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Background 
A significant proportion of persons who were contemplating suicide or completed suicide 
had met with a health care provider in the preceding months, however suicidal behaviour 
was not detected. To improve identification of persons with suicidal behaviour in need of 
care and support, this study aimed to investigate clinical symptoms that may identify 
young men and women (aged 20-35 years) with suicidal behaviour (ideation, plan and 
attempts) in Rwanda. 

Methods 
This was a secondary analysis of data collected from a population based, cross-sectional 
study conducted in the Southern province of Rwanda in 2011/2012. After a response rate 
of 99.8%, the final sample was 917 people (477 women and 440 men). A validated 
“Mini-International Neuropsychiatric Interview” tool was used to measure suicidal 
behaviour. Bivariable and multivariable logistic regressions were performed to test the 
association between suicidal behaviour and clinical symptoms such as major depressive 
episode, physical pain symptoms and perceived overall health. 

Results 
Approximately, 4.7% of the number of women (n=477) and 1.4% of the number of men 
(n=440) had attempted suicide in the preceding one month. For women, major depressive 
episode (Adjusted Odds Ratio, AOR=6.11; 95% confidence interval CI=4.03-10.84), 
physical pain symptoms experienced almost daily (AOR=1.80; 1.15-2.84) and poorly 
perceived overall health (AOR=3.08; 1.89-5.00) were statistically significant correlates of 
suicidal behaviour. For men, only major depressive episode was a statistically significant 
correlate of suicidal behaviour (AOR=4.75; 1.72-13.12). 

Conclusion 
At health centre level, trained professionals should be made aware that young adults 
suffering from depression may also suffer from suicidal behaviour. It is therefore 
important to sensitively inquire about suicidal behaviour followed by appropriate support. 
For women in particular, suffering from persistent physical pain symptoms or poorly 
perceived overall health are warning signs that may indicate suicidal behaviour. At 
community level, community health workers can use the self-rated health form to identify 
people in poor health and escort them to the health centre for assessment. 

Suicide globally causes about 800,000 deaths a year, of 
which the majority (78%) occur in low-and middle-income 
countries (LMICs).1 It is the second leading cause of death 
among the younger population, aged 15-29 years.2 In 
Rwanda, suicide causes about 12 deaths per 100,000 per
sons per year (age-adjusted rate), of which the ratio of men 
to women is 3:1.3 However, the burden of suicide stretches 
beyond these numbers, with societal and psychological con
sequences especially affecting the close family and friends.2 

Besides, for every single completed suicide there are about 
20 suicide attempts,4 implying that many more people have 
suicidal thoughts (ideation) or make a suicide plan. Non-fa
tal suicidal behaviour (henceforth used to refer to ideation, 
plan, and attempt) is often characterized by psychological 
distress, anxiety, depression, somatization, and injury5,6 

(indicators of poor quality of life7). 
Suicide prevention is linked to the ‘Sustainable Devel

opment Goal’ (SDG) 3, target 4 “to reduce by one third pre
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mature mortality from non-communicable diseases through 
prevention and treatment and promote mental health and 
well-being by 2030”.8 Under this target, countries should re
duce suicide mortality (indicator 3.4.2)8 partly through the 
creation of responsive health systems for early detection 
and management of mental illnesses, including suicidal be
haviour.9 This is especially crucial in Rwanda, where in ad
dition to limited resources for mental health care, persons 
with mental illnesses still experience stigma and therefore 
may not actively seek help.10 The WHO estimates that ap
proximately 25-50% of women (estimate only available for 
women) experiencing suicidal ideation had interfaced with 
a health care provider in the past four weeks, however sui
cidal behaviour was not detected.2 In addition, previous 
research highlights that most suicides occur within one 
month of a hospital visit.11,12 Therefore, this presents an 
opportunity for health care staff to identify and offer help 
to persons with or at risk of suicidal behaviour. Clinical con
ditions, such as major depressive episode (MDE), anxiety, 
and recurrent physical pain (low back pain and headache), 
are recognized causes of years lived with disability (YLD) in 
this population13 and may signal serious conditions, such 
as suicidal behaviour.6 

In Rwanda, mental health care is offered within the na
tional health system at health centres, district hospitals and 
referral hospitals.14,15 The few highly trained mental health 
nurses, are available at district hospitals, and the psychia
trists, are available at referral hospitals.14,15 A crucial part 
of mental health care is therefore provided by general prac
tice nurses, at health centres and community health work
ers in the villages.14,15 Community health workers available 
in each village, guide and refer patients and their families 
to the health centres, while general practice nurses identify 
and treat persons with common mental disorders.15 There
fore, suicide prevention programs could tap into this or
ganized system between community health workers and 
health centres. 

