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Background: Suicidal behaviour is a major contributor to the health burden globally. Non-fatal suicidal behaviour may be
10-40 times more frequent than fatal suicidal behaviour. National responses to this crisis have been variable. This study was
designed to evaluate and compare the effectiveness of a brief Buddy intervention support programme with the World Health
Organization Multisite Intervention Study on Suicidal Behaviours (SUPRE-MISS) programme with regard to a cohort of suicide
attempters.

Method: Six hundred and eighty-eight suicide attempters were recruited into this randomised control study following admission
and stabilisation in two community-based hospitals. They were randomised into either the SUPRE-MISS intervention group
(control) or the Buddy intervention support group (experimental), and followed-up over 18 months. Data were analysed using
SPSS® 19.

Results: Three suicides occurred in the control group and one in the Buddy group. Collectively, 171 further suicide attempts were
recorded during the 18 months, with 103 in the control group and 68 in the Buddy group. Differences between the two groups
were statistically significant.

Conclusion: The Buddy intervention was found to be effective and relevant in reducing suicidal behaviour in the local community.

These findings have practical implications for implementation at primary care level in all communities.
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Introduction

Suicidal behaviour in all its forms (suicidal ideation, plans,
attempts and completed suicide) has become a global health
burden. It has been predicted that the number of suicides will
increase dramatically over the next few years, and that by 2020,
approximately 1.53 million suicides will occur globally per
annum, compared to figure of approximately one million per
year at present.’? It is well known that more people engage in
non-fatal suicidal behaviour, and even more people think about
killing themselves. This type of behaviour could be up to 10-40
times more frequent than that for completed or fatal suicidal
behaviour.? In South Africa, notwithstanding the fact that many
attempted and completed suicides remain unreported, the
official statistics are alarming, with a suicide prevalence rate of
17-25 per 100 000 population, and a suicide to attempted
suicide ratio of 1:20. Suicide accounts for 9.5% of all unnatural
deaths in young people and 11% in adults in the country. The
average age of suicide is 35 years and 20-29 years for suicidal
attempts.*> Recent studies have provided reliable information
that suicidal behaviour is becoming increasingly prevalent in
South Africa in all socio-demographic groups.6-'¢

Hanging, shooting and self-poisoning have emerged as the main
methods used to commit suicide in South Africa'72° Self-
poisoning constitutes the primary method used by patients with
parasuicidal behaviour. This includes the ingestion of harmful
substances, such as paraffin, battery acid or pesticides,?' and the
ingestion of analgesics, benzodiazepines and other prescribed
medicines.?2% A disturbing finding made in several studies was
that a large number of cases of self-poisoning involved common
household medicines and agents that were easily available and
accessible, such as paracetamol, anti-diabetic tablets (such as
glibenclemide), benzodiazepines, methyl salicylate ointment

(commonly referred to as “wintergreen”), paraffin, turpentine,
insecticides and detergents.3?*%

It is generally agreed that because suicidal behaviour is such a
complex, multi-faceted phenomenon and a process with many
interacting  variables, intervention and management
programmes cannot be implemented according to a generalised
philosophy, but should rather be adapted and individualised to
each patient.3?® Consensus has been reached on the core
principles embraced in many currently available clinical
guidelines.>??” A collaborative synergistic approach between
primary care doctors and regional or secondary care has been
recommended in all countries.® Additionally, the concept of
“gatekeeper” training (involving teachers, peers and community
workers), as well as utilisation in suicide prevention has gained
acceptance in Australia, and has the potential for expansion to
other programmes.? Early intervention has also been shown to
be successful in promoting and maintaining a lower risk status
from adolescence to young adulthood.3-32

Since depression is linked to suicidal behaviour, it has been
recommended that any patient with risk factors for depression,
such as chronic disease, abuse and interpersonal conflict, should
be targeted for appropriate and timely treatment.> Many studies
have also recommended intense psychosocial interventions in
patients when family dynamics and interpersonal issues have
been identified.**3® These include issues such as divorce,
separation, partner abuse, child abuse, elderly persons living
alone, substance abuse, a low household income, human
immunodeficiency virus (HIV) diagnosis and disclosure issues.

