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SUMMARY 

 

 SUICIDE AMONG EXTERNAL CAUSES OF DEATH IN 

THE BALTIC STATES IN 1970–2004 
 
The goals of this master’s thesis were to describe the classification, coding and 

registration procedures for external causes of death in the Baltic States and to describe 

and compare total and gender trends of external death and suicides in the Baltic States 

during 1970–2004. 

 

In terms of data, the articles use crude mortality rates derived from the volumes issued 

by the Statistical Offices of the countries. The graphs presented in this paper are based 

on the World Health Organization (WHO) Health for All Database data for the years 

1981–2004. The data derived from the databases of statistical offices of the Baltic 

States has been standardized according to WHO rules. The information about the 

classification and registration procedures of the causes of death has been obtained 

from the employees of the statistical offices of Estonia, Latvia and Lithuania 

(qualitative analysis) through personal contacts of the author of this thesis and her 

supervisor. 

 

The procedure of reporting deaths and the registration of causes of death remained the 

same throughout the Soviet period and was strongly controlled. Interviews with 

respective officials assured that despite of some organizational changes, the 

arrangement of registering suicides in the Baltic countries has remained unchanged. 

 

The study showed that in all three Baltic countries, the main trends of mortality due to 

external causes of death including suicide are similar: a slight increase from 1970 to 

the end of the stagnation period followed by a sharp decrease in mortality of all 

external causes of death as well as in suicide since 1984 to 1988. The latter period 

coincided with the first years of perestroika. 

 

Reforms during perestroika included a strict anti-alcohol policy that has a preventive 

effect from suicide and other external causes of death as proven by Värnik-
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Wasserman suicide research group. Aspirations for democracy, social optimism and 

hopes for higher living standards could also have contributed to a decline in external 

causes of death.  

 

Unexpectedly, a sharp increase in external causes of death and in suicide rates 

occurred since 1989 for both sexes in the Baltic States. This rise can be explained by 

the relaxation of anti-alcohol restrictions, but also by large economic and social 

reforms that required fast adaptation and major adjustments to new lifestyle. 

 

The falling trend from 1994 may be explained by external factors – stabilisation of the 

socio-political and economic situation, and by psychological factors – the individuals' 

adjustment to change, as well as reforms in psychiatric care, mental health promotion 

and efforts to prevent suicide. However, the continuously falling trend, especially 

among males in Estonia and Latvia, needs further investigation. 

 

According to the data of WHO, men are more likely to commit suicide than women 

practically anywhere in the world. In Estonia and other Baltic States, the male-female 

ratio of suicides was 4–5:1 on the average. The suicide curve for women is rather 

stable and socio-political events are poorly reflected there. Men’s suicide curve is 

more sensitive to social changes and thus there are large differences in the male-

female suicide ratio during different periods. 

 

Traditionally, the probability of committing suicide increases with age. In the recent 

decades, the suicide risk among young people has been rising in Western countries. In 

Estonia, the main risk group is still middle-aged men. The data of this thesis showed 

that in both 1998–2000 and 2005, men aged 45–54 belong to the main risk group. 

Suicidal tendencies for women increase with age. 

 

Regarding the prevention of suicides, it is necessary to improve the quality of 

diagnosing depression and other mental health disorders in the primary health care, 

which has been proved to be an effective preventive measure in addition to 

regulations in alcohol consumption policies. High suicide rates in the Baltic States 

also refer to the necessity to initiate national suicide prevention programs. 
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1. INTRODUCTION 
 

According to the Tenth Revision of International Statistical Classification of Diseases 

and Related Health Problems (ICD–10), causes of death are divided into two groups 

based on their cause: those caused by diseases (Chapter I–XVIII) and external causes 

(Chapter XIX–XX). Chapter XIX (codes S00–T98) is used for coding different types 

of injuries related to body regions, poisoning and certain other consequences of 

external causes. Chapter XX codes (V01–Y98) are used for classifying environmental 

events and circumstances such as the cause of injury, poisoning and other adverse 

effects. External causes of death (Chapter XX) can be divided into unintentional or 

accidental and intentional or violent death (Kaasik & Uusküla, 2003). The latter 

includes assault or homicide (X85–Y09) and intentional self-harm or suicide (X60–

X84) – the most extreme self-destructive behaviour.  

 

Suicide lacks a unanimously agreed definition and there is a variety on the field of 

suicidology. A well-known definition of suicide can be found in 1973 edition of the 

Encyclopaedia Britannica: “the human act of self-inflicting one’s own life cessation” 

(Shneidman, 1985). In the official classification, suicide is defined as death resulting 

from intentional self-inflicted harm. According to the present definition, death must 

be caused by injury (or poisoning) affected by the deceased him- or herself, which can 

usually be reliably settled in the death scene investigation (World Health 

Organization, 1992).  Today, the researchers consider suicide a biopsychosocial 

phenomenon with several determinants (Wasserman, 2001). 

 

According to the United Nations report, suicide is an increasing public health 

problem. During the last decades, a standpoint has been developed and deepened that 

suicides can be avoidable and that member states need to work out and implement 

national suicide prevention programs (United Nations, 1996). 

 

Health for all” policy framework “Health 21” for the WHO European Region (World 

Health Organization, 1999) brings out the need to improve people’s mental health. 

One of the important targets (target 6 – Improving mental health) aims to reduce one 

third of the suicides by 2020, especially in the countries and target groups with very 
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high suicide rates. WHO recommends to with public discourse about suicide, ensure 

support to prevention policy, give information about the situation. Its 

recommendations also include training everyday life skills to improve individuals’ 

and communities’ abilities to detect problems and cope with stressful situations and 

events. A separate target under the policy framework “Health 21” is to reduce injury 

from violence and accidents (target 9). 

 

In 2005, 52 countries signed the Mental Health Declaration for Europe, which states 

that the priorities of WHO, European Union and European Commission include the 

promotion of mental health; prevention, treatment and rehabilitation of mental health 

disorders and improving the qualification of field and research specialists (WHO 

European Ministerial Conference on Mental Health, 2005). The declaration indicates 

the need to create an integrated and effective mental health system on the basis of 

common knowledge and reforms including promotion, prevention, treatment, 

rehabilitation and care. 
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2. BACKGROUND 
 

Three independent Baltic countries – Estonia, Latvia and Lithuania – were occupied 

by Soviet forces and incorporated into the USSR in 1940. The independence was 

restored in 1991. The Baltic States experienced turbulent political, economic and 

social changes: painful withdrawal from the Soviet system and creation of a new 

society after the disintegration from the USSR. The present study covers the 

stagnation period between 1970 and 1984 followed by reforms initiated by Mikhail 

Gorbatchev in 1985. 

 

Epidemiological mortality research was banned in the USSR and did not begin until 

1989, when the Soviet leadership of the Glasnost era granted access to the secret 

archives storing data on suicide mortality.  

 

Over the observed period (1970–2004), the main causes of death in the three Baltic 

States – Estonia, Latvia and Lithuania – were cardiovascular diseases, neoplasms and 

external causes of death (Statistical Office of Estonia, 1998a; World Health 

Organization http://data.euro.who.int/hfadb). The same ranking order of the causes of 

death is characteristic to all Europe, but in the Baltic States, the mortality from 

external causes of death has been several times higher. According to WHO data 

(World Health Organization http://data.euro.who.int/hfadb), the risk of external 

causes of death (ICD–10: V00–Y89) was five times higher in the Baltic States than 

the average of EU member states (EU–15) in the middle of 1990s.  

