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ABSTRACT
Objective: The association between violence victimization and suicide attempts in a large representative sample of adolescents from low- and middle-income-countries (LMICs) of multiple continents has never been investigated. Therefore, the aim of the present study was to examine the relationship between being a victim of physical attacks (independent variable) and suicide attempts (dependent variable) in a sample of 117,472 students aged 12-15 years [mean (SD) age 13.8 (0.9) years; girls 49.4%] from thirty-eight LMICs in Africa, the Americas, and Asia. 
Methods: Cross-sectional data from the Global School-based Student Health Survey (GSHS) were analyzed. Self-reported data on past 12-month suicide attempts and exposure to physical attacks were collected. Logistic regression and meta-analysis were conducted. 
Results: The overall prevalence of suicide attempts and physical attacks were 10.1% and 39.4%, respectively. Overall, the results of the meta-analysis based on country-wise estimates adjusted for potential confounders (i.e., age, sex, food insecurity, alcohol consumption, bullying victimization, anxiety-induced sleep problems, low parental support/involvement, loneliness) showed that physical attacks were associated with a 1.71 (95%CI=1.62-1.81) times higher odds for suicide attempt. 
Conclusions: In this large sample of adolescents from multiple LMICs, violence victimization was associated with significantly increased odds of suicide attempts. Future longitudinal studies are required to assess causality, and whether addressing exposure to violence can positively impact on adolescent suicide rates.
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1. INTRODUCTION
Globally, suicide is the second leading cause of death among adolescents and young adults (aged 15-29 years). 1 Importantly, 79% of all global suicides occur in low- and middle-income countries (LMIC), and, on average, one in ten adolescents attempt suicide by the age of 12–15 years. 1 The most important risk factor for completed suicide in the general population is a previous suicide attempt. 2 Suicide attempts have also been shown to be associated with an increased risk for mental health problems, substance misuse, physical health problems and premature death in adulthood. 3–5 Therefore, identifying behavioral risk factors for suicide attempts is important to inform targeted interventions. Indeed, a recent systematic review on this topic concluded that some evidence suggests that suicide prevention programs targeted for specific subgroups can be effective.6 Moreover, the review provides nine suicide prevention categories that could be utilized including: training on coping skills and self-referral, marketing campaigns, gatekeeper trainings, crisis hotlines, postvention programs that guide a community to appropriately respond to suicide to prevent possible contagion, screening programs to identify and refer individuals in distress, provider training in suicide risk assessment and management, targeted mental health interventions, and social/policy interventions that increase access to care or restrict access to lethal means through policies that create a safe environment (e.g., restricting access to firearms).6 

[bookmark: _Hlk48063589]One understudied potential correlate of adolescent suicide attempts is physical violence relating to victimization. Physical violence is defined here as the application of immediate and unlawful physical force. The prevalence of youth violence is high. For example, globally, the fourth leading cause of death in young people is homicide (10–29 years old). 7 Importantly, there are differences in prevalence between countries with the majority of deaths due to homicide occurring in LMICs. 7 Moreover, through violence, many more young people are hospitalized as a consequence of injuries sustained due to violence. It has also been suggested that in addition to death and injuries, mental and/or emotional health problems, disability, and increased health-risk behaviors are key consequences of violence in young people. 8 

