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Abstract
Purpose  After a steady decline in the incidence of suicide in the last 3 decades of the twentieth century, suicide rates in the 
US and likewise in New York City (NYC) began to rise. A breakdown of the city’s rates by gender reveals that since 2000, 
suicides among men had held steady while the rate among women had increased in every age group, in divergence from the 
national pattern of rising rates in both genders. This study considers a broad range of socioeconomic variables to identify 
those most strongly associated with suicide rates of women in NYC.
Method  Drawing on 4 decades of data from the Census Bureau’s Current Population Survey, the NYC Department of Health 
and Mental Hygiene’s Vital Statistics and the Federal Bureau of Investigation’s Uniform Crime Reporting Program, we use 
an Autoregressive Distributed Lag (ARDL) model to estimate short and long run relationships between suicide rates in 
women aged 15–44 and a range of socioeconomic factors.
Results  We find a positive aggregate association between women’s suicide rates and the unemployment rate, the White 
percentage of the city’s population, the number of forcible rapes reported in the crime statistics, and a negative association 
between suicide and abortion rates.
Conclusions  The results of the study suggest that labor market conditions, rather than societal factors such as marriage or 
fertility rates affect younger women’s suicide rates in NYC. Second, sexual violence against women, found in micro studies 
to have severe long-term negative effects on victims’ mental health is also positively associated with the aggregate suicide 
rate. Finally, higher abortion rates correspond with lower suicide rates at the city level, but the mechanisms behind this 
link are not as clear, since micro studies find little association between unwanted pregnancy termination and mental health.

Keywords  Suicides in women · New York City · Socio economic variables · Cointegration · ARDL

Purpose of the study

The United States is in the midst of a sustained increase in 
suicidal behavior, with rates now reaching a 30 year high, 
24% greater than the level that prevailed at the turn of the 
century. Claiming nearly 45,000 lives in the United States 
annually, suicide is one of the leading causes of prevent-
able death. Most alarming is the lack of evidence pointing 
to a deceleration; the increase in the rate was about 1% per 
year till 2006, and then 2% in the years following [1]. Such 
sustained growth bucks the trend in most OECD countries 
where suicide rates have been falling over this period [2]. 

The two loose exceptions where self-harm rates have gone 
up, namely Great Britain and the Netherlands, still have rates 
that are substantially below those in the US [3].

Underneath the time variation in the aggregate US suicide 
rate, certain demographic patterns persist. While rates have 
been rising for both sexes, men are around three times as 
likely as women to die by suicide, while women are twice as 
likely to make suicide attempts. Whites and Native Ameri-
cans are the most likely groups to commit suicide across 
genders, and suicide rates increase in middle age and are 
quite high among the very elderly [4].

The trend in suicides in New York City (NYC) con-
tains both similarities to and differences from the national 
pattern. First, the temporal pattern in NYC’s aggregate 
suicide rate has broadly mirrored the Nation’s, falling 
through the 1990s and steadily increasing thereafter. Dur-
ing 2000–2007, the average annual increase was 1.7%, and 
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2.3% in the years following [5]. However, NYC has a much 
lower suicide rate being only half of the national average 
(6.3 vs. 13 per 100,000 people) [5]. The lower NYC level 
is not atypical of the country’s largest population centers, 
such as Los Angeles (8.0) and Chicago (6.5) [6, 7].

The most significant NYC departure from the national 
story, however, has been the variance in the suicides 
by gender. Since 2000, rates among NYC women have 
increased in every single age category and by 56% over-
all, while those of men have remained more-or-less the 
same [5]. Stability in the NYC men’s rate is the product 
of an increasing rate among white male New Yorkers (also 
evidenced in this demographic nationwide) offset by their 
declining share of the population. In contrast, the same is 
not true for women, whose suicide rate has increased at 
a rate faster than of women nationwide (56 vs. 45% since 
2000), even with similar mitigating demographic changes. 
National figures over this same period show the trends 
in suicide to be consistent across the genders (with just 
lower absolute numbers for women), suggesting that per-
haps there are forces at play at the city level that are not 
reflected in the national statistics.

