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Abstract 

Japan has a chronically high suicide rate and social phenomena with a strong negative 

impact tend to cause a rapid increase in the suicide rate. Increases in the suicide rate 

were found among middle-aged males in 1998 following the `Yamaichi shock' economic 

crisis, and among females and younger people during the `corona shock' period in 2020. 

The increase of suicide was not universal, and there have been no reports so far 

indicating a surge in suicide rate since 2020 except in Japan. Possible causal factors of 

the rapid increase were that the psychological threshold for suicidal behavior is low 

among Japanese, and they are more likely to perform a suicidal act in a mild depressed 

state. 

In terms of suicide prevention, it is important to detect depression of all levels of severity 

early and offer treatment and care for those with mild depression. The network of general 

practitioners and psychiatrists can promote appropriate care for depression. The 

education of healthcare professionals, particularly psychiatric professionals, is 

necessary to deal with suicidal ideas. Education and information are necessary as 

interventions to heighten the psychological threshold for suicide. 
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Introduction 

The number of suicides in Japan 

surged in 1998, with annual suicides 

exceeding 30,000. This “30,000 annual 

suicides” plateau persisted for 14 years, 

finally falling below 30,000 in 2012. 

Following this, a steady downward 

trend had been maintained. However, in 

2020, when the coronavirus pandemic 

began, the suicide rate increased for the 

first time in 11 years. Moreover, the 

extent of this increase, particularly 

among women, was so significant it 

could be described as a sharp surge. 

While Japan has experienced rapid 

increases in the number of suicides 

influenced by social conditions, this 

paper aims to examine the background 

of this phenomenon and derive clinically 

important points for suicide prevention. 

 

I. Issues Revealed by Trends in Japan's 

Number of Suicides 

A notable feature in Japan's suicide 

rate trends is the sharp increase in 1998 

(Figure 1). That year saw a 35% 

increase compared with the previous 

year, exceeding 30,000 for the first time 

in history. This marked the beginning of 

a 14-year period characterized by 

“annual suicides exceeding 30,000.” 

Looking back at the 1998 surge, it 

followed the “Yamaichi Shock” (the 

collapse of Yamaichi Securities) the 

previous year. The year 1998 saw 

successive failures of major banks, like 

the Long-Term Credit Bank of Japan 

(LTCB) and Japan Bond Credit Bank 

(JBCB), marking a period of extreme 

national economic anxiety. The rise in 

suicide rates was particularly marked 

among middle-aged and older men in 

their late 40s to 60s (Figure 2). Media 

neologisms like “tōsan jisatsu” 

(bankruptcy-related suicide) and 

“risutora jisatsu” (layoff-related suicide) 

emerged, while suicides stemming from 

debt burdens like multiple loans also 

became major societal issues. 

Furthermore, for employees, even those 

avoiding layoffs faced increased risks of 

overwork and harassment, marking the 

beginning of an era where workplace 

mental health gained significant 

attention. Amidst these circumstances, 

suicides among men in their prime 

working years surged, ushering in an 

era where annual suicides consistently 

reached 30,000. 

The passing of the Basic Act on 

Suicide Countermeasures in 2006 led to 

the implementation of various 

countermeasures. As a result, annual 

suicides fell below 30,000 in 2012 and 

continued a downward trend until 2019. 

Measures related to suicide prevention 
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include the Act on the Prevention, etc., 

of Child Abuse, Act on the Prevention of 

Spousal Violence and Protection of 

Victims, Act on Special Measures 

concerning Assistance in Self-Support 

of Homeless People, Act for People with 

Developmental Disorders, Revised 

Money Lending Business Act, Basic Act 

on Measures against Alcohol-related 

Harm, Act on Self-reliance Support for 

Needy People, and Act on Promotion of 

Preventive Measures Against Karoshi 

and Other Overwork-Related Health 

Disorders, along with the establishment 

of one-stop support systems. These are 

also considered to have contributed to 

the decline in suicides.9) 

However, in 2020, the so-called “first 

year of COVID,” the annual suicide rate 

increased for the first time in 11 years. 