Evidence on clinical symptoms associated with suicidal 
behaviour provides knowledge that can be used to train 
general practice nurses and community health workers to 
actively identify persons with or at risk of suicidal behav
iour16 who would otherwise not ask for help.17 An estimate 
of the number of young people with suicidal behaviour pro
vides a basis for health care service planners to budget and 
plan for how to take care of these vulnerable people. Yet few 
studies exist on suicidal behaviour and its clinical correlates 
in Rwanda. 

The primary aim of this study was to investigate clinical 
symptoms that may identify young men and women with 
suicidal behaviour and the secondary aim was to estimate 
the prevalence of suicidal behaviour (ideation, plan and at
tempts) among young adults, aged 20-35 years in Rwanda. 
The clinical symptoms under study are major depressive 
episode, self-reported physical pain symptoms and per
ceived overall health. This study utilized data from a larger 
project, the Rwandan Violence, Mental Health and Barriers to 
Care project (RwVMHBC-project) conducted in 2011/2012. 

METHODS 
STUDY DESIGN, SETTING, AND SAMPLE SIZE 

This is a secondary analysis of data from a cross-sectional, 
population-based study that was conducted in a represen
tative sample of young adults aged 20 to 35 years living in 
the Southern province of Rwanda. A detailed methodology 
is already presented in earlier articles.18,19 

Rwanda has a total population of approximately 12.3 
million people20 with about half the number aged below 
20 years, and about 27% of the total population are aged 
20-35 years.21 At the time of the Genocide against the Tutsi 
in 1994,22 the current study population was between 3-18 
years of age, as the data collection was performed in 2011/
2012. The population in this study was young in 1994, they 
may have suffered from several adverse childhood experi
ences, for instance separation from parents, displacement, 
and interpersonal and community violence.22 

Mental health was one of the main outcome variables of 
the original project, therefore, the prevalence of depression 
in women in Rwanda was estimated as 20% in a previous 
study,23 a power of 80% and an effect size of 1.5 were used 
to calculate the sample size to 815 persons.18,19 Consider
ing non-responders and a generally lower prevalence of de
pression in men compared to women, it was decided to in
crease the sample size to at least 900, and finally 917 people 
participated.18,19 

A multistage sampling approach was used to select par
ticipants from the total number of villages in the Southern 
province. A list of all the villages was provided by the Na
tional Institute of Statistics Rwanda (NISR). First, 35 vil
lages (1%) were randomly selected using Epi Info statistical 
software from a list of all the 3,512 villages in 8 districts, 
ensuring that the selected number of villages was propor
tionate to the total number of villages per district. Second, 
the number of households was selected proportionate to 
the number of households in each selected village. Third, in 
the case of more than one eligible person in the household, 
only one person was randomly selected using a simple lot
tery procedure.18,19 

DATA COLLECTION PROCEDURES 

A team of 13 clinical psychologists from the University of 
Rwanda, with data collection experience, were trained for 
two days and a pretesting exercise with a translated ques
tionnaire from English to Kinyarwanda was done and a few 
revisions were made.18,19 

In each village, the first participant was selected from 
a household closest to the centre of the village, identified 
with help of the village chairperson. Due to the sensitive 
nature of the research, interviews were conducted in strict 
privacy, and only one participant per household was inter
viewed.18,19 In addition, interviews were sex sensitive that 
is, men were interviewed by male interviewers and women 
by female interviewers to ensure that participants were as 
comfortable as possible when answering questions. In cases 
where there was no eligible participant, the nearest house
hold was visited assuming that the two households would 
experience similar life circumstances. Finally, after a re
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sponse rate of 99.8%, the sample consisted of 917 individu
als (440 men and 477 women) aged 20-35 years.18,19 

