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EXECUTIVE SUMMARY

Suicide is a major public health problem worldwide. Suicide was the 14" leading
cause of death and accounted for 1.48 % (95% Ul: 1.34%-1.55%) of all deaths globally
in 2015. There is a dearth of systematic, reliable, and nationally representative data
on suicide in Nepal. The objective of this study is to estimate the prevalence of
suicidal ideation, plan, and attempt in the Ilam district of Nepal.

A cross-sectional, descriptive study was conducted in the Ilam district using mixed
methods (qualitative and quantitative). For the quantitative study, 20 Village
Development Committee (VDCs) were chosen using probability proportionate to size
(PPS) sampling. We used PPS sampling to select three wards within each selected VDC
and then used systematic random sampling to select 24 households from each ward.
A total of 1440 respondents age 10 or older were selected to be interviewed. Of the
1440 selected, 1387 were interviewed using a semi-structured questionnaire. For the
qualitative study, five VDCs (Soyang, Sangrumba, Chamaita, Ebaang and Mahamai)
were chosen purposively. Within the five selected VDCs, we conducted 42 interviews
(28 key informant interviews and 14 in-depth interviews). Teachers, health workers,
police, social workers, and a VDC secretary were key informant interviewees. In-
depth interviews (IDI) were conducted among family members of individuals who
attempted or committed suicide.

About 4.5% of all respondents are suicidal ideators; we define suicidal ideators as
people that have seriously considered commiting suicide at some point in their
lifetime. About 18% of suicidal ideators are suicidal planners; we define suicidal
planners as people that have made a plan to commit suicide in the past 12 months.
About 5% of suicidal ideators have attempted suicide in their lifetime. An estimated
15.4% and 21.5% of suicidal ideators aged 18-29 and 30-49, respectively, made a
plan to commit suicide within 12 months prior to the survey. An estimated 7.7%
of suicidal ideators aged 18-29 years old have attempted suicide in their lifetime.
Suicidal plan and attempt is prevalent among female suicidal ideators (22.2%
and 6.2%, respectively). The prevalence of suicidal ideation is 5.5% in Janajatis,
followed by Dalit (5.0%), and the Upper Caste (2.7%). Suicidal plan is 22.6% among
Janajatis who are suicidal ideators. Suicidal attempt is 17.5% among Dalit suicidal
ideators. Suicidal ideation is 6.3% among Non-Hindus. Among Non-Hindus who are
suicidal ideators, 22.6% are suicidal planners. The prevalence of attempted suicide
is 8.1% among Hindus who are suicidal ideators. The prevalence of suicidal ideation
is 6.3% among those who have no formal schooling. Suicidal plan and attempt are
24.6% and 8.4% respectively among suicidal ideators with only a primary education.
Suicidal ideation is 7.4% among widowed or divorced respondents and 5.2% among
the respondents living in a nuclear family. The prevalence of suicidal planning is
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43.0% among unmarried suicidal ideators and 22.4% among suicidal ideators living in
nuclear family. About 15% of unmarried suicidal ideators attempted suicide in their
lifetime; this proportion is 6.9% among suicidal ideators living in a nuclear family.

The prevalence of suicidal ideation is 7.9% among those with a family history of
disability and 11.5% among those with a personal history of disability. This proportion
is 14.1% among those with a family history of suicide. Suicidal ideation prevalence is
22.3% among those with severe depression. Among those who are alcohol dependent,
10.5% are suicidal ideators. Suicidal plan is prevalent among suicidal ideators with
severe depression (43.8%). Among suicidal ideators who are alcohol dependent,
23.4% made a suicidal plan within the 12 months prior to the survey. About 8% of
suicidal ideators with severe depression have attempted suicide. This proportion is
7.6% among alcohol dependents who are suicidal ideators.

This study identifies several risk factors for suicidal ideation, such as family disputes,
academic failure, financial hardship, alcohol use, physical illness, mental disorders,
family history of suicide, anger issues, and low coping skills. Suicide was reported to
have psychological effects on families and friends.

Though the incidence of suicide is rising in Ilam, suicide prevention programs have
been limited to education classes for school children in Ilam as of July 2017. We
propose community awareness programs and psychological support for high-risk
populations as possible measures for preventing suicide in Ilam district.
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CHAPTER 1
INTRODUCTION

1.1 Background

Suicide is a major public health problem globally. Suicide was the 14 leading cause
of death and accounted for 1.48% (95% Ul: 1.34%-1.55%) of all deaths globally in 2015

(1).

There is social, economic, cultural, health, and behavioral risk factors associated
with suicide (2). Relationship conflict, deep unhappiness, and hopelessness are
especially prominent triggers of suicide. Evidence has shown that when people have
easy access to means of suicide such as pesticides, firearms, and medication they are
more vulnerable to commit suicide during difficult and stressful times (3).

There were an estimated 828,108.42 (95% Ul: 745,844.62-868,688.15) deaths due to
suicide globally in 2015. The global, age-standardized suicide mortality rate was 11.49
(95% Ul: 10.34-12.05) per 100 000 in 2015. Among men, the global, age-standardized
suicide mortality rate was 16.43 (95% Ul: 15.11-17.27) per 100 000 in 2015. Among
women, the global, age-standardized suicide mortality rate was 6.82 (95% Ul: 5.19-
7.57) per 100 000 in 2015 (1). Globally, men are more prone to commit suicide than
women. The male-to-female ratio of age standardized suicide rates was 3.5 in high-
income countries in 2012. The ratio is not uniform across all countries and regions. In
low and middle-income countries (LMICs), the male-to-female ratio was 1.6. Gender
equality issues, prevailing differences in socially acceptable methods for dealing
with stress and conflict, differences in care-seeking rates for mental disorders, and
different patterns of alcohol consumption between men and women are regarded as
potential reasons for different suicide rates among men and women (3).

The suicide mortality rate varies markedly across age groups. Globally, it is the
second leading cause of death among people age 15 to 29 years. The suicide rate
was lowest among people under age 15 and highest among men and women age 70
plus. Young adults and elderly women in LMICs have higher suicide rates than those
in high-income countries. Middle aged men in high-income countries have higher
suicide rates than middle aged men in LMICs (3).

There is a dearth of systematic, reliable, and nationally-representative data on
suicide in Nepal. It is primarily due to lack of a good vital registration system, a
lack of any good data collection systems on the provision of hospital services to
treat suicide attempts, and underreporting of suicide to police since it is stigmatized
and illegal in Nepal. Some small-scale research has previously been done in Nepal.
For instance, a previous study estimates that the suicide rate in the Kaski district
was 12.4 per 100000 population in 1998 (4). In addition, previous studies identified
suicide as a leading cause of death of women of reproductive age (15-49 years of age)
in Nepal (5,6). The 2008/2009 Maternal Mortality and Morbidity Survey (MMMS) found
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that suicide accounts 24% of deaths among women between the ages of 15 and 34
and 8% of deaths among women between the ages of 35 and 49. The 2008/2009 MMMS
estimated that suicide was the leading cause of death among women of reproductive
age in 2008/2009. The 2008/2009 MMMS estimates that suicide accounts for 16% of
deaths among women of reproductive age in 2008/2009, which is a marked increase
from the 1998 MMMS which estimated that suicide accounted for 10% of deaths
among women of reproductive age in 1998. In 2008/2009, suicide accounted for 25%
of deaths among unmarried women of reproductive age compared with 15% of deaths
among married women of reproductive age (7). The age-standardized rate of suicide
in Nepal was 7.85 (95% Ul: 5.71-10.72) per 100 000 in 2015 (1).

1.2 Objectives
General Objective:

To estimate the lifetime prevalence of suicidal ideation, the 12 month prevalence of
suicidal plan, and the lifetime prevalence of suicide attempt in the Ilam district of
Nepal.