Japan experienced the first wave of 

COVID-19 infections in March of that 

year, with the first state of emergency 

declared in April. Amidst the emphasis 

on infection prevention measures like 

avoiding the “Three Cs” (closed spaces, 

crowded places, close-contact settings) 

and maintaining social distancing, 

certain industries directly suffered 

economic blows due to reductions of foot 

traffic and interpersonal contact. These 

included the food and beverage industry, 

hotel and tourism industry, leisure 

industry, and sectors like taxis and 

public transportation. While concerns 

about an increase in suicides due to 

economic hardship existed from the 

outset, the number of suicides up until 

June of that year remained below the 

previous year's level. However, suicides 

surged sharply in July and reached a 

temporary peak in October (Figure 3). 

The number increased by 19% from 

June to July and by 42% in October 

compared with June. 

Breaking down the sharp increase 

over just four months from June to 

October 2020 by sex reveals a 26% rise 

for men versus 74% rise for women, 

indicating a marked impact on women 

(Figures 4 and 5). Looking at the full 

year, suicides decreased by 0.2% for men 

(14,078 in 2019 vs. 14,055 in 2020), 

while they increased by 15% for women 

(6,091 in 2019 vs. 7,026 in 2020). 

By age group, the increase in youth 

suicides is particularly notable. Suicides 

among those in their teens rose from 

659 in 2019 to 777 in 2020, an 18% 

increase. Among those in their twenties, 

suicides increased from 2,117 in 2019 to 

2,521 in 2020, a 19% rise, showing high-

level growth. Breaking down suicides 

among teenagers by sex, males saw a 

5% increase from 443 in 2019 to 466 in 

2020, while females experienced a 44% 

surge from 216 to 311. The rise in 

suicides during the coronavirus 

pandemic notably affected women and 

young people. 

A primary factor linked to the rise in 

suicides among women and young 
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people is the deterioration of 

employment conditions during the 

coronavirus pandemic. Industries with 

high proportions of female workers, 

such as wholesale trade, retail trade, 

accommodation, and food service 

activities, have experienced significant 

reductions in the number of 

employees.10) Women, who are more 

likely to be in non-regular employment, 

face higher unemployment risks, as do 

young people working part-time or with 

temporary jobs. Stress from the 

coronavirus pandemic extends beyond 

economic issues. It is known that 

domestic violence (DV) and child abuse 

cases increased during the coronavirus 

pandemic,10) suggesting that domestic 

discord negatively impacts women and 

young people. Furthermore, the 

reduction in social interaction, a stress-

relieving mechanism particularly 

important for women, due to 

restrictions on movement is considered 

to have heightened stress for women,10) 

a factor that may also apply to young 

people. 

As outlined above, trends in the 

number of suicides are influenced by 

prevailing social conditions. During the 

Yamaichi Shock, suicides increased 

among middle-aged and older men, 

while the COVID-19 shock saw 

increases among women and young 

people. Suicides rise among groups 

particularly vulnerable to the negative 

impacts of social conditions. 

Simultaneously, it is important to note 

that in Japan, suicides do not merely 

increase; they can surge. Furthermore, 

we must not forget that Japan's suicide 

rate is chronically high when compared 

globally.8) 

 

II. The Reality of Suicide 

While suicide can be considered a 

social act due to its strong connection 

with societal conditions, it is also an 

intensely personal act. Not everyone 

exposed to stressors like the Yamaichi 

Shock or COVID Shock commits suicide. 

Understanding the processes within the 

“⇒” in the “COVID-related stress ⇒ 

suicide” equation is crucial. Various 

personal risk factors for suicide are 

known, one of which is mental illness. 

It has been established that 

approximately 90% of suicide victims 

had a psychiatric diagnosis at the time 

of death1) (Figure 6). The most common 

diagnosis is mood disorder, with the 

vast majority of patients having 

depression or being in depressive states. 

Many suicide victims experience mental 

disturbance, at least in the final stages. 

Attention must also be paid to comorbid 

diagnoses. Whether the primary 

diagnosis is alcohol dependence or 

borderline personality disorder, 

depressive disorders or depressive 

states often co-occur at the time of 

suicidal behavior. While depressive 
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disorders or depressive states are not 

psychotic conditions causing complete 

loss of rationality, symptoms frequently 

include excessive guilt, negative 

thinking, or cognitive impairments 

known as “narrowing of mental 

perspective.” Such pathological states 

are considered to accelerate the process 

leading to suicide. 

 

III. Issues Regarding Suicide in Japan: 

Suicide Among Those with “Mild 

Depression” 

In global psychiatry, it is generally 

considered that the more severe the 

depression, the higher the risk of suicide. 

