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ABSTRACT 
 

Context: A high suicide rate is an index of social disorganization. In 
India, it is the second leading cause of death among 15-29 years age 
group. Young age, female sex, poor education, unemployment and 
socio economic deprivation are some of the potential risk factors. 
The study conducted to assess the risk factors and socio-
demographic profile in patients with attempted suicide in a tertiary 
care centre. 

Methods and Material: A Cross Sectional Study was conducted 
among 476 suicide attempted patients by convenient sampling 
from January 2016 to May 2017. Data was collected by using a pre-
tested, semi-structured questionnaire.  

Results: Mean age of study participants was 30.65+0.75 years. 
57.78% of them were males. Hindus (82.98%) were predominant 
among the cases. Most of the suicide victims (82.97%) were from 
nuclear families.24.57% of study participants had family history of 
suicide. There was no significant association between socio-
demographic factors like education, occupation and socio-
economic class and the number of previous attempts.  

Conclusion: Suicides and attempted suicides are slowly but stead-
ily assuming the levels of a public health problem caused by multi-
ple factors. Hence there is a need to address the risk factors for sui-
cide attempts and preventing them by taking proper measures at 
individual, family and societal level. 
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INTRODUCTION 

Suicide is a serious public health problem. Suicide 
is the act of deliberately killing oneself. Suicide at-
tempt is defined as a behaviour of having strong 
urge to end one’s life .1 Close to 8,00,000 people die 
due to suicide every year. For every suicide there 
are many more people who attempt suicide. A prior 
suicide attempt is the single most important risk 
factor for suicide in the general population.2 Suicide 
is the second leading cause of death among 15–29-
year-old. 78% of global suicides occur in low- and 
middle-income countries.3 

Suicides have been increasing at an alarming rate in 

South East Asian countries especially India. Annual 
Incidence rate of suicide is about 36 per lakh popu-
lation in India.4 Nearly 70% of suicides in our coun-
try have been reported in the age group of 15-34 
years. Daily an average of 369 suicides take place, 
out of which 248 are males and 121 are females.5 

The story of suicide is probably as old as that of 
man himself. It has been glorified, romanticized, 
grieved and even condemned.6 

In Hinduism, the Bhagavadgita, Vedas and Upani-
shads, the Holy Scriptures - condemn suicide ‘he 
who takes his own life will enter the sunless areas cov-
ered by impenetrable darkness after death’. Except few 
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instances like Sati system, drowning at the conflu-
ence of rivers to attain punya, self destruction for 
incurable diseases. 

In Islam, suicide is prohibited. In Christianity, sui-
cide is considered a sin. 

Risk factors: 

Essential elements of the history include the past 
medical and psychiatric history, home and social 
life activities, and medications.7 Patients who have-
n't attempted suicide but who present with a his-
tory of depression, substance abuse, anxiety, or 
other psychiatric disorders should routinely be as-
sessed for suicidal ideation.8 

Demographic data and risk factors can help the 
physician determine the degree of risk. Presence or 
absence of risk factors does not completely rule out 
suicidal ideation. Factors such as psychiatric disor-
ders (mood disorders, substance abuse, psychotic 
disorders, personality disorders), previous suicide 
attempts, family history of suicide, history of being 
sexually abused, serious physical illness (especially 
HIV, dialysis, or conditions causing incapacitating, 
chronic pain), prior outpatient psychiatric treatment 
or psychiatric hospital admission within the past 
year, recent stressful interpersonal, legal, financial, 
or work-related life events, and impulsive or ag-
gressive tendencies may therefore help risk-stratify 
patients.9 

Who is at risk?  