 

In 2004, the rate of external causes of death per 100 000 inhabitants was still 3–4 

times higher than in the old EU member states (ranging from 27 in Netherlands to 72 

in Finland, EU–15 average 37.5) and at least twice as high as in other new EU 

member states (ranging from 28 in Malta to 80 in Hungary). Only Russia (212), 

Byelorussia (162) and Ukraine (144) beat Baltic States in the rate of external causes 

of death in 2004 (World Health Organization http://data.euro.who.int/hfadb).  

Previous studies have mapped the trends of external causes of death and other 

mortality data for the Baltic countries (Krumins & Zvidrins, 1992) and for all the 
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former Soviet republics (Mesle, Shkolnikov, & Vallin, 1992). Series of articles have 

been published on epidemiology of suicides in the former Soviet republics 

(Wasserman, Värnik, Dankowicz, & Eklund, 1998) and several authors have analysed 

the data on external causes of death for Estonia and Lithuania (Gaizauskiene & 

Westerling, 1995; Kaasik, Andersson, & Horte, 1998; Katus & Puur, 1997; Leinsalu, 

1995). According to our knowledge, no comparative analysis on the external causes of 

death in the Baltic States has been published.  

 

Suicide-mortality analyses for Estonia (Värnik, 1991) yielded the hypothesis that the 

sharp fall in suicide rates in the years 1985–88 could have been caused by reforms 

introduced by Mikhail Gorbachev. These studies extended to the Baltic States 

(Värnik, Wasserman, & Eklund, 1994) and later to all the 15 Soviet republics 

(Wasserman & Värnik, 1994; Wasserman, Värnik, & Eklund, 1994, 1998; Värnik, 

1997a; Värnik & Wasserman, 1992; Värnik, Wasserman, Dankowicz, & Eklund, 

1998a, 1998b). These studies confirmed a close connection between sociopolitical 

reforms, including a strict anti-alcohol policy, and suicide mortality. 
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3. AIMS OF THE STUDY 
 

The aims of this study were to 

 describe the classification, coding and registration procedures for external causes 

of death in the Baltic States;  

 describe and compare the trends of external causes of death for the Baltic States 

during the period 1970–2004 for total and by gender; 

 describe and compare the trends of suicide for the Baltic States during the period 

1970–2004 for total and by gender; 

 observe age-specific suicide rates in Estonia by gender. 

 

 12



4. MATERIAL AND METHODS 
 

4.1. Data sources 

The empirical material of this study consists of External Causes of Death (Chapter 

XX of ICD–10) concerning injury and poisoning, including motor vehicle accidents, 

accidental poisoning by alcohol, accidental falls, suicide, homicide, accidental 

drowning and submersion. Articles I and II are based on the data published by the 

statistical offices of the three Baltic States containing crude mortality rates (Central 

Statistical Bureau of Latvia, 1997, 1998; Department of Statistics to the Government 

of the Republic of Lithuania, 1996, 1997a, 1997b, 1998; Statistical Office of Estonia, 

1998a, 1998b, 1998c); articles III and IV are based on the data from Estonian 

Statistical Office containing crude mortality rates.  

 

For the latest period 1981–2004, the figures for the Baltic States presented in this 

paper are based on the mortality data from WHO Health for All Database (World 

Health Organization http://data.euro.who.int/hfadb/). The data for 1970–1980 has 

been acquired from statistical offices of the three Baltic States. All mortality rates are 

standardised by the author in 5-year age groups according to WHO rules (World 

Health Organization http://data.euro.who.int/hfadb/ – Indicator definitions). 

Information about the classification and registration procedures of causes of death is 

obtained from the employees of the national statistical offices of Estonia, Latvia and 

Lithuania by means of qualitative analysis. 

 

4.2. Statistics 

The data analysis of this thesis used mainly descriptive statistics – mean values and 

standard deviation. Some derived indicators – annual ratios – were also used. Linear 

regression was employed to calculate annual increase in rates and the associations 

between the rates in three Baltic countries were calculated through Spearman 

correlation coefficients (rho). The level of statistical significance was set at α = 0.05. 

 

Age-standardized death rates per 100,000 inhabitants are calculated using the direct 

method. The standardization is used for adjusting differences in population age 

distribution and represents what the crude death rate would have been if the 

population had the same age distribution as the European Standard Population. 
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5. RESULTS 
 

The results of the thesis contain materials of the four published articles and their 

follow-up study. Study I describes registration, coding and classification of causes of 

death in the former Soviet Union and Baltic States, illustrating the issue by showing 

absolute numbers, rates and the proportion of external causes of death to the total 

number of deaths in the Baltic States for the years 1970–1997. Study II presents 

analysis and compares gender- and age-specific suicide trends in the three Baltic 

countries in 1970-1997.  Study III refers to the distribution of suicides by age groups 

in Estonia, showing the average for the years 1998-2000. Study IV analyses total and 

gender-specific suicide trends in different socio-political period in Estonia for the 

years 1970-1999. In the present thesis, a follow-up study up to the years 2004/5 has 

been added to the articles described above.   

  

5.1. Registration, coding and classification of cause of death (Study I) 

 

The registration of cause of death in the Baltic States was based on medical death 

certificates. The procedure for reporting death and the registration of death remained 

the same throughout the Soviet period and was strongly controlled (Wasserman & 

Värnik, 1998). Study I confirmed that despite of some organisational changes, the 

same pattern of registration of cause of death is used in the Baltic States today. 

 

5.1.1. Registration procedure 

In the case of a person's death, the family is required to obtain the medical death 

certificate from the institution concerned (ambulatory, hospital or medico-legal 

bureau) and present it to the civil registration office. In case of an external cause of 

death, a forensic expert from a medico-legal bureau must perform an autopsy and 

issue a medical death certificate. An autopsy must be performed in all cases where 

death occurred as a result of violence. Death must be registered in the local civil 

registration office within three days after the death occurs. 

 

The copies of death registration records and confirmed medical death certificates are 

sent to higher administrative institutions in charge of civil registration. The National 
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Civil Registration Office is required to deliver all medical death certificates monthly 

to their national Statistical Offices in Tallinn, Riga or Vilnius. 

As in all the countries reporting to the WHO, three levels of cause of death can be 

registered on the death certificate: the underlying (principal), immediate, and 

associated (contributory or secondary) cause of death. Statistical tables are calculated 

using the underlying (principal) cause of death.  

 

Between 1970 and 1990, the annual mortality data in the former Soviet republics 

including the three Baltic republics was first compiled by the statistical office of each 

republic, and then the copies were delivered to the Central Statistical Committee in 

Moscow. For the period of 1970–1990, the tables comprised the data for both sexes 

separately in 5-year age groups and by urban and rural areas. The official forms in 

statistical offices were filled in by hand and unpublished until 1988 (Värnik, 1997a). 

 

After the three Baltic States regained independence in 1991, the data on causes of 

death was transferred from the Soviet mainframe technology to PC computers. Since 

1992, national databases (registers) have been established.  