The whole data collection and entry process was done by 
trained research assistants but with close supervision from 
two principal investigators based at the School of Public 
Health at the University of Rwanda (AU and LR, co-authors 
of this paper).18,19 

QUESTIONNAIRE USED 

The researchers in the original project compiled a question
naire by use of previously validated instruments. It con
tained items on sociodemographic and psychosocial fac
tors, mental health problems and barriers to care, intimate 
partner violence and traumatic experiences during the 
genocide, translated into Kinyarwanda. The validated in
struments used were the following: The Mini-International 
Neuropsychiatric Interview (M.I.N.I) V.6.0.0. tool (reproduced 
with the authorization of the copyright holder: copyright 
1994–2010 Sheenan DV & Lecrubier Y) module A was used 
to assess major depressive episode (MDE)24 and module B 
to assess current suicidal behaviour.25 The diagnostic crite
ria used in this instrument is based on the Diagnostic and 
Statistical Manual of Mental Disorders IV (DSM IV)), Axis-
I-disorders and International Classification of Diseases 10 
(ICD 10).24 The developers of the M.I.N.I instrument rec
ommend its use in epidemiological research settings since 
it does not require clinicians to administer and takes a short 
time to use.24 

Items from the Rwanda Demographic Health Survey 
(RDHS) 2010 questionnaires26 were added to assess the so
ciodemographic and psychosocial variables. 

VARIABLES 

DEPENDENT VARIABLE 

SUICIDAL BEHAVIOUR/ SUICIDALITY 

Current suicidal behaviour was assessed by asking respon
dents five questions on suicide ideation, plan and attempt, 
that is, "In the past month did you: Think that you would be 
better off dead or wish you were dead; Want to harm yourself; 
Think about suicide; Have a suicide plan; Attempt suicide;" 
and one more question on lifetime suicide attempt namely, 
"Did you ever make a suicide attempt?" 

If a ‘yes’ response was given to one or more questions, 
the respondent met the criteria of suicidal behaviour. This 
was dichotomized as those ‘with suicidal behaviour’ and 
those ‘without suicidal behaviour’. 

INDEPENDENT VARIABLES 

DEPRESSION 

Current major depressive episode (MDE) was assessed by 
asking respondents if they had experienced seven depres
sive mood symptoms in the past two weeks preceding the 
survey. A person met the diagnostic criteria for MDE if they 
responded yes to three or more of the seven symptoms 
asked about. This was dichotomised into those ‘with MDE’ 
and those ‘without MDE’ as the reference category. 

SELF-REPORTED PHYSICAL PAIN SYMPTOMS (PHYSICAL PAIN). 

Physical symptoms were assessed by asking if and how of
ten the respondent suffered from common symptoms 
namely, headache, chest pain, low back pain, pain in joints 
and stomach pain. The time frames were ‘almost daily’, 
‘weekly’, and ‘almost never/never’. Suffering from a symptom 
almost daily was deemed to be of clinical importance. 
Therefore, the physical pain variable was dichotomized into 
at least one of the five symptoms experienced almost daily and 
symptoms experienced weekly and almost never/never as the 
reference category. 

PERCEIVED OVERALL HEALTH (SELF-RATED HEALTH) 

A single question, "would you say your overall health is Excel
lent, Good, Moderate, Poor or Very poor?" was used to mea
sure the subjective assessment of overall health. This is a 
validated question and takes approximately one minute to 
collect and does not require an expert to administer.16 This 
was then dichotomized into ‘Good’ (excellent/good/mod
erate) and ‘Poor’ (poor/very poor) as has been a common 
practice,16 with ‘Good’ as the reference category. 

