12.52     Rate ratio = 0.94     95% CI (0.75–1.17)

* the crude rate, with no rate calculated where the incidence in the group is less than 10 due to small samples.
** rate ratio – the ratio of the study group rate compared to the rate for the whole of Queensland population. 
ratios are provided for crude and age-standardised rates (aSr), with significance levels indicated by † (0.05) or 
‡ (0.01).

In Coastal regions, 26.1% of the suicides were by people under the age of 35, 39.1% of 

suicides were by 35–44 year olds and 34.9% occurred in over 55 year olds (see Figure 

4.14). The latter percentage is much higher than the overall Queensland average of 

24.9%, and is the highest across all regions.
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Figure 4.14 Proportion of suicides by broad age groups, coastal, 2005–2007

<35 years
26.1%

35–54 years
39.1%

55+ years
34.9%

With regard to the suicide method used (see Figure 4.15), the population of Coastal 

region had the highest levels of poisoning (19.5%) and carbon monoxide poisoning 

(13.8%) across all regions of Queensland. On the other hand, this region presented 

slightly lower levels of hanging and firearms use (40.6% and 5.4%, respectively) than 

Queensland in total.

Figure 4.15 methods used as proportion of all suicides, coastal, 2005–2007
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4.2.5  darling downs & Wide Bay

In 2006, the Darling Downs & Wide Bay region had a population of approximately 

654,987. During the 2005–2007 study period, there were two hundred and eighty three 

(283) suicides registered in this region. Males represented 224 cases or 79.2% of this 

group. This represents a crude suicide mortality rate of 14.40 per 100,000 persons over 

the triennium, which was higher than the overall Queensland mortality rate (13.33 per 

100,000).

Table 4.11 presents suicide mortality rates for Darling Downs & Wide Bay by gender 

and age group. In males, the highest suicide rate was seen in 25–34 year olds (39.88 per 

100,000), while low rates were recorded for those in the 15–24 and 55–64 age groups 

(18.14 and 18.38 per 100,000, respectively). Among females, rates could only be reliably 

calculated in the age groups 35–44 and 45–54 years. The suicide rate for 35–44 year 

olds was 1.3-times higher than at the corresponding Queensland level. With some 
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fluctuation across age groups, this geographical region showed slightly higher suicide 

mortality than that of all of Queensland for males and person, but this difference was 

not statistically significant. 
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Table 4.11  Suicide numbers, rates, and standardised mortality ratios by gender and age groups, darling downs 
  & Wide Bay, 2005–2007

 MALES Number Rate* Rate ratio**
5–14 2 – –
15–24 22 18.14 0.85
25–34 41 39.88 1.37
35–44 44 33.76 1.08
45–54 51 36.54 1.37
55–64 24 18.38 0.90
65–74 22 25.36 1.14
75+ 18 32.49 1.11
all ages 224 22.85 1.11
ASR = 24.22     Rate ratio = 1.16     95% CI (0.90–1.48)
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FEMALES Number Rate* Rate ratio**
5–14 0 – –
15–24 4 – –
25–34 9 (8.41) (1.05)
35–44 18 12.92 1.31
45–54 10 7.06 0.92
55–64 9 (7.07) (0.99)
65–74 4 – –
75+ 5 – –
all ages 59 5.99 0.99
ASR = 6.12     Rate ratio = 1.01     95% CI (0.63–1.63)

PERSONS Number Rate* Rate ratio**
5–14 2 – –
15–24 26 11.02 0.81
25–34 50 23.83 1.28
35–44 62 22.99 1.12
45–54 61 21.69 1.26
55–64 33 12.79 0.92
65–74 26 15.44 1.10
75+ 23 18.34 1.15
all ages 283 14.40 1.08
ASR = 14.95     Rate ratio = 1.12     95% CI (0.90–1.39)

* the crude rate, with no rate calculated where the incidence in the group is less than 10 due to small samples.
** rate ratio – the ratio of the study group rate compared to the rate for the whole of Queensland population. 
ratios are provided for crude and age-standardised rates (aSr), with significance levels indicated by † (0.05) or 
‡ (0.01).

Age distribution of cases (Figure 4.16) shows that 27.9% of suicides in this region occurred 

by persons below the age of 35, which was lower than the state-wide proportion of 

35.0%. The proportion of suicides in the age group 35–54 was 43.1%, and 29% in the age 

group 55 years and older. 

Figure 4.16 Proportion of suicides by broad age groups, darling downs & Wide Bay, 2005–2007
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With regard to the methods used (see Figure 4.17), this region showed patterns relatively 

similar to the overall Queensland distribution. The only noticeable difference was the 

higher use of firearms (14.5%, compared to the Queensland average of 9.2%). 
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Figure 4.17 methods used as proportion of all suicides, darling downs & Wide Bay, 2005–2007
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4.2.6  Western

In 2006, the Western region had a population of approximately 71,185. During the 2005–

2007 study period, there were forty five (45) suicides recorded in this region. Males 

represented 39 cases or 86.7% of this group. This represents a crude suicide mortality 

rate of 21.07 per 100,000, which was significantly higher than the average Queensland 

mortality rate (13.33 per 100,000).

Table 4.12 presents suicide mortality rates for the Western region by gender and age 

group. Due to the low population level and suicide incidence less than 10, rates for many 

age groups, particularly in females, could not be calculated. The overall rate for males 

was 35.56 per 100,000, which was 1.7-times above the Queensland level. However, due 

to wide confidence intervals, this difference was not statistically significant. The only 

significant difference was observed in males aged 15–24, with a rate 3.1-times that of all 

Queensland. Similarly, for all persons, suicide rates were on average 1.6-times higher 

than total Queensland levels, but did not prove to be statistically significant.
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Table 4.12  Suicide numbers, rates, and standardised mortality ratios by gender and age groups, Western, 
  2005–2007

 MALES Number Rate* Rate ratio**
5–14 2 – –
15–24 10 65.85 3.09†
25–34 11 66.41 2.28
35–44 7 – –
45–54 3 – –
55–64 2 – –
65–74 3 – –
75+ 1 – –
all ages 39 34.96 1.69
ASR = 35.56     Rate ratio = 1.70     95% CI (0.98–2.95)

FEMALES Number Rate* Rate ratio**
5–14 0 – –
15–24 0 – –
25–34 0 – –
35–44 4 – –
45–54 1 – –
55–64 0 – –
65–74 1 – –
75+ 0 – –
all ages 6 – –
ASR = 6.12    Rate ratio = 1.01     95% CI (0.25–4.10)

PERSONS Number Rate* Rate ratio**
5–14 2 – –
15–24 10 34.39 2.53
25–34 11 33.66 1.81
35–44 11 34.32 1.68
45–54 4 – –
55–64 2 – –
65–74 4 – –
75+ 1 – –
all ages 45 21.07 1.58
ASR = 21.23     Rate ratio = 1.59     95% CI (0.95–2.65)

* the crude rate, with no rate calculated where the incidence in the group is less than 10 due to small samples.
** rate ratio – the ratio of the study group rate compared to the rate for the whole of Queensland population. 
ratios are provided for crude and age-standardised rates (aSr), with significance levels indicated by † (0.05) or 
‡ (0.01).

