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Abstract

Introduction: Suicide remains one of the leading causes of death worldwide and has a significant impact on public
health. In Kazakhstan, as in other countries, suicide rates vary depending on age group, gender, and socio-economic
factors. The analysis of data on mortality from self-harm in the age groups 15-19, 20-24, 25-29, 30-34, 35-39 years and 40
years and older reveals the main trends and risk factors.

Aim: To analyze suicide mortality in Kazakhstan in various age groups, to identify gender differences and time trends.

Materials and methods: The study uses data from the Global Burden of Disease, GBD 2021, provided by the Institute
for Health Indicators and Assessment (IHME). The data covers the period 2017-2021 and includes information on mortality
by age group and gender. The analysis was carried out using a comparative statistical method, including an assessment of
absolute mortality rates, the percentage of mortality and the dynamics of changes over the years.

Results: The analysis showed that the highest mortality rate from suicide is observed in the age groups of 25-29 and 30-
34 years, while in younger and older age categories the indicators are lower. Men show significantly higher mortality rates
than women, which is consistent with global data. Time trends show fluctuations in mortality associated with socio-economic
changes and crises.

Conclusions: The highest suicide mortality rate was recorded among the age groups of 25-29 and 30-34 years. Men in
Kazakhstan are significantly more likely to commit suicide than women. Time trends show fluctuations in the death rate, which
requires further monitoring. Comprehensive measures are needed to reduce suicide rates, including the availability of psychological
care and early intervention programs. The continuation of the study is necessary to analyze trends for 2022-2024.
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BeepeHue: CyI/ILJ,VIﬂ 0CTaeTcs OfHOW U3 BeAyWwnx NpuYnH CMEpPTHOCTN BO BCEM MUPE W OKadblBaeT 3HAYUTENbHOE
BNUAHKE Ha 06LLI|eCTBeHH06 300poBbE. B KasaxctaHe, kak u B apyrux CtpaHax, ypoBEeHb CaMoyGMMCTB BapbhpyeTca B
3aBUCMMOCTK OT B03paCTHOI7I rpynnel, nona n counanbHO-3KOHOMUYECKNX CbaKTOpOB. AHanu3 gaHHbIX 0 CMEpPTHOCTU OT

123



Original article Science & Healthcare, 2025 Vol. 27 (1)

cyuumgoB B BO3pacTHbIX rpynnax 15-19, 20-24, 25-29, 30-34, 35-39 net u 40 net u cTapwe noO3BONSET BbISBUTb
OCHOBHbIE TEHEHLMM 1 HaKTOPbI pUCKa.

Llenb: AHanus cmepTHOCTW OT cyuumaoB B KasaxctaHe B pasnuyHbiX BO3pacTHbIX rpynnax, onpefeneHue nonosbix
pasnuuuin 1 BpEMEHHBIX TEHAEHLMIA.

Matepuanbl n metoabl: B uccnemoBaHuM Kcnonb3oBaHbl AaHHble Global Burden of Disease, GBD 2021,
npepoctaenerHble Institute for Health Indicators and Assessment (IHME). [JaHHble oxBaTbiBatoT nepuog 2017-2021 rogos v
BKITIOYAKT MHGOPMALMIO O CMEpTHOCTW MO BO3pacTHbIM rpynnam W mofy. AHanmnW3 npoBOAMMCA C WCMOMb30BaHWEM
CPaBHUTEMNBHOMO CTATUCTUMYECKOrO METOAA, BKMIOYAIOLLEro OLeHKY abComioTHbIX nokasaTenel CMEpPTHOCTW, NPOLEHTHOrO
YPOBHS NETANBLHOCTM W JUHAMUKM U3MEHEHWI NO rofam.

