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The basics: prevalence between 2-3%

• Global estimates of 2-3% 12m and 6-9% LT STB
• 3-to-4-fold higher in younger and older persons

Castillejos et al., 2021; Nock et al., 2008; Borges et al., 2012; Quarshie et al., 2020; Mortier et al., 2020; 
Biswas et al., 2020; Bartels et al., 2002



Proulx & Savage, 2020



ten Have et al., 2009; Eisenberg et al., 2005; Mortier et al., 2017; Ebert et al., 2018; Benjet et al., 2022; Harbord et al., 2004
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Patton et al., 2014; Zivin et al., 2009; Mortier et al., 2017 

The basics: persistence between 60-80%

~6/10 for those w/mental disorders;
~8/10 for those with suicidality



The crucial assumption:

they do seek help, don’t they?



12-month treatment rates for
suicidal people around the

globe
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Bruffaerts et al., 2011

Attempt ~45%



Nonetheless interesting … they do seek help…

• General treatment rates for STB are 
2/3 in Belgium (albeit lower treatment 
coverage for suicide attempts)

• Those who are seeking treatment 
mostly do so in low-threshold
settings, such as primary care, and, 
more importantly, emergency rooms

• 10% of all ER referrals to some extent
related to STB

Bruffaerts et al., 2012; Jollant et al., 2020; Schmidt et al., 2018; Larkin & Beautrais, 2010



TRUSTER-study : Treatment Understanding in Suicidality-
related Transitions in the Emergency Room 

• ER UZLeuven, N~54,000 referrals (2003-2023)

• How many patients make a transition towards
a more severe form of STB?

• Persistence and transitions!
• From mood to ideation/plan to attempt
• 1/5 makes this transition <1 month

Yurdadön et al., in revision



TRUSTER-study : Treatment Understanding in Suicidality-
related Transitions in the Emergency Room 

• Attention for specific demographic groups?
• Emerging adults (18-24)

• More ideation/plan than attempt

• Early intervention in the suicidal process

Jansen et al., in preparation



TRUSTER-study : Treatment Understanding in Suicidality-
related Transitions in the Emergency Room 

Jansen et al., in preparation

• Attention for specific demographic groups?
• Elderly persons (65+)

• More attempt than ideation/plan

• Late intervention in the suicidal process, although
patients attend the ER frequently



The crucial assumption:

we know the risk factors, don’t we?



Barry, 2022; CDC, 2017; 2022;  Elflein, 2022

the the
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But how about suicidality ?



Risk factors commonly studied – all non specific

• Prior suicidality OR up to 18
• Female gender, LGBTQ+, age, 

living alone, social-economic status OR~2-8
• Mental disorders OR~4-7
• Childhood adversities OR~2.4
• Parental psychopathology OR~1.7
• War and trauma OR~1.6
• Physical conditions OR~2.4
• Altitude of residence OR~1.2
• Being alone / no connectedness OR~1.5

Stayermman, 2012; Nock et al., 2008; 2009; Borges et al., 2012; Scott et al., 2015; Gureye et al., 2013; Brown et al., 2021
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Lifetime
attempt

OR (95%CI)

Lifetime
ideation

OR (95%CI)

Lifetime plan 
among
lifetime
ideators

OR (95%CI)

Planned 
attempts

OR (95%CI)

Unplanned 
attempts

OR (95%CI)

Physical abuse 3.3 (2.7-4.0)* 2.7 (2.4-3.0)* 0.9 (0.7-1.2) 1.3 (0.9-1.9) 1.1 (0.8-1.6)

Sexual abuse 4.6 (3.7-5.7)* 3.4 (2.9-4.0)* 1.2 (0.9-1.5) 1.3 (0.9-1.9) 1.3 (0.9-1.9)

Neglect 2.9 (2.3-3.5)* 2.3 (2.0-2.6)* 1.3 (1.0-1.7) 1.5 (1.0-2.2)* 1.1 (0.7-1.7)

Parent died 1.7 (1.4-2.0)* 1.4 (1.3-1.6)* 1.0 (0.8-1.2) 1.2 (0.8-1.7) 1.1 (0.7-1.5)

Parent divorced 2.2 (1.8-2.6)* 1.7 (1.5-1.9)* 0.9 (0.7-1.2) 1.4 (0.9-2.2) 1.5 (1.0-2.1)*

Other parent loss 2.0 (1.6-2.5)* 1.7 (1.5-1.9)* 0.9 (0.7-1.1) 1.1 (0.7-1.7) 1.5 (1.0-2.2)

Family violence 2.0 (1.6-2.5)* 1.7 (1.5-1.9)* 1.0 (0.8-1.2) 1.0 (0.7-1.5) 1.3 (0.9-1.9)