The Multisite Intervention Study on Suicidal Behaviours
(SUPRE-MISS) programme, a global initiative of the World Health
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Organization (WHO) since 2000 in many developed and
developing countries, has produced promising results, including
an actual reduction in all forms of suicidal behaviour thus far® In
summary, this case-controlled research programme was
conducted in Durban, South Africa; Campinas, Brazil; Colombo, Sri
Lanka; Hanoi, Vietnam; Karaj, Iran and Tallinn, Estonia; and
comprised 500 randomly selected participants from each country.
Suicide attempters seen at emergency departments in these sites
were assigned to one of two modalities; “treatment as usual”
(according to prevailing norms) or “brief intervention for suicide
prevention” (which included a one-hour counselling session by
the caregiver just before discharge and telephonic or personal
contacts with each participant by healthcare workers at nine
specified time points following discharge viz. weeks 1, 2, 4, 7 and
11, and months 4, 6, 12 and 18. If the patient needed further
support, this was facilitated immediately. Two of the 1 168 suicide
attempters committed suicide in the brief intervention
programme, while 20 of 1 117 participants in the “treatment as
usual”arm committed suicide. This study underscores the benefits
that could result from a simple intervention programme, and is the
first longitudinal randomised controlled trial to evaluate a suicide
prevention intervention with completed suicide as an outcome.

Several studies have demonstrated that the Buddy intervention
support system is a simple and cost-effective addition to group
treatment programmes.®=*2 The Ask, Care, Escort (ACE) suicide
programme, developed for the USA army, incorporates the concept
of a “buddy” in its implementation. In this programme, at-risk
soldiers were identified by a colleague, who then volunteered to
support the friend in need and facilitated urgent professional help
when the need arose. This intervention has enjoyed enormous
success in the USA, and recently won a best practice award in the
suicide prevention category? A number of studies have
commented positively on the effectiveness of brief interventions in
a number of clinical settings, such as alcoholism and suicide.**~*°

The current study was designed to evaluate and compare the
effect of a simple brief Buddy intervention support programme
with the WHO SUPRE-MISS programme on suicidal behaviourin a
group of suicide attempters in Durban, South Africa.

Method

This randomised control clinical intervention study was designed
within an epidemiological framework and comprised analytical
and descriptive elements. The framework therein used was
adapted from the WHO SUPRE-MISS study.?#¢ The study was
conducted at two state-funded community-based hospitals in the
south of Durban, KwaZulu-Natal. Adult patients aged 18 years and
older and treated in the emergency units or admitted to the
short- or long-stay wards in either hospital following a suicide
attempt during the study period September 2007- March 2010,
formed the study population. Six hundred and eighty-eight such
patients were recruited to form the study sample as soon as their
medical condition had stabilised. The calculation of the sample
size was based on statistical advice by the consulting biostatistician.
Following informed consent, participants were randomised simply
by the researcher into either the control group (equivalent to the
WHO SUPRE-MISS intervention)* or the Buddy group, until 344
participants were recruited into each arm of the study. In order to
minimise allocation bias, the process of randomisation involved
computerised allocation of consecutive participants following
informed consent into either arm, and blinding of the participants.
Participants were informed 24 hours later of placement into either
arm. Participants in the control and Buddy groups were subject to
a one-hour session of individual counselling and information
sharing as close to the time of discharge as possible, aimed at

educating the participants on suicide, as well as improving their
awareness of available resources should they need medical,
psychological or social welfare support. Participants in the control
group were followed-up by either the lead researcher or the
trained qualified research assistant. This counselling was similar to
that conducted in the experimental arm of the SUPRE-MISS study,
and included individual psychotherapy, as well as the completion
of information gaps. Those in the Buddy group were supported by
participant-nominated persons called “buddies’, who were
empowered to provide basic counselling and facilitate specialised
referral if required.“Buddies” were trained by the lead researcher in
three workshops, each lasting four hours. Training included aspects
such as suicide information sharing, feedback, management of
challenges, coping skills, counselling strategies and information
on how to facilitate referral for further care or support, if needed.
Additional sessions (personalised or group) were conducted
depending on needs and feedback from the “buddies”.