Specific objectives:

» Estimate the prevalence of suicidal ideation, plan, and attempt;

» Describe suicidalideation, plan, and attempt by sociodemographic characteristics;

e Measure suicidal ideation, plan, and attempt stratified by health-related factors;
and

« Qualitatively assess perspectives and experiences associated with suicide.

Assessment of Suicide and Risk factors 2




CHAPTER 2
METHODOLOGY

2.1 Study Design

The Ilam Suicide Survey is a community-based, cross-sectional, descriptive analysis.
The study incorporated both qualitative and quantitative methods. It was conducted
in the Ilam district of Nepal because the burden of suicide is higher in Ilam than in
most other districts in the Eastern region of Nepal (8).

2.2 Sampling Procedure
Qualitative Study

Five VDCs were selected purposively based on the high number of suicide cases
relative to other VDCs in the Ilam district in 2015. We conducted at least one key
informant interview (KIl) and one in-depth interview in each VDC. The actual nhumber
of research participants for the qualitative interview was based on the theory of
data saturation; during data collection, the researcher has flexibility to recruit study
participants until he or she has enough data to explain certain phenomena (9). So,
we purposively recruited 49 study participants for the interviews, assuming that
49 participants would be sufficient to obtain enough data to assess perspectives
and experiences associated with suicide. Overall, 17 in-depth interviews and 32
key informant interviews were conducted. We conducted five to six key informant
interviews and three to four in-depth interviews per VDC. We conducted key informant
interviews with seven health workers, five police officers, five Female Community
Health Volunteers (FCHVs), five teachers, five social workers, and five community
members. We conducted in-depth interviews with five FCHVs, five teachers, and five
relatives/neighbors of suicide victims.

Quantitative study

The 20 selected VDCs were chosen using probability proportionate to size (PPS)
sampling. Within each selected VDC, we selected three wards using PPS sampling.
We used systematic random sampling to select 24 households (HHs) from each ward.
Following the selection of HHs, the KISH Selection Method was used to select eligible
interviewees if there was more than one eligible adult in the selected HH.

Sample size was determined considering the national prevalence of depression 27.6%,
an alpha of 0.05, and an allowable error of 5% (10). The initial sample size was 319.
Considering design effect of 1.5 and multiplying the size by 3, the final sample size
was 1436, which we rounded up to 1440.

For a secondary analysis, data from police records were obtained. Face to face
interviews were carried out among participants aged 10 and above using a Semi-
Structured Questionnaire.
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2.3  Study instruments

The study used standardized questionnaires. The questionnaires were translated into
Nepali and validated through a pilot study and consultation with experts. Necessary
modifications were made following the pilot study. Kll and IDI guidelines were used
to collect qualitative information. The questionnaire consisted of different sections,
including:

a. Sociodemographic details

Interviewers collected information on respondent age, gender, ethnicity, religion,
education, type of family, and marital status.

b. Personal and family history of suicide and disability

Interviewers asked questions regarding presence and type of disability among
respondents and the respondent’s family members, family history of attempted
suicide, and potential causes of suicide.

C. Assessment of depression

Depressionwas assessed using the Patient Health Questionnaire (PHQ-9) for participants
aged > 18 years and the Depression Self-Rating Scale (DSRS) for participants aged 10-
17 years. PHQ-9 is a set of 9 questions. This instrument records symptoms over the
past two weeks. Each question has values from 0 to 3: 0 means not at all, 1 means
several days, 2 means more than half the days, and 3 means nearly every day. The
scores of each column in the PHQ-9 Questionnaire were added together and scored
as 0-4 (no depression), 5-9 (mild depression), 10-14 (moderate depression) and
>15 (severe depression) (2) which was later categorized into ‘no severe depression
(<10)’and ‘moderate or severe depression (> 10)’ for further analysis. This instrument
was validated in Nepal with randomly selected patients in a rural primary health care
center and the clinical validation suggests that the score 10 and above as moderate
or severe depression symptom and immediate need of psychosocial/ mental health
intervention (sensitivity 0.94, specificity 0.80) (11, 12).

The Depression Self-Rating Scale is an 18-item self-report measure for children. This
instrument records symptoms over the past week. Items are presented as statements
and responses are recorded as “0” for never, “1” for sometimes, and “2” for mostly.
The responses are added together and scored as >14 for “depression” and <14 for “no
depression”. This instrument was also validated in Nepal and it suggests that a score
of greater than or equal to 14 indicates moderate or severe depression symptoms
(sensitivity = 0.71, specificity = 0.81) (13).

d. Assessment of alcohol use disorder

Alcohol use disorders were assessed using the Alcohol Use Disorders Identification
Test (AUDIT). The AUDIT is a reliable and valid screening tool to identify individuals
with alcohol use disorders. Respondents that had a test score greater than or equal
to nine were classified as being alcohol dependent (14).
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e. WHO-DAS Il 12 item

We used the World Health Organization Disability Assessment Scale 2.0 (WHO-DAS II)
12-item instrument. The WHO-DAS Il assesses disability over the past 30 days through
12 items scored on a 5-point Likert Scale (1-5) (15). The total score is generated by
adding the scores of the 12-items. Mean scores, standard deviations, and ranges are
presented.

f. Suicidal ideation, plan, and attempt

We estimated lifetime suicidal ideation prevalence through asking respondents,
“have you ever seriously thought about committing suicide?” We estimated suicidal
planning prevalence in the past year and lifetime prevalence of suicide attempt
through asking respondents, “have you ever made a plan about committing suicide in
the last 12 months?” and “have you ever attempted suicide?”, respectively.

2.4 Data management and analysis

We stored soft and hard copies of data at the Nepal Health Research Council (NHRC).
We thematically analyzed qualitative information. We transcribed and then divided
qualitative information into different segments. The segments were coded and the
coded text was checked for overlap and redundancy, thus allowing us to determine
concrete themes and subthemes. A personal digital assistant and trained enumerator
exported data from the quantitative study to Statistical Package for Social Science
(SPSS) for further management and analysis.

In order to represent whole district, it was necessary to calculate appropriate sample
weights based on the sampling design. Sample weights eliminated VDC selection bias
and ensured that different sized HHs were not overrepresented or underrepresented.

2.5 Ethical Approval

The Nepal Health Research Council (NHRC) granted ethical clearance for the study.
Privacy and confidentiality of the study participants were maintained. The NHRC
fully informed participants regarding the aims of the study before the start of the
interview process. Participants issued verbal informed consent.
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3.1 Sociodemographic characteristics

Table 3.1.1 provides distributions of respondent sociodemographic characteristics.
Out of the total number of participants, 39.4% are between 30 and 49 years old,
26.0% of respondents are between 18 and 29 years old, 24.4% are between 50 and 69
years old, and 9.7% are between 10 and 17 years old. The majority of the participants
are female (58.1%). More than half of the respondents are disadvantaged Janajatis
(50.3%), followed by the Upper Caste (35.3%). The proportion of Dalit and relatively
advantaged Janajati respondents is almost equal at 6.2% and 6.4% respectively.

Table 3.1.1. Sociodemographic characteristics.