Age distribution of cases (Figure 4.18) shows that this region had the highest proportion 

of suicide incidence by persons under the age of 35 (51.1%). Percentages of suicides in 

35–54 and 55+ age groups were the lowest among all Queensland regions (33.3% and 

15.6%). 
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Figure 4.18 Proportion of suicides by broad age group, Western, 2005–2007
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With regard to the method used (see Figure 4.19), the Western region showed different 

patterns compared to other regions. There was a particularly high percentage of suicides 

by hanging (73.3%), which was 1.6-times higher than that of the total Queensland level 

(46.2%). Also, the use of firearms was higher than in any other region (17.8%). The 

remaining 4.4% of suicides were due to poisoning (compared to the national average of 

15.8%) and 2.2% to carbon monoxide toxicity and ‘other methods’. 

Figure 4.19 methods used as proportion of all suicides, Western region, 2005–2007
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4.2.7  mackay–Fitzroy

In 2006, the Mackay–Fitzroy region had a population of approximately 360,473. During 

2005–2007 study period, there were one hundred and fifty six (156) suicides registered 

in this region. Males represented 121 cases or 77.6% of this group. This represents a 

crude suicide mortality rate of 14.43 per 100,000, which was slightly higher than the 

total Queensland rate (13.33 per 100,000). 

Table 4.13 presents suicide mortality rates for the Mackay–Fitzroy region by gender 

and age groups. Among males, the highest rate was seen in the 15–24 and 25–34 year 

olds (31.89 and 33.38 per 100,000, respectively), with the 15–24 year olds having a rate 

1.5-times higher than the total Queensland level. In contrast, males in the age group 

35–44 showed a substantially lower rate than the Queensland average (19.86 vs 31.29 

per 100,000). On a level of ‘all ages’, males and females had rate ratios just above 

the total Queensland level, but none of the observed differences reached statistical 

significance.
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Table 4.13  Suicide numbers, rates, and standardised mortality ratios by gender and age groups, mackay–Fitzroy,    
  2005–2007

 MALES Number Rate* Rate ratio**
5–14 2 – –
15–24 25 31.89 1.50
25–34 26 33.38 1.15
35–44 17 19.86 0.63
45–54 23 28.05 1.05
55–64 13 22.03 1.08
65–74 8 – –
75+ 7 – –
all ages 121 21.60 1.05
ASR = 22.17     Rate ratio = 1.06     95% CI (0.77–1.46)

FEMALES Number Rate* Rate ratio**
5–14 1 – –
15–24 9 (12.53) (2.22)
25–34 6 – –
35–44 9 (11.25) (1.14)
45–54 6 – –
55–64 4 – –
65–74 0 0 0
75+ 0 0 0
all ages 35 6.71 1.11
ASR = 6.71     Rate ratio = 1.11     95% CI (0.61–2.03)

PERSONS Number Rate* Rate ratio**
5–14 3 – –
15–24 34 22.64 1.66
25–34 32 21.29 1.15
35–44 26 15.70 0.77
45–54 29 18.72 1.09
55–64 17 15.48 1.12
65–74 8 – –
75+ 7 – –
all ages 156 14.43 1.08
ASR = 14.62     Rate ratio = 1.09     95% CI (0.82–1.45)

* the crude rate, with no rate calculated where the incidence in the group is less than 10 due to small samples.
** rate ratio – the ratio of the study group rate compared to the rate for the whole of Queensland population. 
ratios are provided for crude and age-standardised rates (aSr), with significance levels indicated by † (0.05) or 
‡ (0.01).
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This region had age distribution of suicides more similar to Western and North & Far 

North regions than to more urban regions (see Figure 4.20). The highest percentage 

of suicides occurred among persons younger than 35 years (44.2%). The percentage 

of suicides among the oldest group (55 years and over) was slightly lower than the 

Queensland average (20.5% vs. 24.9%). 

Figure 4.20 Proportion of suicides by broad age groups, mackay–Fitzroy, 2005–2007
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With regard to the methods used (see Figure 4.21), this region shows strong similarities 

to the Western and North & Far North regions, with high incidence of hanging (50.6%) 

and firearm use (14.7%). Uses of carbon monoxide toxicity (4.5%) and ‘other methods’ 

(10.9%) were lower than in the whole of Queensland, and the proportion of deaths due 

to poisoning (19.2%) comparable to those of Brisbane-based regions.

Figure 4.21 methods used as a proportion of all suicides, mackay–Fitzroy, 2005–2007
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4.2.8  north & Far north

In 2006, the North & Far North region had a population of approximately 457,177. During 

the 2005–2007 study period, there were two hundred and forty six (246) suicides. Males 

represented 198 cases or 80.5% of this group. This represents a crude suicide mortality 

rate of 17.94 per 100,000, which was significantly higher than the overall Queensland 

mortality rate (13.33 per 100,000).

Table 4.12 presents suicide mortality rates for the North & Far North region by gender 

and age groups. Among males, very high rates are observed particularly among 25–

34 and 35–44 year olds (1.61-times and 1.35-times, respectively, higher than the total 

Queensland levels). Across all ages, males had a significantly higher suicide rate than 

overall Queensland (looking either at crude or age-standardised rates). In females, 

many of the age groups could not have mortality rates calculated due to low incidence 

of suicides. Across all ages, females from North & Far North region showed a rate 

1.2-times higher than the Queensland average. This difference was not statistically 

significant, which may be due to low numbers. In all persons, rates in all age groups 

were well above the Queensland levels, with the highest observed in 15–24 year olds 

(26.00 vs. 13.61 per 100,000, respectively). This difference was statistically significant, 

as was the rate ratio for ‘all ages’ and the age-standardised rate (1.36-times higher than 

the Queensland level). 
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Table 4.14  Suicide numbers, rates, and standardised mortality ratios by gender and age groups, north & Far  
  north, 2005–2007

 MALES Number Rate* Rate ratio**
5–14 3 – –
15–24 39 39.63 1.86†
25–34 46 47.07 1.61
35–44 44 42.37 1.35
45–54 29 29.61 1.11
55–64 19 25.17 1.24
65–74 13 31.41 1.41
75+ 5 – –
all ages 198 28.43 1.38†
ASR = 28.46     Rate ratio = 1.38     95% CI (1.07–1.79) †

FEMALES Number Rate* Rate ratio**
5–14 2 – –
15–24 11 11.72 2.08
25–34 9 (9.21) (1.15)
35–44 11 10.67 1.08
45–54 6 – –
55–64 3 – –
65–74 4 – –
75+ 2 – –
all ages 48 7.11 1.17
ASR = 7.23     Rate ratio = 1.20     95% CI (0.71–2.02)