While the link between suicide and mental disor-
ders in particular, depression and substance abuse 
disorders like alcohol is well established in high-
income countries, many suicides happen impul-
sively in moments of crisis with a breakdown in the 
ability to deal with life stresses, such as financial 
problems, relationship break-up or chronic pain 
and illness. In addition, areas experiencing conflict, 
disaster, violence, abuse, or loss are strongly associ-
ated with suicidal behavior.10 Suicide rates are also 
high amongst vulnerable groups who experience 
discrimination, such as refugees and migrants, in-
digenous peoples, lesbians, gays, bisexuals, trans-
genders and prisoners. By far the strongest risk fac-
tor for suicide is a previous suicide attempt.11 

Predicting suicide: 

In a 10-year prospective study of patients admitted 
with suicidal ideation, Beck et al. found that only 
the Hopelessness Scale and pessimism items on the 
Beck Depressive Inventory predicted suicides. A 
score of 10 or more on the Hopelessness Scale cor-
rectly identified 91% of eventual suicides.12 

Scales used to identify suicidal risk include SAD 
PERSONS scale, Beck Suicidal Intent Scale and the 
Suicidal Intent Questionnaire (SIQ) validated in the 

Indian setting.13 The SIQ consists of a 10-item ques-
tionnaire which is scored as 0, 1 or 2. In a more re-
cent study of communication of suicidal intent 
among suicide attempters, Srivastava et al14 re-
ported that the majority of the sample (73.3%) 
communicated suicidal intent using the SIQ. 

WHO response 

WHO recognizes suicide as a public health priority. 
The first WHO World Suicide Report “Preventing 
suicide: a global imperative” published in 2014, 
aims to increase the awareness of the public health 
significance of suicide and suicide attempts and to 
make suicide prevention a high priority on the 
global public health agenda. Suicide is one of the 
priority conditions in the WHO Mental Health 
Global Action Plan (mhGAP) launched in 2008, 
which provides evidence-based technical guidance 
to scale up service provision and care in countries 
for mental, neurological and substance use disor-
ders. In the WHO Mental Health Action Plan 2013-
2020, WHO Member States have committed them-
selves to working towards the global target of re-
ducing the suicide rate in countries by 10% by 
2020.15 With this scenario, this study is proposed to 
assess risk factors and socio demographic profile of 
suicide attempted individuals in a tertiary care cen-
tre 

 

OBJECTIVES 

The present study was conducted to assess the risk 
factors in patients with attempted suicide and also 
to study the socio-demographic profile of patients 
with attempted suicide. 

 

METHODOLOGY 

Sample Size Estimation: Based on a previous study 
by of Gowda.N16 major risk factor suicidal attempts 
was family problems (p=27.2%), with allowable er-
ror of 15%, sample size is calculated by 4pq/d2 

where n is sample size, p is prevalence (27.2%), q is 
100 – p and d is the allowable error (4.08). The cal-
culated Sample size was 476. 

Data collection was started after obtaining clearance 
from the Institution Ethical Committee. Permission 
was obtained from the Dean, Medical superinten-
dent of Victoria hospital for conducting the study. 
Informed consent for the study was obtained from 
the study participants, and if required from the at-
tendees or guardians. Patients admitted with his-
tory of suicide attempts were filed as MLC in casu-
alty later once they become stable, they were shifted 
to Medicine C Block of Victoria Hospital. Such cases 
were taken up for study and data regarding socio 
demographic profile and risk factors were collected 
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by interview method using a semi-structured ques-
tionnaire until sample size of 476 is achieved during 
the period from January 2016 to May 2017 . Re-
peated visits were carried out to the medicine block 
regarding elicitation of history and counselling ses-
sions. Confidentiality was maintained.  

Mental health care bill was passed by parliament on 
27th March, 2017 stated that suicide act should be 
decriminalized. A person who attempts suicide 
should be presumed to have severe stress and shall 
not be punished.17 

Data was entered in SPSS V.23 and analysed using 
descriptive statistics. 

Statistics: Results are presented in terms of fre-
quencies and percentages. Chi square was applied 
to find the association between variables. P value < 
0.05 is considered significant. Charts, tables and 
graphs are added wherever necessary. 

