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Abstract

Purpose The concept of the suicidal process implies a
progression from behaviour of relatively low intent to
completed suicide. Evidence from the literature has given
rise to the speculation that the age of onset of an early form
of the suicidal process may be associated with the ultimate
seriousness of suicidal behaviour. This study was designed
to test the hypothesis that early onset of the first stage of
the suicidal process, a wish to die, is associated with
increases in the ultimate position along the suicidal process
dimension.

Methods Questions on the appearance and timing of
suicidal process components (a death wish, ideation, plan,
or attempt) were embedded in a telephone survey on
mental health and addictions in the workforce. Records of
those that had experienced suicidal behaviour were exam-
ined for the effects on the age of onset of the first death
wish as a function of the level of severity of suicidal
behaviour, gender, and depression.

Results The findings showed that increases in suicidal
intent were associated with lowered age of the first death
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wish. This pattern held true for depressed and non-
depressed persons alike.

Conclusions The results support the notion that the early
onset of a supposed precursor of suicidal behaviour, a death
wish in this case, adds to its ability to portend more serious
problem levels in later stages of life. Furthermore, mood
operates independently in its association with the timing of
such suicidal behaviour, suggesting that the effect of a
relatively youthful appearance of a wish to die cannot be
explained by early onset depression.

Keywords Suicide - Depression - Age - Onset -
Suicidal process

Introduction

Suicidal behaviour is commonly viewed as comprising an
orderly progression that begins with occasional thoughts of
death and ends at some point along a single continuum, the
last position of which is completed suicide [1]. Similarly,
movement from a death wish through to a suicide attempt
has been interpreted as a hierarchy of intent [2], and a
number of authors have discussed this under the general
concept of “the suicidal process” [3—5]—the term adopted
here.

The conception of the suicidal process implies that age
of onset is earlier and less severe for death wishes and later
and more serious for suicide attempts. Early age of onset
for particular psychiatric disorders is generally associated
with greater severity later in life. For example, onset of
depression during childhood increases the likelihood of
depressive recurrence [6] and predicts social and other
problems of life [7, 8]. Furthermore, relatives of persons
with early onset of depression have higher morbidity than
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those with a later onset [9—11]. Within the suicide process,
higher levels of severity are associated with earlier onset of
depression [12], suggesting that the early appearance of a
condition that shows a strong association with suicide
predicts its severity. This raises the question of whether the
age of the beginnings of the suicidal process itself has an
effect on the seriousness of one’s future level of suicidality.

The suicidal process may not, however, prove to be so
orderly. For example, some findings indicate that the pro-
cess would be better characterized as fluctuating, rather
than smooth [13] while others suggest that it varies
according to culture [14], and there may be three types of
suicidal process—not one [15].

Furthermore, there is variation in definitions across
studies. The National Comorbidity Survey Replication
used a definition that sets “serious” ideation as an inclu-
sion criterion [16, 17], whereas the earlier Epidemiologic
Catchment Area survey [18] made no mention of serious-
ness, indicating that any level of suicidal thought was to be
considered. This distinction will undoubtedly produce
differences in prevalence estimates, and it does so without
addressing the significance of, for example, suicidal
thoughts that occur “fleetingly” and might thus be per-
ceived as being unimportant. Although many self-help
information sources (e.g. Web MD) suggest that such early
forms of suicidal behaviour are not necessarily momentous,
the argument has been made that even distal precursors can
have meaningful predictive value and should not be dis-
missed out of hand [12].

This study was designed to examine the reported order
of appearance of four stages of the suicidal process (death
wishes, ideation, plans, and attempts) and to determine
whether variation in the age of onset of the earliest stage in
the process (a death wish) would differ in accord with the
seriousness of the level of subsequent stages. It has been
known since the work of Shneidman and Farberow [19]
that males show higher rates of completed suicide and
females show a higher frequency of attempts (other forms
of parasuicidal behaviour show mixed results [20-22]), and
that the age of onset of depression has been implicated in
suicidal behaviour [12], thus leading to the inclusion of
measures of gender and major depression in the analysis.