[bookmark: _Hlk46741186]Exposure to violence through victimization may increase one’s risk of suicidal behavior through several mechanisms including a decline in self-efficacy and mental well-being, and an increase in psychological stress. 9,10 Moreover, the interpersonal-psychological theory of suicidal behavior 11 proposes that an individual will not die by suicide unless s/he has both the desire to die by suicide (perceived burdensomeness and a sense of low belongingness or social alienation) and the ability to do so (developed a fearlessness of pain, injury, and death). The theory purports that the ability to die by suicide is acquired through a process of repeatedly experiencing painful and otherwise provocative events. Such experience may be acquired through victimization from physical violence.  11 Moreover, victimization may lead to feelings of perceived burdensome and a sense of low belonging or social alienation.A previous systematic review with meta-analyses on the association of exposure to violence with risk of suicide and suicide attempts included twenty-nine articles with 143 730 participants. 12 For victims of any interpersonal violence (IPV), odds ratio (OR) of subsequent suicide attempt was 1.99 (95% CI: 1.73–2.28); for child maltreatment, 2.25 (95% CI: 1.85–2.73); for bullying, 2.39 (95% CI: 1.89–3.01); for dating violence, 1.65 (95% CI: 1.40–1.94); and for community violence, 1.48 (95% CI: 1.16–1.87). Young victims of IPV had an OR for suicide death of 10.57 (95% CI: 4.46–25.07). However, this meta-analysis has one important limitation, that is, all included studies were from high-income-countries (HICs). It is important to study the relationship between physical violence and suicide in LMICs owing to differences in social and political contexts. For example, in some LMICs, research suggests that gender and common mental health problems contribute less to suicidal behaviors.13 Moreover, the majority of suicide attempts and exposure to violence occurs in such settings. 1,7  Some limited literature does exist on this relationship in LMICs. One study examined whether being bullied, fighting, and injury, in terms of frequency and nature, were significantly associated with suicidal behavior among adolescents in Western Pacific Island countries. 14 The study found that being bullied, fighting and injury were significantly associated with suicidal ideation and suicide attempts. 

1.1 Aims of the study
[bookmark: _Hlk38882599]Although these previous studies have advanced the field, to date, no empirical analysis has investigated the association between violence victimization and suicide attempts in a large representative sample of adolescents from multiple LMICs and global regions, while multi-continental studies are lacking. Therefore, the aim of the present study was to examine the relationship between being a victim of physical attacks (exposure) with suicide attempts (outcome) in a sample of 117,472 students aged 12-15 years from 38 LMICs spanning multiple continents.

2. MATERIALS AND METHODS
2.1. The survey
Publicly available data from the Global School Health Survey (GSHS) were analyzed. Details on this survey can be found at http://www.who.int/chp/gshs and http://www.cdc.gov/gshs. Briefly, the GSHS was jointly developed by the WHO and the US Centres for Disease Control and Prevention (CDC), and other UN allies. The core aim of this survey was to assess and quantify risk and protective factors of major non-communicable diseases. The survey draws content from the CDC Youth Risk Behavior Survey (YRBS) for which test-retest reliability has been established. 15 The survey used a standardized two-stage probability sampling design for the selection process within each participating country. For the first stage, schools were selected with probability proportional to size sampling. The second stage involved the random selection of classrooms which included students aged 13-15 years within each selected school. All students in the selected classrooms were eligible to participate in the survey regardless of age. Data collection was performed during one regular class period. The questionnaire was translated into the local language in each country and consisted of multiple-choice response options; students recorded their response on computer scannable sheets. All GSHS surveys were approved, in each country, by both a national government administration (most often the Ministry of Health and/or Education) and an institutional review board or ethics committee. Student privacy was protected through anonymous and voluntary participation, and informed consent was obtained as appropriate from the students, parents and/or school officials. Data were weighted for non-response and probability selection.
	From all publicly available data, we selected all nationally representative datasets from LMICs (based on the World Bank classification at the time of the survey) that included the variables used in the current analysis. If there were more than two datasets from the same country, we chose the most recent dataset. A total of 38 LMICs were included in the current study. The characteristics of each country or survey are provided in Table 1. For the included countries, the survey was conducted between 2009 and 2017.

2.2. Variables
2.2.1. Suicide attempt
Suicide attempt was assessed by the question “During the past 12 months, how many times did you actually attempt suicide?” and was defined as at least one suicide attempt in the past 12 months. 

2.2.2. Physical attack
Students were first provided with the following explanation on physical attacks: “A physical attack occurs when one or more people hit or strike someone, or when one or more people hurt another person with a weapon (such as a stick, knife, or gun). It is not a physical attack when two students of about the same strength or power choose to fight each other. Subsequently, they were asked “During the past 12 months, how many times were you physically attacked?” with answer options 0, 1, 2-3, 4-5, 6-7, 8-9, 10-11, and ≥12 times. Physical attack was defined as having been attacked at least once.