SOCIODEMOGRAPHIC AND PSYCHOSOCIAL VARIABLES 

Age was measured as a continuous variable and mean values 
calculated for men and women. Marital status was di
chotomized into ‘married/cohabiting’ and ‘not married’. 
Household size (number of persons living in the household) 
was measured as a continuous variable. Educational level 
was categorized into ‘secondary school/university level’, 
‘complete primary school/vocational training’, and ‘incom
plete primary school/no schooling’. Employment status was 
categorized into ‘employed with income’ (fulltime, irreg
ular, or seasonal work) and ‘not employed’. Assets in the 
household such as a radio, television, refrigerator, bicycle, 
motorcycle, car, mobile phone and computer was assessed 
to ascertain the living standard of the household. This was 
categorized into ‘improved household’ (owning at least one 
of the assets) or ‘poor household’ (none of the assets). The 
variable was then used as a proxy for socio-economic status 
as done in demographic health surveys.26 Perceived social 
support was assessed by asking how often the respondent 
would count on a close friend or family member to offer support 
in case they ever needed it, classified into ‘instrumental sup
port’ (food, housing, and money), ‘informational support’ 
(guidance), and ‘emotional support’ (support when with per
sonal problems) with dichotomy outputs i.e. ‘Good (Always/
often)’ or ‘Poor’ (Sometimes/Never). Partner’s characteris
tics were also assessed and categorized, that is, partner’s 
educational level as ‘completed primary school or higher’ 
and “incomplete primary school/no schooling” and part
ner’s employment status as ‘employed’ or ‘not employed’. 

STATISTICAL ANALYSIS 

The dataset had negligible missing data27 and was therefore 
handled by available case analysis28 using the IBM Statisti
cal Package for the Social Sciences (SPSS) version 25.0 (IBM 
Inc, Armonk, NY, USA). All data was sex-disaggregated. 

Descriptive statistics were performed and presented in 
frequency tables, and graphs to give a summary and distri
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bution of key variables in the data. Statistically significant 
differences in men and women were tested and displayed 
based on Pearson Chi-Square test and Fisher’s Exact Test 
(P-values displayed). 

Bivariable and multivariable logistic regressions were fi
nally performed using the enter method (SPSS’s standard 
regression analysis) to test the association between inde
pendent variables and the categorical dependent variable, 
suicidal behaviour. The clinical factors that showed statis
tical significance with suicidal behaviour in the bivariable 
analyses were used in the multivariable logistic regression 
analyses as independent variables. Statistically significant 
sociodemographic and psychosocial variables were con
trolled for. Age, and household assets as a proxy for socio-
economic status were added for theoretical reasons as they 
have been shown to be associated with suicidal behaviour in 
other studies.6,29 Crude and adjusted odds ratios and 95% 
Confidence Intervals were calculated. 

ETHICAL CONSIDERATIONS 

Ethical clearance was sought and granted by the Rwanda 
National Ethics Committee, reference number FWA Assur
ance No. 00001973, IRB 00001497 of IORG0001100. In
formed consent (verbal and written) by the participants was 
sought following the provision of an introduction to the 
research. Any risk for harm, confidentiality and complete 
anonymity assurance and participation rights were commu
nicated to the participants orally and in writing.18,19 There 
were no financial benefits for participating in the research. 
However, interviewers were tasked to refer participants who 
requested support to the nearest health facility.18,19 

RESULTS 
RESPONDENTS’ CHARACTERISTICS 

A total sample of 917 persons comprising 440 men with a 
mean age of 27.3 years, and 477 women with a mean age of 
28.0 years participated in this study. This sample had an av
erage household size of 4.3 persons, and the majority, 578 
(63%) were either married or cohabiting. A large propor
tion (64% men and 70% women) had not completed primary 
school or had never been to school and had not been em
ployed with income in the past 12 months (80% men and 
90% women). Close to one third (29%) of the respondents 
were from poor households measured as having none of the 
selected assets in the household (Table 1). 

SUICIDAL BEHAVIOUR (CURRENT) 

Suicidal behaviour was common in this sample, with rates 
higher in women compared to men (P values <0.05) (Table 
1). The prevalence of suicidal ideation was more than two 
times higher in women (21%) compared to men (8%). Simi
larly, more women than men had devised a suicide plan (7% 
women, 1.8% men) and attempted suicide (4.7% women, 
1.4% men) in the month preceding the survey (Figure 1). 