Characteristics (N=1387) n %
Age (years)

10-17 134 9.7
18-29 360 26.0
30-49 546 39.4
50-69 339 24.4
70-79 8 0.6
Gender

Male 581 41.9
Female 806 58.1
Ethnicity

Dalit 86 6.2
Disadvantaged Janajati 697 50.3
Disadvantaged non Dalit terai caste 25 1.8
Relatively advantaged Janajati 89 6.4
Upper caste 490 35.3
Religion

Hindu 872 62.9
Buddhist 210 15.1
Kirat 248 17.9
Others* 57 4.1
Education

No education/Informal education 354 25.5
Primary 423 30.5
Secondary and above 610 44.0
Occupation

Agriculture 1052 75.8
Business 122 8.8

Service 73 5.3
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Foreign employment 90 6.5

Labour 38 2.7
Others** 12 0.9
Marital status

Never married 318 22.9
Married 1007 72.6
Widowed 54 3.9
Divorced 8 0.6
Type of family

Nuclear 873 62.9
Joint 477 35.4
Extended 37 2.7

(* Kabir and heavenly path, ** lama padera, running shops, dhami jhakri, private medical)

About 63% of the participants are Hindus, followed by Kirat (17.9%), and Buddhist
(15.1%). More than two-fifths of the participants (44%) have at least a secondary
education. About 30.5% have primary education. About 25.5% have no education or
informal education. The majority of participants work in agriculture (75.8%), followed
by business (8.8%), and foreign employment (6.5%). The majority of participants
were married (72.6%) at the time of study. Most of the respondents live in a nuclear
family (62.9%), followed by joint (35.4%), and extended families (2.7%).

3.2 Depression among children

Table 3.2.1 summarizes the prevalence of depression among children aged 10 to 17
years old.

Table 3.2.1. Depression among children.

Characteristics (n=134) n % 95% ClI
DSRS (10-17 years)

No (<14) 131 98.2 93.8-99.5
Yes (214) 3 1.8 0.5-6.2

The prevalence of depression among adolescents aged 10 to 17 in the study group
is 1.8%. Using the DSRS, a cutoff point of 14 was used to differentiate presence and
absence of depression.

3.3 Depression among adults

Table 3.3.1 summarizes the prevalence of depression among adults (participants over
the age of 18).

Table 3.3.1. Depression among adults.

Characteristics (n=1253) n % 95% Cl
PHQ-9 (> 18 years)

No depression (0-4) 841 68.7 65.8-71.6
Mild depression (5-9) 320 24.1 21.5-26.9
Moderate depression (10-14) 67 5.1 3.9-6.6
Severe depression (=15) 25 2.1 1.3-3.3
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Two percent of adults in the study population are severely depressed. About 5% are
moderately depressed and 24.1% are mildly depressed.

Table 3.3.2. Depression among adults by sociodemographic factors.
Depression among adults

Characteristics
n % 95% Cl

Age (years)
18-29 360 3.5 1.5-8.0
30-49 546 7.5 5.4-10.4
50-79 347 10.6 6.7-16.3
Gender
Male 522 5.3 3.5-7.9
Female 731 8.5 6.2-11.6
Ethnicity* (n=1230)
Dalit 79 7.1 3.0-15.6
Janajatis 710 7.9 5.2-11.8
Upper caste 441 6.3 3.9-10.2
Religion
Hindu 788 6.8 4.3-8.5
Non Hindu 465 9.3 6.2-13.9
Education
No or informal 354 14.1 9.3-20.8
Primary 363 7.8 4.9-12.1
Secondary and above 536 2.7 1.7-4.3
Occupation
Agriculture 944 8.2 5.7-11.5
Business 111 3.0 1.5-5.8
Service 69 1.1 0.1-9.5
Foreign employment 81 8.6 3.5-19.5
Labour 36 9.7 4.4-20.0
Others 12 7.2 0.8-43.5
Marital status**
Never married 186 2.6 1.1-6.4
Married 1005 7.6 5.4-10.6
Widowed/Divorced 62 14.3 5.7-31.8
Type of family
Nuclear 773 5.9 4.0-8.7
Joint or Extended 480 9.1 6.4-13.0
Total 1253 7.2 5.7-9.0

*non Dalit excluded from ethnicity, disadvantaged and relatively advantaged Janajati merged to
Janajati, **others excluded from marital status

The prevalence of depression is 10.6% among participants aged 50 to 79 years old,
followed by 7.5% in the 30 to 49 year old age group, and 3.5% in 18-29 year old
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age group. Depression is more prevalent among women (8.5%) than men (5.3%).
The prevalence of depression is similar across the three different ethnicities (7.1%,
7.9%, and 6.3% among the Dalit, Janajati, and the Upper caste, respectively). The
prevalence of depression is slightly lower among Hindus (6.8%) than among non-
Hindus (9.3%). The estimated prevalence of depression is higher among those with
no or informal education (14.1%) than among those with a primary education (7.8%)
and those with at least a secondary education (2.7%). The estimated prevalence of
depression is 9.7% among labourers, followed by those with foreign employment jobs
(8.6%), those with jobs in agriculture (8.2%), and those with other jobs (7.2%). The
prevalence of depression is 14.3% among those who are widowed/divorced and 9.1%
among those living in a joint or extended family.

3.4 Alcohol dependence among adults

Table 3.4.1. Alcohol dependence among adults.

Characteristics (n=212) n % 95% ClI
AUDIT for alcohol dependence

No (<9) 120 58.7 51.2-65.8
Yes(29) 92 41.3 34.2-48.9

More than 40% (41.3%) of adults in the sample are dependent on alcohol.

Table 3.4.2. Alcohol dependence among adults by sociodemographic factors.
Alcohol dependence

Characteristics (n=212)

n % 95% ClI
Age in years
18-29 40 22.9 14.4-34.4
30-49 96 41.4 30.5-53.3
50-79 76 52.2 37.3-66.7
Gender
Male 137 43.0 31.1-55.7
Female 75 38.5 25.1-53.9
Ethnicity* (n=208)
Dalit 10 55.8 23.0-84.3
Janajatis 169 42.7 33.7-52.3
Upper caste 29 30.5 11.0-60.9
Religion
Hindu 100 32.7 21.1-46.8
Non Hindu 112 49.6 39.5-59.8
Education
No or informal 73 60.3 46.5-72.6
Primary 103 39.5 26.7-54.0
Secondary and above 36 20.9 10.0-38.5
Occupation

Agriculture 166 41.4 30.1-53.7
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Business 12 16.2 3.2-52.4

Service 10 33.7 4.8-83.7
Foreign employment 11 48.9 24.9-73.5
Labour 12 71.5 27.5-94.3
Others 1

Marital status

Never married 19 17.2 7.1-36.3
Married 183 45.6 34.6-57.2
Widowed/Divorced 10 17.3 2.3-65.2
Type of family

Nuclear 150 40.0 29.3-51.8
Joint or Extended 62 44.5 25.8-64.9
Total 212 41.3 34.2-48.9

About 52% of respondents aged 50 to 79 years old are alcohol dependent. The
prevalence of alcohol dependence is 43.0% among male and 38.5% among female
participants. Among the Dalit population, 55.8% percent are alcohol dependent.
Among the Non-Hindu participants, the prevalence of alcohol dependence is 49.6%.
The prevalence of alcohol dependence is 60.3% among participants who have no
formal schooling. It was found to be about 71.5% among labourers. Among the
participants who were involved in foreign employment, the prevalence is 48.9%.
The prevalence of alcohol dependence is equal in unmarried (17.2%) and widowed
or divorced (17.3%) participants. It is 45.6% among the married participants. Alcohol
dependence is 44.5% among participants living in joint or extended families.

3.5 Family and personal history of disability

Table 3.5.1. Family and personal history of disability.

Characteristics (n=1387) n % 95% Cl
Family history of disability

Yes 131 9.8 8.1-11.8
No 1256 90.2 88.3-91.93
Personal history of disability

Yes 35 2.5 1.7-3.7
No 1352 97.5 96.3-98.3
WHO-DAS12 item

Mean score 17.7+6.0 (12-49)

About 10% of the participants had a family history of disability while 2.5% of the
participants had a personal history of disability. The mean WHO-DAS Il score was 17.7
with a standard deviation of 6.0. The minimum score is 12 and the maximum is 49.
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3.6 Suicidal ideation, plan and attempt
Table 3.6.1. Suicidal ideation, plan and attempt.