Methods

Participants

Albertans who were in the workforce during the 12 months
preceding the survey were eligible for inclusion. The sur-
vey questionnaire was administered via telephone by pro-

fessional interviewers during a 13-week period from late
August 2009 to late November 2009. There were 2,817
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Albertans who completed the survey. The overall response
rate was 42.3% of those contacted, but it should be noted
that it improved throughout the course of data collection,
ranging from 28.8 and 27.0% for the first 2 weeks to 72.5
and 72.8% for the last 2 weeks. Since there was no sta-
tistically significant variation in the distributions of marital
status, education, household income, or gender over this
time period (age, although significant, showed no dis-
cernible trend) [23], it can be assumed that the effective
rate is near to the 70% level. The proportion of female
respondents was 60.2%, and the age at interview ranged
from 18 to 80 years (mean = 45.4 years, SD = 11.8).

Survey instrument

Items tapping the suicide process were embedded in an
investigation of workforce mental health and addictive
behaviours that was designed to be administered by lay
interviewers. The interviewers were employed by a
research firm and had received training in survey admin-
istration, relationships with respondents, ethics, and refer-
rals, but not in clinical matters generally. The suicidality
questions were adapted from the Diagnostic Interview
Schedule [18], and are similar in nature to items introduced
in an epidemiologic study by Paykel and his colleagues
[24]. The purpose was to create a scale representing
meaningful increments in suicidal intent. Note that the
respondents were asked to respond in the affirmative if the
behaviour in question took place, irrespective of the seri-
ousness of the event. The resultant questions, respectively,
representing a death wish (without the self-harm compo-
nent"), suicidal ideation (thoughts of taking one’s one life),
making a plan, and making an attempt, are as follows:

1. Has there ever been a period when you felt like you
wanted to die?

2. Have you felt so low you thought of committing
suicide?

3. Have you ever made definite plans to commit suicide
(even though you did not actually make an attempt)?

4. Have you ever attempted suicide?

Each respondent was also asked to indicate the age at
which each event first took place.

A major depressive episode (MDE) was diagnosed as
present or absent on the basis of response to items adopted
from the Mini International Neuropsychiatric Interview
(MINI) [25]. This measure was based on DSM-IV criteria
with the caveats that (1) the suicidal behaviour symptom

' A death wish, by definition, does not include thoughts of suicide
and thus it is not clear that it should be discussed as suicidal
behaviour. However, it will be retained as such since, at worst, it is
prodromal to suicidal behaviour and contemporary convention has it
firmly planted in the suicidal process.
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Table 1 Respondents distributed according to the level of severity of suicidal behaviour

None Death wish Ideation Plan Attempt
Total® 2,349 (84.3%) 400 (14.3%) 306 (10.9%) 60 (2.2%) 48 (1.7%)
Most serious” 135 (4.8%) 222 (7.9%) 34 (1.2%) 48 (1.7%)

* Many respondents reported more than one type of parasuicidal behaviour, thus the row total exceeds 100%

® Categories are mutually exclusive. Assignment was determined by each person’s most serious level of suicidal behaviour

was not considered in order to avoid artificially inflating
the correlation between suicidality and depression, and (2)
as is the custom, depression due to grief was excluded.

This study was approved by the Health Research Ethics
Board of the Faculty of Medicine and Dentistry, University
of Alberta.

Statistical analysis

A univariate general linear model (GLM) analysis was
conducted on the mean age of the first death wish with
three independent variables; suicidal intent, presence or
absence of MDE, and sex. A Chi-square test was used to
examine sex differences in the reporting of suicidal intent.

A supplementary one-way analysis of variance (ANOVA)
with a post-hoc test for trend (linear and non-linear) was
undertaken to examine the effect of the age at interview on
suicidal level. This, since relatively higher age of onset
values could not, of course, exceed arespondent’s own age at
the time of the interview, thus providing the potential for bias
in an overall analysis. Respondents were assigned to one of
three groups based on age of interview, using percentiles of
33.3 and 66.7% as split values to approximate equal group
sizes. The optimal selections proved to be 18-39 years (n =
113), 40-50 years (n = 133), and 51-80 years (n = 126).
All analyses were conducted with the use of SPSS 14.0.