 

RESULTS 

In our study, mean age of the study participants 
was 30.65+ 0.75 years. More than half of the suicide 
victims (67%) were aged between 16-30 years fol-
lowed by 31-45 years (23.5%) age group. Least cases 
of suicide were reported among the victims whose 
age group was between 61-75 years (3.2%). Among 
the study subjects, 275 (57.78%) were males and 201 
(42.22%) were females. Urban locality (66.81%) was 
the most common place of residence for study par-
ticipants than rural (33.19%). 68.9% of the study 
participants were literates. 80.25% of the study sub-
jects were employed. Students, the age group being 
most vulnerable accounted for 9.24% of study sub-
jects and 6.3% were retired from their job. Most of 
the study participants (82.77%) belonged to Nuclear 
family. Most of the study participants (51.68%) be-
longed to upper middle class followed by upper 
class (24.15%) and middle class 21.63%). Lower 
middle class and lower class accounted for 1.47% 
and 1.05% respectively as depicted in table1. 

If we see the habits of study subjects,19.53% of them 
were alcoholic and 10.29% of them were smokers 
and 3.78% of them had both alcohol and smoking 
habits. About 66.38% of them had no habits.24.57% 
of the study participants had family history of sui-
cide and only 15.3% of them had history of psychi-
atric illness. About 49.36% of them had intent of 
suicide during the last 12 months and 34.5% of 
them had history of previous attempts. 26.68% of 
the close family members of the study subjects at-
tempted suicide and 30.88% of the study partici-
pants had their close family members who did not 
attempt suicide. 42.43% of them refused to reveal 
about their close family members attempting sui-
cide. 

Table 1: Distribution of Socio-demographic fac-
tors among Study participants (N=476) 

Socio-demographic factors Frequency (%) 
Age-group  
16-30 years 319 (67) 
31-45 years 112 (23.5) 
46-60 years 30 (6.3) 
61-75 years 15 (3.2) 

Sex  
Male 275 (57.78) 
Female 201 (42.22) 

Religion  
Hindu 395 (82.98) 
Muslim 74 (15.54) 
Christian 7 (1.47) 

Locality  
Urban 318 (66.81) 
Rural 158 (33.19) 

Education  
Literate 328 (68.9) 
Illiterate 148 (31.09) 

Occupation  
Student 44 (9.24) 
Employed 382 (80.25) 
Unemployed 20 (4.2) 
Retired 30 (6.3) 

Type of family  
Nuclear family 394 (82.77) 
Joint family 59 (12.39) 
Three generation family 23 (4.83) 

Marital status  
Unmarried 207 (43.48) 
Married 192 (40.33) 
Divorced/separated 31 (6.51) 
Widow/widower 46 (9.66) 

Socio-economic class of study participants 
Upper class 115 (24.15) 
Upper middle class 246 (51.68) 
Middle class 103 (21.63) 
Lower middle class 7 (1.47) 
Lower class 5 (1.05) 

 

About 9.88% of close family members of study sub-
jects died due to suicide attempt and 42.85% of the 
study participants had their close family members 
who had died due to attempt.47.26% of them re-
fused to reveal about the deaths of their close fam-
ily members due to suicide attempts as mentioned 
in table 2. 

Most common mode of attempt was Poisoning 
(78.57%).Among poisoning cases, household poi-
soning (33.61%) including rat poisoning and con-
sumption of phenol followed by Organo-
phosphorus poisoning (28.15%) and other poison-
ing (16.80%). The least common modes of attempt 
were from burns (4.41%), Self-injury by the use of 
razor/knife (1.68%) and partial hanging 
(0.84%).54% of study subjects sought medical care 
after the suicide attempt and 29.83% of them did 
not seek medical care. 
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Table 02: Distribution of risk factors for attempt-
ing suicide by study subjects (N=476) 

Risk factors Frequency (%) 
Habits  
Alcohol 93 (19.53) 
Smoking 49 (10.29) 
Both 18 (3.78) 
No habits 316 (66.38) 