Characteristics n % 95% CI
Suicidal ideation (n=1387)

Yes 66 4.5 3.5-5.9
No 1321 95.5 94.1-96.5
Suicidal plan (n=66)

Yes 11 18.2 9.5-31.9
No 55 81.8 68.1-90.5
Suicidal attempt (n=66)

Yes 5 4.9 1.9-11.9
No 61 95.1 88.1-98.1
Family history of suicide

Yes 10 0.7 0.3-1.5
No 1377 99.3 98.5-99.7

Respondents were asked if they had ever seriously thought about committing suicide;
4.5% of the respondents said “yes” (suicidal ideation). Among those who have ever
had suicidal ideation, 18.2% had made a plan to commit suicide in the last 12
months (suicidal plan) and 5% had a history of attempted suicide. About 0.7% of the
respondents have a family history of suicide.

Table 3.6.2. Suicidal ideation by sociodemographic characteristics.
Suicidal Ideation

Characteristics
n % 95% ClI

Age (years)
10-17 134 1.1 0.1-9.2
18-29 360 5.0 2.8-8.7
30-49 546 5.3 2.8-10.0
50-79 347 4.0 2.1-7.4
Gender
Male 581 3.4 2.0-5.7
Female 806 5.4 3.2-8.8
Ethnicity* (n=1362)
Dalit 86 5.0 2.2-11.1
Janajatis 786 5.5 3.3-8.8
Upper caste 490 2.7 1.4-5.2
Religion
Hindu 872 3.6 2.0-6.7
Non Hindu 515 6.3 3.7-10.6
Level of education
No or informal 354 6.3 4.1-9.6
Primary 423 5.2 3.0-8.9

Secondary and above 610 3.2 1.7-5.9
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Occupation

Agriculture 1052 4.2 2.6-6.9
Business 122 2.8 0.7-10.1
Service 73 4.1 1.0-15.1
Foreign employment 90 6.0 2.7-12.9
Labour 38 15.1 8.6-25.3
Others 12 1.7 0.1-21.4
Marital status
Unmarried 318 1.5 0.5-4.3
Married 1007 5.3 3.2-8.7
Widowed or divorced 62 7.4 3.4-15.6
Type of family
Nuclear 873 5.2 3.4-8.0
Joint or Extended 514 3.5 1.6-7.4
Total 1387 4.5 3.5-5.9
Table 3.6.3. Suicidal plan by sociodemographic characteristics.
Characteristics Suicidal plan

n % 95% ClI
Age (years)
10-17 1 1.0 -
18-29 16 15.4 4.5-40.8
30-49 30 215 9.9-40.5
50-79 19 6.0 1.4-22.1
Gender
Male 23 9.1 1.4-40.8
Female 43 22.2 13.3-34.6
Ethnicity* (n=64)
Dalit 4 17.5 1.5-74.8
Janajatis 44 22.6 9.7-44.5
Upper caste 16 9.3 2.2-31.5
Religion
Hindu 34 14.2 6.2-29.6
Non Hindu 32 22.6 8.3-48.6
Level of education
No or informal 23 22.5 9.4-45.0
Primary 20 24.6 8.3-54.0
Secondary and above 23 6.9 1.0-34.7
Occupation
Agriculture 45 20.5 7.3-45.9
Business 6 - -
Service 3 - -
Foreign employment 6 41.8 6.2-88.7
Labour 5 - -
Others 1 1 -

Marital status
Unmarried 4 43.0 6.7-88.9
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Married 57 14.5 5.8-31.8

Widowed or divorced 5 31.6 3.4-86.0
Type of family

Nuclear 49 22.4 11.7-38.7
Joint or Extended 17 7.7 1.07-38.8
Total 66 18.2 9.5-31.9

Table 3.6.4. Suicidal attempt by sociodemographic characteristics.
Suicidal attempt

Characteristics
n % 95% CI

Age (years)
10-17 1 - -
18-29 16 7.7 1.3-33.9
30-49 30 4.4 0.9-19.7
50-79 19 2.7 0.3-21.5
Gender
Male 43 1.9 0.2-16.0
Female 23 6.2 1.5-23.0
Ethnicity* (n=64)
Dalit 4 17.5 1.5-74.8
Janajatis 44 2.5 0.4-13.4
Upper caste 16 9.3 2.2-31.5
Religion
Hindu 34 8.1 1.9-29.3
Non Hindu 32 1.2 0.1-11.8
Level of education
No or informal 23 6.1 1.2-25.4
Primary 20 8.4 1.9-30.6
Secondary and above 23 - -
Occupation
Agriculture 45 4.9 0.9-23.0
Business 6 -
Service 3 -
Foreign employment 6 11.1 0.9-62.0
Labour 5
Others 1
Marital status
Unmarried 4 14.8 1.3-69.6
Married 57 4.5 1.0-17.7
Widowed or divorced 5
Type of family
Nuclear 49 6.9 1.9-21.9
Joint or Extended 17

Total 66 4.9 1.9-11.9
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Suicidal ideation is equally prevalent among participants age 18 to 29 and 30 to 49
years old (5.0% and 5.3%, respectively). The prevalence is 4% among people in the 50
to 79 year old age group. This study shows that 15.4% and 21.5% of suicidal ideators
aged 18-29 and 30-49 years old, respectively, made a plan to commit suicide in the
12 months prior to the survey. Among suicidal ideators between the ages 18 and 29,
7.7% have attempted suicide in their lifetime. Findings from the qualitative study
show that people across all age groups are thought to be vulnerable to suicide. Most
of the research participants found it difficult to determine which age groups are
more vulnerable to suicide. One research participant said,

“When we look at the age factor, there are adolescents who have committed
suicide and there are also adults who have committed suicide. Therefore, |
don’t think age factor plays a part in this. We have seen old people as well
as young people committing suicide. Just recently, one young girl committed
suicide because she couldn’t pass her examination. And there, an old man
committed suicide. So there’s no such specific age group” -School teacher, male

According to research participants, the incidence rate is high among people between
the ages of 40 and 60 years old. The research participants conferred that such
incidents are seen repeatedly among people between the ages of 12 and 20 as well.
One research participant stated,

“Well | don’t know much but in our area people of 14, 15 years have done more.
The number of that age is three already in this month only” -Family member,
male

Participants expressed different views about the prevalence of suicide by gender. The
majority of the research participants opined that the prevalence of suicide is equal
among both men and women while some research participants stated that women are
more likely to commit suicide than men. The lifetime prevalence of suicidal ideation
is 5.4% among women. Suicidal plan and attempt are prevalent among female ideators
(22.2% and 6.2%, respectively). As per the qualitative interviews, suicidal behavior
among males seems to be associated with issues of dignity, unemployment, and
financial crisis whereas women are driven to take their own life because of familial
conflicts, familial violence, and issues relating to extramarital affairs. To explain
why women can be more prone to commit suicide, one of the research participants
reasoned,

“They can’t think properly, they cry in small issues. They think it’s better to
die than to remember about those events. When small things happen they can’t
think properly and they hang themselves.”- Community focal person, male.

Research participants reported that Ilam is mainly inhabited by members of the
Janajati group, followed by Brahmins, followed by Chhetris, and then Newars.
The majority of the research participants believed that there is a higher incidence
of suicide among people belonging to Janajati group which might be due to their
dominant population. The prevalence of suicidal ideation is 5.5% among Janajatis
followed by 5% among the Dalit and 2.7% among the Upper Caste. Suicidal plan
prevalence is 22.6% among the Janajati ideators. Some of the research participants
are of the view that suicide rates are similar across ethnicities. They mention that it
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is prevalent in people of all ethnic groups.

“I think it is equal in all people regardless of the ethnicity. The child of 14
years was Dalit, the woman who committed suicide later after 22 days was
Aryan. One year ago, Rai committed suicide. So it’s not prevalent to specific
groups.” - Health worker (Auxiliary Nurse Midwife), female

Suicidal ideation prevalence is 6.3% among Non-Hindus. Suicidal plan prevalence
is 22.6% among Non-Hindu ideators. The prevalence of attempted suicide is 8.1%
among Hindus who are suicidal ideators.