Baseline demographic details and data relating to the suicide
attempt were acquired via the WHO SUPRE-MISS validated
guestionnaire,* administered by the researcher. Participants were
followed-up longitudinally at nine set time points, similar to those
followed in the SUPRE-MISS study (weeks 1, 2, 4, 7 and 11 and
months 4, 6, 12 and 18) by either the researcher (control group) or
the “buddy” (Buddy group) over 18 months. During each contact,
participants were asked standardised questions which were
identical to those used in the WHO SUPRE-MISS studies.* These
questions related to perceived personal well-being, further
suicidal attempts and need for medical or specialist assistance.
Random checks were conducted by the research team to confirm
regular “buddy” support and also to authenticate the answers
given by the “buddies” in the Buddy group to the research team.

Data were captured using the Statistical Software Package for the
Social Sciences® version 19. Baseline and demographic variables
were compared between the two groups using chi-square tests if
the variables were categorical, and Mann-Whitney U tests when the
variables were measured and not normally distributed. The effect of
the intervention was assessed by firstly comparing whether or not
there had been any further suicide attempts at each time point
between the two groups. This was carried out using chi-square tests.
A longitudinal analysis of the effect of the intervention involved
calculating the incidence rates of suicide attempts per group
together with 95% confidence intervals (Cls). This was calculated as
number of attempts per 1 000 weeks of follow-up. A crude rate ratio
was calculated and a p-value obtained using a chi-square test for a
comparison of the rates. The effect of the intervention over time on
whether any further suicide attempts could be predicted within the
study period was tested using logistic regression modelling. Time
and the treatment group were used as independent variables in
the model. The effect of the intervention on the number of suicide
attempts was modelled using a negative binomial model since the
count data followed a Poisson distribution, but with significant
over-dispersion because of many zero values. Binary logistic
regression was used for the outcome of well-being, using a
dichotomous variable of “feel good” or “feel bad” Gender was
controlled in this model, as well as treatment group and time.

Ethical approval to conduct the study was granted by the
University of KwaZulu-Natal (HSS/018/06D), and permission
given by the managers of both the local hospitals. The study was
also endorsed by a written communication from the WHO.

Results
The socio-demographic profile of the participants in both groups
is presented in Table 1.
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Table 1: Socio-demographic profile of the participants

Variables Control group (N = 344) Buddy group (N = 344)
Males (n =94) Females (n = 250) Males (n =78) Females (n = 266)

n % n % n % n %
Race
Black 24 7.0 68 19.8 9 26 59 17.2
Coloured 9 2.6 27 7.9 16 4.6 54 15.7
Indian 52 15.1 137 39.8 49 14.2 138 40.1
White 9 2.6 18 52 4 1.2 14 4.1
Did not answer 0 0.0 0 0.0 0 0.0 1 0.3
Age (years)
<20 1 3.2 83 24.1 15 43 87 253
20-29 47 13.7 88 25.6 38 1.1 84 245
30-39 22 6.4 37 10.7 16 4.6 50 14.5
40-49 10 29 27 7.8 7 2.0 31 9.0
50-59 3 0.9 11 32 2 0.6 13 38
> 60 1 0.3 3 0.9 0 0.0 1 0.3
Did not answer 0 0.0 1 03 0 0.0 0 0.0

Marital status

Single 61 17.7 163 474 52 15.1 174 50.6
Married 21 6.1 62 18.0 21 6.1 73 21.2
Widowed 4 1.2 4 1.2 0 0.0 4 1.2
Divorced or separated 8 23 21 6.1 5 14 15 44
Family type