 

5.1.2. Classification and coding 

A modified WHO International Classification of Diseases (ICD) was obligatory for 

use in all the former Soviet Republics and differed slightly from that used in Western 

countries (Goskomstat SSSR, 1975). The classification of external causes of death 

used in present study was based on the ICD–8 classification, codes 160–185 (World 

Health Organization, 1965) and the ICD–9 classification, codes 160–175 (World 

Health Organization, 1977). 

 

The coding of cause of death using the four-digit system of the ICD–9 classification 

(World Health Organization, 1977) was introduced in Lithuania in 1993 and in 

Estonia and Latvia in 1994. The ICD 10th revision (World Health Organization, 1992) 

was applied in Latvia in 1996 and in Estonia and Lithuania in 1997. 

 

The number of items used in the classification of cause of death in the former USSR 

(Goskomstat SSSR, 1975) is considerably smaller than in the ICD system (World 

Health Organization, 1965, 1977). The relationship between the items in the abridged 
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classification used in the former USSR and the ICD–8/ICD–9 classification systems 

were detailed in a special document (Tsentralnoje statistitsheskoje upravlenije, 1980). 

All thirteen categories or groups of external causes of death from these tabulation lists 

were comparable.  

 

It is also important to point out that until 1988, under the Soviet classification, 

suicide, homicide and occupational accidents were concealed for political reasons and 

tabulated separately in a special ‘secret’ table. Such secrecy is not difficult to 

understand: in 1970, for instance, the standardized death rate by homicide in the 

former USSR was almost eight times higher than the European average (Mesle, 

Shkolnikov, Hertrich, & Vallin, 1996).  

 

The cause of death was described on the death certificates in words only, in all the 

three Baltic countries these diagnoses were coded in Central Statistical Offices by a 

consultant medical doctor. Similarly to previous years, the central coding of causes of 

death has stayed the same throughout the Baltic States. The only difference is that 

since 1997, Health Statistics and Medical Technology Agency is the institution 

responsible for the cause of death statistics in Latvia. 

 

5.2. Trends of external causes of death in Baltic States by gender in 1970–2004 

(Study I) 

 
A slightly increasing trend for external causes of death was observable in all the three 

countries in the years 1970–1984. After 1984, a sharp decline in external causes of 

death occurred until 1986 – 1988, which was followed by a rapid increase of rates 

until 1994, and then by a sharp fall until 1996 described in Study I.  

 

Since 1997, the decreasing trend has been smooth until the end of the study period. 

Despite of the decrease in the second half of the 1990s, the mean rates were higher for 

the independence period (1991–2004) compared to the Soviet period (1970–1990) in 

all three countries. The average rate of external causes of death per 100 000 

inhabitants during the Soviet period (1970–1990) was been 123.0 for Estonia, 133.9 

for Latvia and 123.4 for Lithuania. The average rate of external causes of death per 

100 000 inhabitants during independence period (1991–2004) has been 160.2 for 
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Estonia, 167.0 for Latvia and 157.8 for Lithuania. In Lithuania, the changes in rates 

were less volatile than in the other two countries. 

  

The rates of external causes of death were considered separately for men and women 

in Estonia, Latvia and Lithuania (Figure 1). During the Soviet period, female external 

death rates were 3.6–4.2 times lower than for males. During the independence period, 

the rates for females were 4.0–4.5 times lower than for males. The peak in 1994 was 

observable on all curves. During 1970–2004, Estonian male and female rates of 

external causes of death were statistically significantly correlated with Latvian (male: 

rho=0.88, p<0.001; female: rho=0.71, p<0.001) and Lithuanian figures (male: 

rho=0.97, p=<0.001; female: rho=0.75, p<0.001). 
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Figure 1. Male and female rates of external causes of death in the Baltic States, 1970–

2004 
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5.3. Trends of suicides in the Baltic States by gender in 1970-2004 (Study II &IV) 

 
Among the other external causes of death, the suicide rates rose slowly and steadily in 

1970–84. The mean annual increase in suicide rates was 0.04 for Estonia, 0.35 for 

Latvia and 0.82 for Lithuania. The overall suicide rates of this period fluctuated 

between 32.8 – 37.7 in Estonia, 28.3 – 34.4 in Latvia and 24.8 – 36.3 in Lithuania 

with standard deviations of 1.7 for Estonia, 2.0 for Latvia and 3.5 for Lithuania. Since 

1985, there has been fall-rise-fall pattern of the suicide curves in all the three 

countries. In 1985–2004, the suicide rates varied more intensively than during the 

previous period with standard deviations 6.0 for Estonia, 6.4 for Latvia and 8.0 for 

Lithuania. The highest rates were registered  in 1994 – 41.0 per 100 000 inhabitants in 

Estonia, 42.5 in Latvia and 46.4 in Lithuania. However, in 2004, the suicide rates for 

Estonia (22.8) and Latvia (22.3) were on the lowest level of the whole study period, 

and still very high (38.9) in Lithuania. The average suicide rate per 100 000 

inhabitants during the Soviet period (1970–1990) was 31.8 for Estonia, 30.1 for 

Latvia and 30.9 for Lithuania. The average suicide rate per 100 000 inhabitants during 

the independence period (1991–2004) has been 32.1 for Estonia, 32.6 for Latvia and 

43.4 for Lithuania.  

 

The male-female ratio of suicides during the Soviet era was roughly 4–5:1 in the 

Baltic States. The trends of suicide rates for males and females are presented in Figure 

2. The turning point of 1984 for males corresponds well to the socio-political changes 

in society. In the stagnation period, 1970–84, the mean male suicide rate was higher 

in Estonia (56.2) in comparison with Latvia (54.4) and Lithuania (54.8). The 

corresponding figures for the independence period (1991–2004) were 57.9 for 

Estonia, 58.9 for Latvia and 78.6 for Lithuania. During 1970–2004, the Estonian 

suicide rates for males were statistically significantly correlated with Latvian 

(rho=0.79, p<0.001) and Lithuanian rates (rho=0.44, p=0.009). 

 

During the stagnation period, the suicide rates of females were, on the average, 

similar in Latvia and Estonia (14.3 for Estonia, 13.5 for Latvia) and somewhat lower 

in Lithuania (10.8). Compared to the first period, there is no general change in 

average suicide rates in the independence period for Estonia (rate 11.1) and Latvia 

(rate 11.3), with the exception of Lithuania (rate 13.6). During 1970–2004, the 
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Estonian suicide rates of females were statistically significantly correlated with 

Latvian rates (rho=0.76, p<0.001), but not with Lithuanian rates (rho=-0.30, p=0.078). 
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Figure 2. Male and female suicide rates in the Baltic States, 1970–2004 

 

5.3.1. Suicide rates in Estonia by age (Study III) 

Study III has shown that middle-aged males (45–54) had the highest suicide rates in 

Estonia in 1998–2000. Figure 3 compares the mean suicide rates for males by age 

groups for 1998–2000 and the latest data for 2005. Figure 4 reflects the same data for 

females. The largest decrease in percentages occurred in the age group 55–64 (54.1%) 

for males and 35–44 (77.7%) for females. 