CLINICAL FACTORS 

Clinical factors of interest, major depression, physical pain 
symptoms and poorly perceived overall health were more 
prevalent in women as compared to men (P values <0.05) 
(Table 2). As shown in Table 2, 26.5% of the number of 
women and 12% of the number of men met the diagnostic 
criteria for current major depressive episode (MDE). A 
larger proportion of women compared to men reported ex
periencing two or more physical pain symptoms almost 
daily that is, two symptoms (12.2% vs 0.9%) and three or 
more symptoms (14.1% vs 1.4%). A significant proportion of 
women (34.6%) and men (25.7%) rated their overall health 
as “poor” or “very poor” (Table 2). 

ASSOCIATIONS BETWEEN CLINICAL FACTORS AND 
SUICIDAL BEHAVIOUR 

For women, suffering from MDE (OR=6.70; 4.17-10.76), ex
periencing physical pain almost daily (OR=1.76; 1.13-2.73) 
and/or rating their overall health as poor/very poor 
(OR=2.98; 1.90-4.65) were all associated with increased 
odds of suicidal behaviour in the bivariable models (Table 
3). In the multivariable analyses (adjusting for age, marital 
status, poverty and emotional social support), MDE, phys
ical pain and poorly perceived overall health maintained 
statistical significance with suicidal behaviour in women 
(Table 3). 

For men, only major depression (OR=6.80; 3.36-13.76) 
was a statistically significant correlate of suicidal behaviour 
in the bivariable model (Table 4). Suffering from MDE was 
still a statistically significant correlate of suicidal behaviour 
in the adjusted model (adjusting for age, poverty and em
ployment status of partner), maintaining a more than four-
fold increase in odds for suicidal behaviour compared to 
men without MDE (Table 4). 

OTHER FACTORS 

Poor emotional social support was significantly associated 
with suicidal behavior in women (OR=1.72; 95% 
CI=1.05-2.81) (Table 3). 

DISCUSSION 

This study provides important evidence on suicidal behav
iour (ideation, plan, and/or attempt) and associated clinical 
factors in young men and women aged 20-35 years living 
in the Southern province of Rwanda. About two in ten of 
the women and one in ten of the men met the criteria for 
suicidal behaviour. For women, major depressive episode 
(MDE), physical pain experienced almost daily, and poorly 
perceived overall health were statistically significant corre
lates of suicidal behaviour. In addition, these women were 
also more likely to report poor emotional support. For men, 
suffering from MDE was the only statistically significant 
correlate of suicidal behaviour. 
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Figure 1. Bar graph showing the prevalence of suicidal behaviour in the sample (n=438 men and 477 women). 

CLINICAL-RELATED CORRELATES OF SUICIDAL 
BEHAVIOUR 

Depression is a known risk factor of suicide30 and was 
highly prevalent in the studied population. Young men and 
women with current major depressive episode (MDE) were 
also more likely to report suicidal behaviour that is, an ad
justed four and six-fold increase in odds respectively, of sui
cidal behaviour compared to those not suffering from MDE. 
This was similar to findings in the USA31 and Nigeria.6 The 
association between MDE and suicidal behaviour may be 
explained by the presence of sadness, feelings of being un
worthy, lost interest in life among other depressive mood 
symptoms.1 According to Joiner’s Interpersonal-Psycholog
ical theory of suicidal behaviour32 a person with MDE may 
feel burdensome or alienated and not valuable to their so
cial network and hence may start to perceive death as better 
than staying alive.32 The 2016 global burden of diseases 
(GBD) study, ranked depressive disorder as the fourth 
biggest cause of years lived with disability (YLD) in 
Rwanda.13 Therefore, its management is crucial for both 
improvement of quality of life and prevention of suicidal 
behaviour. 