According to research participants, educational attainment is not a major risk factor
for suicide. The majority of the research participants think that suicide is common
among both educated and uneducated groups. Some of the respondents confer that
suicide is more common among people with lower educational attainment. One of
the research participants explained that,

“Both educated and uneducated people have committed suicide. Let’s say it’s
almost equal.”- Social worker, female

On the contrary, another research participant said,

“Well people who are uneducated seem to commit suicide more than the
educated ones. Because educated people understand, there’s difference in
their level of thoughts too; the thinking capability of uneducated people is
low because of which they commit suicide.”- Health worker, female

Suicidal ideation prevalence is 6.3% among those who have no formal schooling,
which is higher than the prevalence of suicidal ideation among those with only a
primary education (5.2%) and those with at least a secondary education (3.2%).
The prevalence of suicidal plan and attempt are both higher among ideators with
a primary education than among ideators with no formal education. Conversely,
the prevalence of suicidal plan and attempt are lowest among ideators with at
least a secondary education compared to ideators with lower levels of educational
attainment. Most of the research participants also explained that schoolchildren are
particularly vulnerable.

The prevalence of suicidal ideation is about 15% among labourers in the study.
The prevalence of suicidal plan is 41.8% among the ideators involved in foreign
employment, followed by 20.5% among the ideators occupied in agriculture. The
prevalence of suicidal attempt is 11.1% among foreign employees and about 5%
among agricultural workers who are suicidal ideators.

Suicidal ideation prevalence is 7.4% among widowed or divorced participants and
5.2% among participants living in a nuclear family. The proportion of ideators that
made a suicidal plan in the past 12 months is 43.0% among the unmarried participants
and 22.4% among those living in a nuclear family. About 15% of unmarried ideators
and 6.9% of ideators living in a nuclear family have attempted suicide.
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Table 3.6.5. Suicidal ideation by personal and family history of disability and

suicide.

Characteristics (n=1387) Suicidal Ideation

n % 95% Cl
Family history of disability
Yes 131 7.9 3.9-15.2
No 1256 4.2 2.6-6.8
Personal history of disability
Yes 35 11.5 4.0-29.2
No 1352 4.4 2.7-7.0
Family history of suicide
Yes 10 14.1 1.6-62.6
No 1377 4.5 2.8-7.1
Total 1387 4.5 3.5-5.9

The prevalence of suicidal ideation is 7.9% among participants with a family history
of disability and 11.5% among participants with a personal history of disability. The
prevalence is 14.1% among participants with family history of suicide.

Table 3.6.6. Suicidal ideation by depression and alcohol dependence.
Suicidal ideation

Characteristics
n % 95% ClI

PHQ-9(n=1253)

Severe depression 92 22.3 12.9-35.8
No depression 1161 3.5 2.1-5.8
Alcohol dependence(AUDIT) n=212

No 120 5.6 2.5-12.2
Yes 92 10.5 6.1-17.4
Total 1387 4.5 3.5-5.9

Table 3.6.7. Suicidal plan by depression and alcohol dependence.
Suicidal plan

Characteristics
n % 95% Cl

PHQ-9 n=65

Severe depression 19 43.8 25.5-64.0
No depression 46 2.9 0.6-13.4
Alcohol dependence(AUDIT)n=16

No 5 37.0 4.9-87.0
Yes 11 23.4 3.8-70.3

Total 66 18.2 9.5-31.9
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Table 3.6.8. Suicidal attempt by depression and alcohol dependence.
Suicidal attempt

Characteristics
n % 95% Cl

PHQ-9 (n=65)

Severe depression 19 7.6 0.6-51.5
No depression 46 - -
Alcohol dependence(AUDIT) n=16

No 5 - -
Yes 11 7.6 0.6-51.5
Total 66 4.9 1.9-11.9

The prevalence of suicidal ideation is 22.3% among those that are severely depressed.
The prevalence of suicidal plan is 43.8% among ideators that are severely depressed.
The prevalence of suicidal ideation is 10.5% among those who are alcohol dependent.
The prevalence of suicidal plan is 23.4% among ideators who are alcohol dependent.
About 8% of the ideators who have severe depression had attempted suicide. The
prevalence of lifetime attempt is 7.6% among ideators who are alcohol dependent.

3.7 Qualitative findings from the study
3.7.1 Suicide in llam and the Eastern Region

A majority of participants mentioned that the rate of suicide has been consistently
rising over time. Informants reported that suicide is very common and is not limited
to a particular age group, ethnicity, religion, or gender. A suicide used to have more
of an effect on a community, but it has become so common that community members
are more resigned and less affected by each individual suicide. One of the research
participants explained,

“Before, such cases happened rarely and people used to inquire about it, they
used to be concerned about it but these days such cases have been happening
too frequently and people don’t seem to care much about it. They just talk
about the event, how one committed suicide and it’s finished. They forget
about it very soon” - FCHV, female

Participants expressed a range of factors that triggered suicidal thoughts such as
family disputes, academic failure, financial hardship, alcohol use, physical illness,
mental disorders, and low coping skills. Participants also indicated that family history
of suicide and anger issues may also trigger suicide. Participants report that suicide
notes can provide information as to why a victim committed suicide.

The figure below shows trends in suicide mortality in different districts of the Eastern
region of Nepal. In FY 2070/71, Ilam has the third highest suicide rate of all of the
districts (116.28 per 100 000) in the Eastern region after Solukhumbu (159.76 per
100000) and Jhapa (123.54 per 100 000). Similarly, the records of FY 2068/69 and
FY2069/70 show that Ilam had the second highest incidence rate of any district after
Solukhumbu (Figure 3.7.1).
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Figure 3.7.1. Suicide rate per 100000 population.
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3.7.2 Means used to commit suicide

Research participants state that hanging is the medium through which the majority
of people who commit suicide kill themselves, followed by self-poisoning. The use of
other means was not reported prominently. When asked why hanging is so common,
respondents noted that rope is easily accessible in villages since it is used for different
household purposes. Poison, on the other hand, was described as less appropriate
due to its limited access. One participant explained,

“In our village, you might have to travel a long distance to buy poisons. May
be they people planning to commit suicide] doubt that other people might
know, they want to keep a secret, they do not want to get noticed, so this is
one reason. And other is that they might have heard that it is easier to die by
hanging than by taking poison.” -School Principal, Male

The research participants report that most -—-women that hang themselves use a
scarf (shawl) while men use either “namlo” (rope used to tie grasses) or “damlo”
(rope used to tie the animals) to hang themselves because it is easily available and
they do not have to go to the market to buy it. Research participants mention that
people take insecticides or pesticides if they choose to use poison to commit suicide.

3.7.3 Reasons for committing suicide

Several risk factors were identified, including familial conflict, alcohol or substance
use, socioeconomic conditions, issues related to mental health, academic failures,
love affairs, and physical illness.

Family conflict

Family issues are key causes of suicide. Family environment, child-parentrelationships,
financial crisis, extramarital affairs, and family violence were commonly cited risk
factors for suicide. The research participants mentioned that conflict between a
husband and wife is a driving factor for people to commit suicide. Substance abuse,
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financial crisis, and family violence may be a cause of familial conflict leading to
suicide. Women are especially affected by familial conflict because of their low
position in the family hierarchy relative to men. Women are not afforded the same
privileges as men and therefore are not always as able to express frustration in a
healthy manner.

Economic status

A majority of research participants stated that people who are experiencing economic
hardship are more likely to exhibit suicidal behaviors.

“When that lady committed suicide we assumed that she had loans and she
thought that she won’t be able to pay the debt, she was worried about her
dignity in her community so she committed suicide. So | think if people have
loans then they commit suicide.” -School teacher, male

Academic Failure

Research participants mentioned that suicidal behaviors are more common among
students during examination periods due to stress and shame and humiliation after
results are published. The research participants mention that the feeling of failure
and the likely effect of failure on societal status encourage students to commit
suicide.