 

 19



0

20

40

60

80

100

120

0-14 15-24 25-34 35-44 45-54 55-64 65+ All ages

pe
r 1

00
 0

00

Males 1998-2000 average Males 2005

 

Figure 3. Male suicide rates by age groups in Estonia – the mean of 1989–2000 and 

2005 
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Figure 4. Female suicide rates by age groups in Estonia – the mean of 1989–2000 and 

2005 
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6. DISCUSSION 

 
The present thesis serves as a framework for the four original publications of the 

author, which integrates a precise description of the registration procedure of external 

causes of death and changes in male and female mortality trends. A special attention 

is paid to suicides and their distribution by age groups during socio-politically 

different time periods between 1970-1997/9 in the Baltic States. A similar research up 

to the years 2004/5 has been added to the articles of this study. 

 

One of the articles (Study I) is published in European Journal of Public Health, a 

journal that is indexed in Science Citation Index Expanded (ISI Web of Knowledge), 

Study II is published in an internationally peer-reviewed journal (Trames), and 

Studies III and IV are published in local scientific issues (Eesti Arst (Estonian 

Doctor) and Estonian Human Development Report). 

 

6.1. Validity and reliability of the data 

 
The validity and reliability of the statistics on external causes of death in the former 

USSR have been addressed previously. Reliability of suicide statistics in the Baltic 

countries is considered to be good (Leon, Cheney, Shkolnikov, Zakharov, Shapiro, 

Rakhmanova et al., 1997; Mesle, Shkolnikov, Hertrich et al., 1996; Wasserman & 

Värnik, 1998).  

 

Quantitative and qualitative analysis of classification and registration processes of 

external causes of death in the former USSR in 1970–1990 showed that the data was 

reliable concerning the Slavic and the Baltic States (Wasserman & Värnik, 1998). In 

the Baltic States, there has not been any change in the registration procedure since 

that period. Population estimates for the periods between the censuses of 1970, 1979 

and 1989, which were first compiled by the Moscow statistical office, were 

recalculated in the 1990s by the Estonian Interuniversity Population Research Centre 

to test the hypothesis of possibly undercounted migration registration. The 

recalculated population estimations have been found to have only a very slight 
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influence on mortality rates (Katus & Puur, 1997; Statistical Office of Estonia, 

1998d). 

 

6.2. Suicide among external causes of death in the Baltic States 

 
In all the three Baltic countries, the main trends of mortality due to external causes of 

death and suicide among them are similar: a slight increase from 1970 to the end of 

the stagnation period followed by a sharp decrease in mortality of all external causes 

of death as well as in suicide since 1984 to 1988. The latter period coincided with the 

first years of perestroika. As similar trends have also been found in other post-Soviet 

countries (Mesle, Shkolnikov, Hertrich et al., 1996; Mesle, Shkolnikov, & Vallin, 

1992; Wasserman, Värnik, Dankowicz et al., 1998), one can hypothesize that this 

development was due to a similar social background throughout the region. 

 

Reforms during perestroika included a strict anti-alcohol policy that is known to have 

been a preventive factor against suicide (Wasserman, Värnik, & Eklund, 1994, 1998) 

and other external causes of death (Wasserman, Värnik, Dankowicz et al., 1998). The 

same situation was found in most post-Soviet countries (Leon, Chenet, Shkolnikov et 

al., 1997; Mesle, Shkolnikov, & Vallin, 1992; Wasserman, Värnik, Dankowicz et al., 

1998), especially in Russia, where alcohol consumption played a major role in 

external death (Mesle, Shkolnikov, Hertrich et al., 1996; Nemtsov, 1998; Nemtsov, 

2002). This points to the need for strong preventive measures, including an anti-

alcohol policy, as an important part of the countries’ health policy. 

 

In the same time, aspirations for democracy, social optimism and hopes for higher 

living standards could also have contributed to a decline of external causes of death 

and suicides in the first years of perestroika. In the years of decline of mortality due to 

external causes, the total mortality rate decreased as well; the improvement in the life 

expectancy of people was notable (Leon, Chenet, Shkolnikov et al., 1997).  

 

Unexpectedly, a sharp increase in external causes of death and in suicide rates 

occurred since 1989 in the Baltic States for both males and females (Gailiene, 

Domanskiene, & Keturakis, 1995; Krumins, 1993; Wasserman & Värnik, 1994; 

Värnik, 1997b, 1997c, 1997a). Dramatically rising trends were also observed in the 

 22



three Slavic republics of the former USSR (Mokhovikov & Donets, 1996; Sartorius, 

1995) and Kazakhstan (Buckley, 1997), where 60% of the inhabitants were Slavs. The 

rise in mortality since 1989 has been explained by the relaxation of anti-alcohol 

restrictions and difficulties in redirecting the market economy, subordinating 

individuals' personal identity and requiring major adjustments to new lifestyles 

(Värnik, Kõlves, Väli, Tooding, & Wasserman, in print). 

 

The falling trend from 1994 can be explained by external factors – stabilisation of the 

socio-political and economic situation, and by psychological factors – the individuals' 

adjustment to change, as well as reforms in psychiatric care, mental health promotion 

and efforts to prevent suicide. An additional hypothesis to explain the falling trend 

could be postulated as following: there is a certain level of stress tolerance to social 

changes that determines suicide rate among individuals. Those, who exceeded this 

border, had already committed suicide by then and the survivors adapted to changes, 

so suicide death became fewer. However, the continuously falling trend, especially 

among males in Estonia and Latvia, needs further investigation.  

 

There is no data available about whether the changes in trends of external causes of 

death in the Baltic countries in recent years could be explained by changes in socio-

economic and socio-political situations, better health service or by other reasons. 

 

The fall in external causes of death in the mid-1980s and rapid increase in the early 

1990s coincided closely with the trends in total mortality rates and influenced life 

expectancy figures remarkably (Statistical Office of Estonia Central Statistical Bureau 

of Latvia Lithuanian Department of Statistics, 1996; Statistical Office of Estonia, 

1998a). A comparison of changes in life expectancy at birth for the male and female 

populations of all the three Baltic countries showed that the overall upward trend in 

life expectancy in the 1980s did not continue in 1990s.  

 

The trend in the early 1990s turned downward for both sexes, but the decline was 

particularly pronounced among men. In 1989, a drop in life expectancy due to all 

external causes of death was 4.6 years for males and 1.7 for females; for 1994, these 

shortfalls were respectively 6.3 and 2.4 years (Krumins & Zvidrins, 1992). By 1994, 

men’s life expectancy had fallen dramatically to the lowest level of the study period in 
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all the three Baltic countries (Statistical Office of Estonia Central Statistical Bureau of 

Latvia Lithuanian Department of Statistics, 1996; Statistical Office of Estonia, 

1998a). The growth of life expectancy began again in 1995 and increased 

considerably between 1995–2004 in Estonia and Latvia (respectively 5.8 and 7.0 

years for males and 5.0 and 3.8 years for females). In Lithuania, the growth of life 

expectancy has been significantly lower – 3.8 years for males and 2.7 for females 

(World Health Organization http://data.euro.who.int/hfadb). 

 

A similar impact on life expectancy due to external causes of death as in the Baltic 

States has been described for Russia – years of growth of life expectancy were closely 

correlated with the decrease in the external causes of death (Leon, Chenet, Shkolnikov 

et al., 1997). 