PERSONS Number Rate* Rate ratio**
5–14 5 – –
15–24 50 26.00 1.91†
25–34 55 28.14 1.51
35–44 55 26.57 1.30
45–54 35 18.28 1.07
55–64 22 15.35 1.11
65–74 17 21.39 1.53
75+ 7 – –
all ages 246 17.94 1.35†
ASR = 18.19     Rate ratio = 1.36     95% CI (1.08–1.71) ‡

* the crude rate, with no rate calculated where the incidence in the group is less than 10 due to small samples.
** rate ratio – the ratio of the study group rate compared to the rate for the whole of Queensland population. 
ratios are provided for crude and age-standardised rates (aSr), with significance levels indicated by † (0.05) or 
‡ (0.01).
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This region had a high proportion of suicides in those under 35 years of age (44.7%), which 

was similar to levels observed in Western and Mackay–Fitzroy regions. Percentages of 

deaths in age groups 35–54 (36%) and 55+ (18.7%) were lower than for all Queensland. 

Figure 4.22 Proportion of suicides by broad age groups, north & Far north, 2005–2007
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With regard to the methods used (see Figure 4.23), North & Far North shows strong 

similarities to the Western and Mackay–Fitzroy regions, particularly with high proportions 

of hanging (59.8%). Firearm use was almost identical to the overall Queensland level, 

while percentages of carbon monoxide toxicity, poisoning and ‘other methods’ were 

lower. 

Figure 4.23 methods used as a proportion of all suicides, north & Far north, 2005–2007
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Suicide in special populations 

This chapter focuses on six special populations, recognised to be at potentially high risk 

of suicide. These are Indigenous people, psychiatric inpatients, people with diagnosed 

mental disorders, people in custody, people under the age of 15, and lesbian and gay 

persons. 

In undertaking the following overview, it is important to note that this report provides 

an independent perspective, based on different sources of information from those used 

in other analyses. This has a number of implications on the completeness and accuracy 

of gathered information (for more information on this, see Section 1). Firstly, since 

AISRAP relies on the information provided through the coronial system, inclusion of 

cases in this report depends on timeframes of the legal processing of the cases. This 

raises the possibility that some particular cases of suicide could still be under coronial 

investigation at the time of preparation of this report, and thus could not be presented 

in this chapter. This is particularly relevant in reviewing suicide cases under custody 

or psychiatric care, where AISRAP is limited to the information provided through the 

data sources outlined in Section 1 and does not have formal access to the internal 

data reporting systems that other governmental departments may use (e.g. Queensland 

Health, Queensland Corrective Services, Commission for Children and Young People 

and Child Guardian). 

Finally, the differences in definitions of suicide could have impacted on the outcomes of 

the analyses presented in this report. This report is based on data relating to suicides as 

defined by the flowchart in Figure 1.2, including cases with assessed levels of probability 

that the death occurred due to a suicide as either ‘probable’ or ‘beyond reasonable 

doubt’.

5.1 Suicide in indigenous populations

In the QSR, ethnicity is recorded as Caucasian, Aboriginal/Torres Strait Islander, Asian, 

Other or Unknown. As this information does not allow for differentiation between 

narrower groups of each ethnicity group, in this section the term ‘Indigenous’ is used to 

refer to those of Aboriginal and/or Torres Strait Islander origin. 

While it has long been suggested that Australian Aboriginal and Torres Strait Island 

populations have higher rates of suicide than the non-Indigenous populations (e.g. 

Tatz, 2001), true suicide mortality figures in Indigenous populations remain unclear due 

to incomplete data collection processes and inaccurate classification systems. Also, a 

number of Indigenous deaths which occur in the rural and remote parts of Queensland 

might not be reported and registered.

In Queensland, the inclusion of information regarding the ethnicity of the deceased in 

the death notification process began in 1998, yet to this date still often goes unrecorded. 

Prior to that year, identification of cases of Indigenous suicide was based only on 

5
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informant’s notification or coronial discretion, which resulted in high percentages of 

cases labelled as of ‘unknown ethnicity’. For example, in 1990–1995, 33.7% of cases 

collected in the QSR did not include information on ethnicity (Baume et al., 1997). This 

percentage then fell to 16.0% in 1996–1998, 27.0% in 1999–2001 and 7.7% in 2002–2004. 

Additional factors that contributed to the lowering of cases with unknown ethnicity was 

the introduction of the Psychological Autopsy questionnaire to police records (which 

enquires about the deceased’s ethnic background), and utilisation of the National 

Coroners Information System (NCIS), an electronic database which collects information 

on all reportable deaths that occurred in Queensland since 2001. However, since both the 

current police form (Form 1) and NCIS only distinguish between persons of Aboriginal 

and/or Torres Strait Island background and those that are not, another category within 

QSR coding was created, named ‘Unknown ethnicity, but not Indigenous’. 

Recording of ethnicity status in the QSR is described in more detail in Suicide in the 
Indigenous Populations of Queensland (De Leo et al., 2011). It is expected that data 

completeness will continue to improve, with increased emphasis given to the issue of 

accurate recording of Indigenous mortality.

Figure 5.1 presents the distribution of suicides by ethnicity. This shows that in 

Queensland between 2005 and 2007, the majority of suicides were recognised to be 

of Caucasian ethnicity (67.6%), with the greater part of the ‘Unknown ethnicity, but not 

Indigenous’ cases (20.8% of the total sample) most likely also belonging to this group. 

Persons of Asian background represented 2.1% of all the suicides, followed by 1.5% of 

Other ethnicities (such as African, Middle-Eastern, and Maori) and 1.1% of cases that 

had no record about their ethnicity. 6.9% of cases were Aboriginal and/or Torres Strait 

Islander. This percentage is the highest when compared to previous publications (1990–

1995: 3.6%, 1996–1998: 6%, 1999–2001: 5%, 2002–2004: 5.4%). Considering that in 2006 

Indigenous people represented 3.6% of the entire population of Queensland, these data 

alone underline the high prevalence of suicide deaths among that group.

Figure 5.1 distribution of suicide by ethnicity, Queensland, 2005–2007
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Table 5.1 presents mortality rates and rate ratios for the Indigenous population by gender 

and age groups. Indigenous population data were obtained from Experimental Estimates 
and Projections, Aboriginal and Torres Strait Islander Australians, 1991 to 2021 (ABS, 

2009c), using the population distribution for the year 2006. However, in interpreting 

these results, it should be noted that the Indigenous population has a considerably 

younger age structure than the non-Indigenous Australians (see Section 5.1.2). 