“I think failure in studies creates an impact among the students. In that case
that happened before, the result was just published in school, she asked her
sister to go and check result, and then she did like that. Before that also
similar incident had happened in that family” -Social worker, female

Issues related to mental health

The research participants state that stress and sadness might encourage people to
commit suicide. Some of the research participants shared that they noticed stress,
aggressive behavior, and sadness among people who had committed suicide.

“Yes he was not well. He looked stressed and sad. He used to keep staring
blankly. It was not possible to look after him all day because in village people
have to go to collect grass and firewood. When his family was gone to collect
grass and firewood, he committed suicide” -FCHV, female

Physical illness

Most of the research participants state that physical illness and chronic diseases are
major causes of suicide among the elderly. Elderly people are frustrated with their
chronic illnesses, especially when they are neglected by their family, thus motivating
them to attempt suicide. A few participants state that non-elderly adults are also at
risk of suicide due to physical illness and a lack of treatment options. For example,
a research participant explained,

“His brother committed suicide (points out to a man in the room) due to the
back injury. The suicide note states that the back injury so intense that his
brother could not cope the stress of becoming disable. So, he thought it was
better to die than to live with pain.” -School teacher, male
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3.7.4 Perception towards Suicide

Suicide is generally perceived negatively. Most of the research participants consider
suicide to be a crime. Community members inform police when suicides and suicide
attempts occur. People that attempt suicide are often labeled cowardly and/or
disgraces to their families and communities. Perceptions vary by gender. Women that
attempt suicide are often considered to be engaged in offensive activities such as
extramarital affairs. Men that attempt suicide are considered to be cowardly. Some
people in the community believe that suicide attempts should be punished in order
to prevent others from committing suicide. A few participants shared that proper
care is needed for people who have previously attempted suicide. They fear that a
lack of support and negative attitude towards those that attempted suicide might
encourage repeat attempts.

Although attempted suicide is viewed negatively, most of the research participants
expressed support for family members of suicide victims. Research participants
stated that the affected families are supported morally and financially.

“People show sympathy towards those families and provide necessary help.
They also provide financial assistance. In our village, people are concerned
about each other and especially in such cases, community people help each
other. They don’t show such negative behavior.” -Health worker, female

A few participants illustrated cases where affected families of suicide victims were
stigmatized and isolated from social functions, such as weddings. However, such
views are not particularly prominent.

3.7.5 Consequences of suicide and attempted suicide

Suicide has psychological effects on families and friends. Research participants who
have a family member or neighbor that committed suicide stated that suicide creates
anxiety. For example, one participant who had a family member that committed
suicide explained that,

“It has destroyed my consciousness. | am still not able to be in the right state
of my mind. | am still afraid to stay here. Many things have happened inside
me. | still have lots of fear; | get afraid at night, | can’t sleep properly. So, |
don’t stay here alone.” -Family member, female

Some of the research participants also state that suicide has a negative impact on
the prestige of a family. Participants believe that suicidal incidents have a negative
effect on future generations. In addition, participants believe frequent suicides in
a community might affect the health and wellbeing of the community’s children.
Participants believe that children who witness a suicide will develop high anxiety
and low self-confidence as a result. Similar negative impacts can be observed among
people who have a friend or friends that committed suicide.

3.7.6 Available services for suicide prevention

Therateof suicideinllamisrising, yet there have been limited efforts to prevent suicide
in Ilam. Generally, families seek psychological support from traditional healers when
their family members exhibit suicidal behavior. The research participants reported
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no significant interventions from the government except for health education classes
for schoolchildren on a few occasions. Research participants highlight a need for
preventive programs that provide counseling and psychological support to vulnerable
people. Participants also emphasized the need for an awareness program and health
education at the community level.
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CHAPTER 4
CONCLUSION AND RECOMMENDATIONS

4.1 Conclusion

Ilam had the third highest suicide rate (116.28) among districts in the Eastern region
in FY 2070/71. Suicidal ideation, plan, and attempt are common in the llam district.
The mean WHO-DAS Il score is 17.7 with a standard deviation of 6. Participants
highlighted a range of factors that trigger suicidal behavior, such as a family history
of suicide and anger issues. Suicide has profound psychological effects on families
and friends. Although the rate of suicide in Ilam is rising, there have been limited
prevention efforts.

4.2 Recommendations
Introduce suicide prevention programs

Public health organizations should implement suicide-related programs. Local
stakeholders should be concerned about suicide. There is a need for individuals,
families, communities, local organizations, and governments to work in collaboration
to minimize the burden of suicide.

Providing Psychosocial Support

Psychosocial counseling should also be provided to communities. Training should be
provided regarding psychosocial support and counseling to health professionals and
other influential people such as FCHVs and teachers. The training should include
information regarding risk factors related to suicide, warning signs, stigma, and how
to respond to people in need.

Change in behavior and attitude towards suicide

People should try to provide adequate social support rather than criticizing the
victim and their family members. Negative behaviors and perceptions towards those
vulnerable people might prevent them from seeking help and it might also trigger
more suicidal thoughts among them out of frustration and guilt.

Providing awareness

Emphasis should be made on providing education through different mediums like role
plays, street dramas, campaigns, and meetings. Women groups, child clubs, and etc.
can help raise awareness. Family members should be aware of these issues so that
they can identify signs and symptoms and then take action.
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ANNEX

Annex I: Informed consent

Informed Consent Form / Ethical Issues
Assessment on Suicide and Related factors in District of Nepal

Information letter and participation consent

Namaste! My Name is ......cceveveeveeveeceereeceeseenens | am here to collect data of the research
entitled Assessment on Suicide and Related factors in District of Nepalwhich is
conducted by Nepal Health Research Council (NHRC). This survey is focused on the
situation of suicide and assessment of factors affecting suicide

If you are willing to participate in this study you are requested to sign in the consent
form. Asimple questionnaire is prepared for this study which includes social, personal
issues of you and your family perception towards suicide, its situation, causes.

Your participation in this research is voluntary. During the interview you can withdraw
your participant if you are not willing.

Benefit/Risks

You have no financial benefits in this study. If you are willing to participate in this
study you may bear mild pain during taking the blood sample.

Confidentiality

Confidentiality will be maintained for your all personal information. Computer coding
will be done to know your information so that everyone does not know about your
personal information. Your exact information will not be published in the journal,
reports etc.

Additional information regarding the study

During the study if you have any question and queries regarding the study then you
can ask to interviewer after the interview or you can also contact to Nepal Health
Research Council, Ramshah Path, Kathmandu (telephone no 01-4254220).

This research has been approved by Ethical Review Board of Nepal Health research
Council. The responsibility of this board is to protect respondent of the research
from any kind of risk during the study.

Consent of the respondent for participation

| have fully understood that to take part in this study is fully voluntary. | can withdraw
my participant in this study at anytime without any charge. | am fully aware with
objectives, procedure, danger and advantage of this study. | have understood;
information taken from me is only for study purpose. | have opportunity to ask
question to clarify the any queries during the study. | am willing to give my consent
to use my personal information in this study only. | am determined to take part in
this study is my personal decision. | can quit my participants at any time. | have
understood that no harm will be bear in this study.
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Respondent Name .......ccccevevveeveeceeceeeenn.
Respondent Signature  ......cceveveveeveeceeenes
Lapche (for illiterate)

Thumb of Right hand

Date: ---/---/-----

| have read this consent form during taking consent from the respondent or
respondent has read the consent form. | have given opportunity for respondent to
ask any question. | can ensure that respondent has given their personal information
independently.