Based upon the seminal work of Case and Deaton [8], 
the emergent explanation for the rise in suicidal behavior 
in the US is one of “deaths of despair” among middle-aged, 
working-class Whites, both men and women, with a high 
school diploma or less. A creeping social malaise appears 
to have settled in over this demographic, as evidenced by 
a turn to alcohol, drugs and suicide. In turn these actions 
have collectively managed to increase this cohort’s mortality 
rate since the late 1990s, an unanticipated turnaround given 
the universality of decreasing rates in most of the world. 
Case and Deaton posit that this self-destructive inclination 
is borne of a relative stagnation of economic prospects, vis-
à-vis not just more-educated peers, but contrasted with past 
generations of white Americans of similar educational sta-
tus, who lived more socially grounded lives with greater 
economic security. Such findings of adverse labor market 
outcomes raising the likelihood of suicide abound [9–14].

NYC, with its dynamic economy and a large and diverse 
population stands in stark relief to the deaths-of-despair nar-
rative. More of a symbolic rather than true epicenter of the 
economic crisis, NYC experienced a shorter and shallower 
downturn during the Great Recession than vast swathes of 
the nation [15]. Given the divergence from the national pat-
tern, this study aims to isolate some of the forces that affect 
women’s suicide rates in the city. In keeping with the exist-
ing literature, we expect that changes in demographic, life 
event and economic risk factors, to be at play. We draw on 
4 decades of data from multiple sources to roughly approxi-
mate the changing socioeconomic and cultural milieu of the 
city’s women. To our knowledge, this is the first such epide-
miological study of women’s suicide rates in NYC.

Methodology

Analytical framework

Ecological studies of suicide typically follow Durkheim’s 
classical view that suicide rates in a population reflect levels 
of social integration and social regulation [16]. Social inte-
gration refers to the extent to which individuals feel bonded 
to society through shared beliefs and common goals, while 
social regulation refers to mechanisms that regulate behavior. 
With respect to the former, factors that correlate with greater 
social integration, such as marriage and fertility, should cor-
relate with lower levels of self-harm. With respect to the lat-
ter, Durkheim argued that changes that make social norms 
unstable, such as a rapidly changing socioeconomic role for 
women, could lead to a breakdown of values that limit suicidal 
behavior. A complementary explanation for the role of eco-
nomic variables can be found in the work of Hamermesh and 
Soss [17]. They argue that suicides occur when individuals 
find that their expected lifetime utility (i.e., satisfaction) levels 
fall below their minimum threshold levels required for living. 
From this perspective, better economic prospects lead to fewer 
suicides because expected incomes and consumption levels 
will increase, thereby increasing expected lifetime utility.

Because others have shown that a failure to stratify popula-
tions by gender can lead to biased findings [18, 19], we focus 
only on the behavior of NYC women aged 15–44 to gauge the 
impact of time-varying societal stressors that could lead to 
more suicides. We specifically assess the influence of chang-
ing ethnicity, marriage, fertility, perinatal (fetal and infant) 
deaths, abortions, sexual violence, unemployment and per 
capita income levels on women’s inclination to end their lives.

Data sources

We chose 1973–2014 as the study period because data are 
unavailable for two of the variables in other years. Specifi-
cally, suicide levels by gender in NYC became continuously 
available in 1973 while rapes began to be recorded under 
a new definition after 2014. All data reflect annual values.

The dependent variable of interest in this study is the 
suicide rate (per 100,000) of New York City women aged 
15–44, with the analysis limited to this age cohort because 
suicide levels for older women were unavailable in some 
years. Since many of the reproductive-age pertinent covar-
iates are highly incident in this cohort, and it has experi-
enced the same general trend in suicides as women who 
are older, this data limitation should not be overly restric-
tive in the final analysis [7].

The suicide rate was calculated by dividing the number of 
suicides drawn from the New York City Bureau of Vital Sta-
tistics [20] by the corresponding United States Bureau of Cen-
sus 15–44 female cohort population size. For the 2000–2014 
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period, annual Census Bureau values were obtained from the 
Area Health Resources File [21]. Because annual data were 
unavailable prior to 2000, a cubic spline was used to interpo-
late annual population values for the 1973–1999 period using 
decennial 1970, 1980 and 1990 Census Bureau population 
values reported in NYC Vital Statistics volumes.

To compensate for factors that could influence social 
integration and social regulation, annual measures of eight 
socio-demographic, life event and economic risk variables 
were assembled for the 1973–2014 period. They include 
a measure of the city’s ethnic mix (percent of its female 
population that is white), its marriage and fertility rates, its 
abortion and perinatal death rates, a measure of sexual vio-
lence (forcible rapes reported 10,000 women) and the city’s 
unemployment rate and its per capita income.

