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CURRENT RESEARCH IN
SUICIDE IN INDIA

Dr. P.N.Suresh Kumar MD, DPM, DNB, MNAMS
Director, Institute of Mental Health & Neurosciences, Kozhikode-673016

Suicidal behaviour with conse-
quent fatal outcome has become
an important public health prob-
lem in Kerala. Every year more
than 9000 people commit suicide
in Kerala. Despite the enormity of
* the problem there are cnly few
methodologically sound studies ox:
. guicides in Kerala. Currenily
@vallable data show that suic 1dw
* phenomena, which occur in
Kerala, are different from west-
I'n society in a number of ways.
/ 'ﬁ scond and third decade seen:s to
be the most susceptible for Kerala

o guicides. The prcdommazmc of

Jmales in suicide reported from

f western countrics was net o sig-

nificant in our state. It Kerala
more than 65% of suicide victiins
were married. Though emotional
disorders play an important role
‘11 suicides social factors alsc have
an important role in Kerala sui-
‘tides. Hanging and insecticide poi-
soning appear to be the favourite
‘methods in our state. These ob-
gervations have great relevance in
planning suitable and meaningful
guicide prevention strategies in

Kerala. Mental Health profession-
als in Kerala have an important
responsibility to develop and
implement effective suicide pre-
vention programmes. Key words-
suicide, attempted suicide, Kerala

Suicides, attempted suicides
znd other forms of suicidal
behaviours are on the increase 1s
most part of the world. Accord-
ing to a recent report of WHO on
Violence and Health (World Re-
porting Violence and Health,
WHO, 2002) about 8, 15,000 people
died from suicide in the year 2000,
around the world. This represents
an annual glebal suicidal rate of
ahout 14.5 per 1 lakh population
or suicidal death about every 40
seconds.

According to NCRB reports
there were 1,10,587 deaths due to
suicides in 1999 in India, the sui-
cide rate being 11.2 per 100000.
This accounts for one suicide ev-
ery five minutes.

Increasing suicide and at-
tempted suicide has become an
important public health problem
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in Kerala in recent years. Accord-
ing to the latest reports of SCRB
(2002), Kerala ranks first in its
rate of suicide (30.6 per/one lakh),
which is three times higher than
the national average. Kerala
stands first in the rate of suicide
among the other states for the
7% time.

Kerala state contributes 10.1
percent of all the suicides occur-
ring in India, while its population
form only 3.4% of nation’s popu-
lace. During the decade 1991-2001,
the incidence of suicide in Kerala
rose at a compound rate of 4.61%
as against the population growth
of 2.2%. In Kerala, on an average
there are 8900 plus suicides each
year. Every one-hour on one sui-
cide is reported.

Epidemi f suici in
Kerala

Till date there are no well sys-
tematic community based studies
on the prevalence of suicide in
Kerala. Most of the studies re-
ported are on attempted suicide.
A study on suicide attempters ver-
sus completers in Kerala (Kumar,
in press) has shown that thereis
not much difference in the psycho-
socio-demographic characteristics
of this 2 population. Hence it
would be possible to generalise the
findings reported from study on
attempters to the completers.

Suicide statistics are compiled

by the crime record bureau of the
state and national level in India.
In our country prevailing socio-
cultural and religious attitudes,
fear of punishment etc. contrib-
ute to hiding, non-reporting and
under reporting of fatal as well as
non-fatal suicidal behaviour. It is
assumed that the official suicide
rates under-estimate the true
rates by 20% to 100% (Isaac,
2003).

Likewise, there is no way no
knowing the number of people
who attempt suicide but do not
succumb to it. Research in suici-
dology shows that attempted sui-
cide tends to occur 8 to 20 times
more frequently than completed
suicides. By applying this ratio

" there would be 244-610 per/lakh

population attempted suicide in
Kerala. In absolute terms it is ap-
proximately 78,480-1,76,200 indi-
viduals in 2002. That means ev-
ery day 215-538 individuals are
attempting suicide in Kerala (
Kumar,2000 & 2001).

\we distributi

One of the classic observations
in the epidemiology of suicide is
the predominance of suicides
among the elderly and the general
tendency of suicide rate to in-
crease with age. There a shift in
the predominance in the number
of suicides from the elderly to

younger people all over the world
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including Indm This trend is most
notable in Kerala. A comparative
study of suicide attempters ver-
sus completers (Kumar, in press)
showed that the mean age of
atfex‘npters as well as completers
Was less than forty years.