Physical illness 2.5 (2.0-3.1)* 2.0 (1.7-2.3)* 1.1 (0.8-1.4) 1.2 (0.7-2.0) 1.4 (0.9-2.1)

Financial adversity 1.3 (1.0-1.7)* 1.3 (1.1-1.6)* 0.7 (0.5-1.0)* 1.1 (0.6-2.2) 1.1 (0.7-1.9)

Bruffaerts et al., 2010



Kiekens et al., 2020



Parental
psychopathology

Trauma < 18y

Low SES / female /
widowed

Past year
stressors

Physical
conditions

Nock et al., 2008; 2012; Wang et al., 2015

suicidality

Mental
disorder



time

onset NSSI or STB

physical abuse

sexual abuse parental psychopathology 

bully victimization

dating violence

emotional abuse neglect

Non-Belgian nationality

parental financial situation 

break-up romantic partner

panic disorder

generalized anxiety disorder

intermittent explosive disorder

eating disorder

PLE

PTSD

non-suicidal self-injury thoughts

suicidal thoughts and behaviors
severe role impairment

no peer support

broad mania

major depressive disorder

no family support
serious by some 

other than partner

serious ongoing arguments 
or break-up family or friend

other stressful event

37 significant risk factors

Older age Vocational track high school

Number of traumatic experiences

Kiekens et al., 2019; Mortier et al., 2016; Ebert et al., 2019



Franklin et al., 2017

… but also not in high-risk clinical samples …



Denial and non-disclosure

• “No problem!”
o 22-40% endorses “no I don’t think there’s a problem” after suicide attempt
o 50-58% does not think that there’s any problem when engaged in non-suicidal self-injury

• Non-disclosure among psychiatric patients
o 50% of suïcides in contact with specialized healthcare in the week before death,

only 2% overt risk 

• Stigma 
o “I am a failure” & “I am a burden to others”

denial

Appleby et al., 1999; Joiner et al., 2009 

stigma



• Wish to die / wish to live
• 1/3 hospitalized patients after suicide attempt
• Social support buffers ambivalence

Bonnewyn et al., 2016; Husky et al., 2016

Ambivalence towards life and death



Disease / Disconnectedness / 
Depression / Disability / Deadly 

Means

Daily experiences
« Des réactions normales à une 

situation irréversible, désespérée, 
vécue comme intolérable »

(de Beauvoir, La Vieillesse, 1970) 

Suicidal thoughts and 
behaviors

Conwell, 2013; Bonnewyn et al., 2014; de Beauvoir, 1970



We must turn to the question 
what could be done to

improve population mental
health



The pending question :

is there a public health model for
suicidality, at all?



• Critical appraisal against
suicide prevention programs
o Growth in suicide prevention 

programs did not lead to reduction of 
suicides

o >5,000 suicide apps without much
evidence of effectiveness

o False hope



Changing the paradigm

• Public health model vs. individual clinical model
• Prevention and treatment model
• “Preventing suicide starts at home, in schools, and in 

communities, not when someone (…) enters a 
therapist’s office” (Whitlock, Wyman & Barreira, 2012, p.4)



88% non suicidal

11%
ideation

3%
plans

1% 
attempt

12%
death wish

FOCUS

Limited societal gain: a 100% effective
intervention for suicide attempters
will not lead to a reduction of the

number of persons with suicide plans



88% non suicidal

11%
ideation

3%
plans

1% 
attempt

12%
death wish

FOCUS

• Focus on every stage of the suicidal process
• Potential greater societal gain
• Intervening in the suicidal process

Focus on modifiable &
proximal factors that mark the

transition from one
stage to a more severe stage



The Rose theorem

“...a large number of people at small risk 
may give rise to more cases of disease 

than a small number who are at high risk”

• Not the high risk but the population mean as a focus 
• Focus on general wellbeing
• Stronger resilience, personal strenght, connectedness
• Skills training, treatment 

Rose et al., 2003; Siu Fai Yip et al., 2014



Prevention = strenghtening wellbeing & intervening at (very) early stages
of emotional problems

• Educational campaigns, screening, and connectedness for the entire population
• + resilience-increasing & skills enhancing programs for those at low risk
• + gatekeeping & e-treatment for those at medium risk   
• + treatment for those at high risk 

Attitude change 
Leadership
Lead by example



Knox et al., 2003; 2004; 2006; 2010; 2014; Siu Fai Yip et al., 2013

Proof of concept: the US Air Force Suicide Prevention 
Program



Public health model for suicidality

• Don’t wait until someone becomes suicidal
o Creates high unmet need
o Has no predictive value!

• Public mental health model 
o Be careful using the term “suicide prevention”
o Stepping outside the common psychiatric places
o Development of clinical guidelines and standards-of-

care on the micro and the meso-level
o Who society approach : specific intervenions per strata