Physical pain experienced almost daily was a statistically 
significant correlate of suicidal behaviour in women but 
not in men. In comparison, a study among HIV patients in 
Uganda, reported that physical pain was a statistically sig
nificant correlate of suicidality (suicidal behaviour) only in 
the bivariable analysis.33 The correlation of physical pain 
and suicidal behaviour may differ by type, intensity, and du
ration of pain.34 However, this was beyond the scope of our 
study. Overall, physical pain symptoms were highly preva
lent in our sample and this was in agreement with the GBD 
2016 study which ranked physical pain symptoms such as 
low back pain and headache among the leading causes of 
YLD in Rwanda.13 Physical pain symptoms in this popula
tion may be an expression of psychological problems (som
atization) and/ or stressful life situations such as exposure 

to intimate partner violence (IPV)35,36 which is highly 
prevalent among women in Rwanda.37 

Poorly perceived overall health was a statistically sig
nificant correlate of suicidal behaviour in women but not 
in men. We found that women who perceived their overall 
health as poor or very poor were approximately three times 
more likely to report suicidal behaviour than those who per
ceived their overall health as moderate, good, or excellent. 
Similarly, a study in the USA reported that persons who per
ceived their overall health as poor had twice the odds of sui
cidal ideation and attempts.38 Although it is not clear what 
constitutes poorly perceived overall health in this popula
tion, a qualitative study in the USA reported that some re
spondents focused on underlying health problems (physical 
and mental), negative health behaviour, and/or poor phys
ical condition (fitness).39 The concept of perceived overall 
health has been criticized for being abstract and not spe
cific enough to pinpoint the underlying problem.39 How
ever, perceived overall health is an important indicator of 
quality of life and can be used to identify vulnerable people 
at population level.16 This is particularly important in con
texts with low mental health literacy and poor help seeking 
behaviour for mental illnesses.17 Our study adds to the ini
tial evidence from two studies in the USA,38,40 that poorly 
perceived overall health is a correlate of suicidal behaviour 
in women. 

PREVALENCE OF SUICIDAL BEHAVIOUR 

To provide an estimation of the number of young adults 
who may need help, we report prevalence rates for suicidal 
ideation, plans and attempts. The past one-month preva
lence of suicidal behaviour was relatively high in this pop
ulation, with rates more than twice as high in women as in 
men across all suicidal behaviour domains (ideation, plans 
and attempts). Specifically, many more women than men 
had thought about suicide (21% versus 8%), devised a sui
cide plan (7% versus 1.8%) and attempted suicide (4.7% 
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Table 1. Descriptive statistics of sociodemographic and psychosocial factors classified by sex* 

Sociodemographic and economic factors: Total (N=917), n (%) Men (N=440), n (%) Women (N=477), n (%) P value 

Marital status (n=912) 
Married/Cohabiting. 578 (63.4) 236 (53.8) 342 (72.3) .000 

Not married 334 (36.6) 203 (46.2) 131 (27.7) 

Employment status (n=913) 
Employed 134 (14.7) 88 (20.2) 46 (9.6) .000 

Not Employed 779 (85.3) 348 (79.8) 431 (90.4) 

Educational level (n=904) 

Secondary school/University level 117 (12.9) 50 (11.5) 67 (14.2) .004 

Complete primary school/Vocational training 178 (19.7) 105 (24.2) 73 (15.5) 

Incomplete primary school/No schooling 609 (67.4) 278 (64.2) 331 (70.3) 

Assets in Household (n=917) 
Improved household 654 (71.3) 323 (73.4) 331 (69.4) 0.189 

Poor household 263 (28.7) 117 (26.6) 146 (30.6) 

Perceived social support: 

Instrumental support (n=863) 
Always/Often 391 (45.3) 176 (41.8) 215 (48.6) .047 

Sometimes/Never 472 (54.7) 245 (58.2) 227 (51.4) 

Informational support (n=908) 
Always/Often 301 (33.1) 132 (30.3) 169 (35.7) .091 

Sometimes/Never 607 (66.9) 303 (69.7) 304 (64.3) 

Emotional support (n=915) 
Always/Often 300 (32.8) 122 (27.7) 178 (37.5) .002 

Sometimes/Never 615 (67.2) 318 (72.3) 297 (62.5) 

Partner characteristics: 

Partner’s education (n=624) 
Completed Primary school or Higher 233 (37.3) 81 (32.4) 152 (40.6) .043 