Therefore, Table 5.1 also shows ASRs for Indigenous males, females and all persons, 

and the ratios comparing those to the overall ASR rate for Queensland (standardised 

by using the Australian population distribution in the year 2001). Reliable rates could 

not be calculated for age groups where the number of suicides was too small (i.e. less 

than 10 cases).

During the 2005–2007 period, 113 persons of Indigenous ethnicity died by suicide in 

Queensland; 88 were males (77.9%) and 25 were females (22.1%). Distribution of suicide 

deaths by gender corresponded to gender ratio of 3.5:1, which was similar to that of 

the total Queensland population (3.4:1). Results show that the suicide mortality rates 

for Indigenous males, females, and persons across all age classes were significantly 

higher than the comparative rates for the total Queensland — in all three groups the 

rate ratio was nearly 2:1. This pattern was particularly marked in the younger age 

groups. For example, the rates for Indigenous males in the 15–24 (66.81per 100,000) 

and 25–34-year-old age groups (94.86 per 100,000) were about three times higher than 

the Queensland average. 

In females, the only age group for which a rate could be calculated was 15–24-year-old 

group, with a rate of 24.73 per 100,000. This was more than 4-times the Queensland 

rate. Although the rate across all ages for females was almost twice that of the 

total Queensland rate (11.43 vs 6.05 per 100,000 respectively), this difference is not 

statistically significant (possibly due to a small sample size).

Suicide rates for all persons show a similar pattern to that observed in males, with the 

younger age classes having the highest rates (age groups 15–24: 46.15; 25–34: 58.12, 

and 35–44: 44.39 per 100,000). Across all ages, the rate for Indigenous persons was 

double that of the general Queensland population (26.00 vs. 13.33 per 100,000).

Table 5.1 Suicide numbers, rates and standardised mortality ratios for indigenous people by gender and age 
groups, Queensland, 2005–2007

MALES Number Rate* Rate ratio**
5–14 6 – –
15–24 28 66.81 3.15‡ 
25–34 29 94.86 3.26‡ 
35–44 20 76.96 2.46† 
45–54 4 – –
55–64 1 – –
65–74 0 – –
75+ 0 – –
all ages 88 40.77 1.98‡ 
ASR = 41.16     Rate ratio = 2.02     95%  CI (1.39–2.94) ‡
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FEMALES Number Rate* Rate ratio**
5–14 2 – –
15–24 10 24.73 4.40†
25–34 7 – –
35–44 4 – –
45–54 2 – –
55–64 0 – –
65–74 0 – –
75+ 0 – –
all ages 25 11.43 1.89
ASR =  11.02     Rate ratio = 1.91     95% CI (0.95–3.86)

PERSONS Number Rate* Rate ratio**
5–14 8 – –
15–24 38 46.15 3.40‡ 
25–34 36 58.12 3.13‡ 
35–44 24 44.39 2.17† 
45–54 6 – –
55–64 1 – –
65–74 0 – –
75+ 0 – –
all ages 113 26.00 1.95‡ 
ASR =  25.81     Rate ratio =  1.99     95% CI  (1.43–2.77)‡

* the crude rate, with no rate calculated where the incidence in the group is less than10 due to small samples 
** rate ratio – the ratio of the study group rate compared to the rate for the whole of Queensland population. 
ratios are provided for crude and age-standardised rates (aSr), with significance levels indicated by † (0.05) or 
‡ (0.01).

The rate ratios (using the ASRs, shown in Figure 5.2), confirm the significantly higher 

suicide rates among Indigenous males, females and persons in comparison to the 

overall Queensland rates. In females, the ratio does not reach statistical significance at 

the level of 95% due to the wide confidence interval. 

Figure 5.2 rate ratio of age-standardised suicide rates* of indigenous people against total Queensland, 2005– 
 2007
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*red line represents total Queensland level. truncated black lines represent the confidence intervals of the rate 
ratios; where the interval does not cross the red line, the ratio is statistically significant. Significance level is 
indicated by † (0.05) or ‡ (0.01). 
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Figure 5.3 shows the distribution of suicides among Indigenous persons by broad age 

groups. The majority of suicides in this sub-population were by persons under 35 years 

of age (72.6%), with the 35–54 year age group accounting for 26.5% of cases. There was 

only one Indigenous suicide case older than 55 years.

Figure 5.3 Proportion of suicide among indigenous people by broad age groups, Queensland, 2005–2007
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Figure 5.4 shows the distribution of suicide methods in Indigenous persons. Hanging 

was the predominant method, accounting for 92.9% of all cases, a proportion two times 

higher than across all ethnicities in Queensland (46.4%). This proportion is also higher 

than in previous publications (1996–1998: 82%; 1999–2001: 90%; 2002–2004: 89.1%). 

Consequently, the use of other methods had a far lower representation, with poisoning 

accounting for 1.8% suicides (a decrease from 5.4% in 2002–2004), and drowning also 

accounted for 1.8% of suicides. ‘Other methods’ accounted for the remaining 3.5% of 

cases (4 persons), with burns or fire, carbon monoxide toxicity, firearms, and unspecified 

means (one case each).

Figure 5.4 methods used proportionate of all suicides among indigenous people, Queensland, 2005–2007
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5.1.1  regional distribution

Figure 5.5 shows geographical distribution of Indigenous suicides by gender. The 

highest numbers of suicides were in the North & Far North (52 persons, 46.4%), the 

Western region (22 persons, 19.6%), and the Mackay–Fitzroy region (18 persons, 16.1%). 

Compared to the 2002–2004 period, an increase in the number of registered numbers 

of suicides in Indigenous people was noted in all regions of Queensland, except the 

Coastal region which recorded no suicides. 

Figure 5.5 number of suicides among indigenous people by region, Queensland, 2005–2007
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5.1.2  age structure of the indigenous population

The specific age structure of the Indigenous population needs to be considered when 

interpreting their suicide statistics. Compared to the non-Indigenous population, 

Australian Indigenous population has a much larger proportion of persons younger 

than 15 years (19% vs. 40%). This is shown in Figure 5.6. In 2006, the mean age of 

the Indigenous population was 21 years, compared to 37 years in the non-Indigenous 

population (ABS, 2008b). Contrarily, the proportion of persons aged 65 years and over 

was 13% in the non-Indigenous population, in comparison to only 3% of Indigenous.  

Due to significant differences in age structure of both populations, age-standardised 

rates were calculated in this section and are presented in Table 5.1. While direct age-

standardisation is a technique frequently used to monitor disparities between the 

indigenous and other populations (Robson et al., 2007), there are some doubts regarding 

the validity of its use in estimating Indigenous mortality rates (Gray et al., 2002). 