A 5-year (1998-2002) analysis
Qf BU.ICIde in Kerala based on SCRB
data show that 55-60% of all sui-
cides are committed by person
between 15-45 years of age
(Kumar, 2003). Only 19% of sui-
cides are committed by people
aged 50 and above.

- In terms of the vulnerable age
grcups “uniformly ali the studies
from Kerala in attempted suicide
(&szva%ankaran 1989; Subram-
(myfm et al, 2001; Kumar, 2002,
2002 & 1995) have pointed to-
wards second and third decades

of life?as this most vulnerable

phase for this behaviour. Difficul-
tiekin ‘;.e,cm ing suitable jobs, prob-
lems ar mng out of marriage which
t&ke place increasingly during the

g{ vy phase of life and the finan-

al burdens are some of the fac-
ml’g which enhance the suicide risk
among young individuals. The re-
apect the aged enjoys and the in-
tegration they have with the fami-
lies aud sociely in our culture
might be protective mechanismin
our elders against suicide,

Gender

All over the world suicide rates
are consistently higher in males
than rates in females. In fact, data
from across the world show that
the ratio of male female in sui-
cide ranges from 3:1 to 10:5:1. Glo-
bally the only exception for this
observation is rural China. The
ratio is vastly different in Kerala
also. Comparison of attempters
versus completers in Kerala
(Kumar, in press) shows male fe-
male ratio of 1:6:1 in suicide and
0:8:1 in attempted suicide. This di-
minishing gender difference is
guite interesting. SCRE five-year
analysic of data on suicide also
shows male female ratio of 2:3:1.
For the last few years many stud-
ies frorn India and other develop-
ing countries have reported an
increasing female proportion in
suicide (Kumar, 1998, Shukla et
al, 19590, Philips et al, 2003).

It is generally believed that
woinen in India are more submis-
sive, douile and non-assertive and
thwc traits have built into their
psyche with the result that they
find themselves unable to deal
with their negative feelings ad-
equately. Among stresses the
marital ones appear to be the
most common in women. The hos-
tile environment in families com-
pounded by problem of a difficult
husband and dowry-demanding
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in-laws are important issues in fe-
male suicides. They may feel help-
less as they fear losing their hus-
bands sympathies and often they
do not have any one turn to. This
results in the choice of suicide as
a way out from psychological
pain, anguish and suffering. This
calls for measures to cultivate and
improve their coping styles to face
the domestic conflicts and dowry
related problems. '

Most studies reported from the
West indicate that being in a stable
marital relationship is generally a
protective factor against suicide.
Being divorced, separated, wid-
owed or being in single status are
considered to be risk factors for
suicide. .

In India more than 65% of per-
sons who committed suicide were
married. Studies on attempted
suicide (Sivasnkaran, 1989;
Kumar, 2000 & 2002) and SCRB
data on suicide also show similar
findings.

In our country’s socio cultural
set up, factors such as dowry
problems, adjustment problems
between two previously unknown
families, financial constraints, and
stigma attached to separation and
divorce could be some of the no-
table contributions for the self
harming behaviour in the married
individuals (Ponnudurai, 1996).

Shukla et al (1990) have put
forward several reasons for suicide
being more common in the mar-
ried in India. Here marriage is so-
cial obligation and is performed
by the elders irrespective of the
individuals preparedness for it.
Further in our culture marriage
is believed to be part of the treat-
ment for mental illness and the
mentally ill are therefore more
likely to get married earlier than
the mentally healthy. Marital
partners in our culture are virtu-
ally strangers to each other (due
to arranged marriage) and so are
the families. Hence several adjust-
ment problems could come across
among the married mentally. Di-
vorce being socially frowned upon
and difficult suicide provides the
only escape. In the west, on the
other hand, marriage is believed
to be a measure of emotional sta-
bility and married people have
lower rate of mental illness (Slater
& Roth, 1986). Conversely single
state could be a consequence of the
pre-existing personality problem,
rendering the patient unable to
find a marital partner. It is quite
uriderstandable that in suicide so-
cieties, mental illness as well as
suicide would be more common in
the unmarried.