Family history of suicide  
Yes 117 (24.57) 
No 271 (56.93) 
Refused to respond 88 (18.48) 

History of psychiatric illness 
Yes 73 (15.33) 
No 352 (73.94) 
Refused to respond 51 (0.42) 

Intent of suicide in last 12 months 
Yes 235 (49.36) 
No 130 (27.31) 
Refused to respond 111 (23.31) 

History of previous suicide attempts 
No attempts 312 (65.5) 
More than one attempt 164 (34.5) 

Close family members suicide attempts 
Yes 127 (26.68) 
No 147 (30.88) 
Refused to respond 202 (42.43) 

Deaths of Close family members due to suicide
Yes 47 (9.88) 
No 204 (42.85) 
Refused to respond 225 (47.26) 

 
Table 3: Distribution of mode of Suicide attempt 
and later phase of events by participants (N=476) 

Events during/after the suicide attempt Frequency (%)
Mode of attempt  

Poisoning 374 (78.57) 
Medication overdose 69 (14.49) 
Burns 21 (4.41) 
Self-injury by Razor/knife 8 (1.68) 
Partial hanging 4 (0.84) 

Seeking Medical care after the attempt 
Yes 259 (54.1) 
No 142 (29.83) 
Refused to respond 75 (15.75) 

Overnight hospitalization after the attempt
Yes 237 (49.76) 
No 95 (19.96) 
Refused to respond 144 (30.25) 

 
15.75% of them refused to answer about seeking 
medical care after the attempt. About half of the 
study subjects (49.79%) were admitted to hospital 
on the same day of attempting suicide. 19.96% of 
them were not admitted to hospital on the same 
day of attempt. 30.25% of them refused to answer 
about their overnight hospitalization after the at-
tempt as mentioned in table 3. 

Only 128 (26.89%) study participants sought profes-
sional help for suicidal attempt thoughts while 183 
(38.44%) did not seek any professional help. 165 
(34.66%) study participants refused to answer about 

seeking any professional help for the suicidal 
thoughts as depicted in figure 1. 

 

DISCUSSION 

In this cross-sectional study, mean age group of 
study participants was 30.65+0.75 years. Most 
common age group affected was 16-30 years. Many 
other Indian studies supported this. A study con-
ducted by Ramdurg et al 18 showed that the mean 
age group was 31.5 yrs. Another study conducted 
by Gowda.N et al 13 said mean age group of study 
participants was 30.41 years. Nilamadhab et al 19 

also said that mean age group affected was 31.6+3.5 
years. However some studies also contradicted our 
findings. A Study by Bhola et al 20 revealed that 
mean age group of suicide attempters was 16.4+0.83 
years and other study conducted by Siddhartha et 
al 21 showed that 15-18 years was the age group that 
was the most common affected. 

Males (57.78%) are most commonly affected than 
females (42.22%) in our study. Other studies sup-
ported our findings. Study by Ramdurg et al 18 
showed that 56% of males and 44% of females were 
affected. Bhola et al 20 also concluded that 57.5% of 
them were males and 42.5% were females. Gowda 
et al 16 also said that 61.3% were males and 38.7% 
were females. 

Hindus (82.98%) are the most affected study sub-
jects in our study because the area which has a ter-
tiary care centre had more of hindu residents. Other 
studies supported our findings. Ramdurg et al18 

showed that 96% of them were Hindus followed by 
other religion. Gowda N et al 16 showed that 94.6% 
of study participants were Hindus. Siddhartha et al 
21 also concluded that Hindus were at higher risk of 
attempting suicide. 

If we see marital status of study participants, Un-
married people (43.8%) are at a little higher risk of 
developing suicidal behaviour than married people 
(40.33%) this may be due to the most common af-
fected age group in our study. In contradictory to 
the above findings, Ramdurg et al 18 said that mar-
ried people (59%) were at higher risk of attempting 
suicide than unmarried. Gowda.N et al 16 also con-
cluded that 62.4% of study participants were mar-
ried and 33.9% were unmarried. Indian report on 
Suicide 2015 says that 70.3% of suicide victims were 
married followed by 3.5% of divorced and sepa-
rated couples and 3.7% of widow and widower 
which is also in favour of our study results. 