Noticeable variation in suicides in specific age-classes between (and also within) non-

Indigenous and Indigenous populations can distort comparisons between Indigenous 

and other Australians, as this process gives a higher weight to the groups of older 

Indigenous people on the grounds that they are under-represented relative to the rest 

of the population. Applied methodology does not allow for controlling of the effects of 

this potential distortion. For this reason, the ‘crude’ rate of Indigenous suicide within 

AISRAP_SuicQld_0507_FINAL KG.indd   82 2/07/12   3:44 PM



83Suicide in QueenSland 2005–2007: mortality rateS and related data

ten-year age groups (where the cell size was larger than ten) and a crude rate for total 

populations of males, females and persons is also presented.

Figure 5.6 age distribution in estimated resident population by age, indigenous and non-indigenous populations, 
 australia, 2006 

Source: aBS, 2008b

5.2 Suicide in people with mental disorders

As previously discussed in Section 1.6 (Quality of the QSR Data), information pertaining 

to psychiatric history is susceptible to under-estimation, due to its reliance on the 

accuracy of reports provided by the next-of-kin. Coroners do not regularly enquire with 

health services in order to obtain additional details on the history of the deceased’s 

physical and mental illnesses. Consequently, it can be assumed that the reported 

prevalence of psychiatric diagnoses in this section is affected by both under-reporting 

and misclassification of disorders, and results should be interpreted bearing that in 

mind. 

Of the 1,637 suicides registered between 2005 and 2007, 863 or 52.7% had a recorded 

diagnosis of a mental disorder. Males accounted for 605 or 70.1% of this group, 

corresponding to a gender ratio of 2.3:1 (the overall Queensland gender ratio was 

3.4:1). Average age at death for persons with a mental disorder was 44.4 years, with no 

difference observed between males and females. The proportion of deaths of persons 

younger than 35 years was 30%.

The majority of suicides in this group were of Caucasian ethnicity (70.8%), with an 

additional 22.1% of persons with ‘unknown, yet non-Indigenous’ ethnicity (most likely 
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Caucasian). The proportion of Indigenous suicides in this sub-population accounted for 

3.1% of cases. When comparing percentages of persons that had a record of a diagnosed 

mental disorder between ethnicity groups, results show that 23.9% of Indigenous cases 

had diagnosed mental disorders, compared to 55.2% of Caucasian cases. 

Hanging was the most common suicide method in this sub-population, accounting 

for 41.5% of suicides. This percentage was slightly lower than the total Queensland 

percentage (46.4%). The second most common method used among mentally ill people 

was poisoning (23.8%), followed by ‘other methods’ (20.2%). For comparison, in all of 

Queensland, poisoning accounted for 15.7% of suicides and ‘other methods’ for 18.3%. 

Use of firearms (7.5%) and carbon monoxide toxicity (8.0%) were also lower among 

mentally ill people than in total Queensland (9.2% and 10.4%, respectively). 

In regards to the registered diagnoses of mental disorders, 731 persons (84.7%) had 

a record of one diagnosis, 110 cases (12.7%) had two diagnosed disorders, 20 (2.3%) 

had three diagnoses, and two cases had a record of co-morbidity of four psychiatric 

diagnoses. 

Frequency of the most common mental disorders is shown in Figure 5.7. They include 

unipolar depression (598 cases or 36.5% of the total sample of suicides), psychotic 

disorder (107 cases or 6.5%), substance abuse disorder (70 cases or 4.3%), bipolar 

disorder and anxiety (each 57 cases or 3.5%). Other diagnoses, such as personality 

disorder, dementia, developmental disorder, adjustment disorder, eating disorder, 

dissociative disorder, conduct disorder, sexual disorder were recorded in less than 1% 

of the total sample. An additional 271 persons showed some evidence of untreated 

psychiatric conditions; however, no further information was available to determine 

their psychiatric diagnoses or treatment history.

Figure 5.7 Proportion of diagnosed mental disorders in suicide cases, Queensland, 2005–2007
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Of the persons with a diagnosed mental disorder, 44.3% had (at the time of death or in 

the past) received treatment for it from their GP, 22.9% as outpatients, 24.8% as inpatients 

and 27.7% from other services, such as counselling, telephone help lines, etc. There 
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were no observed differences between genders in help-seeking patterns. Close to half 

of the group (48.0%) had visited a mental health professional in the three months prior 

to death. There was a frequent history of past suicide attempts in this sub-population, 

with 41.7% of males and 59.3% of females having at least one prior attempt; of those, 

more than half attempted in the last 12 months (23.8% and 30.6%, respectively). In 

terms of communicating suicide intent, 47.6% of persons (48.8% of males and 45.0% of 

females) have done so in their lifetime, with over 90% of those in the last year.

5.3 Suicide in psychiatric inpatients

This section outlines the incidence of suicide by people who were at the time of their 

death hospitalised as psychiatric patients. These cases do not include people who had 

been receiving psychiatric care from outpatient clinics, general practitioners, private 

hospitals or community care support. It also does not include persons who had died of 

suicide shortly after discharge from a psychiatric setting. This means that this section 

only reports on the incidence of suicides in persons who were voluntary or involuntary 

psychiatric inpatients and who died on the ward, have left the ward with permission, 

or had absconded. 

Data used for this assessment were mainly obtained from police records and were 

based on the information provided to the investigating officer by the next-of-kin. In 

most cases, detailed descriptions of the circumstances of death as described in the 

medical files of persons under hospital care were not available. 

From 2005 to 2007, there were twenty two (22) suicide cases identified as being under 

inpatient care at the time of death (2005=10, 2006=6, and 2007=6), which equals the 

number reported in the previous publication (2002–2004). Thirteen of these cases were 

males (59.1%) and nine (40.9%) were females, corresponding to a gender ratio of 1.4:1. 

The age range of these suicides was from 19 to 76 years, with the average age of 41 

years. A small gender difference in regards to age at death was observed, with a mean 

age of 40.0 years in males and 42.6 years in females. In regards to age distribution, 

36.4% of this group was less than 35 years old at the time of death, 45.4% were between 

35 and 54 years old, and the remaining 18.2% were over 55 years of age. The majority 

of cases (20) was of Caucasian ethnicity. 

Distribution of methods used in this population shows distinct characteristics. While 

the main method was hanging used in 54.5% of suicide cases, use of other methods 

exceeded the Queensland average (suffocation by plastic bag – 4 cases or 18.4% vs. 

2.9%; jumping in front of a moving object, such as car or train – 3 cases or 13.6% vs. 

2.4%; jumping from heights – 2 cases or 9.1% vs. 2.8%). While poisoning was reported 

as the second most frequent method used in this population in the period 2002–2004 

(accounting for 18.2% cases), no suicide by poisoning occurred in 2005–2007. 

More than half of these deaths took place within the psychiatric facility (13 or 59.1%), 

most commonly in the person’s room. Of the remaining nine cases in which death 

occurred outside the institution, four people had absconded, and five were on permitted 

leave. 
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With regard to the diagnosed mental disorders, the most prevalent diagnosis was 

unipolar depression (9 persons, 40.1%), followed by psychotic disorder (6 persons, 

27.3%), substance abuse disorder (3 persons, 13.6%) and bipolar disorder and anxiety 

(each diagnosed in two cases, 9.1%). An additional six cases had an unknown diagnosis. 