Mode of suicid
Hanging and insecticide poison-
ing appear to be the favourite

methods in Indian suicides. The
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game holds true in Kerala also
where hanging is the commonest
method employed in both genders,
followed by insecticide poisoning
in males and self-immolation in fe-
males, In'the case of attempt, in-
gecticlde poisoning was the com-
mignest tnethod in males and drug
overdose in females (Kumar,
in‘press).
. Factors like feasibility, accessi-
bility, credibility and rapidity of
aotion and degree of suicide intent
could be behind the choice of
method for committing suicide.
The availability of method be-
1es more important when the
fuicidal act is impulsive in nature.
fricldentally most of the studies on
iattempted suicide show that the
predominant psychiatric problem
is adjustment disorder following
an adverse life experience. I our
countgy, majority of males are be-
ing farmers, have an easy accessl-
bility to insecticides. Similarly, for
fgmaléfé because of limited mobil-
iLy outside home as majority are
diousewives, have more accessibil-
Ity to medicines, corrosives, kero-
genc etc. However in both genders
#tronger suicidal intention might
have led them to choose more le-
ﬁg 1ike hanging or self-immola-
tiéh as a sure means to commit
sujcide.

Subramanyan et al (2001) has
attempted to correlate the inten-

tion to commit suicide with lethal-
ity of attempt in a sample of 149
suicide attempters admitted in
Medical college hospital, Kozhik-
ode in 2000. High positive corre-
lation was observed between in-
tent and lethality. Patients with
psychiatric disorder especially de-
pression had high suicide intent.
Patients with adjustment disorder
had low intent. Male genders,
those with a positive family and a
current psychiatric diagnosis
had a positive correlation with
lethality.
Causes for suicide

Maladjustment with spouse
and other family members have
been cited as the most important
causes for suicide attemptl in
Kerala (Kumar, 2000). SCRE data
on suicide (2002) also shows fam-
ily problem as the conimonest
cance (23.4%) fellowed by physi-
cal illness (15.3), financial prob-
Jeme (11.6), mental illness (12.2),
wnemploymernt (1%) el

Western literature reports that
about 90% of all those who com-
mit suicide suffer frem a psychi-
atric disorder. A recent system-
atic review conducted by Jose
Bertolote of WHO (Bretolete &
Fleischmann, 2002) found that
“98% of those who committed sui-
cide had a diagnosable mental dis-
order”.
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Though there is no data avail-
able on psychiatric diagnosis of
suicide victims, studies in at-
tempted suicide showed that ma-
Jority had a diagnosable current
psychiatric disorder. Out of this
predominant being adjustment
disorder with emotional distur-
bance closely followed by major
depression and alcohol and drug
abuse/dependance (Subramanyan
et el, 2001; Kumar, 2000 & 2002).

Referral of suicide attempters

Subramanyan et al (2000) stud-
led the pattern of referral, includ-
ing the socio-demographic vari-
ables, methods, and psychiatric di-
agnosis of suicide attempters re-
ferred to psychiatry OPD from
other departments Medical Col-
lege Hospital, Kozhikode, Maxi-
mum numbers of referrals were
from department of Medicine.
Maximum number of attempters
was from the age group 21-30
vears. Findings like male female
ratio 2:3, predominance of mar-
ried people, over representation of
insecticide poisoning was compa-
rable with many other studies
from Kerala. Majority of attemp-
ters had depression closely fol-
lowed by adjustment disorder.
The low rate of referral from
other departments necessitates
the need for training in mental
health and close liaison with other

departments for effective suicide
prevention.

Satheesh et al (2004) evaluated
83 patients and their relatives vis-
iting a rural hospital to assess the
psychological impact on the fam-
ily members after a member has
attempted suicide. Surprise (57%),
distress (96%), fear (90%), and
Shame (86%) wee the main reac-
tions of the relatives reported.

lit £ life i bst
abusers.

Data on single and multiple
substance addiction risk behav-
iours and suicidal behaviours were
evaluated on a sample of 65 pa-
tients from a population 376 sub-
stance abusers residing at the out-
skirts of Thiruvananthapuram
city of Kerala (Mani et al, 2001).
Even though prevalence of hard
drugs was highest of all addictions
risk  behaviours, suicidal
behaviour and addiction were also
common among them. Results sug-’
gest that suicidal behaviour and
addiction behaviours both should
be regarded as part of a complex
interaction of multiple behavio-

ural problems and subsequent low
16 m
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_Vadekekara et al (2001) evalu-
ated ghe specific factors as well as
pratactive factors among suicide
attempters attending a tertiary
pgygg.gbric clinic at Thiruvanan-

spuram. 62 subjects were ran-
y:gelected from a population
guicide related patients at-
d the clinic for a period of 2
. It was found that suicide
z,«kpters frequerily had dys-
tional family backgrounds
| j roblems.
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Similar centres with same mo-
tive are already functioning at