PesynbTatbl: AHanu3 nokasan, YTo HaubOmMbLIWA YpPOBEHb CMEPTHOCTM OT CyuUWAOB HabmioAaeTcsl B BO3PaCTHbIX
rpynnax 25-29 u 30-34 roga, Toraa kak B 6onee MOMoAbIX W CTapLUMX BO3PACTHbIX KAaTEropusiX Nokasartenu Huxe. MyxunHbl
LEMOHCTPUPYIOT 3HauMTENbHO Bonee BbICOKME YPOBHW CMEPTHOCTW MO CPABHEHWIO C XKEHLUWMHAMM, YTO cormacyetcs
MWPOBbIMM  AaHHbIMU. BpemeHHble TpeHObl NOKasbiBalT KonebaHWsi CMEpTHOCTM, CBA3AHHbIE C  COLMAnbHO-
9KOHOMUYECKUMU UBMEHEHUSMU U KpU3camu.

BbiBoAbI: CaMblii BbICOKMIA YPOBEHb CMEPTHOCTY OT CYWULMAOB 3adhKCUPOBaH Cpeam Bo3pacTHbIX rpynn 25-29 n 30-34
roga. MyxunHbl B KasaxctaHe 3HaunTemNbHO Yalle COBEPLUAT CyWnumMa, YeM KeHLUMHbI. BpemeHHble TpeHabl NokasbiBaoT
konebaHus YpOBHSI CMEPTHOCTH, 4TO TpeDyeT JanbHENLLEro MOHMTOPUHTA. [N CHNKEHUS! YPOBHS CyWUMAOB HEODXO4NMbI
KOMMMEKCHble Mepbl, BKMYas [AOCTYMHOCTb MCUXOMOTMYECKOA NOMOWM W MpOrpaMMbl  PaHHEro BMELLATENbCTBa.
Heobxogumo npogomxeHne uccnenoBaHus Ans aHanuaa TeHaeHynn 3a 2022-2024 rogbl.

Knroyeenie crnosa: cyuyud, cmepmHocms, Kazaxcman, 603pacmHbie 2pynnbi, NCUXUYECKOE 300p08kE.
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Kipicne: Cywump — Oykin snemge enimHiH, xeTekwi cebenTepiHiv, Gipi 6onbin kana Oependi XsHe Kofamablk,
LEeHcaynblkka aiTapnbikTai acepiH Turidedi. KasakcraHga, backa enpepaeri CUsiKTbl, Cyuuna AeHredi xac TonTapbiHa,
KbIHbICbIHA XoHE aNeyMETTIK-3KOHOMMKanbIK (hakTopnapra bannaHbiCTbl e3repin oTbipagsl. 15-19, 20-24, 25-29, 30-34,
35-39 xac xoaHe 40 xacTaH ackaH xac TonTapblHAasbl CyuLna KepeceTKILLTEPIH Tangay apKblibl HEriari ypaictep MeH Kayin
(hakTopnapbIH aHblkTayFa MyMKIHAIK alblnagbl.

Makcatbl: KasakCTaHgasbl opTypfi  xac TonTapbiHAA cyvuumaTeH OonfaH  enimai  Tanpay, XbIHbICTBIK
albipMaLLbINbIKTap MEH YakbITTblK TEHAEHUMANAPAbI aHbIKTaY.

Matepuangap meH apictep: 3eptreyae Global Burden of Disease, GBD 2021 pepektepi kongaHbingsl, onapgsl
Institute for Health Indicators and Assessment (IHME) ycbiHraH. Jepektep 2017-2021 xbingap apanbifbiH KaMTUIbI XaHE
oniM KepCeTKILLTepi ac TonTapbl MEH XbiHbICbl OoibIHWa OeniHreH. Tangay canbiCTbipMarbl CTaTUCTUKANbIK a4iCcTepai
KOMZaHy apKblInbl XKypridingi, ofaH eniMHiH, abConOTTIK kepceTKilUTepiH 6aranay, enim LeHrediHiy nanbi3gbik MeswepiH
aHbIKTay XaHe Xblngap OoiibiHWa AMHAMUKaNbIK e3repicTepai Tangay Kipai.