Incomplete Primary school/No schooling 391 (62.7) 169 (67.6) 222 (59.4) 

Partner employment status (n=611) 
Employed 105 (17.2) 19 (7.7) 86 (23.7) .000 

Not employed 506 (82.8) 229 (92.3) 277 (76.3) 

Suicidal behaviour (ideation, plan and/or attempt): 

Suicidal behaviour (n=915) 
Yes 146 (16.0) 42 (9.6) 104 (21.8) .000 

No 769 (84.0) 396 (90.4) 373 (78.2) 

χ-2 test and Fisher’s exact test P-values for differences between men and women in population. n=917 

Suicidal behaviour and clinical correlates in young adults in Rwanda: a population-based, cross-sectional study

Journal of Global Health Reports 6



Table 2. Descriptive statistics of clinical factors classified/presented by sex* 

Total (N=917), n (%) Men (N=440), n (%) Women (N=477), n (%) P-value 

Major depressive episode (past 2 weeks) (n=915) 
Without MDE 736 (80.4) 386 (87.9) 350 (73.5) .000 

With MDE 179 (19.6) 53 (12.1) 126 (26.5) 

Physical pain (experienced almost daily) (n=902) 

0 634 (70.3) 368 (84.6) 266 (57.0) .000 

1 symptom 135 (15.0) 57 (13.1) 78 (16.7) 

2 symptoms 61 (6.8) 4 (0.9) 57 (12.2) 

≥ 3 symptoms 72 (8.0) 6 (1.4) 66 (14.1) 

Perceived overall health (n=917) 
Excellent/good/ moderate 639 (69.7) 327 (74.3) 312 (65.4) .003 

Poor/very poor 278 (30.3) 113 (25.7) 165 (34.6) 

MDE – major depressive episode 
*χ-2 test and Fisher’s exact test P-values for differences between men and women in population. n=917. 
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Table 3. Associations between clinical factors and suicidal behaviour in women* 

n (%) Crude OR (95% CI) Adjusted OR (95% CI) 

Major depressive episode 98 (27.7) 6.70 (4.17; 10.76) 6.61 (4.03; 10.84) 

Age (20 as ref) 0.96 (0.92; 1.01) 0.98 (0.93; 1.04) 

Not married 1.62 (1.02; 2.57) 1.68 (0.99; 2.85) 

Poor household 1.41 (0.89; 2.23) 0.97 (0.58; 1.63) 

Poor emotional support 1.74(1.08; 2.80) 1.37 (0.82; 2.32) 

Physical pain almost daily 188 (46.1) 1.76 (1.13; 2.73) 1.80 (1.15; 2.84) 

Age (20 as ref) 0.97 (0.92; 1.02) 

Not married 1.51 (0.91; 2.50) 

Poor household 1.31 (0.81; 2.12) 

Poor emotional support 1.72 (1.05; 2.81) 

Poor perceived overall health 126 (35.5) 2.98 (1.90; 4.65) 3.08 (1.89; 5.00) 

Age (20 as ref) 0.95 (0.90; 1.00) 

Not married 1.43 (0.87; 2.37) 

Poor household 0.99 (0.60; 1.63) 

Poor emotional support 1.48 (0.89; 2.44) 

OR – odds ratio, CI – confidence interval 
*Adjusted odds ratios with 95% CI. n= 477 women 

Table 4. Associations between clinical factors and suicidal behaviour in men* 

n (%) Crude OR (95% CI) Adjusted OR (95% CI) 

Major depressive episode 34 (13.8) 6.80 (3.36; 13.76 4.75 (1.72; 13.12) 

Age (20 as ref) 0.96 (0.89; 1.04) 0.92 (0.81; 1.04) 

Poor household 1.80 (0.93; 3.49) 1.64 (0.57; 4.70) 

Partner not employed 0.28 (0.08; 0.95) 0.34 (0.06; 0.89 

Physical pain symptoms almost daily 1.62 (0.74; 3.57) 

Poor perceived overall health 1.74 (0.89; 3.40) 

OR – odds ratio, CI – confidence interval 
*Crude and Adjusted odds ratios with 95% CI. n= 440 men. 