Extended 13 338 27 7.8 8 23 33 9.6
Nuclear 70 203 198 57.6 64 18.6 214 62.2
Living alone 7 20 9 2.6 4 12 7 2.0
Other 4 1.2 15 4.4 2 0.6 12 35

Did not answer 0 0.0 1 03 0 0.0 0 0.0
Occupation

Student 9 2.6 74 215 18 5.2 83 24.1
Housewife 0 0.0 9 26 0 0.0 7 2.0
Unemployed 31 9.0 66 19.2 17 4.9 70 204
Labourer 15 44 28 8.1 16 4.7 20 5.8
Skilled worker 27 79 29 84 17 49 28 8.1

Office or business 7 2.0 34 9.9 6 1.8 44 12.8
Other 5 1.5 10 29 4 1.2 14 4.1

Education

Nil 2 06 12 35 2 06 4 1.2
Primary 52 15.1 160 46.5 55 16.0 170 49.4
Secondary 19 5.5 45 13.1 11 3.2 58 16.8
University 3 0.9 6 1.7 2 0.6 4 12
Other 18 5.2 27 7.9 7 2.0 29 84
Did not answer 0 0.0 0 0.0 1 0.3 1 0.3

Income perannum

<R30000 69 20.1 236 68.6 58 16.9 235 68.3
R30 000-70 000 19 5.5 13 3.8 12 35 23 6.7
> R70 000 5 14 0 0.0 7 2.0 7 2.0
Did not answer 1 0.3 1 03 1 0.3 1 0.3
Religion

Christian 57 16.6 183 53.2 45 131 185 53.8
Hindu 26 7.6 43 12.5 23 6.7 55 16.0
Islam 6 1.7 17 49 5 14 15 44
Other 5 15 6 1.7 5 14 10 29

Did not answer 0 0.0 1 03 0 0.0 1 0.3




S Afr Fam Pract 2014;56(5):1-8

Eligible participants
(n=690)

Refusals
(n=2)

Enrolment
(n=688)
Randomlsatlon
Control Buddy
(n =344) (n=344)
Follow-up and analysis ¢

Deaths (n=4)
Withdrew (n=1)

Deaths (n =3)
Withdrew (n=1)
Lost to follow-up

Lost to follow-up
(n=9) (n=12)

18-month survivors 18-month survivors
(n=330) (n=329)

Figure 1: Flow chart of the participants in the randomised interventions

Indian participants in both groups constituted the majority
(54.7%), followed by blacks (23.3%), coloureds (15.4%) and whites
(6.5%). Gender analysis per race group reflected more females
than males. The majority of suicide attempters were female, of a
younger age i.e. < 40 years, unemployed, included students,
those in the lower income category, with the highest education
level being primary education, and belonging to the Christian
religion. Chi-square tests did not demonstrate any statistically
significant differences between the groups for all of the socio-
demographic parameters measured (not shown in Table 1).

An analysis of participants lost to follow-up since the start of the
intervention in each group included those who had voluntarily
withdrawn from the study and those who could not be contacted
by the researcher. These data are presented in Figure 1.

Ten participants in the control group and 13 in the Buddy group
were lost to follow-up, including those who withdrew, as the study
progressed. A total of 330 contactable survivors in the control

group and 329 in the buddy group were recorded. Losses due to
deaths from all causes were also analysed at each time point in the
study. In total, there were seven deaths. All four deaths in the
control group took place in week 1 following commencement of
the intervention; three of them were due to suicide and one to
natural causes. There were three deaths overall in the Buddy
group; one due to suicide in week 11, one natural death (cancer) in
the sixth month, and one death following a motor vehicle accident
in month 18. The causes of all of the unnatural deaths in both the
groups were confirmed by autopsy reports.