 

The high proportion of external causes of death has especially influenced the life 

expectancy of males. In 1985–2005, the mean proportion of external causes in 

mortality among males was 18.1% in the Baltic States and 6% in old EU member 

states, the respective numbers for females were 5.2% and 2.7%. The average 

proportion of suicides among external causes of death in the Baltic States in 1970–

2004 was 24.4% for males and 21.3% for females (World Health Organization 

http://data.euro.who.int/hfadb). 

 

6.3. Suicide rates in Estonia by gender and age 

 
According to the data of the World Health Organization, men are more likely to 

commit suicide. However, in most countries in Western Europe (Diekstra, 1993), the 

male-female ratio is roughly 3:1, the situation is exceptional only in China, where 

women commit more suicides than men, the corresponding ratio being 0.8 to 1 

(Bertolote, 2001). In Estonia and other Baltic States, the ratio was 4–5:1, which is 

closer to the Slavic republics of the former USSR (Wasserman, Värnik, & 

Dankowicz, 1998). The suicide curve for women is rather stable, so social and 

economic events are poorly reflected there. The higher number of male suicides in 

general, and on the territory of the former Soviet Union in particular, could be 

explained by the fact that more men than women like alcoholic beverages. It could 

 24



also be explained by the different hypotheses set up in different studies, according to 

which men are more sensitive to changes within the social network. 

 

Traditionally, the probability of committing suicide increases with age. It is also 

known that social ties are lost in the older age groups (Bertolote, 2001). Nowadays, a 

growing tendency of suicide risk has been observed among young people, especially 

aged 15–24 (Cantor, 2000). In Estonia, the main risk group during the entire period of 

observation was middle-aged men (Värnik, 1997b, 1997c; Tooding, Värnik, 

Wasserman 2004). The breakdown of men has its peak at ages 45–54 both in 1998–

2000 and 2005. Suicidal tendencies for women increase with age, the age breakdown 

pattern and figures are similar to worldwide averages. However, the average of 

similar indicators for men is very different from the world level – both regarding the 

high rates and the pattern of age breakdown.  

 

6.3.1. Suicide prevention 

For several reasons, health promotion, including suicide prevention, has had no sound 

basis in post-Soviet countries. The Soviet ideology included the oppression of 

individual integrity and promotion of collectivism. Taking care of oneself was 

considered egoism, and thus rejected.  

 

People were made passive and obedient by totalitarian leadership, and this related to 

medical care as well. Patients admitted to hospitals had no access to the results of 

their examinations, diagnosis and plan of treatment. Doctors made the decisions 

without discussing with patients. Patients were not encouraged to take part in the 

recovery process: their role was passive. Alcohol consumption was state-facilitated 

due to political and economic reasons.  

 

The conditions described above have made it difficult for people to realise now that 

they are responsible for their own health, which is based on their own attitudes, and 

that health is a basic value.  

 

Estonian-Swedish Mental Health and Suicidology Institute (ERSI) has been the focal 

point (appointed by WHO/EURO) of suicide prevention in Estonia since 1993. 

Among other preventive initiatives, ERSI has elaborated a draft of National Suicide 
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Prevention Programme ordered by Estonian Health Insurance Foundation in 2001 

(Wasserman, 2003), which has not been officially launched yet. 

 

Epidemiology of suicide by gender and age helps to conceptualise prevention 

measures by target groups. Different gender and age groups respond differently to 

changes in the society. Middle-aged males have shown to be especially vulnerable to 

changes in transition societies. Studies on the effects of perestroika have shown that 

strict anti-alcohol policy was extremely effective in preventing suicides in former 

USSR, especially in Baltic and Slavic republics (Värnik, Wasserman, Dankowicz et 

al., 1998a, 1998b; Värnik, Wasserman, & Eklund, 1994). WHO-CHOICE study in 

Estonia has considered reduction in alcohol consumption as the most cost-effective 

intervention to reduce alcohol-related harm (Lai, Habicht, Reinap, & Kiivet, 2006).    

 

Besides the regulations in alcohol policy, there is a need to improve the quality of 

diagnosing depression and other mental health disorders in the primary health care, 

which has been proved to be an effective prevention measure (Mann, Apter, 

Bertolote, Beautrais, Currier, Haas et al., 2005). High suicide rates in the Baltic States 

are indicating that national suicide prevention programmes are needed.  
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7. CONCLUSIONS 
 

Classification and registration of external causes of death in the former USSR was 

strictly regulated and considered to be reliable. Despite of some organisational 

changes, the same pattern of classification and registration of causes of death is used 

in the Baltic States today.   

 

The trends of external causes of death and suicide are similar in all three Baltic States, 

perhaps because of the similar social background of the countries. A slight rise in the 

stagnation period was succeeded by a marked fall-rise-fall in the reforms period. 

Social stresses and alcohol consumption could be considered the factors influencing 

the mortality rates and specific fluctuations in trends of external death and suicide. 

However, the constantly falling trend of the last decade, especially among males in 

Estonia and Latvia, needs further investigation. 

 

The male-female ratio for suicides in the Baltic States was high during the study 

period, roughly 4–5:1. The fluctuations of male suicides coincide with social changes 

and state alcohol policy. The suicide curve for women is rather stable, social and 

economic events are poorly reflected there. 

 

Middle-aged males (45–54) had the highest suicide rates by age groups in Estonia in 

1998–2000 and in 2005. Female suicides increased by age. The largest decrease for 

males by the year 2005 occurred in the age group 55–64 (54.1%) and for females in 

age group 35–44 (77.7%). 

 

 27



8. REFERENCES 
 
Bertolote, J. (2001). Suicide in the world: an epidemiological overview, 1959-2000. 

In D. Wasserman (Ed.), Suicide – An unnecessary death (pp. 3–10). London: 
Martin Dunitz. 

Buckley, C. (1997). Suicide in post-soviet Kazakhstan: Role stress, age, and gender. 
Central Asian Survey, 16, 45–52. 

Cantor, C.H. (2000). Suicide in the Western World. In K. Hawton, & K. van 
Heeringen (Eds.), The International Handbook on Suicide and Attempted 
Suicide (pp. 9–28). Chichester, New York, Weinheim, Brisbane, Singapore, 
Toronto: John Wiley & Sons, Ltd. 

Central Statistical Bureau of Latvia. (1997). Demographic yearbook of Latvia 1996: 
Riga. 

Central Statistical Bureau of Latvia. (1998). Demographic yearbook of Latvia 1997: 
Riga. 

Department of Statistics to the Government of the Republic of Lithuania. (1996). 
Causes of Death 1995: Vilnius. 

Department of Statistics to the Government of the Republic of Lithuania. (1997a). 
Causes of Death 1996: Vilnius. 

Department of Statistics to the Government of the Republic of Lithuania. (1997b). 
Demographic yearbook 1996: Vilnius. 

Department of Statistics to the Government of the Republic of Lithuania. (1998). 
Demographic yearbook 1997: Vilnius. 

Diekstra, R.F. (1993). The epidemiology of suicide and parasuicide. Acta Psychiatr 
Scand Suppl, 371, 9–20. 

Gailiene, D., Domanskiene, Y., & Keturakis, Y. (1995). Suicide in Lithuania. Arch 
Suicide Res, 1, 149–158. 

Gaizauskiene, A., & Westerling, R. (1995). A comparison of avoidable mortality in 
Lithuania and Sweden 1971–1990. Int J Epidemiol, 24(6), 1124–1131. 