Family structure and family environment plays an 
important role in the mental status of an individual. 
Nuclear families (82.77%) are the most commonly 
affected than other type of families. This is because 
nuclear families are bound to higher level of stress 
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and there is no support from elders to cope up with 
stress. There are no helping shoulders for such 
families. Many Indian studies supported our find-
ings. Ramdurg et al 18 concluded that 41% of suicide 
victims belonged to nuclear families. Bhola et al 20 

also showed that 72.4% of suicide victims were 
from nuclear families. Another study by Gowda N 
et al16 said that 55% of nuclear families attempted 
suicide. But one study by Nilamadhab et al19 pre-
dicted that extended families are at a higher risk of 
developing suicidal behaviour than nuclear fami-
lies. 

Most of the diseases run in families. In the same 
way, family history of suicide attempts was seen in 
24.57% of cases and 15.33% of history of previous 
suicide attempts. Ramdurg et al 18 concluded that 
26% of cases had previous suicide attempts. Other 
study by Nilamadhab et al19 showed that multiple 
attempters reported to have chronic symptoms, 
poor coping skills and family history of suicide be-
haviour. 

The most common method of suicide attempt was 
by Household poisoning (33.61%) followed by or-
gano-phosphorus poisoning (28.51%) and the least 
common method was partial hanging (0.84%). 
Ramdurg et al18 concluded that corrosive poisoning 
(30%) was the most common mode followed by in-
secticide poisoning (22%). Gowda N et al 16 showed 
in his findings that 66.3% of suicide victims con-
sumed organo-phosphorus compounds for attempt 
followed by medication overdose (17.83%).Another 
study by Siddhartha et al 21 showed that 26.8% of 
suicide victims took overdose of medicines fol-
lowed by 25.8% of them consumed poisons. Indian 
report on suicide 201510 also said that 29.5% of sui-
cide attempters consumed poisoning. Nilamadhab 
et al19 concluded that 44.3% of cases attempted sui-
cide by pesticides consumption followed by 31.3% 
cases of oleander poisoning and 24.5% of cases by 
overdose of medication. 

54% of our study participants sought medical care 
after the attempt. Some of the study participants re-
fused to seek medical care because they thought 
death was possible from the attempt. A study con-
ducted by Siddhartha et al 21 concluded that almost 
75.3% of suicide victims did not seek medical care. 
This depicts either the desperateness of suicide vic-
tims towards ending their life or there was no 
nearby health centre for accessibility of treatment 
facility. 

  

CONCLUSION 

Suicides are hidden and unrecognized epidemic in 
the Indian region affecting predominantly younger 
age group. In this study, most of the study partici-
pants belonged to 16-30 years age group. This de-

picts the loss of younger generation to suicides 
which can be prevented after taking proper inter-
ventions. 

The impact of urbanization, industrialization, eco-
nomic liberalization and changing values of people 
had profound effects on the health of communities. 
This can be addressed by regular screening for 
mental health at primary health care level and regu-
lar counselling sessions for the cases with at-
tempted suicides after evaluating their mental 
health. Hence there is an urgent need to address the 
above mentioned risk factors and frame policies 
with proper interventions which should be accessi-
ble to all in order to lead a mentally healthy and 
peaceful life. 

 

Acknowledgement: I would like to extend my 
thanks and gratitude to Dean cum Director of 
BMCRI, Medical Superintendent of Victoria Hospi-
tal, Study participants and fellow post graduates. 