2.2.3. Control variables
The control variables were selected based on their previously reported associations with both the exposure and outcome, and included age, sex, food insecurity, alcohol consumption, bullying victimization, anxiety-induced sleep problems, low parental support/involvement, and loneliness 14,16–22.  Food insecurity was used as a proxy for socioeconomic status as there were no variables on socioeconomic status in the GSHS. Also, anxiety-induced sleep problems were considered a proxy for psychiatric disorders as there were no variables on psychiatric disorders, including depression, in the dataset. Food insecurity was assessed by the question “During the past 30 days, how often did you go hungry because there was not enough food in your home?” Answer options were categorized as ‘never’, ‘rarely/sometimes’, and ‘most of the time/always’. Alcohol consumption was defined as having had one drink containing alcohol for at least one day in the past 30 days. Bullying victimization referred to having been bullied on at least one day in the past 30 days. Anxiety-induced sleep problems was defined as replying ‘most of the time’ or ‘always’ to the question “During the past 12 months, how often have you been so worried about something that you could not sleep at night?” Low parental involvement and support was defined as answering ‘rarely’ or ‘never’ to all of the following three questions: (a) ‘during the past 30 days, how often did your parents or guardians check to see if your homework was done?’; (b) ‘during the past 30 days, how often did your parents or guardians understand your problems and worries?’; and (c) ‘during the past 30 days, how often did your parents or guardians really know what you were doing with your free time?’. 23 Loneliness was defined as having answered ‘most of the time’ or ‘always’ to the question “During the past 12 months, how often have you felt lonely?” 

2.3. Statistical analysis
Statistical analyses were performed with Stata 14.1 (Stata Corp LP, College station, Texas). The analysis was restricted to those aged 12-15 years as most students were within this age range and the exact age outside of this age range was not provided. Using the overall sample, the prevalence of suicide attempts and number of times physically attacked in the past 12 months were calculated. The frequency of physical attacks was categorized as 0, 1, 2-3, and 4 times as the numbers in the extreme categories were small. We conducted logistic regression analysis using country-wise samples to assess the association between physical attacks (exposure) and suicide attempts (outcome) with and without adjustment. The former was adjusted for age, sex, food insecurity, alcohol consumption, bullying victimization, anxiety-induced sleep problems, low parental support/involvement, and loneliness. An overall estimate was obtained by combining the estimates for each country into a meta-analysis with fixed effects. We also calculated the Higgins’s I2  which represents the degree of heterogeneity that is not explained by sampling error with a value of <40% often considered as negligible and 40-60% as moderate heterogeneity. 24 All variables were included in the regression analysis as categorical variables with the exception of age (continuous variable). Sampling weights and the clustered sampling design of the surveys were taken into account. Results from the logistic regression analyses are presented as odds ratios (ORs) with 95% confidence intervals (CIs). The level of statistical significance was set at p<0.05. 

3. Results
[bookmark: _Hlk38878114]A total of 117,472 students aged 12-15 years [mean (SD) age 13.8 (0.9) years; girls 49.4%] were included in the current analysis. The overall prevalence of suicide attempts and physical attacks were 10.1% and 39.4%, respectively, although the prevalence varied widely between countries (Table 1). The prevalence of those who were attacked 1, 2-3, and 4 times in the past 12 months were 15.4%, 13.3%, and 10.7%, respectively. There was a linear increase in the prevalence of suicide attempts by increasing number of times physically attacked in the past 12 months although the prevalence was similar between 1 time and 2-3 times (Figure 1). The prevalence of suicide attempts was only 7.2% among those without violence victimization but this increased to 18% among those who were exposed 4+ times. Figure 2 illustrates the country-wise association between physical attack and suicide attempts estimated by univariable logistic regression. There was a positive association (i.e., OR>1) between physical attack and suicide attempts in all countries with this being statistically significant in the majority of countries. Overall, based on the meta-analysis, physical attacks were associated with a 2.55 (95%CI=2.43-2.68) times higher odds for suicide attempt with a moderate level of heterogeneity being observed (I2=66.5%). After adjustment for age, sex, food insecurity, alcohol consumption, bullying victimization, anxiety-induced sleep problems, low parental support/involvement, and loneliness, the overall estimate was attenuated to 1.71 (95%CI=1.62-1.81; I2=21.0%) (Figure 2).