Goskomstat SSSR. (1975). Kratkaja nomenklatura pritshin smerti IX peresmotra: 
Moskva: Goskomstat SSSR. 

Kaasik, T., Andersson, R., & Horte, L.G. (1998). The effects of political and 
economic transitions on health and safety in Estonia: an Estonian-Swedish 
comparative study. Soc Sci Med, 47(10), 1589–1599. 

Kaasik, T., & Uusküla, L. (2003). Vigastused Eestis. Levimus, tagajärjed ja ennetus 
Tartu, Tallinn: Eesti Tervisekasvatuse Keskus 

Katus, K., & Puur, A. (1997). Mortality development and economic transition: case of 
Estonia Tallinn: Estonian Interuniversitary Population research Centre, RU 
Series B No 5 

Krumins, J., & Zvidrins, P. (1992). Recent mortality trends in the three Baltic 
republics. Popul Stud (Camb), 46(2), 259–273. 

Krumins, J. (1993). Suicide mortality in Latvia: current trends and differentiation. 
1/546, 9–12. 

Lai, T., Habicht, J., Reinap, M., & Kiivet, R. (2006). Kuluefektiivsed sekkumised 
alkoholi tarbimise vähendamiseks Eestis. Eesti Arst, 85(Lisa 8), 35–41. 

Leinsalu, M. (1995). Time trends in cause-specific mortality in Estonia from 1965 to 
1989. Int J Epidemiol, 24(1), 106–113. 

 28



Leon, D.A., Chenet, L., Shkolnikov, V.M., Zakharov, S., Shapiro, J., Rakhmanova, 
G., Vassin, S., & McKee, M. (1997). Huge variation in Russian mortality rates 
1984–94: artefact, alcohol, or what? Lancet, 350(9075), 383–388. 

Mann, J.J., Apter, A., Bertolote, J., Beautrais, A., Currier, D., Haas, A., Hegerl, U., 
Lonnqvist, J., Malone, K., Marusic, A., Mehlum, L., Patton, G., Phillips, M., 
Rutz, W., Rihmer, Z., Schmidtke, A., Shaffer, D., Silverman, M., Takahashi, 
Y., Varnik, A., Wasserman, D., Yip, P., & Hendin, H. (2005). Suicide 
prevention strategies: a systematic review. Jama, 294(16), 2064–2074. 

Mesle, F., Shkolnikov, V., & Vallin, J. (1992). Mortality by cause in the USSR in 
1970–1987: the reconstruction of time series. Eur J Popul, 8(4), 281–308. 

Mesle, F., Shkolnikov, V., Hertrich, V., & Vallin, J. (1996). Tendances resentes de 'a 
mortalite par cause en Russie, 1965–1994 (bilingual French-Russian) Paris: 
INED 

Mokhovikov, A., & Donets, O. (1996). Suicide in the Ukraine: epidemiology, 
knowledge, and attitudes of the population. Crisis, 17(3), 128–134. 

Nemtsov, A.V. (1998) Alcohol-related harm and alcohol consumption in Moscow 
before, during and after a major anti-alcohol campaign. Addiction, 
93(10);1501–10. 

Nemtsov, A.V. (2002) Alcohol-related human losses in Russia in the 1980s and 
1990s. Addiction, 97(11), 1413–25. 

Sartorius, N. (1995). Recent changes in suicide rates in selected eastern European and 
other European countries. Int Psychogeriatr, 7(2), 301–308. 

Shneidman, E. Definition of suicide. New York, NY, John Wiley & Sons, 1985. 
Statistical Office of Estonia Central Statistical Bureau of Latvia Lithuanian 

Department of Statistics. (1996). Demographic data collection of Estonia, 
Latvia and Lithuania: Tallinn. 

Statistical Office of Estonia. (1998a). Demographic data collection of Estonia, Latvia 
and Lithuania 1996: Tallinn. 

Statistical Office of Estonia. (1998b). Population 1997 Part I: Tallinn. 
Statistical Office of Estonia. (1998c). Population 1997 Part II: Tallinn. 
Statistical Office of Estonia. (1998d). Sotsiaaltrendid (Social trends): Tallinn. 
Tooding, L.-M., Värnik, A., & Wasserman, D. (2004) Gender and age-specific 

dynamics of suicides in the Baltic states during the transition period. Trames, 
8, 299–308. 

Tsentralnoje statistitsheskoje upravlenije. (1980). Ukazanija k shifrovke pritshin 
smerti po kratkoi nomenklature, osnovannoi na mezhdunarodnoi 
statistitsheskoi klassifikatsij IX peresmotra (Instructions to use shortened 
classification of causes of death): Moskva. 

United Nations. (1996). Annual Report 1996: Vilnius. 
Värnik, A., Kõlves, K., Väli, M., Tooding, L.-M., & Wasserman, D. Do alcohol 

restrictions reduce suicide mortality? Addiction, (in print). 
Värnik, A. (1991). Suicide in Estonia. Acta Psychiatr Scand, 84(3), 229–232. 
Värnik, A., & Wasserman, D. (1992). Suicides in the former Soviet republics. Acta 

Psychiatr Scand, 86(1), 76–78. 
Värnik, A., Wasserman, D., & Eklund, G. (1994). Suicides in the Baltic countries, 

1968–90. Scand J Soc Med, 22(3), 166–169. 
Värnik, A. (1997a). Suicide in the Baltic Countries and in the former republics of the 

USSR. (p. 169). Stockholm: Karolinska Institute. 
Värnik, A. (1997b). Enesetapud Eestis 1965–1995 (Suicide in Estonia 1965–1995) 

Tallinn: JMR 

 29



Värnik, A. (1997c). Meeste ja naiste suitsiidid Eestis aastail 1970–1994. Eesti Arst, 
76, 260–263. 

Värnik, A., Wasserman, D., Dankowicz, M., & Eklund, G. (1998a). Age-specific 
suicide rates in the Slavic and Baltic regions of the former USSR during 
perestroika, in comparison with 22 European countries. Acta Psychiatr Scand 
Suppl, 394, 20–25. 

Värnik, A., Wasserman, D., Dankowicz, M., & Eklund, G. (1998b). Marked decrease 
in suicide among men and women in the former USSR during perestroika. 
Acta Psychiatr Scand Suppl, 394, 13–19. 

Wasserman, D., & Värnik, A. (1994). Increase in suicide among men in the Baltic 
countries. Lancet, 343(8911), 1504–1505. 

Wasserman, D., Värnik, A., & Eklund, G. (1994). Male suicides and alcohol 
consumption in the former USSR. Acta Psychiatr Scand, 89(5), 306–313. 

Wasserman, D., & Värnik, A. (1998). Reliability of statistics on violent death and 
suicide in the former USSR, 1970–1990. Acta Psychiatr Scand Suppl, 394, 
34–41. 

Wasserman, D., Värnik, A., & Dankowicz, M. (1998). Regional differences in the 
distribution of suicide in the former Soviet Union during perestroika, 1984–
1990. Acta Psychiatr Scand Suppl, 394, 5–12. 

Wasserman, D., Värnik, A., Dankowicz, M., & Eklund, G. (1998). Suicide-preventive 
effects of perestroika in the former USSR: the role of alcohol restriction. Acta 
Psychiatr Scand Suppl, 394, 1–44. 