Co-morbidity of depression with other conditions (i.e. psychotic disorder, substance 

abuse disorder, anxiety disorder and dementia) was found in five cases. In the twelve 

months prior to death, almost half of the persons had communicated their suicidal 

intent (10 persons, 45.4%) and eight persons (36.4%) had attempted suicide. When 

looking at the lifetime history of suicide attempts, 15 persons or 68.2% had a record of 

at least one past attempt. 

5.4 Suicide in people in custody

For the purposes of this report, the term ‘custody’ refers to any form of detention within 

the correctional system, including persons awaiting trial (‘detainees’) as well as those 

serving sentences in the correctional centres (‘prisoners’). 

During the period from 2005 to 2007, there were five (5) suicides in custody: three 

occurred in correctional facilities, and two in police custody (‘watch house’). Three of 

these suicides occurred in 2005, one in 2006 and one in 2007. 

The number of  suicides incidence in the studied triennium remains the same as the 

period of 2002–2004 (De Leo et al., 2006) which is the lowest since the early 1990s, 

when the first report Suicide in Queensland indicated 38 such deaths for the period 

1990–1995 (Baume et al., 1997). Subsequent reports identified the following numbers 

of deaths in custody: 20 in 1996–1998 (De Leo & Evans, 2002) and 19 in 1999–2001 (De 

Leo & Heller, 2004).

All five persons who died by suicide while in custody were males and of Caucasian 

ethnicity. Their age distribution was comparable with that reported in the previous 

publication (2002–2004), with three persons aged between 25 and 44 years, one person 

younger than 25 years and one person older than 45. Three persons had been diagnosed 

as suffering from mental illness and had been receiving treatment prior to death. 

All four suicides occurred by hanging in the cells. Three of the suicides occurred in 

facilities located in the Brisbane region and the other two in facilities in the Darling 

Downs & Wide Bay region. 
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5.5 Suicide in people under the age of 15 

There were sixteen (16) suicides by people under the age of 15 registered in Queensland 

during 2005–2007 (2005=7, 2006=3, and 2007=6). This number is slightly higher when 

compared to previous publications: 12 in 1999–2001 (De Leo & Heller, 2004) and 14 in 

2002–2004 (De Leo et al, 2006). 

There were eleven males and five females in this group. In females, the age range was 11 

to 14 years, with a mean age of 13.2 years, while for males the range was 12 to 14 years, 

with a mean age of 13.1 years. Age distribution of cases by gender is presented in Figure 

5.8. Half of these deaths were by children of Aboriginal and/or Torres Strait ethnicity (of 

those, six were males and two were females), seven were of Caucasian ethnicity, and one 

person was of Maori descent. 

Figure 5.8 Suicides in persons under 15 years of age by gender, Queensland, 2005–2007
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The highest number of suicides in persons under 15 years occurred in North & Far North 

region (5 persons), followed by the Western region (3 persons) and Outer Brisbane 

(3 persons). Two suicides occurred in Darling Downs & Wide Bay and Mackay–Fitzroy 

regions, and one in Brisbane City, while no suicides by children were recorded in the 

Coastal region. With respect to ARIA geographical categorisation, 37.5% of these deaths 

occurred in remote areas, 37.5% in regional and 25.0% in metropolitan areas.

Fifteen cases of suicide occurred by hanging and one by use of firearms (in the period 

2002–2004, all deaths were by hanging). The majority of suicides took place in the 

person’s own residence (10 persons). Considering the communication of suicidal intent, 

four persons were known to have communicated their suicidal intent in the 12 months 

prior to death, and three had attempted suicide in the same time period. 

Among life events that had precipitated suicides in this group, the most frequent were 

conflicts with family members (5 cases) or friends (2 cases), relationship problems, 

bereavement, school problems, childhood trauma, alcohol or drug abuse, and physical 

or mental illness (each occurring in 3 cases). Four persons had been previously exposed 

to a suicide by peers or family members. 
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5.6 Suicide in lesbian and gay persons 

There are some suggestions in the literature that gay and lesbian persons are at an 

increased risk for suicide (Silenzio et al., 2007). It should be noted that the data gathered 

in the QSR and presented in this section have not been obtained through systematic 

collection of information on each person’s sexual orientation and can therefore not 

serve as an indication of the actual incidence or rate of suicides in this sub-population. 

The following discussion is only meant to present some characteristics of the cases in 

which sexual orientation was explicitly mentioned by the informant when interviewed 

by the investigating police officer. 

Twelve (12) cases of persons of same sex orientation were registered in the QSR 

between 2005 and 2007; seven were males and five were females. Average age of males 

was 32.1 years (ranging from 17 to 54), while females had a higher average age at death 

at 41.6 years (ranging from 24 to 50). The majority of persons in this group (8) were of 

Caucasian ethnicity. Half of suicides occurred by hanging, followed by poisoning used 

in 25.0%, and carbon monoxide toxicity in 16.7% of cases. 

With regard to mental disorders, seven persons (58.3%) had a diagnosis of at least one 

mental disorder. Recorded diagnoses were unipolar depression (7 persons), anxiety 

(2 persons) and substance abuse disorder (1 person). Seven persons had communicated 

their intent to commit suicide in the twelve months prior to death, while three persons 

had attempted suicide over the same time period. 
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comparison of findings with past 
reports

This report continues the series of reports detailing the incidence of, and trends in 

suicide mortality in Queensland since the establishment of the Queensland Suicide 

Register (QSR) in 1990 (see Baume et al., 1998; De Leo & Evans, 2002; De Leo & Heller, 

2004; De Leo et al., 2006). While some comparisons with past findings have already 

been made throughout the report, this chapter provides a more systematic overview of 

patterns of suicide mortality and distributions of suicides by gender, age and method. 

Finally, details of the regional patterns of suicide incidence are compared to past reports. 

Overall, the crude suicide rate during the period 2005–2007 was 13.33 per 100,000 

(20.62 for males and 6.06 per 100,000 for females). This represents a decrease from the 

average rate of 15.04 per 100,000 in the period 2002–2004, and is more similar to the 

rate for 1999–2001 of 13.7 per 100,000. In fact, rates in 2005–2007 for all persons are 

the lowest when compared to any of the previous QSR reports (see Table 6.1). Similarly, 

data by the Australian Bureau of Statistics (ABS) depict a decrease in rates of suicide 

mortality in Queensland over the last few years (Figure 2.4), yet with a much steeper 

decline than what can be observed from the QSR.

Table 6.1 crude suicide rates by gender, Queensland, 1990–2007

Males Females Persons
1990–1995 23.0 5.9 14.5
1996–1998 26.7 6.5 16.6
1999–2001 21.8 5.6 13.7
2002–2004* 23.8 6.3 15.0
2005–2007* 20.6 6.1 13.3

* approximations to one decimal only.