4. DISCUSSION
In this large sample of adolescents from thirty-eight LMICs, the present study found that the overall prevalence of suicide attempts and physical attacks were high (10.1% and 39.4%, respectively). There was a positive association (i.e., OR>1) between physical attack and suicide attempts in all countries with this being statistically significant in the majority of countries. Overall, after adjustment for a variety of potential confounders, victims of physical attacks had a 1.71 times higher odds for suicide attempts, while in terms of individual countries, the OR was >2 in seven countries, and >3 in one country. 
[bookmark: _Hlk46743102]
As mentioned, the prevalence of suicide attempts in the present sample were high (10.1%) compared to statistics reported for young adolescents from HICs. For example, the reported figure for the US was 6.9%. 25 Moreover, rates of reported physical attacks in the present sample (39.4%) were also high when compared to those of samples of young adolescents from HICs. For example, in the US, the corresponding figure was 20.8%. 26 The high rates of these behaviors observed in LMICs demonstrate an urgent need to address such issues.

[bookmark: _Hlk46743307][bookmark: _Hlk48067395]Taken together, the findings from the present study support the existing literature showing positive associations between violence victimization and suicide attempts in single HICs. 12 Moreover, findings from the present study add to the only LMIC study on this topic 14 by showing that the association exists across most LMICs and regions. Importantly, the overall OR was 1.71, and most countries had ORs which were much higher than one. There were seven countries with OR>2 and one country with OR>3. However, studies using machine learning have produced ORs of 20-30 for suicide attempts 27and have been argued to be of low clinical relevance.28 Such low ORs are likely of low clinical relevance because it means that the majority of people with violence victimization have not attempted suicide (and will not) and many of the people that did attempt suicide (or will go on to) did not experience violence victimization.

Several plausible mechanisms may explain the relationship between physical attacks (i.e., victimization) and suicide attempts among adolescents. First, exposure to violence (victimization or witnessing violence) has been found to be associated with poor overall mental health, 9 which in turn has been shown to be associated with suicidal behavior. 29 Although we had adjusted for anxiety-induced sleep problems, this might not have captured the entire spectrum of mental disorders. Second, victimization has also been shown to be associated with lower levels of self-efficacy 10 and lower levels of emotional self-efficacy have been found to be associated with suicidal behavior. 30 Next, one study found that individuals reporting increased victimization over time during adolescence also reported higher perceived stress levels in emerging adulthood and concluded that violence exposure may disrupt normative adaptation to daily stressors in emerging adulthood. 31 Moreover, higher levels of perceived stress have been found to be associated with suicidal behavior. 32 The relationship between violence victimization and suicide attempts observed in the present study is likely owing to a combination of all the discussed pathways. 

[bookmark: _Hlk46736076][bookmark: _Hlk39564274][bookmark: _Hlk48068012]The large representative sample across multiple LMICs and regions are clear strengths of this study. However, findings from this study must be interpreted in light of its limitations. First, the study is of a cross-sectional nature and it is not known whether exposure to violence precedes suicide attempts or whether suicide attempts precede exposure to violence. For example, those who have attempted suicide are at an increased risk of developing depression 33 and depression is associated with victimization 34. Future studies of a longitudinal nature are required to shed light on the direction of the association. Second, the study was based on adolescents attending school. Thus, the study results may not be generalizable to adolescents who do not attend school. In particular, the percentage of children attending school varies by country, and therefore, the present data may be more representative for some countries in comparison to others. Third, exposure to violence and suicide attempts were assessed using self-reported measures, and this may have introduced reporting biases (e.g., social desirability bias, recall bias). Finally, from the present analyses one cannot tell whether the results are due to the attempters' ideation or their attempts. To overcome this future work may wish to report the relationship between violence victimization and (1) ideation, (2) attempts, and (3) attempts among ideators. 

In conclusion, in this large sample of adolescent from multiple LMICs, violence victimization was associated with a significantly increased risk of suicide attempts. Future studies of longitudinal design are warranted to assess causality, and to assess whether addressing exposure to violence can positively impact on adolescent suicide rates.