Wasserman, D., Värnik, A., & Eklund, G. (1998). Female suicides and alcohol 
consumption during perestroika in the former USSR. Acta Psychiatr Scand 
Suppl, 394, 26–33. 

Wasserman, D. (2001). A stress-vulnerability model and the development of the 
suicidal process. In D. Wasserman (Ed.), Suicide – An unnecessary death (pp. 
13–27). London: Martin Dunitz. 

Wasserman, D. (2003). Foreword. In A. Värnik (Ed.), Suicide studies. Estonian-
Swedish Suicidology Institute 10th annyversary collected papers (p. 5). 
Tallinn: Iloprint. 

WHO European Ministerial Conference on Mental Health. (2005). Mental Health 
Declaration for Europe. Helsinki: WHO Department of Mental Health. 

World Health Organization http://data.euro.who.int/hfadb/. European health for all 
database: http://data.euro.who.int/hfadb/. 

World Health Organization. European health for all database: 
http://data.euro.who.int/hfadb/. 

World Health Organization. (1965). Intemational Statistical Classification of 
Diseases, Injuries and Causes of Death. Eighth Revision. Geneva: WHO. 

World Health Organization. (1977). Intemational Statistical Classification of 
Diseases, Injuries and Causes of Death. Ninth Revision. Geneva: WHO. 

World Health Organization. (1992). Intemational Statistical Classification of 
Diseases, Injuries and Causes of Death. Tenth Revision. Geneva: WHO. 

World Health Organization. (1999). HEALTH 21: the health for all policy framework 
for the WHO European Region, European Health for All Series: WHO 
Department of Mental Health. 

 
 
 
 

 30



SUMMARY IN ESTONIAN 
 

 SUITSIID VÄLISPÕHJUSTEST TINGITUD SURMADE 

HULGAS BALTI RIIKIDES 1970–2004 

 
Käesoleva magistritöö eesmärgid olid kirjeldada välispõhjustest tingitud surmade 

klassifitseerimist, kodeerimist ja registreerimist Balti riikides, kirjeldada ja võrrelda 

Baltimaade välispõhjustest tingitud surmade ja suitsiidide trende aastatel 1970–2004 

meestel ja naistel ning vaadelda Eesti suitsiidikordajaid vanusgrupiti vastavalt soole. 

 

Artiklites on kasutatud suremuse üldkordajaid, mis pärinevad Baltimaade 

statistikaametite väljaannetest. Töös esitatud joonised põhinevad Maailma 

Terviseorganisatsiooni (WHO) Tervis Kõigile andmebaasi (WHO Health for All 

Database) andmetele aastate 1981–2004 kohta. Aastate 1970–1980 kohta saadud 

andmed Balti riikide statistikaametite andmebaasidest on standarditud vastavalt WHO 

reeglitele. Informatsioon surma põhjuste klassifitseerimise ja registreerimise 

protseduuri kohta on saadud läbi töö autori ja tema juhendaja isiklike kontaktide 

Eesti, Läti ja Leedu statistikaametite töötajatega (kvalitatiivne analüüs). 

 

Surmade registreerimise ja klassifitseerimise protseduur oli sama kogu Nõukogude 

perioodi vältel ja seda kontrolliti rangelt. Intervjuud vastavate riigiametnikega 

kinnitasid, et vaatamata mõningatele organisatsioonilistele muudatustele on  surmade 

registreerimise korraldus Baltimaades jäänud endiseks. 

 

Uuring näitas, et kõigis kolmes Balti riigis on välispõhjustest tingitud surmade trend 

sarnane, nende hulgas ka suitsiidide trend: kerge tõus alates 1970. aastast kuni 

stagnatsiooniperioodi lõpuni, millele järgnes järsk langus nii välispõhjustest tingitud 

surmade kui suitsiidide kordajates aastatel 1984 kuni 1988. Languse periood ühtis 

esimeste perestroika aastatega. Perestroika reformid sisaldasid ranget alkoholivastast 

poliitikat, millel on Värnik-Wassermani suitsiidiuuringute grupi poolt tõestatud 

kaitsev efekt suitsiidide ja välispõhjustest tingitud surmade vastu. Langusele võisid 

kaasa aidata ka  sotsiaalne optimism, lootus demokratiseerimisele ja kõrgemale 

elatustasemele.  

 31



 

Järsule langusele järgnes ootamatult tõus alates 1989. aastast välispõhjustest tingitud 

surmade trendides kõikides Baltimaades. Tõusu võis tingida alkoholivastaste 

piirangute lõppemine, aga ka ulatuslikud majanduslikud reformid, mis nõudsid 

inimestelt kiiret kohanemisvõimet. 

 

Alates 1994. aastast langevat trendi võib seletada väliste sotsiaalsete teguritega 

(sotsiaal-poliitiline ja majanduslik stabiliseerumine) ja psühholoogiliste teguritega 

(indiviidi kohanemine muutustega), aga ka psühhiaatrilise abi paranemise, vaimse 

tervise edendamise ja suitsiidaalset käitumist ennetavate meetmetega. Järjekindlalt 

langev suitsiidikõver, eelkõige Eesti ja Läti meestel, vajab põhjalikumat uurimist.  

 

WHO andmetel sooritavad kogu maailmas mehed suitsiide sagedamini kui naised. 

Eestis ja teistes Baltimaades oli vaadeldaval perioodil meeste ja naiste suitsiidide suhe 

keskmiselt 4–5:1. Naiste suitsiidikõver on vähe muutuv ja sotsiaal-poliitilised 

sündmused kajastuvad selles nõrgalt. Meeste suitsiidikõver reageerib tundlikult 

sotsiaalsetele muutustele ning seetõttu on meeste ja naiste suitsiidide suhtarvus eri 

perioodidel suured erinevused. 

 

Traditsiooniliselt suureneb suitsiidirisk vanusega, viimastel aastakümnetel on 

Lääneriikides tõusnud noorte suitsiidikordaja, kuid Eestis on suurimaks riskigrupiks 

jätkuvalt keskealised mehed. Käesoleva töö andmed näitasid, et nii  aastatel 1998–

2000 kui ka aastal 2005 olid enim ohustatud 45–54 aastased mehed. Eesti naiste puhul 

tõuseb suitsiidirisk vanusega.  

 

Preventsiooni seisukohalt on oluline parendada depressiooni ja teiste vaimsete häirete 

diagnoosimise ja ravi kvaliteeti esmatasandi arstiabis, mis on tõestatud kui efektiivne 

preventiivne meede lisaks alkoholipoliitika regulatsioonidele. Kõrged 

suitsiidikordajad Balti riikides viitavad riiklike suitsiidide preventsiooni programmide 

vajadusele.  
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In order to be able to interpret behavioral processes, focus needs to be on assessing the causal 
relations stemming from individual and societal factors. In other words, researchers are interested in 
knowing to which extent a phenomenon is related to individual circumstances such as biological, 
psychological and genotype-related causes and to which extent the phenomenon is related to 
environmental factors. The radical social and political changes, which accompanied the dissolution of 
the Soviet Union, have turned Eastern Europe into an area of extensive social experimentation. This is 
turn means that we can assess the impact of environmental factors on human behaviour, including 
those related to health and death rates. 