versus 1.4%) in the one month preceding the survey. Most 
studies report a similar pattern, with women having higher 
rates of suicidal behaviour (nonfatal) compared to 
men.6,29,41 A possible explanation for this difference may 
be due to women’s overall life circumstances with less deci
sion-making capacity than men, lower socioeconomic sta
tus and at risk of exposure to intimate partner violence 
(IPV).42–46 For example, Umubyeyi reported that IPV was 
significantly associated with several common mental disor
ders in women.42 In addition, the genocide against the Tutsi 
in 1994, still contributes to high rates of mental disorders in 
the population.18,42 Although not every person with suici
dal thoughts acts upon it, a significant proportion of those 
progress to having a plan and others to attempting suicide. 
Kessler and colleagues31 reported that the majority (60%) of 
planned attempts happen within one year of onset of suici
dal ideation. This is an important indication that with ade
quate help, this progression could be halted. Although few 
people seek help for suicidal behaviour,2 a significant pro
portion of people with suicidal behaviour visit health care 
facilities for other problems.2 Therefore, there is an oppor

tunity to identify those at risk of suicidal behaviour or who 
may (possibly) progress to suicide completion. 

METHODOLOGICAL CONSIDERATIONS 

There is need for cautious interpretation of these results 
due to the cross-sectional nature of the study, whereby 
causality conclusions cannot be made as no temporal rela
tionship is shown. However, the aim of this study is not to 
show causality but rather to identify correlates or cues that 
can be used to identify persons with or at risk of suicidal 
behaviour. In addition, due to the stigma associated with 
mental health issues in this context,17 there is a risk of MDE 
and suicidal behaviour to be underreported. 

Importantly, the validity and accuracy of the data col
lected is high since participants were selected using a ran
dom sampling technique with almost full participation. In
terviews were conducted by trained psychologists using 
validated instruments, and respondents were interviewed 
by young data collectors of the same sex as the participant, 
further enabling the discussion of sensitive information. 
Furthermore, the demographic and socioeconomic charac
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teristics of this sample were similar (apart from employ
ment status) to the findings of the Rwanda demographic 
health survey 2014-2015,47 therefore, these findings can 
possibly be generalized to the population of young adults 
aged 20-35 years in Rwanda. 

IMPLICATIONS FOR POLICY AND FUTURE RESEARCH 

The prevention of suicide hinges upon the early identifi
cation of persons at risk. However, the mental health care 
system in Rwanda is faced with several challenges, notably 
few trained mental health professionals.10 Mental health 
nurses and general practice nurses form the backbone of 
mental health care as psychiatrists are few in the country 
and mainly based in the capital Kigali.48,49 Importantly, 
this was acknowledged in Rwanda’s mental health policy 
2011,10 which advocated for training of more mental health 
professionals, working with community health workers and 
incorporating mental health care under insurance 
schemes.10 Therefore, community health workers, who are 
trusted persons in the community and regularly interface 
with the people17 can utilise the easy to administer self-
rated health screening form to identify and refer or escort 
vulnerable persons to trained professionals at health cen
tres. At health centres, patients should be assessed for de
pression and/or persistent physical pain symptoms and 
consequently, sufferers sensitively asked about suicidal be
haviour.50 Existing research indicates that asking about sui
cidal behaviour in high risk populations does not increase 
the risk of suicide.51,52 Therefore, general practice nurses 
and community health workers can be trained to identify 
persons at risk and trained to ask about sensitive issues. An 
example of an evidence-based suicide prevention training 
module used in other countries is the Question, Persuade, 
Refer (QPR),53,54 which can be adapted and tested for the 
Rwandan context. 

CONCLUSIONS 

Suicidal behaviour (suicide ideation, plan, and/or attempt) 
is prevalent in young women and men in Rwanda, with rates 
twice as high in women compared to men. This study re

ports that major depressive episode, physical pain experi
enced almost daily, and poorly perceived overall health are 
statistically significant correlates of suicidal behaviour in 
women, while major depressive episode is a significant cor
relate of suicidal behaviour in men. These findings are to in
form suicide prevention policy and practice in Rwanda. 
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