Further suicide attempts by the participants in both groups are
presented in Table 2. The number of attempts was also recorded
at each contact time point for the participants in each group, and
the cumulative data collated and recorded for each group.

In total, 155 participants reported further suicidal attempts in the
18-month period following the intervention in both groups.
Ninety-seven (3.2%) were recorded in the control group,
compared to 58 (1.9%) in the Buddy group (Table 2). There was a
statistically significant reduction in further attempted suicides in
the Buddy group compared to those in the control group
(p=0.049 at week 1 and p=0.070 at six months). The p-values
obtained are not shown in Table 2. The incidence rate and 95% Cl
for the suicide attempters, defined as the number of
attempters/persons per 1 000 units of person weeks, were
calculated for each of the two groups (control and Buddy), and
are presented in Table 3.

The calculated incidence rate was lower for the Buddy group
(2.22) compared to that in the control group (3.73). This difference
between the two groups was found to be statistically significant
(p=0.001).

The crude incidence rate ratio for attempted suicides between
the two groups was also calculated and was found to be 0.595.
The Buddy intervention was shown to be 40.5% protective
against attempting suicide.

There were 171 further suicide attempts (103 in the control group
and 68 in the Buddy group) by 155 attempters in both groups in
the 18-month follow-up period following commencement of the

Table 2: Further suicidal attempts in the control and Buddy groups over 18 months

Groups Further suicide attempts? Total
No Yes
Control Count 2899 97 2996
% within group 9.8 32 100.0
Buddy Count 2948 58 3006
% within group 98.1 1.9 100.0
Total Count 5847 155 6002
% within group 97.4 2.6 100.0

Table 3: Incidence rates for participants attempting suicide in the control and Buddy groups calculated at 18 months

Groups Suicide attempters (number) Time of follow-up (weeks) Incidence rate 95% Cl

Control 97 25979 3.73 2.99-4.48
Buddy 58 26 068 2.22 1.65-2.80
Overall (total) 155 52047 298 2.51-3.45
Rate difference* - - 151 0.57-2.45

Cl: confidence interval
*p<0.001
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intervention (Table 4). The incidence rates (95% Cl) for the number
of attempts by the participants in the two intervention groups
were also calculated. This was defined as the number of attempts
per 1 000 units of person weeks. These are shown in Table 4. There
was a significant rate difference between the Buddy and the
control groups (p=0.004).

The crude incidence risk rate ratio for further suicidal attempts
between the two groups was calculated and found to be 0.66
(p=0.027), showing the Buddy intervention to be protective
against further attempts by 34% (not shown in Table 4).

Using a logistical regression model technique to assess the
extent of the protective effect of the Buddy intervention, the
odds ratio for further attempts within the Buddy group,
compared to the control group, was calculated to be 0.562 (95%
Cl: 0.373-0.848). This was found to be statistically significant
(p=0.006), and further demonstrated the protective effect of
the Buddy intervention against further attempts. The “buddy”
effect was then assessed for its predictive value in remaining
protective as the programme progressed longitudinally over
18 months. This effect was not proven (p=0.486 and p=0.323)
(Tables 5 and 6).

The methodology of binary logistic regression, using a generalised
linear model with logit link, was employed to assess the effect of
the two interventions on the mental and physical well-being of

Table 4: Incidence rates for suicide attempts by participants in the control

the participants. Time point, gender and group were independent
variables (Tables 7 and 8).The dependent variable was “feel good”
or“feel bad” where the outcome was dichotomised into 1-2 (bad)
and 3-5 (good). The categorical variable information is shown in
Table 7. Responses to the question: “How do you feel?” at each of
the nine follow-up contacts were totalled and the collective
responses are shown in Table 7. There were 6 004 responses for
each of the variables studied viz. sex, group and responses to the
question being asked on well-being.