To gauge the influence of religious and cultural change 
that may be coded into race/ethnicity in complex ways, the 
percentage of women who were classified as White was 
included as an explanatory variable. This demographic has 
been associated with consistently higher suicide rates among 
women [1]. In addition, changes in a population’s ethnic 
makeup have also been shown to increase suicidal behav-
ior by increasing community fragmentation [22, 23]. Like 
the population data discussed above, annual Census Bureau 
ethnic mix data was obtained either from the Area Health 
Resource File (2000–2014) or interpolated from decennial 
Census values recorded in NYC Vital Statistics (1973–1999).

To assess changes in social norms and family formation 
over the time span under study, we consider both marriage 
and fertility rates as variables of interest. Existing studies 
have found that marriage is an important dimension influ-
encing social integration and regulation, with a demonstra-
ble salutary effect on suicide among men [18, 19]. In con-
trast, how suicidal behavior responds to changing fertility 
levels is not clear a priori as existing studies offer mixed 
evidence; some find that female suicide rates fall with higher 
fertility rates [24, 25], while others find the opposite to be 
true [26, 27] and yet others find that higher fertility rates cor-
relate with lower suicide rates in men but not in women [28].

To measure the possible influence of changing levels of 
family formation, our analysis includes the number of new 
marriages per 1000 NYC residents calculated from NYC 
Vital Statistics source data. A general fertility rate measuring 
the number of live births per 1000 women of broad reproduc-
tive age (namely 15–39) was also calculated using NYC Vital 
Statistics data. Although data limitations precluded calculat-
ing a fertility rate for this study’s age cohort (15–44), their 
rate is likely to closely mirror that employed by this study 
because 15–39 year olds comprise nearly all (> 95%) of total 
pregnancies in NYC (source: NYC Vital Statistics).

Two additional variables we consider that may be pertinent 
for women of broad reproductive age are abortion rates and per-
inatal death rates, also calculated from the NYC Vital Statistics 

data. As with the general fertility rate, the annual measurements 
were divided by the size of female population aged 15–44 to get 
rates per 1000. While perinatal deaths are associated with nega-
tive mental health outcomes [29, 30], abortion’s impact on men-
tal health is unclear. Past studies have reported decidedly mixed 
findings, largely reflecting differences in method and sample. 
However, two comprehensive reviews of the research both 
conclude that the most rigorous studies find little difference in 
mental health risks between women who terminate and those 
who deliver an unplanned pregnancy [31, 32].

Among other variables that may approximate idiosyncratic 
life event forces, sexual violence has well-documented negative 
effects on victims’ mental health, with rape as one of its most trau-
matic forms; large cross-country surveys leave little doubt that sui-
cide ideation and attempts among women correlate strongly with 
the incidence of rape [33, 34]. While issues of under-reporting can 
make rape statistics an unreliable measure of its true prevalence in 
the population, changes in this statistic should broadly correlate 
with changes in the actual number of rapes over time. However, if 
reporting of sexual crimes becomes more socially acceptable and 
common over time, we may see an upward trend in this statistic 
without a true increase in crime. Indeed, research at the national 
level suggests the reporting of sexual crimes did increase over the 
1973–2005 period [35]. However, a subsequent study finds that 
this was far less the case in NYC than in other metropolitan areas 
[36]. In fact, this statistic decreased in NYC for most of this period 
(see Fig. 7) and we include this measure in our list of explanatory 
variables. The data on the annual number of forcible rapes occur-
ring in NYC were drawn from US Department of Justice Uniform 
Crime Reports sources [37, 38]. Annual rape incidence per 10,000 
women was then calculated using Bureau of Census NYC women 
population values recorded in the AHRF or NYC Vital Statistics 
sources described above.