With regard to gender, previous reports found around a four times higher suicide rate in 

males than in females (3.9:1 in 1990–1995, 4.0:1 in 1996–1998, 3.8:1 in 1999–2001, 3.8:1 

in 2002–2004). In 2005–2007, this ratio has dropped to 3.4:1. 

The distribution of suicides by broad age group has shown slight changes over the 

period of investigation. In 2005–2007, 35.0% of suicides occurred in the under 35 age 

group, which was a considerably lower percentage in comparison to past reports (45% 

in 1996–1998, 42% in 1999–2001, 38.2% in 2002–2004). In contrast to the decline in 

proportion of suicides in persons younger than 35 years, an increase in the proportion 

of suicides in the 55 and over age group has been observed: 19% in the period 1996–

1998, 21% in 1999–2001, 22.2% in 2002–2004 and 24.9% in 2005–2007. These changes 

in proportions (paralleled by similar changes in rates) seem to suggest the presence of 

a cohort effect, a phenomenon already reported in Australia (Snowdon & Hunt, 2002) 

and elsewhere (Gunnell et al., 2003; Stockard & O’Brien, 2002).

6
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The use of suicide methods has changed substantially over the last 18 years. Distribution 

of suicide methods in the periods 1990–1995, 1996–1998, 1999–2001, and 2002–2004 

is shown in Table 6.2. The previously identified trend of decreasing use of firearms 

as a suicide method has continued, reaching the lowest ever registered percentage 

of 9.2% in 2005–2007. In addition, during 2005–2007 there has also been a marked 

decrease in the use of carbon monoxide poisoning (MVCO) (10.4%, compared to 16.7% 

in 2002–2004). On the other hand, the use of hanging has increased to a level exceeding 

all previously reported levels, in 2005–2007 accounting for almost half of all suicides 

in Queensland (46.4%). This represents more than double the percentage recorded in 

1990–1995 (21.9%). There are, however, significant variations in use of hanging across 

both gender and regions, with the highest rates noted in males from regional and 

remote areas, as discussed in Section 4.

The use of poisoning has not changed significantly from the last period of investigation 

(15.7% in 2005–2007 and 16.4% in 2002–2004), while the use of ‘other methods’, such 

as jumping from heights, being hit by a moving object or drowning, has increased to 

18.3%, which was the highest proportion recorded across all periods.

Table 6.2 Suicide methods as a proportion of all suicides in Queensland, 1990–2007

1990–1995 1996–1998 1999–2001 2002–2004 2005–2007
Firearms 27.4 15.4 11.5  9.8  9.2
Hanging 21.9 39.7 42.6 41.2 46.4
Poisoning 20.4 14.8 13.5 16.4 15.7
mVco 16.5 18.4 21.5 16.7 10.4
other 13.8 11.7 10.9 15.9 18.3

Table 6.3 shows comparisons of suicide rates by gender for seven geographical regions 

of Queensland: Brisbane City, Outer Brisbane, Coastal (Part A & B), Darling Downs & 

Wide Bay, Mackay–Fitzroy, Western, and North & Far North. 

In males, a slight increase in rates over time is observed in the North & Far North 

region, reaching its peak of 28.9 per 100,000 in 2005–2007. Rates in the Western region, 

Mackay–Fitzroy and Darling Downs & Wide Bay show somewhat mild fluctuations in 

rates over time, while both Brisbane-based regions and the Coastal region displayed 

significant decreasing of males’ rates, reaching their lowest recorded levels in 2005–

2007. The pattern is similar in female subjects, with the highest rates in 2005–2007 

observed in North & Far North, Western region and Mackay–Fitzroy, and the lowest in 

Outer Brisbane and Brisbane City regions.

For persons, the highest rates are seen in the Western region, followed by North & Far 

North, with similar levels of suicide mortality in Mackay–Fitzroy and Darling Downs & 

Wide Bay. Consistent with patterns observed in males, rates for Brisbane City, Outer 

Brisbane and Coastal region display declines when compared to previous periods of 

investigation. So does the Western region, which nevertheless continued to have the 

highest rate for males and all persons in 2005–2007. 
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Table 6.3 Suicide rates by region and gender, Queensland, 1996–2007

1996–1998 1999–2001 2002–2004 2005–2007
MALES
Brisbane city 24.8 21.4 23.1 15.9
outer Brisbane 25.1 19.8 20.2 18.9
coastal 25.3 20.4 21.6 19.1
darling downs & Wide Bay 28.2 18.0 21.1 24.2
mackay–Fitzroy 20.8 19.4 22.9 22.2
Western 35.2 34.9 33.4 35.6
north & Far north 26.4 22.6 27.8 28.9
FEMALES
Brisbane city 6.8 5.1 6.3 5.6
outer Brisbane 5.8 5.9 5.3 4.9
coastal 10.0 5.6 7.1 6.2
darling downs & Wide Bay 4.9 4.6 4.8 6.1
mackay–Fitzroy 3.9 4.3 6.7 6.7
Western – – 10.0 6.1
north & Far north 6.4 6.4 6.2 7.2
PERSONS
Brisbane city 15.6 13.0 14.6 10.6
outer Brisbane 15.4 12.8 12.7 11.7
coastal 17.5 12.9 14.2 12.5
darling downs & Wide Bay 16.6 11.3 12.9 15.0
mackay–Fitzroy 12.6 12.0 15.0 14.6
Western 22.4 21.2 22.3 21.2
north & Far north 16.7 14.6 17.2 18.2

A comparison of suicide rates across the metropolitan, rural and remote areas over the 

last three periods of investigation is summarised in Table 6.4. Compared to the period 

2002–2004, in 2005–2007 a decline in rates is noticeable for metropolitan and regional 

areas, while rates in remote areas have increased for males, females and all persons.  

Table 6.4 Suicide rates by gender and remoteness area, Queensland, 1999–2007

1999–2001 2002–2004 2005–2007
MALES
metropolitan 18.3 20.4 17.7
regional 22.0 24.2 24.4
remote 42.3 29.1 35.8
FEMALES
metropolitan 4.6 6.1 5.7
regional 6.0 5.9 6.3
remote 9.5 7.8 8.6
PERSONS 
metropolitan 11.3 13.1 11.5
regional 14.0 15.1 15.3
remote 27.1 19.1 22.8
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aPPendiX a: australian suicide 
rates

The following Figures (A.1 to A.8) provide details of the suicide rates by age class across 

the time period 1964–2007. The suicide rates for 2007 were calculated based on the 

second revisions of the ABS data.