Data availability statement: Data used for this analysis is available via https://www.who.int/ncds/surveillance/gshs/datasets/en/

Conflicts of Interest: None declared


REFERENCES

1. 	World Health Organisation. Suicide. Published online 2019. https://www.who.int/news-room/fact-sheets/detail/suicide
2. 	World Health Organisation. Suizidprävention: Suizidprävention: Eine globale Herausforderung. Published online 2014. https://apps.who.int/iris/bitstream/handle/10665/131056/9789241564779-ger.pdf
3. 	Finkelstein Y, Macdonald EM, Hollands S, et al. Long-term outcomes following self-poisoning in adolescents: a population-based cohort study. The Lancet Psychiatry. 2015;2(6):532-539. doi:10.1016/S2215-0366(15)00170-4
4. 	Goldman-Mellor SJ, Caspi A, Harrington H, et al. Suicide Attempt in Young People: A Signal for Long-term Health Care and Social Needs. JAMA Psychiatry. 2014;71(2):119. doi:10.1001/jamapsychiatry.2013.2803
5. 	Mars B, Heron J, Crane C, et al. Clinical and social outcomes of adolescent self harm: population based birth cohort study. BMJ. 2014;349(oct20 5):g5954-g5954. doi:10.1136/bmj.g5954
6. 	Acosta J, Ramchand R, Jaycox LH, Becker A, Eberhart NK. Interventions to Prevent Suicide: A Literature Review to Guide Evaluation of California’s Mental Health Prevention and Early Intervention Initiative. Rand Health Q. 2013;2(4):2.
7. 	World Health Organisation. Global status report on violence prevention 2014. Published online 2014. https://www.who.int/violence_injury_prevention/violence/status_report/2014/en/
8. 	World Health Organisation. Preventing child maltreatment: a guide to taking action and generating evidence. Published online 2006. https://www.who.int/publications-detail/preventing-child-maltreatment-a-guide-to-taking-action-and-generating-evidence
9. 	Stansfeld SA, Rothon C, Das-Munshi J, et al. Exposure to violence and mental health of adolescents: South African Health and Well-being Study. BJPsych Open. 2017;3(5):257-264. doi:10.1192/bjpo.bp.117.004861
10. 	Nygaard E, Johansen VA, Siqveland J, Hussain A, Heir T. Longitudinal Relationship between Self-efficacy and Posttraumatic Stress Symptoms 8 Years after a Violent Assault: An Autoregressive Cross-Lagged Model. Front Psychol. 2017;8:913. doi:10.3389/fpsyg.2017.00913
11. 	Thomas Joiner, Robert O Lawton. Why People Die by Suicide. Harvard University Press; 2005.
12. 	Castellví P, Miranda-Mendizábal A, Parés-Badell O, et al. Exposure to violence, a risk for suicide in youths and young adults. A meta-analysis of longitudinal studies. Acta Psychiatr Scand. 2017;135(3):195-211. doi:10.1111/acps.12679
13. 	McKinnon B, Gariépy G, Sentenac M, Elgar FJ. Adolescent suicidal behaviours in 32 low- and middle-income countries. Bull World Health Organ. 2016;94(5):340-350F. doi:10.2471/BLT.15.163295
14. 	Sharma B, Lee TH, Nam EW. Loneliness, Insomnia and Suicidal Behavior among School-Going Adolescents in Western Pacific Island Countries: Role of Violence and Injury. Int J Environ Res Public Health. 2017;14(7). doi:10.3390/ijerph14070791
15. 	Brener ND, Collins JL, Kann L, Warren CW, Williams BI. Reliability of the Youth Risk Behavior Survey Questionnaire. American Journal of Epidemiology. 1995;141(6):575-580. doi:10.1093/oxfordjournals.aje.a117473
16. 	American Academy of Child and Adolescent Psychiatry. Facts for Families: Bullying. Published online 2016. https://www.aacap.org/AACAP/Families_and_Youth/Facts_for_Families/FFF-Guide/Bullying-080.aspx