As shown in Table 8, the Buddy intervention was not significantly
protective for the assessed outcome viz. “feeling bad” (p =0.945).
The odds ratio for time was 0.748 (95% Cl: 0.726-0.771).
Participants were less likely to feel bad as time progressed. This
was statistically significant (p < 0.001). Females were 1.65 times
more likely than males to feel bad as time progressed (p < 0.001).

Discussion

This is probably the first study worldwide to have compared the
impact of the WHO SUPRE-MISS brief intervention with that of
the Buddy intervention programme for the prevention of suicide
behaviour. An assessment of further suicidal behaviour, either in
the form of completed suicides or further suicidal attempts by
participants; and perceived mental or physical well-being,
measured longitudinally at nine specified time points following
commencement of the brief intervention; were the main
outcomes measured in each of the two interventions in the

and Buddy groups (at 18 months follow-up)

Group Suicide attempts (number) Time of follow-up (weeks) Incidence rate 95% Cl

Control 103 25979 3.96 3.20-4.73
Buddy 68 26 068 261 1.99-3.23
Overall (total) 171 52047 329 2.79-3.78
Rate difference* - - 1.35 0.37-2.34

Cl: confidence interval
*p=0.004

Table 5: Assessment of the effect of the Buddy intervention in predicting further attempts longitudinally over 18 months

Parameter Hypothesis test OR 95% Wald Cl for OR
Wald X2 df p Lower Upper
Intercept 263.129 1 <0.001 0.029 0.019 0.045
Group 2 (Buddy) 7.536 1 0.006 0.562 0373 0.848
Group 1 (Control) _ _ _ 1 _ _
Time (scale) 0.485 1 0.486 1.025 0.957 1.097

Cl: confidence interval, OR: odds ratio, X% chi-square
Dependent variable: If “yes", any further suicide attempts?
Model: Intercept, group and time

Table 6: Assessment of the effect of the Buddy intervention on predicting

further suicidal attempts over 18 months

Parameter Hypothesis test OR 95% Wald Cl for OR
Wald X? df P Lower Upper

Intercept 259.486 1 <0.001 0.028 0.018 0.043

Group 2 (Buddy) 4.920 1 0.027 0.630 0.419 0.948

Group 1 (Control)

Time (scale) (negative binomial) 0.975 1 0323 1.038 0.964 1.119

Cl: confidence interval, OR: odds ratio, X% chi-square
Dependent variable: Specify number of attempts
Model: Intercept, group and time
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Table 7: Effect of the two interventions (control and Buddy) on the
well-being of the participants

Dependent variable n %
“Feel good” 4281 71.30
“Feel bad” 1723 28.70
Total 6004 100.00
Group

Buddy 3002 50.00
Control 3002 50.00
Total 6 004 100.00
Sex

Female 4511 75.10
Male 1493 24.90
Total 6004 100.00

current study. The Buddy intervention was shown to be more
effective in reducing the number of further suicide attempts in
the study cohort during the 18-month study period. This
reduction was shown to be statistically significant, but this
apparent protective effect using logistic regression modelling
could not be predicted longitudinally over time during the
18-month study period. Several studies have commented on the
effectiveness of Buddy interventions,*-* with one suggesting
that the impact of Buddy support would be greater if participants
were guided in choosing their “buddies”*!

Indians comprised the majority of the study cohort in both the
control and Buddy groups, followed by blacks, coloureds and
whites. Based on the last census count carried out in 2001,* it
was estimated that at least 3.3 million people were resident in
Durban, and the local population was made up of blacks who
constituted the majority (69%), followed by Indians (19.9%),
whites (8.98%) and coloureds (2.82%). Sixty-eight per cent of
the local population were in the working age group, and 38%
were younger than 19 years of age. Females were slightly in the
majority (51.94%). The average household income was reported
to be R44 391 per annum, and annual per capita income was
given as R8 726. The majority of people spoke isiZulu, while
English was the first language for the remainder. Christianity
was the predominant religion, followed by Islam and Hinduism.
Therefore, caution must be exercised when interpreting the
socio-demographic characteristics of the study cohort,

considering that certain race groups were highly concentrated
in the vicinity of both the community-based hospitals where the
samples were recruited. Interestingly, the high numbers of
blacks in this study (n = 127) mirrored the increased observed
prevalence of this race group in a similar geographical context
by other local studies.?** Female attempters outnumbered male
attempters in all race groups in the ratio 3:1. Similar findings
relating to these and other socio-economic characteristics have
emerged from other studies.>*