Related to this, the author feels that 

there is a significant problem 

underlying suicides in Japan. While 

severe depression exists as a high-risk 

group for suicide in Japan, there is also 

a group associated with a high risk of 

suicide even among those with so-called 

“mild depression” (mild depression or 

even milder depressive states). Valuable 

data support this (Figure 7). A study by 

Associate Professor Chiaki Kawanishi 

(then of the Department of Psychiatry, 

Yokohama City University School of 

Medicine; currently Professor of the 

Department of Neuropsychiatry, 

Sapporo Medical University School of 

Medicine) and colleagues examined the 

psychiatric diagnoses of severely 

injured individuals who had attempted 

suicide and were transported to 

emergency centers11) (Figure 7 

incorporates cases reported after those 

in Reference 11). Crucially, 

approximately 20% of these severely 

injured people who made suicide 

attempts had a diagnosis at the level of 

adjustment disorder. Under psychiatric 

diagnostic criteria, adjustment disorder 

refers to a depressive state milder than 

depression. This means that even 

individuals with mild depressive states 

are not uncommon among those who 

engage in lethal suicidal behavior. 

The pie chart in Figure 6 primarily 

uses data from Western populations, 

excludes Japanese individuals, and 

focuses on completed suicides, making 

direct comparison with Figure 7 difficult. 

However, the author believes that 

Japanese individuals are more prone to 

suicide even with mild depressive states 

compared with Westerners. The author 

hypothesizes that this difference stems 

from variations in the “psychological 

threshold for suicide” formed during our 

upbringing. For example, in Christian 

countries, children are exposed to the 

Bible from infancy and raised with the 

teaching that “suicide is forbidden.” In 

contrast, in Japan, even young children 

understand the meaning depicted in 

television period dramas showing 

seppuku (at least the author did). These 

differences in sociocultural background 

likely create a disparity in the 

psychological threshold for suicide, 



 

6 

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author 

which may be one factor contributing to 

the differences in suicide rates among 

countries. The author believes that 

perceptions of suicide and religion are 

important sociocultural factors. As one 

piece of supporting evidence, suicide 

rates by religious region worldwide are 

shown2) (Figure 8). 

Because Japanese people have a 

lower psychological threshold for 

suicide, more individuals may cross that 

line even with mild depression 

compared with Westerners. This is 

considered to be related to Japan's 

chronically high suicide rate and the 

sharp increases in suicides triggered by 

social circumstances. 

 

IV. Japan is Prone to Sudden Surge in 

Suicides 

As mentioned earlier, suicides 

increased among middle-aged and older 

men during the “Yamaichi Shock,” and 

among women and young people during 

the “COVID Shock.” These surges 

occurred among groups particularly 

vulnerable to the negative impacts of 

prevailing social conditions at the time. 

The scale of these increases constituted 

a phenomenon that could be called a 

surge. 

In June 2021, major newspapers and 

various media outlets reported on the 

results of an international mental 

health survey conducted by the 

Organisation for Economic Co-operation 

and Development (OECD). According to 

the survey, the percentage of people 

experiencing depression or depressive 

symptoms in Japan rose from 7.9% 

before (2013 survey) to 17.3% during 

(2020 survey) COVID-19, showing a 2.2-

fold increase. In the United States, the 

rate increased from 6.6% (2019) to 

23.5% (2020), a 3.6-fold increase, while 

in the United Kingdom, it rose from 

9.7% (2019) to 19.2% (2020), roughly 

doubling. Amid the coronavirus 

pandemic, the number of people 

experiencing depression or depressive 

states increased in many countries. 

However, to the author's knowledge, 

Japan is currently the only country 

reporting a sharp increase in suicides.7) 

Why is Japan experiencing this surge 

in suicides? As mentioned earlier, data 

on serious suicide attempters suggests 

that many Japanese individuals may 

progress to suicide even from mild 

depressive states. When events occur 

that shock society as a whole, the 

number of people affected who fall into 

mild depressive states is likely to 

increase. This is now a reality as the 

coronavirus pandemic continues. When 

the number of people in mild depressive 

states increases and a sense of 

stagnation pervades society as a whole, 

with no apparent way out of the 

situation, the number of suicides 

increases, leading to a rapid rise in 

suicides. This is the author's opinion. 
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V. For Suicide Prevention: 

Understanding the Suicide Process and 

Practical Activities 

It is generally understood that suicide 

rarely occurs suddenly. Even suicides 

that appear abrupt to outsiders are the 

result of a process unique to individuals. 