17. 	Merrill J, Owens J. Age and attempted suicide. Acta Psychiatr Scand. 1990;82(5):385-388. doi:10.1111/j.1600-0447.1990.tb01407.x
18. 	Freeman A, Mergl R, Kohls E, et al. A cross-national study on gender differences in suicide intent. BMC Psychiatry. 2017;17(1):234. doi:10.1186/s12888-017-1398-8
19. 	Iossi Silva M, Pereira B, Mendonça D, Nunes B, Oliveira W. The Involvement of Girls and Boys with Bullying: An Analysis of Gender Differences. IJERPH. 2013;10(12):6820-6831. doi:10.3390/ijerph10126820
20. 	American Psychological Association. Violence and Socioeconomic Status. Published online 2020. https://www.apa.org/pi/ses/resources/publications/violence
21. 	Pompili M, Serafini G, Innamorati M, et al. Suicidal Behavior and Alcohol Abuse. IJERPH. 2010;7(4):1392-1431. doi:10.3390/ijerph7041392
22. 	Claes L, Luyckx K, Baetens I, Van de Ven M, Witteman C. Bullying and Victimization, Depressive Mood, and Non-Suicidal Self-Injury in Adolescents: The Moderating Role of Parental Support. J Child Fam Stud. 2015;24(11):3363-3371. doi:10.1007/s10826-015-0138-2
23. 	Koyanagi A, Stubbs B, Oh H, et al. Food insecurity (hunger) and suicide attempts among 179,771 adolescents attending school from 9 high-income, 31 middle-income, and 4 low-income countries: A cross-sectional study. Journal of Affective Disorders. 2019;248:91-98. doi:10.1016/j.jad.2019.01.033
24. 	Higgins JPT. Measuring inconsistency in meta-analyses. BMJ. 2003;327(7414):557-560. doi:10.1136/bmj.327.7414.557
25. 	Cash SJ, Bridge JA. Epidemiology of youth suicide and suicidal behavior: Current Opinion in Pediatrics. 2009;21(5):613-619. doi:10.1097/MOP.0b013e32833063e1
26. 	Jing Wang. Bullying among U.S. Adolescents. Published online 2012.
27. 	Simon GE, Johnson E, Lawrence JM, et al. Predicting Suicide Attempts and Suicide Deaths Following Outpatient Visits Using Electronic Health Records. AJP. 2018;175(10):951-960. doi:10.1176/appi.ajp.2018.17101167
28. 	Belsher BE, Smolenski DJ, Pruitt LD, et al. Prediction Models for Suicide Attempts and Deaths: A Systematic Review and Simulation. JAMA Psychiatry. 2019;76(6):642. doi:10.1001/jamapsychiatry.2019.0174
29. 	Roland E. Bullying, depressive symptoms and suicidal thoughts. Educational Research. 2002;44(1):55-67. doi:10.1080/00131880110107351
30. 	Valois RF, Zullig KJ, Hunter AA. Association Between Adolescent Suicide Ideation, Suicide Attempts and Emotional Self-Efficacy. J Child Fam Stud. 2015;24(2):237-248. doi:10.1007/s10826-013-9829-8
31. 	Heinze JE, Stoddard SA, Aiyer SM, Eisman AB, Zimmerman MA. Exposure to Violence during Adolescence as a Predictor of Perceived Stress Trajectories in Emerging Adulthood. J Appl Dev Psychol. 2017;49:31-38. doi:10.1016/j.appdev.2017.01.005
32. 	Rosiek A, Rosiek-Kryszewska A, Leksowski Ł, Leksowski K. Chronic Stress and Suicidal Thinking Among Medical Students. Int J Environ Res Public Health. 2016;13(2):212. doi:10.3390/ijerph13020212
33. 	Fergusson DM, Horwood LJ, Ridder EM, Beautrais AL. Suicidal behaviour in adolescence and subsequent mental health outcomes in young adulthood. Psychol Med. 2005;35(7):983-993. doi:10.1017/S0033291704004167
34. 	Andy Hochstetler, Matt DeLisi, Gloria Jones-Johnson, W, Roy Johnson. The Criminal Victimization–Depression Sequela: Examining the Effects of Violent Victimization on Depression With a Longitudinal Propensity Score Design. Crime and Delinquency. 2010;60(5):785-806.