Results

Overall, 439 (15.7%) of the respondents showed some form
of suicidal behaviour (one or more of either a death wish,
suicidal thought, plan, or attempt). This is at the low end of
lifetime prevalence estimates noted in a number of reviews
[1, 14, 26, 27]. Furthermore, it is less than one-third of the
52% reported for university students in the same Canadian
province using the same questions, but conducted several
years earlier [28]. Notably, however, the distribution across
the suicidal process proved to be quite similar. This finding
of a descending prevalence with increasing severity of
suicidal behaviour (Table 1, row 1) has been reported in a
number of community surveys [24, 29-32]. The second
row in Table 1 shows the mutually exclusive categories
defined by the criterion of the “highest” level of suicidal
behaviour (i.e. most serious). These categories comprise

the groupings along the severity dimension of the suicidal
process. From this, we can see that of the 400 with a death
wish, 135 did not move to a higher level, but 265 (66.3%)
did progress to at least the ideation stage. Similarly, 84 of
the 306 ideators (27.5%) moved on to a plan or attempt,
and 43.3% of the planners (26 of 60) made an attempt.

The ANOVA summary is included in Table 2. Note that
the analysis includes only those respondents who had
experienced a death wish (n = 400) minus those with
values missing on any of the independent variables. This
produced a sample size for the ANOVA of 375 persons.
The use of a definition of MDE that ignored the presence or
absence of suicidal symptoms reduced the number of
identified cases by only five (163-158).

Of primary importance to our main hypothesis, the
significant main effect for suicidal level indicates that the
age of onset of the first death wish is negatively correlated
with the intensity of parasuicidal behaviour (Fig. 1). That
is, the average (median) age of onset ranged from just
under 16.9 years for those who had made an attempt
through to 29.8 years for those who exhibited a death wish
without other parasuicidal behaviour. A post-hoc polyno-
mial test produced a significant linear trend (contrast =
—7.07, SE = 1.94, p < .001), but no significant deviations
from linearity. This unfettered linear relationship indicates
that as the age of onset increases, the level of seriousness of
the parasuicidal behaviour shows an orderly decrease.

Although females were more likely to have reported
suicidal behaviour than were males (18.1 vs. 12.1%; rela-
tive risk = 1.50; Xz = 2228, df = 4, p < .001), sex did
not prove to have a significant influence on the age of first

Table 2 Summary of the ANOVA of the age of onset for a death-
wish by suicidal behaviour, depression, and sex

Source df Mean square F Sig.
Suicide level 3 728.91 4.70 .003
MDE (no suicide) 1 709.03 4.57 .03
Sex 1 30.18 0.20 .66
Suicide x MDE 3 32.30 0.21 .89
Suicide x sex 3 241.03 1.55 .20
MDE x sex 1 14.21 0.09 .76
Suicide x MDE x sex 3 145.63 0.94 42
Error 359 155.17

Total 375
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death wish, either alone or in interaction with the level of
suicidal behaviour.

Depression did show a statistically significant main
effect, with depressed persons showing a higher age of
death-wish onset (about 3 years more). Importantly,
depression did not show a statistically significant interac-
tion with any other variable. Notably, the linear trend
across the suicidal process held equally for both depressed
and non-depressed persons.

Figure 2 reflects the statistically significant finding that
greater age at interview was associated with a relatively
older age of first death wish (F, 360 = 38.45, p < .001).
However, the interaction between level of suicidal behav-
iour and age at interview was not significant (F 360 = 1.14,
p = .34), indicating that the just-noted relationship
between the intensity of suicidal behaviour and the repor-
ted age of first death-wish holds true across all age groups,
albeit at differing base levels. Note that the 40-50 age
group’s mean for “Plan” is based on only three respon-
dents—the likely explanation for this aberrant value (the
next lowest cell size was 11). Nonetheless the linear trend
lines for all three age groups are near to parallel.

