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Occupation and suicide

Drs Boxer, Burnett, and Swanson at the National Insti-
tute for Occupational Health and Safety (NIOSH) in the
United States recently published a review of studies on
occupation and suicide (1). Numerous job titles were
suggested as groups of high risk. For example, high
suicide rates have been consistently recorded for physi-
cians in Denmark, Finland, Sweden, and the United
States. A questionnaire study undertaken by the Danish
Young Physicians’ Association (2) reported that 10% of
Danish physicians have considered taking their life, and
0.5% have attempted it. The woman to man ratio of those
having considered was 3:1.

On occasion, excess suicide rates have been reported
for veterinarians and nurses. Chemists represent another
high-risk group. The recurring excesses observed among
farmers may be related to economic instability, isolation,
and possibly also exposure to agrochemicals. Male po-
lice officers in Buffalo, New York, in the United States,
exhibited a threefold rate compared with other municipal
employees (3). Buffalo police officers undergo an exten-
sive psychiatric preemployment screening; hence, the
high rates probably reflect job stress.

Suicide rates are not consistently associated with so-
cioeconomic status across populations and time periods.
It seems, for example, that Swedish men with a high
socioeconomic status have low rates but Swedish women
with a high socioeconomic status have high rates.

Russian statistics on suicides are now available (4).
The male rate in the Russian Federation was a high 66
per 100 000 in 1984, but it had dropped to 40% by 1988.
Over a four-year period (1984—1988), a 34% decline
was recorded in the entire Soviet Union after the intro-
duction of severe restrictions on alcohol sales.

The occupational background for suicides has not
been extensively studied in Russia because interest in the
prevention of suicides developed relatively late. How-
ever, studies published around 1970 mention unresolva-
ble difficulties at work, problems in qualifications for
work, a downward shift or fall in professional status, and
migrant work as important factors behind suicides (3).
Be it mentioned in this context that, in the Baltic nations,
male suicide rates dropped in 1985—1987, but rocketed
subsequently up to 60—75 per 100 000 in 1993. Societal
reasons were suspected to be responsible for the fluctua-
tions (6).

In Denmark, suicide rates have been on the increase
for young (2534 years) and old (= 75) men. The Dan-
ish rates for 25- to 34-year-old men (26 per 100 000 in

1993) are higher than in Norway, Sweden, Germany,
France, and Italy, for example. But the highest rates for
young men were recorded in 1993 in the Russian Federa-
tion (82 per 100 000), Lithuania (72 per 100 000), Esto-
nia (70 per 100 000), Belarus (58 per 100 000), and
Finland (56 per 100 000). In 1993, Finnish women had
the highest rate in the world (13 per 100 000) (7). The
Dutch rates were 18 per 100 000 per year for all men and
9 per 100 000 for all women around the time of the peak
rates recorded in the Soviet Union, and they have been
decreasing since, especially among women.

The NIOSH scientists point to the widespread belief
that official suicide rates are underestimates (sometimes
they may be overestimates), but no one knows the extent
of the bias in any population and time period. Even 70%
of all suicide cases have been claimed to be unreported
(5). Closer scrutiny of violent deaths among the Buffalo
police force revealed a significant number of suicidal
deaths not classified as suicides on the death certificate
(8). The sensitivity of suicidal deaths was estimated at
0.86.

The causes of suicides are complex social, psycho-
logical, and behavioral matters. Dramatic increases in
depression have been reported in epidemiologic studies
for those born after World War II. Work (and lack of it)
may involve hazards, but work can also act as protection.
One should take a serious look at high-risk occupations
such as physicians, nurses, farmers, and other groups,
such as young men, in order to attempt prevention, Work-
place measures can be considered, and occupational and
other health care units should look for signs such as
heavy consumption of alcoholic beverages and depres-
siveness among the employed and the unemployed, the
earlier the better.
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