 

REFERENCES 

1. Health Topic Suicide-2014: WHO Available at: http:// 
www.emro.who.int/health-topics/suicide/index. html Ac-
cessed September 10th,2015 

2. Fact sheets on Suicide-2015: WHO Available at: https:// 
communitymedicine4asses.com/2015/09/03/who-fact-
sheet-on-suicide-reviewed-31-august-2015/ Accessed Octo-
ber 20th,2015 

3. Statistics of Suicide-2016:WHO Available at: https://afsp. 
org/about-suicide/suicide-statistics/ Accessed November 
5th  

4. Prevention of Suicide-A Global imperative,2017: WHO 
Available at: https://www.who.int/mental_health/suicide-
prevention/en/ Accessed February 15th,2017 

5. Global Scenario of Suicide-2017: Centre of Disease Control 
Available at: https://www.cdc.gov/violenceprevention/ 
suicide/index.html Accessed May 15th, 2017 

6. Kaplan. Textbook of Concise Clinical Psychiatry,3rd ed. 
Philadelphia: Lippincott Williams and Wilkins Publishers: 
2016.p232  

7. Kaplan. Synopsis of Psychiatry, 8thed. Philadelphia: Lip-
pincott Williams and Wilkins Publishers:2015.p355  

8. Age standardized death rates of Suicide-2014: WHO Avail-
able at: https://www.who.int/whosis/whostat2006Age 
StandardizedDeathRates.pdf Accessed June 10th,2017 

9. NCRB. Rates of suicide in India [Online]2013 [cited 2017 
July 12] Available from URL: http://www.ncrb.nic.in 

10. Indian scenario of Suicide [Online] 2015[cited 2017 August 
10]Available from URL: www.netmedicine.indian/ scenar-
io/suicide/2015 

11. J.Kishore.National Heaith Programmes of India, 11th ed. 
NewDelhi:Century Publishers: 2014.p546  

12. A.Joseph, S.Abhram, JP Muliyil, K.George,J Prasad,S 
Minz,et al.Evaluation of suicide rates in rural India using 
verbal autopsies.BMJ.2003:326(7399):1121–1122.  



 Open Access Journal │www.njcmindia.org      pISSN 0976 3325│eISSN 2229 6816 

National Journal of Community Medicine│Volume 10│Issue 3│March 2019  Page 164 

13. Juhnke, G.E. “SAD PERSONS scale review.” Measurement 
& Evaluation in Counseling & Development, 1994, 27, 325-
328 

14. Srivastava MK, Sahoo RN, Ghotekar LH, Dutta S,Danabalan 
M, Dutta JK, et al. Risk factors associated with attempted su-
icides: A case-control study. Indian J Psychiatry 2004;(8):36-
48  

15. D A Cole. Psychopathology of adolescent suicide: Hope-
lessness, Coping Belief and Depression. Journal of abnormal 
psychology.1998:12(3):248-255 

16. Gowda.N, Rao.S. Factors related to attempted suicide in 
Davanagere. IJCM. 2008:33(1):12-21 

17. Mental Health care Bill[Internet]. 2017 [cited 20 September 
2017]. Available from: http://Mental health bill, 
indianexpress.com 

18. Ramdurg S, Goyal S, Goyal P, Sagar R,Sharan P. Socio de-
mographic Profile, Clinical factors and mode of attempt in 
Suicide attempts in Consultation liaison psychiatry in a ter-
tiary care centre. Indian Psychiatry Journal. 2011:20(1):1-16  

19. Kar. N. Profile of risk factors associated with suicide at-
tempts: A Study from Orissa, India. Indian Journal of psy-
chiatry.2010:52(1):48-56  

20. Bhola.P, Rekha D, Satyanarayanan.V, Daniel.S, Thomas.T. 
Self reported Suicidality and its predictors among adoles-
cents from a Pre-university College in Bangalore, India. 
Asian Journal of psychiatry.2013:12(4):24-34 

21. Sidhartha.T, Jena.S. Suicidal Behaviors in adolescents. Indi-
an Journal of Paediatrics. 2006: 73(9):783-788 