Hatnmxenep: Tangay HaTwxenepi KepCeTKEHAEW, €H, XOofapbl cyuuup gewreri 25-29 xac xeHe 30-34 xac
apanblfbliHaarbl TonTapaa 6akanazbl, an xacecnipiMaep MeH erfe xacTtarbl TonTapaa kepceTkiluTep TeMeH. Ep agamaap
ailenaepre kaparaHda anTapnblkTan Xofapbl Cyuumua AeHreniH kepceTedi, Oyn XanaHoblk AEPEKTEPMEH CaKEC kenepi.
YakbITTblK TPEHOTEP SMNEyMETTIK-3KOHOMMKamNbIK e3repicTep MeH [afaapbicTapra OainaHbICTbl eniMHiH,  aybITKYbIH
kepceTegi.

KopbITbiHAbINap: CynuuareH bonfaH eH, xorapbl eniM 25-29 xaHe 30-34 xac TonTapbiHaa Tipkengi. KasakcraHaa
ep agampapblH, Cyuuna AeHreni smengepre KaparaHga anTapnblkTail KofFapbl. YakbITTblK TPEHATEP eniM AeHTeMiHiH,
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aybITKYbIH KepceTedi, Byn TypakTbl MOHUTOPWHITI KaxeT eTepdi. Cyuumna OeHreiiH TeMeHAEeTY yiliH KelleHi Lapanap,
COHbIH, iLLiHAE NCMXONOTUANbIK KOMEKKE KOIKETIMAINIKTI apTThipy XaHe epTe apanacy barmapnamanapbl kaxeT. 2022—
2024 xbinpapaarbl TeHAeHUMANapabl Tanaay yiliH 3epTTeyai )KansacTbipy Kaxer.

TyliiHdi ce3dep: cyuyuo, enim, KasakcmaH, Xac monmapbl, NCUXUKasbIK OeHcaybIK.
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Introduction

Suicide remains one of the leading causes of mortality
worldwide, exerting a significant impact on public health.
According to the World Health Organization (WHO), more
than 700,000 people die by suicide annually, surpassing the
number of deaths caused by wars and violence [7]. In
recent decades, attention to this issue has increased, as
suicide rates remain consistently high in many countries
despite preventive measures and mental health support
programs [8]. Age groups demonstrate considerable
variability in suicide mortality rates. According to WHO
research, the most vulnerable age categories include young
people aged 15-19, 20-24, 25-29, 30-34, 35-39, and 40
years and older [7]. Each of these groups is affected by
specific risk factors influencing suicide mortality [5, 1].
Among those aged 15-19, the primary causes of suicidal
behavior include mental disorders, peer pressure,
cyberbullying, and family conflicts [7, 20]. Young adults
aged 20-24 face challenges related to job searching,
unstable relationships, and the transition to independent
living [9, 14]. In the 25-29 age group, economic factors,
debt obligations, and workplace-related issues become
more prominent [10, 22]. For individuals aged 30-34,
suicide rates remain high due to a combination of
professional burdens, family responsibilities, and chronic
stressors [11, 24]. Those in the 35-39 age group
experience additional challenges such as health issues,
emotional burnout, and career dissatisfaction [12, 16].
Individuals aged 40 and older often encounter midlife
crises, depression, family problems, and a perceived loss of
life prospects [19, 25]. Suicide rates among the elderly also
remain high, particularly among men over 70 years old [18,
21]. Research indicates that elderly individuals who are
single, suffer from physical illnesses, chronic pain, social
isolation, and the loss of loved ones are at a significantly
higher risk of suicide [18, 26]. Limited access to medical
and psychological care, as well as the stigma surrounding
mental illness, also play a crucial role. Differences in suicide
rates are influenced by a complex interplay of factors,
including socioeconomic conditions, mental health status,
healthcare accessibility, and cultural characteristics [3, 27].
In high-income countries, suicide mortality rates tend to be
higher among men, whereas in low- and middle-income
countries, women are at greater risk of attempting suicide
[7, 28]. Gender differences in suicidal behavior can also be
attributed to the methods used in suicide attempts and
societal expectations imposed on men and women across
different cultures [2, 6].