Discussion
Although the literature has indicated that the suicidal

process does not always represent a strict linear progression
when examined closely [13—15], the findings here did not
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support that kind of concern. The results clearly indicate
that lower age of onset of prodromal suicidal behaviour is
associated with increased severity along the continuum of
the suicidal process. Furthermore, this trend does not vary
when differences in the age of interview are examined.
Thus, it is not just that the appearance of indicators of
suicidal behaviour, like a death wish, are a cause for con-
cern, but also that early appearances of such behaviours
should increase our apprehensive watchfulness to a con-
siderably greater extent. Like early onsets among mental
health conditions (as noted above) and other problem
behaviours such as substance use [33-35] and conduct
disorder [36], early thoughts of death can, in theory, be
expected to presage a greater likelihood of a difficult
future, including a progression to more serious levels of
suicidal behaviour in upcoming years.

It is interesting that although early onset of depression
has been associated with the severity of suicidal behaviour
[12], it cannot explain the findings here since persons who
have not experienced major depression show a similar
death-wish gradient across the suicidal process. This is thus
somewhat surprising, as is the finding that depressed
respondents showed death-wish onset at a later age than did
those who were not depressed. Unfortunately, the issue
cannot be authoritatively addressed here since age of
depressive onset was not collected in this study, thus sug-
gesting a need for a more definitive future investigation.

In any case, the data at hand indicate that these two
factors, early onset death-wish and early onset depression,
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appear to operate independently in, perhaps, an additive
fashion. Remembering that age of onset data was collected
retrospectively, the correlation between the age of the
respondents at the time of interview and the age of first
remembered death wish may merely represent differences
in recall that are due to some aspect of aging. An alter-
native theory, however, is that we are witnessing a period
effect where more recent generations are showing signs of
disturbance earlier in life. There is some evidence that a
generational effect has been found for major depression
(but not bipolar disorder) with large increases in overall
prevalence being shown over the last few decades of the
twentieth century [37, 38].

The comparatively low prevalence of suicidal behaviour
in the sample studied here may reflect the likelihood of
greater stability among those engaged in the workforce
versus those who are not [39]. This cannot be determined
from the findings in our study, but in a large community
sample in the same province, those who were unemployed
showed a much higher likelihood of a suicide attempt than
those who were working (relative risk = 3.85) [40].

Gender differences in suicide attempts notwithstanding,
the extent that the suicidal levels have some relevance to
life’s journey suggests that men and women follow the
same pathway, excepting the still-remaining final step,
completed suicide, where men predominate.

Potential bias due to the retrospective nature of the
survey would ordinarily lead to suggestions for longitudi-
nal studies, but asking children about suicidal behaviour
carries some possible danger. This issue is nonetheless

|deation Plan

Attempt
SUICIDE LEVEL

important enough to justify asking children about their
position along the suicidal process, but after seeking out
the most safe and unobtrusive measures that are effective.
It is useful to remember the admonishment of Mishara [41],
that it is naive to think that children do not know about
suicide, with the relevant facts being known by most 5- to
7-year-old and by almost all who are older than that.

As a final note, wishing for one’s death has been char-
acterized as a “fleeting” event, and thus often not treated
with a great deal of seriousness [42, 43], and, as noted
above, only “serious” ideation was recorded in the
American National Comorbidity Survey Replication [16,
17]. It is perhaps advisable to note that a single thought of
this nature indicates a very high level of distress at the time
of its appearance and it portends an alteration in attitude
and coping behaviour—a shift in one’s life course.
Undoubtedly, some will adapt in a positive way and some
will not. Thus, an expression of a wish to die by a child
may indicate a window of opportunity whereby interven-
tion can take place prior to the choice of a maladaptive
pathway leading to higher intensity forms of suicidal
behaviour such as a suicide attempt [41, 43].
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