Interviewer Name Interviewer Signature
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Annex II: Nepali questionnaire

Section A: (General Information)

A1 SURGTATHT ATH:-
A2 SRETaTd! forg
q, Afga
A3 TAR (GRT HYDT TH)...oooooeeeeeeeessneerresne
A4 STTARSITTIT
A5 3| & AW -
A6. 51 S,
A7 BT A -

R TR

Section B: (Personal and Household Information)
3T 9 qUISATS AUTS DI AR X TR IRARART T RTgdr GRIBr T T30 G | HRIGAIDT
IRM qUIEATS Bfe FGART AFAT AT g 9T 9 FUAT AATE A~Jarer |

S.N Questions

B1 AU TS dRgYS T+ ATSH?

B2  aft ans® 1, duRel &fd 9 ugy
YS! B7?

B3  qurs |Qmr=Iaan g € ATg® ?

B4 quder dardie Rafg @ &1 ?

B5 TUTE P! Ufseen! fAare®d! YR Bl & ?

B6  aurde! faare &fa adar SAvET vua!
oy ? (afk sgfaars e ¥ ufgar
faaTeag Seerd T BT )

B7  qure! uRarar 91 &fa ST 9awiEs
TIED 7
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B8

B9

B10

B11

B12

B13

B14

B15
B16

B17

TUE D! TR IRIRST Ao Gl
YHRDI N B ?
I & W9 G SRS AT B ?

(I8 S 9¥T B)

TUTEHT Gt YHRD! ST B ?

I B W G SRS AT B ?

TYHT R AT FHATARIAT TUTS BT T
IR HADT e Wyt Ry ?

Iy O w9 Bfa e S fee
e fort?

I FRHATT quIsH! AT & ¥y ?
el el g@a sRer & fran
gl ?

T SR AARHATES YRT T+
TS B o B RS B! B B
B9 ?

(¥ SR 9™T B)
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B11

B13

B17
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B18 dursa! =R uRaIR®I =1l I EAR ISR CIIS L I 9

| @ 8P 2R3 1 A 2
151151 O 3
EENC RN L) - S g
SIS I 11 A g
IR (GATST) ooveeeeeeeeereessrrreneee
B19 quiss! URAR®T AIRT®E ST eeeeeeecesssneeeeesssnnneeesn
AUISATS ATET ®, AT & W Hid slam ?
B20 duE®! uRaRST WRA® MR TR BT B eerreereeereerseneessennee o
IRP! BTADT MR FATIHATES AT GAB B oo 9
(T, 9T, U, WRA) TABT B TR IR GHDT B coveeeoveeeeeeesssnnersen 2
S ?
B21 quE®! sl URARD! WIAEHAT T B .cooeeeeeeeeeeeeesssseneeeeeesssssssseseeeee 9
S B ? L2 A 2 B24
B22 3ft & W9 &fa 9fd ® 8e? RUFAAT e
BAGEED)
YT 1) 52 I 1 o O GRS o) S o1 1 1 ) s O AfgT
AfeATa™ @ 87 (AT degsien)
1 gfaemsed quEs! =) aRaRHT B B
U B?
UG AR 9 e)
R FHUST 9 R
IESUSESIIEIN 9 R
B24 @MU q Py
e 9 3
<fowe / Ararsa 9 2
&Y. . 9 R
GIEET] 9 2
AT He q 2
QT YHTSH 374 (e T, 719 9 3
get)
Section C: Suicide Knowledge, Attitudes and Behaviour
T A AULATS ATHEATART T FITIHT GRIGFT T TS0 D! G | RGBT IR qUS g Dfe
IGART AR T g YA {1 HUAT AATS Hgerel |
C1 TS S STHEATH! TRAT G a7 T&] L q
HUH B ? 121 AR 2
C2  afy g3 a1 3T 9UH! B WA BI a RUSRIARCIR 1 & A 9
FEIqIC Yoy WAI? IR LI 21 A R
(5 SR AT B ) TARET BH e 3
(S P 11 S A g
L5415 Y
311 K61 15 &
LR LI 5 A A 0
SE(C IS )
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C3

C3A

C4

c5

Cé

TUNS ST faAR TLAT THIBT ATEIRAT
A IS %0 THEAT/ STHTATD! JIT
TGP PRES - BIATT ?

(98 SR 9T B)

TUTSHT ATHIAT ATHEAT BT YA AT
AT HAR T TRDI YIS WIDI B

(@5 Jfeum)
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29




Céa TURS FHIA BHicl AT A

MBI B a1 JATH TRS! ATET YIS w4
T B TIEB?

c7 TUTS TS ATHBT T4 A A ¥+ PAATS T AT q
qUTSl BT ATfHTS a1 GReReBT K1 A 2
HGHEOATE W gD ? 1) A 3

I (GATST) ovveeereeereerne

C8 PAATS U UfET 9= SR MTAT DT ooeoeeeeeeeeeeeeeeeeeeeeessenssssseeeene
PROT B BT ?

C9 I IRARPT AERETATE T THED  covrveerermersssmnesssessssnssen
THAATS W TS ?

C10  TUPI 93 ARATH AUESH! TR IRARBT Gl Lo e 9
T AT JIATITGHTHT R 2 fyesy. ?

C11  IfE O W1 & @ BRUTESA T& e
TS JATH DT oy ?

C12  U®! 92 AT duTsd! R RaARBT L A q
P el ATHEAT THTH! o ? TR 1es A 2

C13 IfT Ol W1 & @ BRUEDA T& oo
s T, AT ¥ ?

C14 @I R AR qUSH TIITA F1 e 9
bl AHEATD! TITTGHTDT R 2 e ?

C15  afs Ot M9 @ B BRUTETA & oo
ITHEATH! YA T, TGS Ry ?

C16 TP 9 ARATH TURH! TIERAT G PR oo 9
vl s TWSH! foraT ? 12 15 AR )

C17 3fy for W1 & & SRS Tal
JATHET T, 99! forar ?

Section D: Patient health Question (PHQ9) (only for 18 and above)

C8

C10

9

C12

C14

Ci6

Next Sec-
tion

3G BT TUTSATSIIUHIR TCTAT Ud G faTaTS TR AR &R e 79 gt wgven), Ra=1 anfiRe=

T AR Al ARReT MH! forat & f¥ga w=1 ane g1 o1 |

DI TN qUTS 3 AThew i TATSB, afa uf Ffedarl R

PHQl el s e /Gl g9 s T M 7 Wos W&l St

A9 AR BRIBT WUH! o ? 1Y
o q 5
PHQ2 <& 2 T« qUISHTR, e o, FRI g a1 & o 9 R
& T e SRl A BiaeY Wy oy ?
PHQ3 TuaI 2 ST QUSRI G T4 ar T 7% o 9 R
TS+ a1 Afafe w1 &} g a1 &R T A
HRIBT WyH Ry ?
PHQ4 wqa! 3 il qUISens ol HEYwgs, wIRkp ar o q 2
TR B § Biad! T8 yH! oy ?
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PHQ5 gl R ™I duigelts WM WIF J9 TR aT o 9 R 3
3f g a1 AU ¥=T &R W 79 A Biid!
JUe! oy ?

PHQ6 Iu&! 2 ST qUTS STHASMEHATS GIYT 3 a7 o 9 B 3
I BROTC &1 M, B WTDT a7 TRAR T
WP BRID! FEYATY qOD! AT ?
Probe: SIToHI SRUTel T&T AHTAHT ST T
M IRARDT Foold THDHT ToYH T |

PHQ7 u&r 2 ST quisalls €019 dfvad T+dT Y& 2 o q ) 3
&7 91 Ud [gRel B I MRl g1 Bud Hoat
?
(Tt TFU®T U a1 LY. B, TS DTS U
gfsy B T+ 3nfY)

PHQ8 W?Wﬁmﬁﬁﬁmﬁﬁm o q o 3
IR 9o a1 fds T9YST JTeraT BEUET W
=1fes a1 991 ffega T Biie! Ty i ?