Finally, two measures assessing economic risk, the unemploy-
ment rate and real per capita income, are included as explainers. 
Unemployment not only leads to lowered incomes and family 
financial pressures but also increases social stigmatization when-
ever employment is considered a social norm. While studies have 
found that women’s suicides increase with higher unemployment 
[12, 27, 39], the consensus remains that the link is much stronger 
and often concentrated in working-age males [11, 13, 40]. The 
second economic variable, per capita income, has typically been 
a less reliable macroeconomic aggregate in explaining suicide 
rates. Some studies have found that rising personal income leads 
to fewer suicide deaths [25, 41, 42] while others have identified no 
significant relationship [43]. For the former, annual NYC unem-
ployment rates compiled by the US Bureau of Labor Statistics 
Local Area Unemployment Statistics (LAUS) program were 
obtained from the NY State Department of Labor [44]. For the 
latter, a real inflation adjusted per capita income measure for NYC 
residents was derived by dividing US Bureau of Economic Analy-
sis nominal per capita income values [45] by NY metro consumer 
price index values reported by the US Department of Labor [46].
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Time series estimation method

To identify which, if any, of the demographic, life event 
and economic risk factors influence the propensity for ter-
minating one’s life, a multivariate regression format was 
utilized, with all of the series transformed to logs. Because 
nearly all of the variables in this study exhibit long periods 
of drift either upward or downward, we first tested whether 
they were nonstationary using the Augmented Dickey Fuller 
(ADF) test. Nonstationary variables have means that vary 
over time and if analyzed by ordinary least squares (OLS) 
regression methods would likely generate spurious regres-
sion results. The ADF tests (see Table 1) demonstrate that all 
of the variables, save unemployment, were nonstationary in 
levels but stationary in differences, i.e., were I(1) variables. 
The sole exception, the unemployment rate, was a stationary 
in levels I(0) variable. Since the dependent variable was I(1) 
and the explainers consist of both I(1) and I(0) series, the 
autoregressive distributed lag (ARDL) approach to cointe-
gration was employed to analyze the relation between deaths 
caused by self-inflicted harm and the explanatory variables 
[47]. The following describes the unrestricted error correc-
tion ARDL model estimated for the women’s suicide rate:

In estimating the ARDL model, Schwartz and Akaike 
information criteria were utilized to identify the most 
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parsimonious lag structure that generated error terms that 
were well-behaved (as confirmed by Lagrange multiplier, 
ARCH and Jarque–Bera tests). Once the lag structure was 
determined, a Bounds test of cointegration was conducted 
where the null hypothesis was Ho: all ϴs in the above 
model are zeros. The Bounds test demonstrated that the 
suicide level for NYC women had a long run relationship 
with at least some of the explanatory variables (sample 
F = 4.65 > critical F = 3.9 at the 1% significance level).

Given the finding that the propensity to commit suicide 
and the explanatory factors were cointegrated, the ARDL 
model above was rearranged into a familiar error correction 
model that describes the long run relations between suicide 
and the explainers and how short run changes lead to adjust-
ments around the equilibrium. The long run relationship is 
given by:

while the short run error correction model (ECM) is:

The ECT
t−1 is the lagged error correction term derived 

from the estimated error terms (νt) for the long run relation-
ship Eq. (2), while ϖ shows the speed of adjustment back to 
equilibrium when short run disturbances occur.

Results and discussion

Time series patterns in the data

Figures 1, 2, 3, 4, 5, 6, 7, 8 and 9 present the time series plots 
for the suicide rate for NYC women and the demographic, 
life event and economic variables for the 1973–2014 period. 
During that time, deaths by suicide fell dramatically (− 67%) 
from 1973 to 2000 before starting a slow upward climb. The 
ethnicity and perinatal death measures exhibited somewhat 
similar time trends, both falling markedly prior to 2000, but 
continuing to decline afterward at a much smaller pace. The 
time patterns of the marriage, fertility and abortion levels 
did not, however, correspond closely to the level of sui-
cides, but they did demonstrate somewhat similar behaviors 
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Table 1   Tests for non stationarity of time series aggregates

*Indicates significant at the 5% level
**At the 1% level

Augmented Dickey Fuller (ADF) tests for unit roots

Variable ADF for level ADF for change Test result

Suicides − 2.16 − 8.97** I(1)
White (%) 1.93 − 7.11** I(1)
Marriages − 2.39 − 6.09** I(1)
Live births − 2.41 − 3.99** I(1)
Perinatal deaths − 0.71 − 8.83** I(1)
Abortions 0.10 − 5.20** I(1)
Forcible rapes − 0.18 − 5.58** I(1)
Unemployed − 4.24** − 5.39** I(0)