Kozhikode (Thanal), Mythri
(Cochin and Thrissur), Prathyasa
(Irinjalakuda) and Pratheeksha
(North Parur) under the broad
umbrella of Samaritans India.
Thrani Centre for Crisis Con-
trol at Thiruvananthapuram a
wing of FIRM (Foundation for In-
tegrated research in Mental
Health), a non-profit, voluntary,
non government organisation is
involved in suicide preventio:i b};
establishing strong network of
mental healih professionals, lega
and policy departments. govein:
ment organisalions and
ernmental orga

nisatiors.
tals and health care ¢
Thrani hae developec

models of intervention thai suils
the socio-caltural centext of
Kerala-suicicdle preventior mter-

vention mode!, referring systenm
model and not woirk!

(Avunkurasr et al, 20015

that

has attracted pubhc attention in

Another }fhx, OTRen o
Keralais increasing family suicide
in which ofien husband and wife
commit or attempt suicide after
killing their children. Kerala alsc
ranks first in the rate of family
suicides. In the vear 18394, about
60 families committed swicide.
Kerala research programimeé o
local development sponsored a
study of family suicides in Kerala

———_ HEENS




MY

(Praveenlal, 2001). Within a period
of 12 months, 31 incidents of fam-
ily suicide happened in 3 districts
of Kerala. 97 persons involved in
the act in which 82 died. 73.2%
were below the age of 39 years.
69.1% involved in the act were vic-
tims of poisoning. Out of 31 fam-
ily suicides, in 5 cases one of the
involved persons had psychiatric
illness. In 16 incidents, warning
signals were given prior to the at-
tempt. Decision-making was
mother (10), father (4), and both
(17). Only in 2 instances there was
a decline in socio-economic status,
but 13 families were leading a life
style higher than could be af-
forded. Financial crisis (35.5 %),
family problems (25.8%) and psy-
chiatric illnesses (16.1%) were the
major identified causes.

B. ! * l I ]0 . . ii

An inverse relationship between
the serum lipid level depression
and suicidal behaviour is dem-
onstrated by many investigators
(Maes et al, 1994). The compari-
son of serum cholesterol, HDL,
LDL, TGL and VLDL between sui-
cide attempters versus normal
age, sex and BMI matched con-
trols showed no difference in a
study conducted by Kumar et al
(2003). Correlation analysis of
Risk Rescue Rating Scale,
Hamilton Depression Rating Scale
and serum lipid profile did not

show any significant relationship.
Currently available data show
that suicidal phenomena, which
occur in Kerala, are different from
the west in a variety of ways.
These observations are of great
relevance in planning suitable and
meaningful suicide prevention
strategies in the state. It is gener-
ally agreed that preventive action
should be collective, coordinated
inter-disciplinary multisectorial
and based on scientific evidence.

¥ ’
strategies

The steadily increasing rate of
suicides and attempted suicides all
over the world has contributed to
the development of different strat-
egies for suicide prevention. Few
countries in the world are cur-
rently implementing some of these
suicide prevention strategies (Tay-
lor et al, 1997). It is important for
our country to develop locally and
culturally relevant and feasible
strategies for suicide prevention
that can be implemented along
with other national health, edu-
cation, and welfare programmes.

which suicide prevention .
i r 1

1. Detection of treatment of de-

pression and other mental dis-

orders including alcohol and
20m
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drug abuse.
2., Enhanced access to mental
~ health services
8. Intervention aimed at psycho-
“ 1 'jogical reaction to physical ill-
4-Assessment and intervention
. for those who attempt suicide
\ th close laison with other spe-

*éifial groups
‘raining - health / education /
l{nre personal

f«ignct avmlabmt& of mear ns

1 i;it;ms

aining for acute care man-
anent of poisonm:b and es-
‘iﬂmwnt of suc;, faahty in
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f ‘i*ﬂl!img, f or teacheru
‘Close liaison with mental
- health services

¢ Include mental healtl: in cur-
yiealing

Crisis intervention

n) Telephone help line
h) Samaritans, Befrienders

¢) Suicide prevention centres
10.Public education
11.Collaboration with media for
responsible reporting
12.Sensitisation of policy makers
regarding sustainable develop-
ment, employment.
Conclusion
Suicidal behaviour with conse-
quent fatal outcome has become
a major public health problem in
Kerala. While suicide is a complex
phenomenon, it is well known that
emotional disorders and social fac-
tor plav ar important role in its
causative. Menta! health: profes-
sionals in owr state have an imi-
portant responsibility to develop
and implement effective suicide
prevention . strategies.
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