In  European countries, suicide mortality among
adolescents aged 15-19 varies but remains a significant
concern. For example, in Lithuania, Hungary, and Russia,

suicide rates among young people exceed the regional
average [28]. The primary contributing factors include
mental health disorders, family conflicts, and peer pressure.
Young adults aged 20-24 are also at high risk. In Eastern
European countries such as Poland and the Czech
Republic, suicide rates in this age group are higher than in
Western Europe [30]. The most significant risk factors
include unemployment, social adaptation difficulties, and
depression. The 25-29 age group faces additional
challenges such as economic instability, labor market
fluctuations, and family responsibilities. In countries such as
Finland and Sweden, suicide rates in this age group remain
relatively high [29]. Individuals aged 30-34 in European
countries, particularly those with high-income levels,
experience pressures associated with career advancement,
mortgage obligations, and family commitments. In the Baltic
States (Latvia, Lithuania, Estonia), mortality rates in this
age group are notably high [28]. For those aged 35-39,
suicide rates are particularly high in Eastern European
countries, where social and economic factors such as
unemployment and high alcohol consumption play a
significant role. Finally, individuals aged 40 and older
remain at risk. In Germany, France, and the United
Kingdom, suicide rates in this age group have remained
consistently high, particularly among men. Risk factors
include midlife crises, depression, and chronic illnesses [28,
30].

East Asia, including countries such as China, Japan,
South Korea, North Korea, Mongolia, and Taiwan, exhibits
diverse trends in suicide mortality. According to WHO data
from 2019, the suicide rate in the Southeast Asia region
was 10.2 per 100,000 people, exceeding the global
average of 9.0 per 100,000 [31]. The age structure of
suicides in these countries varies, but certain age groups
show increased vulnerability. In particular, adolescents
and young adults (15-29 years old) are at significant risk.
Contributing  factors include academic pressure,
unemployment, social isolation, and mental disorders [32].
For example, South Korea has a high youth suicide rate,
often linked to intense educational stress and a highly
competitive environment [33]. Among those aged 30-39,
suicide rates remain high, particularly among men.
Causes may include workplace stress, family obligations,
and economic difficulties [34]. In Japan, middle-aged men
frequently experience workplace pressures and societal
expectations, which can lead to suicidal ideation and
actions [35]. After the age of 40, suicide trends vary.
Some countries observe a decline in suicide rates,
whereas others, particularly among the elderly, report
stable or increasing suicide mortality. In South Korea, for
instance, older individuals frequently face poverty and
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social isolation, contributing to high suicide rates in this
demographic [36]. Gender differences also play a crucial
role. In many countries, men die by suicide more often
than women. However, in China, past statistics showed
similar suicide rates among men and women, particularly
in rural areas. In recent years, the gender gap has
widened, with an increase in male suicides in urban areas
[36]. Risk factors for suicidal behavior in the region vary
and include mental disorders such as depression and
anxiety, socioeconomic difficulties, cultural expectations,
and the stigma surrounding mental illness. For example, in
Japan and South Korea, strong societal pressure to
conform to social norms can discourage individuals from
seeking help for mental health issues [33]. Suicide
prevention requires a comprehensive approach that
considers the cultural, social, and economic
characteristics of each country. Improving access to
mental health services, educational programs to raise
awareness of mental disorders, social support for
vulnerable groups, and economic assistance can all
contribute to reducing suicide rates [32]. The present
study aims to analyze suicide mortality rates across
different age groups in Kazakhstan, identifying key trends.
The research utilizes data from international
organizations, scientific studies, and national reports,
providing an objective and comprehensive perspective on
the issue.

Materials and methods

Data Sources and Study Scope

The analysis of suicide mortality prevalence is based on
data from the Global Burden of Disease (GBD) 2021 study,
provided by the Institute for Health Metrics and Evaluation
(HME) [4, 7]. The dataset includes suicide mortality
indicators in Kazakhstan, disaggregated by age groups,
gender, and observation years from 2017 to 2021 [6, 11].

Age Groups and Study Population

The study encompasses the following age categories:
15-19 years; 20-24 years; 25-29 years; 30-34 years; 35—
39 years; 40 years and older [7, 9]. Data are presented
separately for both genders (male and female), as well as in
an aggregated format (combined for both sexes) [6, 13].