The greater reduction in suicidal behaviour outcomes in the
Buddy group, compared to the control group, may have been
influenced by a number of factors, such as the opportunity of
choosing their “buddies” being given to these groups, and the
empowerment of all these “buddies” with the necessary
counselling and care skills. Similar comments have been made in
several other studies.**

South Africa has undergone a tremendous change since the
abolition of apartheid and the advent of a new democracy in
1994, It is still undergoing socio-political and economic changes,
and is considered to be in a state in transition.> Therefore, there are
many challenges, such as unemployment, high crime rates, social
insecurity, unmatched expectations with respect to academic and
personal development, psycho-social sequelae following HIV
diagnosis, acculturation and deculturation, and family and
interpersonal difficulties.® These factors have the potential to
precipitate and increase stress levels in vulnerable individuals with
poor coping skills, and may therefore contribute to an escalation
in suicidal behaviour. Our study showed that the protective effects
of the Buddy intervention programme were limited to reducing
further suicidal behaviour only within the study period of
18 months. Several studies have commented that brief
interventions lasting less than 18 months are less effective than
those conducted over a more protracted period.*~* Therefore, it is
suggested that future programmes designed to alleviate the
burden imposed by suicidal behaviour should be conducted on a
wider and more sustained scale and be tested to confirm their
effectiveness over a longer period.

Limitations of the study

The study population may have been grossly under-represented
for many reasons. The study excluded suicide attempters who
may have been treated by local general practitioners and private
hospitals only. Other suicide attempters may not have accessed
any healthcare facility because of the risk of stigmatisation. Also,

Table 8: Effect of the Buddy intervention on mental and physical well-being using a logistic regression model

Parameter B SE 95% Wald CI Hypothesis test OR 95% Wald ClI for
Buddy exposure
Lower Upper X2 df p Lower Upper
Intercept 0.124 0.1313 -134 0.381 0.899 1 0.346 1.132 0.875 1.464
Group 2 (Buddy) -0.057 0.1096 -272 0.158 0.269 1 0.604 0.945 0.762 1171
Group 1 (Control) 0* - - _ _ - - 1 - -
Time - 0.015 -321 -261 357.33 1 <0.001 0.748 0.726 0.771
0.291 4 0
PID-22=2 0.501 0.1293 0.247 0.754 14.979 1 <0.001 1.650 1.280 2.126
PID-2.2=1 0% _ _ _ _ _ _ 1 _ _
(scale) 1

f: beta (log odds ratio), CI: confidence interval, OR: odds ratio, SE: standard error, X*: chi-square

Dependent variable: Feel dichotomous
Model: Intercept, group, time and PID-2. PiD-2.2 = 2 (females); PID-2.2 = 1 (male)
*: Set to zero because this parameter is redundant
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many children and youth (< 18 years) were omitted from this
study because of informed consent issues. Several participants
were lost to follow-up because of voluntary withdrawal from the
study and non-traceability. The study was conducted in two
suburbs of Durban where the resident population is dominated
by certain racial groupings. These issues could have skewed our
data. Hence, it may be difficult to generalise the effects of the
interventions to other communities and other geographical areas
within and beyond Durban.

Conclusion

The study has confirmed findings made by other studies that the
Buddy intervention programme is effective in reducing
the suicidal behaviour burden within study populations, and
has the potential to yield greater benefits if implemented on a
wider and more sustained scale at primary care level in all
communities and countries with a high suicide behaviour burden.
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