The social aspect has been convincingly demonstrated in the trends of suicide deaths in the former 
Soviet Union republics, since they are measured in a population of nearly 300 million. Figure 2.9 shows 
a very high suicide death rate in the male population but a drop of nearly 40% during the first three 
years of perestroika. The suicide index for females is 4 to 5 times lower and the perestroika-related 
drop is not particularly marked (18%) (Värnik, 1997a, 1998). 

The well-known sociologist and suicidologist Emile Durkheim (1951) was the first to claim more than 
100 years ago that the number of suicides shows the overall cohesion of society and that the main 
issue is the level of social integration. At the same time, Durkheim found that suicides are provoked by 
both too strong and too weak integration. Later on, researchers have stressed the phenomena of weak 
integration and a poor social network within those societies where the suicide rate is high. 

The Estonian suicide curve moves in harmony with 
social and political flows 

The database of the present report has been constituted according to data from the archives of the 
Statistical Office. The objective of the research is to observe the suicide curve in Estonia during the last 
thirty years, according to the integration level of society. 

The suicide curve in Estonia, 1970–2000 may, due to its shape, be conditionally divided into two 
(Figure 2.10), corresponding to different socio-economic and political periods (Värnik, 1997b, 2000). 
During the first fifteen years of the period under observation, the so-called stagnation era, the index of 
suicides was permanently high and showed a slightly increasing tendency. During the last sixteen 
years, i.e. the period of reforms, which was a series of radical historical events, the suicide curve has 
taken an S-shape. At the same time the average suicide indices of the two periods are almost identical. 
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The stagnation period (1970–1984) was characterised by the isolation of the entire Soviet Union from 
the rest of the world, as well as by strict censorship regarding freedom of expression and freedom to 
publish, by suspicion, double standards and identity crises. The integration of individuals was 
overregulated, resulting in reactions of passive resistance, alcoholism and suicides. Any utilization of 
psychiatric assistance was unpopular. It was taught that suicidal behaviour was a symptom of mental 
disease, whereas the psychological and social reasons for suicide were considered irrelevant. Suicidal 
patients were forcibly incarcerated in psychiatric hospitals under strict medical surveillance. 

The period of reforms started after Gorbachev came to power in 1985. Hope-inspiring political reforms 
occurred in Estonia, including a congress of representatives from creative associations, the events of 
Hirvepark and the Singing Revolution, which created a close and emotional bond amongst Estonians 
and democratically-minded non-ethnic Estonians. The very strict alcohol policy which was implemented 
during the first years of perestroika can also be considered significant. Against the background of those 
events, the suicide index dropped by a quarter both in Estonia and the other Baltic countries. 
Suicidologists call the events which occurred within the Soviet Union the most effective prevention of 
suicides during the past century (Värnik et al., 1998; Wasserman et al., 1994; Wasserman et al., 1998; 
Wasserman, Värnik, 2001).  

The extensive economic reforms which followed these events required the ability to quickly adapt as 
well to reassess past values and lifestyles. The suicide curve shows that many people could not cope 
with these requirements. Since 1989, the number of suicides significantly increased, and reached the 
highest level of the 20th century in 1994, when 614 suicides were registered in Estonia (41 deaths per 
100,000 inhabitants). On the basis of existing observations it may be suggested that the stagnation 
period pushed to suicide those who felt trapped by restrictions to their freedom and by fake moral 
standards. However, in Estonia after the re-establishment of independence, there are other categories 
of people who are unable to cope. These are mainly people in the extreme categories – those who 
learned to be helpless in the Soviet Union, where relations between individuals and the state were 
overregulated, or those who became alcoholics. The other extreme category includes people who take 
unreasonably large risks, as well as those whose expectations of a free Estonia have been 
disappointed. 

During recent years (1995–2000), the suicide curve in Estonia has shown a steady trend downwards 
(Värnik et al., 2001). Various theories could be put forward to explain the reasons for this trend. 
According to the mechanical approach, it might be presumed that the system underwent fluctuation 
after being pushed out of balance, and was now stabilizing at the previous level. It could be concluded 
that the situation in Estonia has stabilized and that the very hard times are over. One cannot overlook 
the fact that psychiatric and psychological assistance is more professional now and is seen as more 
acceptable for those who need it. Suicidology-related knowledge is more widespread – among experts, 
organizations which offer emotional help and the entire population. 

The suicide curve in Estonia is similar to those in the other Baltic countries (Värnik et al., 2000; Värnik 
et al., 2001; Wasserman, Värnik, 1994), in Byelorussia and Russia (WHO Department of Mental Health, 
1999a, b), but is not similar to the general European trend in 1972–1990 (Wasserman et al., 1997). The 
trend also differs from that of our kindred peoples, the Finns and the Hungarians, in 1970–1993 (Värnik, 
1997b). This permits the suggestion that the frequency of suicides is genuinely related to social and 
political circumstances. At the same time, what is happening in society is interpreted and received by 
the individual alone. Consequently the strengthening of mental resistance and the development of 
coping mechanisms are other factors, in parallel to the creation of a more favourable environment, 
which help to prevent suicides. 

Differences in suicide curves for men and women 

According to data from the World Health Organization, men are more likely to commit suicide. The ratio 
of men to women in western European countries is 3:1, on the average. The situation is exceptional 
only in China where women commit more suicides than men, the corresponding ratio being 0.8 to 1 
(Bertolote, 2001). 

The suicide male:female ratio in Estonia is 4–5:1. The suicide curve for women is not very mobile so 
social and economic events are poorly reflected there. The curve for males, however, does react to 
social and political changes, so the male:female ratio exhibits major differences during various periods 
(Figure 2.10). The higher number of male suicides in general, and on the territory of the former Soviet 
Union in particular, could be explained by the fact that more men than women like alcoholic beverages. 
It could also be explained by the different hypotheses set up in different studies, according to which 
men are more sensitive to changes within the social network. 

Differences according to age 

Traditionally the probability of committing suicide increases with age. It is also known that social ties 
loosen in the older age groups (Bertolote, 2001). 

Nowadays a growing tendency of suicide risk has been observed among young people, especially in 
the 15-24 age group (Cantor, 2000).  
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In Estonia, during the entire period under observation, the main risk group has always included middle-
aged men (Värnik, 1997c). The average indicator for 1998–2000, as to the breakdown of men 
according to age in Estonia, has its peak for the 45–54 age group (Figure 2.12). Suicidal tendencies for 
women increase with age, with the pattern and figures for the age breakdown in the separate age 
groups similar to worldwide averages. However, the average of similar indicators for men are very 
different from the world level – both regarding the high rates and the pattern of age breakdown. The 
suicide index for Estonian men within the 45–54 age group is three times higher than the world average 
(Bertolote, 2001). 
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42% of the males committing suicide in Estonia belong to the age groups between 35 and 54. For 
women, those aged 65 and over make up more than a third of female suicides. 

It is difficult to explain the high number of male suicides. From the aspect of social integration, job loss 
or separation from spouse or partner often becomes fatal for this age group – all this often being related 
to alcohol abuse. At the same time, alcoholism and suicidal trends have somewhat similar roots. 
Apparently, one of the reasons is also the fact that in our traditional society men who experience 
internal crises do not consider the seeking of help to be suitable behaviour. It could be said that 
Estonian men prefer to suffocate in their silence. 
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