Figure A.1 Suicide mortality rates by year and gender, australia, 1964–2007
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Figure A.2 Suicide rates among 15–24 year olds, australia, 1964–2007
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Figure A.3 Suicide rates among 25–34 year olds, australia, 1964–2007
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Figure A.4 Suicide rates among 35–44 year olds, australia, 1964–2007
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Figure A.5 Suicide rates among 45–54 year olds, australia, 1964–2007

0

5

10

15

20

25

30

35

40

45

50

19
64

19
66

19
68

19
70

19
72

19
74

19
76

19
78

19
80

19
82

19
84

19
86

19
88

19
90

19
92

19
94

19
96

19
98

20
00

20
02

20
04

20
06

Year

R
at

e 
pe

r 
10

0,
00

0

Males Females Persons

Source: aBS, 2008, 2009 and 2011; aiHW, 2008c

AISRAP_SuicQld_0507_FINAL KG.indd   97 2/07/12   3:44 PM



98 Suicide in QueenSland 2005–2007: mortality rateS and related data

Figure A.6 Suicide rates among 55–64 year olds, australia, 1964–2007
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Figure A.7 Suicide rates among 65–74 year olds, australia, 1964–2007
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Figure A.8 Suicide rates among 75+ year olds, australia, 1964–2007
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aPPendiX B: classification 
schemes for regional statistics 

The boundaries for each region are based on the 2006 edition of the Australian Standard 

Geographical Classification (ASGC). The ASGC is a hierarchical classification system, 

providing a common framework of statistical geography and thereby enabling the 

production of statistics which are comparable and can be spatially integrated. In each 

edition of the ASGC, the main structure has a hierarchy of at least four spatial units: 

States and Territories (S/T), Statistical Divisions (SD), Statistical Subdivisions (SSD), 

and Statistical Local Areas (SLA). In the main structure of the ASGC, a specific selection 

of SLAs aggregates to form a specific SSD, and a specific selection of SSDs aggregates 

to form a specific SD. At any hierarchical level, the spatial units collectively cover all of 

Australia, without gaps or overlaps.

Each case of suicide was assigned an ASGC code, identifying the residential locality 

of the deceased at each hierarchical level of ASGC and assigning the case to the 

appropriate geographical region. 

metropolitan/regional/remote

To calculate metropolitan, regional, and remote suicide mortality rates, Queensland was 

divided into these three areas using the Accessibility and Remoteness Index of Australia 

(ARIA+). Using this index, each populated location in Australia can be assigned one of 

a category that represents that location’s accessibility and remoteness from services. 

A one-kilometre grid system was used to aid in the coding of cases to ARIA categories 

from their ASGC Code. Each area in Queensland was ascribed an ARIA index which 

corresponds to one of ABS five categories of remoteness – Major cities, Inner regional, 

Outer regional, Remote, and Very remote, by following the ABS categorisation: 

•	 Major cities: ARIA scores between 0 and 0.20

•	 Inner regional: ARIA scores greater than 0.20 and less than or equal 2.40

•	 Outer regional: ARIA score greater than 2.40 and less than or equal to 5.92

•	 Remote: ARIA score greater than 5.92 and less than or equal to 10.53

•	 Very remote: ARIA score greater than 10.53 

For the purpose of this report (and consistent with ABS use of the ARIA), Metropolitan 

areas are those categorised as Major cities, Regional areas are those categorised as 

Inner regional and Outer regional, and Remote areas are those categorised as Remote 

and Very remote. 

Population numbers for each of the three areas, based on ASGC 2006, were obtained 

from the Estimated resident population for Queensland by Remoteness Area (ABS, 2009c). In 

2006, metropolitan areas contained approximately 59.6% of the Queensland population 

(2,438,355 persons), regional areas contained approximately 37.1% of the Queensland 
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population (1,518,165 persons), and remote areas contained approximately 3.3% of the 

Queensland population (134,388 persons).

Geographical regions 

The geographical regions presented in this report (see Figure 4.8) are comprised of one 

or more Statistical Divisions and Subdivision, as shown in Table B.1. Mortality rates for 

each region were calculated using the number of identified deaths from the QSR and 

the Estimated resident population for each statistical subdivision, as at June 2006 (ABS, 

2007). 

Detailed information on the structure and purpose of the ASGC is available in the ABS 

publication Australian Standard Geographical Classification 2006 (ABS, 2006b).

Detailed information on the structure of the classifications based on ARIA index is 

available in the publication Measuring Remoteness: Accessibility/Remoteness Index of 
Australia (ARIA), Revised Edition (Occasional Paper Number 14, Department of Health and 

Aged Care, 2001) and on the National Key Centre for Social Applications of Geographical 

Information Systems (GISCA) website “About ARIA+ (Accessibility/ Remoteness Index 

of Australia”. 
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Table B.1 Geographical regions with corresponding Statistical divisions and Statistical Subdivisions

Geographical Region Statistical Division Statistical subdivision 
Brisbane city Brisbane inner Brisbane

northwest inner Brisbane
northwest outer Brisbane
Southeast inner Brisbane
Southeast outer Brisbane

outer Brisbane Gold coast Gold coast north
Brisbane Beaudesert Shire Part a

caboolture Shire
ipswich city
logan city
Pine rivers Shire
redcliffe city
redland Shire

coastal (Part a & B) Sunshine coast Sunshine coast 
Gold coast Gold coast east

Gold coast West
darling downs & Wide Bay West moreton upper West moreton

lower West moreton
Gold coast Gold coast Sd Bal
Sunshine coast Sunshine coast Sd Bal
Wide Bay–Burnett Bundaberg

Hervey Bay city Part a
Wide Bay–Burnett Sd Bal

darling downs toowoomba
darling downs Sd Bal

mackay–Fitzroy mackay mackay city Part a
mackay Sd Bal

Fitzroy rockhampton
Gladstone
Fitzroy Sd Bal 

Western South West South West
central West central West
north West north West 

north & Far north northern townsville city Part a
thuringowa city Part a
northern Sd Bal

Far north cairns city Part a
Far north Sd Bal

AISRAP_SuicQld_0507_FINAL KG.indd   102 2/07/12   3:44 PM



Suicide in Queensland
2005–2007

Mortality Rates and Related Data

Diego De Leo & Jerneja Sveticic
Australian Institute for Suicide Research and Prevention 
Griffith University

Suicide in Q
ueensland 2

0
0
5
–2

0
0
7
  

M
ortality R

ates an
d
 R

elated
 D

ata  
D

iego D
e Leo &

 Jerneja Sveticic

Australian Institute for Suicide Research 
and Prevention

World Health Organization Collaborating 
Centre for Research and Training in 
Suicide Prevention

ISBN 978-0-9580882-2-0

Griffith University
Messines Ridge Road
Mt Gravatt, Qld 4122 

Telephone:  61 (0)7 3735 3382
Facsimile: 61 (0)7 3735 3450

Email: aisrap@griffith.edu.au
Web:  www.griffith.edu.au/aisrap

AISRAPSuicideQld200507Cover.indd   1 4/07/12   10:45 AM