93Social Psychiatry and Psychiatric Epidemiology (2019) 54:89–98	

1 3

to each other. Marriages peaked in 1986, and then began a 
long decline of some 15 years before starting another more 
modest increase. Fertility spiked between 1980 and 1990, 

increasing 50%, before returning in 1999 to levels that pre-
vailed earlier. Abortions slowly increased from 1973 to 1992 
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before starting a rather large decline that continued through 
2014, while perinatal deaths show a general trend down-
wards, falling till the late 1970s, fluctuating for most of the 
1980s, and falling quite unambiguously after, first at faster 

and then at slower rates. The number of forcible rapes held 
steady between 1973 until 1985 and then declined precipi-
tously (− 80%) until 2009 before starting to increase again. 
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The last two figures (Figs. 8, 9) show that from 1973 onward, 
real per capital income for NYC residents increased fairly 
steadily, interrupted by several periods of excess unem-
ployment. Peaks in unemployment seemed to correspond 
to spikes in suicide, suggesting that labor market conditions 
might be an important determinant of women’s self-harm 
behavior.

Estimation results

Table 2 contains the estimated short and long run effects of 
the error correction model, as well as diagnostic test results. 
The long run results demonstrate that the temporal pattern of 
suicidal behavior in NYC women can be explained by demo-
graphic, life event and economic risk factor changes. The 
suicide rate has been particularly sensitive to changes in the 
ethnic makeup of the city and the abortion rate, while changing 
levels of violence towards women and economic hardship have 
had smaller impacts. None of the other explanatory variables 
evidenced significant effects.

The long run elasticity of suicide with respect to changes 
in the white population was nearly 3, indicating that deaths 
from self-harm decreased by 30% points for every 10% point 
increase in the minority population. With respect to abor-
tion, the unit elasticity value shows that for every 10% point 
increase in pregnancies terminated, suicides declined by a 
comparable magnitude. More modest, yet sizable effects were 
found for forcible rape and unemployment. Their elasticities 

indicate that the suicide rate would increase by 2.5% for every 
10% increase in either factor.

The coefficient (− 0.954) on the error correction term was 
highly significant, confirming the earlier finding of the Bounds 
test that there was a long run relationship between women’s 
suicide and at least some of the explainers. The magnitude 
also demonstrates that it takes just a short time (namely just 
1 year) for the suicide level to return to its long run relative 
level if short-term disturbances push it out of equilibrium. The 
short run effect results also indicate that the only significant 
factor that would cause such a disturbance was a change in the 
unemployment rate in the city.

The main limitations of this study stem from issues of data 
availability. One such limitation arises from the lack of annual 
Census data on NYC’s population, and its age, gender and 
ethnic makeup, for the years prior to 2000. To calculate popu-
lation-adjusted rates of suicide, fertility, infant deaths, abortion 
and marriage formation in those years, this study interpolates 
the missing annual population values using decennial Census 
data. Employing an adjustment that utilizes smoothed interpo-
lated annual population values likely introduces some meas-
urement error but not bias into the study’s findings since the 
former’s year to year changes are uncorrelated with the tem-
poral patterns of the series being adjusted. Another limitation, 
common to many other population studies of mental health 
disorders, arises from the lack of information on other vari-
ables that might have also influenced suicidal behavior in NYC 
women. For example, a lack of data on the increasing use of 
antidepressants in the cohort of interest forces us to leave out 
this important aspect of the problem in the analysis. Similarly, 
whether the AIDS epidemic, felt acutely in New York City 
till the mid-1990s, affected suicide rates and perhaps some of 
the explainers in the model is a question we are also unable to 
explore. However, focusing on New York City’s women, given 
the recent divergence in their suicide rates from men, allows 
us to consider a more complete list of explainers than would 
be available at higher levels of aggregation.

Conclusions

Because changing economic conditions in New York 
City (NYC) fail to correlate with the “deaths of despair” 
explanation, this analysis sought to identify what fac-
tors explained the historical pattern of suicide in younger 
(15–44 years) women. We look at possible contributing 
factors that may collectively approximate the changing 
environment for women in the city and act as stressors on 
this population. Drawing on data from multiple sources 
spanning more than 4 decades, we consider city level 
aggregates such as its marriage, fertility, and abortion 
rates, sexual violence against women as measured by 
reported rapes, as well as economic variables that map 
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the business cycle over time, such as per capita income 
and the unemployment rate. Using a flexible lag structure 
to estimate the temporal relationships, we do find evidence 
of a long run “equilibrium” relationship between suicide 
rates and at least some of explainers considered.