	Table 1 Sample characteristics and prevalence of suicide attempts and physical attack

	Country
	Na
	Year
	Response 
	Suicide
	Physical

	
	
	
	rate (%)
	attempt (%)
	attack (%)

	Antigua & Barbuda
	1,235
	2009
	67
	12.2
	39.9

	Argentina
	21,528
	2012
	71
	15.9
	24.9

	Bangladesh
	2,753
	2014
	91
	6.9
	62.5

	Belize
	1,600
	2011
	88
	12.0
	28.0

	Benin
	717
	2016
	78
	12.3
	25.5

	Bolivia
	2,804
	2012
	88
	20.1
	34.8

	Costa Rica
	2,265
	2009
	72
	8.0
	14.0

	Dominican Republic
	954
	2016
	63
	16.0
	24.1

	East Timor
	1,631
	2015
	79
	10.0
	41.1

	El Salvador
	1,615
	2013
	88
	12.3
	18.7

	Fiji
	1,537
	2016
	79
	10.3
	34.5

	Ghana
	1,110
	2012
	82
	26.6
	49.4

	Honduras
	1,486
	2012
	79
	17.1
	20.8

	Indonesia
	8,806
	2015
	94
	3.9
	34.3

	Jamaica
	1,061
	2017
	60
	18.7
	27.0

	Kiribati
	1,340
	2011
	85
	30.8
	10.1

	Laos
	1,644
	2015
	70
	5.9
	19.5

	Lebanon
	3,347
	2017
	82
	9.1
	22.0

	Liberia
	541
	2017
	71
	23.9
	57.4

	Malaysia
	16,273
	2012
	89
	7.0
	29.2

	Mauritius
	1,955
	2017
	84
	14.3
	25.7

	Mongolia
	3,707
	2013
	88
	9.5
	30.5

	Mozambique
	668
	2015
	80
	16.8
	36.8

	Myanmar
	2,237
	2016
	86
	8.1
	33.5

	Namibia
	1,936
	2013
	89
	26.2
	41.1

	Nepal
	4,616
	2015
	69
	10.4
	46.0

	Paraguay
	1,972
	2017
	87
	10.3
	15.7

	Peru
	2,359
	2010
	85
	17.1
	37.4

	Philippines
	6,162
	2015
	79
	16.4
	38.5

	Samoa
	2,200
	2011
	79
	60.7
	71.1

	Solomon Islands
	925
	2011
	85
	32.7
	55.5

	Sri Lanka
	2,254
	2016
	89
	6.8
	38.1

	Suriname
	1,453
	2016
	83
	9.4
	23.5

	Tanzania
	2,615
	2014
	87
	11.1
	53.5

	Thailand
	4,132
	2015
	89
	13.9
	29.8

	Tonga
	2,067
	2017
	90
	15.7
	49.2

	Tuvalu
	679
	2013
	90
	9.6
	66.8

	Vanuatu
	1,288
	2016
	57
	24.2
	52.0


a Based on sample aged 12-15 years.


Figure 1 Prevalence of suicide attempt by times physically attacked in the past 12 months
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Figure 1 Country-wise association between physical attack and suicide attempts estimated by univariable logistic regression
Abbreviation: OR Odds ratio; CI Confidence interval
Overall estimate was obtained by meta-analysis with fixed effects
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Figure 2 Country-wise association between physical attack and suicide attempts estimated by multivariable logistic regression
Abbreviation: OR Odds ratio; CI Confidence interval
Models are adjusted for age, sex, food insecurity, alcohol consumption, bullying victimization, anxiety-induced sleep problems, low parental support/involvement, and loneliness.
Overall estimate was obtained by meta-analysis with fixed effects.
Physical attack	
No	1 time	2-3 times	4+ times	7.2	13	13.1	18	
Prevalene of suicide attempt (%)




image2.emf



Overall  (I-squared = 21.0%, p = 0.129)
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Overall  (I-squared = 66.5%, p = 0.000)
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