Methodology of Analysis

The analysis includes the following key components:
assessment of absolute mortality counts, expressed in
numerical values [4, 10]; determination of percentage
mortality rates for each age group [5, 15]; calculation of
confidence intervals to provide more precise estimations of
data variability [12, 19]; trend analysis across years, based
on available time series data [13, 23].

Statistical Analysis

To evaluate the dynamics of suicide mortality across
various age groups, a comparative analysis was conducted,
including: comparison of mortality rates among different age
groups [14, 22]; identification of gender-specific
predisposition to suicide [15, 17]; detection of temporal
trends (increase or decrease in suicide mortality over the
study period) [16, 18].

Results

Comparison of Suicide Mortality Across Age Groups

The analysis of suicide mortality in Kazakhstan
revealed significant variations among different age
groups. The highest mortality rates were recorded in the
25-29 and 30-34 age groups, whereas younger age
categories (15-19 years) exhibited relatively lower
suicide mortality levels. As age progresses, mortality
rates decline again after 40 years. These disparities may
be attributed to social, economic, and psychological
factors affecting stress levels and access to support
systems at different life stages (Figure 1).

Distribution of suicide deaths by age group in Kazakhstan
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Figure 1. Comparison of mortality rates between age groups.
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Gender Differences in Suicide Mortality

A comparative gender analysis indicated that men
exhibit significantly higher suicide mortality rates than
women. This trend aligns with global data, which suggest

that men are more likely to die by suicide due to various
factors, including social expectations, access to lethal
means, and a lower propensity to seek psychological
assistance (Figure 2).

Suicide mortality by gender in Kazakhstan
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Figure 2. Determining the gender with the highest predisposition to suicide.

Temporal Trends in Suicide Mortality

An analysis of multi-year data revealed fluctuations in
suicide mortality rates over time. Certain age groups
experienced increases in suicide mortality during specific
periods, potentially linked to economic crises, changes in

|

Both

Female

social policies, or other external influences. The most stable
mortality trends were observed among individuals aged 15-
19 years and 40 years and older, whereas age groups
between 25 and 34 years exhibited more pronounced
fluctuations (Figure 3).

Suicide mortality trends by age group in Kazakhstan ‘
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Figure 3. Time trends in mortality.

Discussion

The study results confirm significant variations in
suicide mortality rates depending on age, gender, and
temporal trends [2, 10]. High suicide mortality among young
and middle-aged men necessitates a more detailed
examination of risk factors, including unemployment rates,
access to psychiatric care, alcohol consumption levels, and

cultural attitudes toward mental health issues [5, 12]. A key
aspect of this research is the comparative analysis with
other countries in the region [3, 14]. For instance,
Kazakhstan exhibits trends similar to some Central Asian
countries, yet differs from East Asia, where female suicide
mortality rates tend to be higher than in Kazakhstan [7, 20].
This discrepancy may reflect differences in social support
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systems and cultural norms [9, 26]. The analysis of
temporal trends highlights fluctuations in suicide mortality
across various age groups, emphasizing the need for
continuous monitoring of socioeconomic factors and the
development of effective prevention strategies [8, 21].
Mental health policies should prioritize early identification of
high-risk groups and improving access to specialized
mental health services [6, 28].

Limitations of the study

This study is based on data from 2017 to 2021, as
detailed age-group-specific data for 2022, 2023, and 2024
were not yet available [7, 11]. This limitation restricts the
ability to analyze the most recent suicide mortality trends,
highlighting the need for further research as new data
become available [12, 27].

Conclusions

1. The highest suicide mortality rates are observed in
the 25-29 and 30-34 age groups, highlighting the need for
targeted support measures for this population.

2. Men are significantly more likely to die by suicide
than women, aligning with global trends.

3. The analysis of temporal trends revealed
fluctuations in suicide mortality, emphasizing the necessity
for regular monitoring and adaptive prevention strategies.

4. Comprehensive mental health interventions are
required, including early intervention programs, improved
access to psychological support, and efforts to address
social and economic risk factors.

5. Further research is needed to achieve a more
precise understanding of the socioeconomic factors
influencing suicide rates, as well as comparative studies
with other countries.
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