The author presents a diagram of the 

suicide process, developed through long-

term consideration (Figure 9). At the 

final stage, many individuals are in a 

so-called high-risk state, characterized 

by mental disturbances such as 

depression or depressive states. 

However, reaching this point involves 

preceding stages marked by negative 

events and insufficient support. 

Therefore, for suicide prevention, 

identifying and responding to high-risk 

individuals, improving their 

environment, and providing support, 

are crucial (Figure 10). Particularly in 

Japan, as mentioned earlier, it is 

considered that many people engage in 

suicidal behavior even with mild 

depressive states. This makes 

identifying high-risk states and 

expanding support systems even more 

necessary than in other countries. 

To identify high-risk individuals, the 

early detection and treatment of 

depression and depressive states are 

extremely important. During the period 

when suicides among middle-aged and 

older men surged markedly in 1998, 

leading to the era of “30,000 annual 

suicides,” the “Dad, Are You Sleeping?” 

campaign was implemented nationwide 

as an awareness initiative aimed at the 

early detection of depression. This effort 

sought to identify depression using 

insomnia as a clue. It was medically 

sound and also contributed to raising 

awareness about depression as a 

disease itself. At that time, the GP Net 

(General Practitioner and Psychiatrist 

Network) gained attention as a means 

to build collaboration between general 

practitioners and psychiatrists, who 

serve as the first point of contact for 

depressive states. Currently, with the 

increase in people experiencing 

depressive states during the 

coronavirus pandemic, the importance 

of GP Net must be emphasized once 

again. 

In the field of mental health care, 

psychiatrists must acquire the skills 

necessary to respond to patients with 

suicidal ideation. The basic framework 

for responding to suicidal ideation 

includes: (i) beginning active listening 

by offering empathetic acknowledgment, 

such as: “You must have been in so much 

pain to feel like ending your life,” (ii) 

conducting a risk assessment regarding 

the severity of the suicidal ideation, (iii) 

continuing active listening to 

understand the patient's distress while 

seeking avenues for environmental 

adjustments or psychotherapy, (iv) 
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ending the session with reassuring 

words like “We'll keep thinking about 

this together,” ensuring the patient does 

not feel isolated, and scheduling the 

next appointment (if necessary, 

connecting them to relevant agencies or 

recommending psychiatric 

hospitalization).3) Additionally, an 

attitude of actively utilizing social 

resources is crucial. 

 

Conclusion 

Finally, while this represents a long-

term perspective, we consider that 

educational and awareness activities, 

which convey the reality of suicide while 

raising psychological thresholds against 

it, can prevent rapid increases in 

suicides and contribute to reducing 

suicide rates during normal times. Most 

importantly, education that teaches the 

value of life should be implemented 

early on in schools and homes. Valuing 

one's own life, valuing the lives of others, 

and valuing the lives of all living things: 

preventions of suicide and bullying lie 

along this continuum of values. We 

earnestly hope for a warm society where 

everyone values life. 

 

Editor's Note: This special feature 

article is based on the symposium held 

at the 117th Annual Meeting of the 

Japanese Society of Psychiatry and 

Neurology, for which the author of this 

article served as the representative. 
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Figure 1: Annual trends of suicide deaths in Japan 

(Modified from Reference 6) 

 

 

 



 

11 

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author 

 

Figure 2: Changes in suicide rates around 1998 

(Created from Reference 5) 
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Figure 3: Monthly trends in suicide deaths (total) 

(Created from Reference 4) 
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Figure 4: Monthly trends in suicide deaths (males) 

(Created from Reference 4) 



 

14 

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author 

 

Figure 5: Monthly trends in suicide deaths (females) 

(Created from Reference 4) 

 

 



 

15 

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author 

 

Figure 6: Suicide and mental illness (WHO published data) 

(Translated and cited from Reference 1) 

 

 

 

Figure 7: Psychiatric diagnoses (DSM-IV axis I diagnoses) of 564 severe suicide 
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attempters at Yokohama City University 

(Provided by Professor Chiaki Kawanishi, Sapporo Medical University)

 

 

 

Figure 8: Suicide rates by religious affiliation 

(Created from Reference 2)
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Figure 9: Suicide process 

(Created by the author)

 

 

 

 

Figure 10: Suicide prevention process 

(Created by the author)

 

 

 