Unsurprisingly, the changing racial makeup had the 
strongest effect on the city’s suicide rate. As the White 
share, i.e., the demographic with the highest rate nation-
wide, has fallen, thus has the overall suicide rate for NYC 
women. The second most influential factor explaining 
changes in suicidal behavior was the abortion level, i.e., 
periods of greater induced terminations led to lower levels 
of self-harm. While micro studies find little evidence of 
differential mental health outcomes between women who 
terminate and carry unplanned pregnancies, our study can-
not be directly compared to those without committing the 
ecological fallacy of projecting aggregate relationships 
onto individual behavior. Whether higher abortion rates act 
as a proxy for higher opportunity costs of bearing children, 
perhaps due to better economic opportunities for women 

in the workplace (which may contribute to lower suicide 
rates), is difficult to assess given the level of aggregation 
in the data. Nevertheless, the 1970 legalization certainly 
reduced the stigma associated with abortion, which could 
have resulted in fewer mental health problems resulting 
from unwanted pregnancies being carried to term.

Interestingly, variables traditionally used to measure the 
degree of social integration, i.e., marriage and fertility rates 
in society, do not appear to have any association with the 
suicide rates among NYC women, a finding that concurs 
with previous cross-country suicide research [28]. How-
ever, worsening economic outcomes, specifically a higher 
unemployment rate, is associated with higher suicide rates 
in this demographic. This positive association between 
unemployment and suicide rates found in many studies to 
be concentrated in men appears valid for women as well, 
which is unsurprising as women continually become more 
integrated into the workforce and bear greater economic 
responsibilities.

Table 2   Error correction model results for the time series behavior of suicides in NYC women

Short run effects: dependent variable = Δsuicidest: *indicates significant at the 5% level and **at the 1% level. The reported short run coeffi-
cients are the sum of current and past effects of each explainer, with the number of current (0) and past (1 or more) lags in parentheses
Long run effects: dependent variable = suicidest: *indicates significant at the 5% level and **at the 1% level

Explainer Coefficient t ratio

Short run effects: dependent variable = Δsuicidest

 Whitest (0) 2.148 1.018
 Marriagest (0) 0.053 0.189
 Live birthst (0) − 0.580 − 1.219
 Perinatal deathst (0) 0.182 0.676
 Abortionst (0–1) 0.256 0.417
 Forcible rapest (0) 0.370 1.576
 Real PC incomet (0) − 0.043 − 0.043
 Unemployedt (0) 0.270* 1.860
 Error correction term − 0.954** − 4.948

Long run effects: dependent variable = suicidest

 Whitest 2.965* 1.888
 Marriagest − 0.325 − 1.179
 Live birthst − 0.0356 − 0.41
 Perinatal deathst − 0.106 − 0.349
 Abortionst − 1.004** − 2.869
 Forcible rapest 0.262* 1.75
 Real PC incomet 0.155 0.17
 Unemployedt 0.249* 2.204
 Constant − 8.435 − 0.742

 Diagnostics Test statistic p value

 Bounds F 4.65** < 0.01
 Serial correlation LM 3.84 0.15
 BPG heteroskedasticity 3.4 0.97
 Jarque–Bera normality 0.59 0.74
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Finally, sexual violence against women, as measured by 
the number of reported rapes in NYC, is positively associ-
ated with the suicide rate in women, a sobering but unsur-
prising finding, given the large number of existing micro 
studies that find long-term negative mental health outcomes 
in survivors of rape.

In conclusion, this study finds that suicides among young 
women in NYC are likely related to an interplay of demo-
graphic, socioeconomic and gender-related forces, which 
opens up more lines of enquiry that merit further explora-
tion. The first could zoom in on county-level data for NYC 
(only available for more recent years) to see if meaningful 
inter-county differentials exist, and ask what risk factors a 
panel data analysis finds to be most strongly associated with 
women’s suicides. The second could take a broader spatial 
perspective and ask whether other large and dynamic city 
centers in the US experienced a similar gender differential 
in their recent suicide trends; if so, if there is a rural–urban 
gap not simply in the total suicide rate (generally known to 
be higher in the former), but in how the gender differential 
in suicides has evolved over time.
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