PHQ9 <u&! 2 T« qUISATs AR #RI SIval @, 3MoT o 9 R 3
M AT fom a1 reTen T @rddT fTaReEs
FRIBT AT ?(STRT: B4 HIeA, Ay Ja= T, g9
BIeq, P eTS®! SiadrsH 3nfy)

PHQ10 wu®) 2 & a1 | YT 9¢) AT dUlRdl HER SRR UR el R e(
WAPT TIES (H T A9 T, fas arm P ga A= IR D

SIS TAT B! T A9, Afhd ARp a7 AT HA RN UR  URST RN
B, &I Bfvgd T A9, A1 79 A enfl) o @ o oy uRer
TGt TUISA T BT, T AT TRURTRST BRATE foray
Y 3% AIfTIEEIRTS! AT BRIG! SRR IRDI

forar? ) 9 B 3

Section D: Depression Self Rating Scale (DSRS) (only for children 10-17 years)

I GUSHT Bfe Y¥A8e B G Ade & d TaTd1 TeaRST Bharaarise 9 awafd 8 |

39 ¥ fI770 TP BT qUIS TS 9% GRS WU Rl 3 YT ¥ IRAr |ieT TEkeg | 8n 9

AU TS U A0 3 TeT FRATAT STReS U 91g, | MBS fie SR SATRRIAT Jd& BT siall |
I IR QT R va STeg SR AR 9grel |

DSRS 1  qurs ufee wifd fasiee a1 gviee aeg goal afeet  dfee WIfd uead am8........... o
ufy QT 7 18] §6 ?(SIERUGIART aurs ufedd Ufdid!l M1 B AMEG,.......9
HET ¥R S1g gl ot G g1 TG gl ffedt a1 ufgciet iR A8 g R
HMT B S 9T QT 7 G g TG §°9 )

DSRS 2 qurs sfve! v g (fars=) wag g9 ? Ffecd ofy fgre afded........0

Assessment of Suicide and Risk factors - 31




DSRS 3

DSRS 4

DSRS 5

DSRS 6

DSRS 7

DSRS 8

DSRS 9

DSRS10

DSRS11

DSRS12

DSRS13

DSRS14

DSRS15

DSRS16

TUE TS PRIPT o 79 AD ?

IS ATS HRIPT Vo A AT ?

TUTSATS BB YA A9 AS ? (STETEre ufy oiwi:
TEHd, X, W 3NS I

TR e BRP g T ?

TUTSHATS MG BiRIDb! SR B WAl TS ?
(STTERVTHIAT SRR B &I gy T a1 SRR
UG W IS )

AU AT WHGRT I&]T DIUD! TNSENS ANS ?

Ficl qUTSATS a1 3T HUATS 8T a1 BIATSal
TENATS qUTS el IMIT PRI HIADI FHIST TG T ?

TUTSATS T ST Bfd! IPR Ol NS ?

TUIEATE NP TRBT BIHES BRIB! A ANS ?

APt TRBT HTAGRISGHAT TUTS gfeel offer Gt
gl ifee ufy ®afd = =i g1 T §9°

TUEATS M IRIRATT HRIGHT T+ HRIBT A7
NS ?

qUTE el RTAT T SYATRT WUATES BiRID! I T
g9 7

qUISATS 3P HRIDI ol G Sl AS?

qUSATS 39 ARUS GAT s Hiud! a9l

S ?
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DSRS17  quaE West T9a TR (3rmed) SRidt §@ as ? it ufy §@ ama........... )

FEABE T ATTS..cooeereee 9

I G ATTB..coorrereren R

DSRS18  TuUIEelTs &R GRMT SMTHI $o0T ERITH! Sl AFB 7 PEed AR errevrenreenre o
(SRt : Bf2, Y8 91 918 ) FBIREABE ATG...ooovveeerereerrrrern q

FETAT ATB.coeeereeenrrren R

Section E: Alcohol Use Disability Identification Test (AUDIT)

For Brahmins and Chhetries: srfiams at o1meT ® &5 81 TR¥RT AR I1gT &8 STS-3ad!
GIaa TR ATHd X T¥lel @I ATAdT B | BT 3 T 157 &3 99R 9 1 g faRiy sraasen

ol | K SIaug 8T 9184 &1 drefieed Ui @M RST B | [ duisd 9 I} Wgge WA

=it fagetan, R SMeREe o7 SIdIar JIN TR B4 |

g 19 iR sHIeTE oTeT B o aftdes Sie-3awdl W T Iuad SHIee 78 Hidel faviy s/@awR
/T G ATddT B | A qUE 9 Bfeciare! sre-adl Wrg® ¥ 9+ fageian, I SMeriee o=
PRIBIART TANT T B9 |

AUDIT1 dusa g sfe xaxfiorg varef fisg L2 AR O o
qUHT B ? (TR offs, <&l fwR, vig®r, digar Next Section
) Boeoreeeeeeeeeeeeeeee s sesnnssssssssssnsenee 9
AUDIT1  qurdel TU®! o 97 YIRS uqref (SRR 918, BIRA IS Toveeeeeeeeeeeeeeesssseeeeeeeeess
!, faR, W@, disar onfl) s ey war ... o W . §-90 HT WM
? AT 9 UedH 9T & Wl
(St oTrs, T, IR, Wig@T, digar anfy) 1 A 9
ARTAT 3-8 UCB..oovvrreecerrreonne 2
TN -3 UCBceeeoerrereeeseeessssssssnnene 3
TR ¢ USdh aT T HT
| C-S— g
AUDIT1  qurd yraor Yaxfior= ugref fisar & fis+ 15,1 SO 9
THE® ? LGS ING 3] A R
L 2 S 3
et = (Hard drnk)........eee....... g
AUDIT2  qurdal ArmRoraar Y=o gqref.........on.e., ST T | T o.
v o &fa sy g7v ? EI | IR 9
(S uRvmHeTE WTHAT gRad= TR el T | R 2
TSI | ) (U1 S 3
RIS St 11 g
Brands Unit Quantity Available Peg Unit in Peg
Sealed Peg 1 Quarter 180 ML 6 Peg 30ML=1 Peg
(Hard drinks)
Beer 1 bottle 750ML 3 Peg 250ML= 1 Peg
Jaad 1 mana 500ML 2.5 Peg 200ML= 1 Peg
Local Rakshi 1 Small tea 120 ML 2 Peg 60 ML= 1 Peg
glass
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VT <1 @1 a1 R FdaTH=aT 91 fquR a1 U
Farex (a small bottle) =T 3 HigdRA
(enfe)wRre g g9 ?

AUDIT4  Tgst go auT quisal Y=o gqref fUs+ sie
(RIe) WISET Bfad! TaY X ISR WU frar?

AUDITS vus! vs au9r1 quisel Yaxioa ueref figst
HROT] ARIRCIAT MGl T B Hiad! QT T

qag ¥9 ?

AUDIT6 us Tsp quar qursel Sifreett Id &R XaRio=
yeref IS WY& HROTE iell Uee e s+
U+ HRIer Woa B ?

AUDIT7 et o 9891 quisel Yaiora varef sy wga
PR TGT ITHAT BiID! IMY (ILATA) B
wqr ?

AUDIT8 vu®! Us aud1 dusal RaRiior= garef fugay
PROTS &I AT T YTPHT FRIET AHH
Hfad! el w4 ?
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AUDIT3  qurd T UeHHAT .4 AMTHT T¢I TS a7 3 AT BIREA BT.oeeeeeceeeeeeessneeeeeeeesssns )

TP ARAT H-_T FHoooeeeeeeee q
AR FABD e 2
e f 8 22 3
RS £ S g

(@fE geq TR 2 ¥ 3 SISAT o HUAT
9 . §-90 AT TF)

W 8. [T T ABT oo 3
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Section F: Suicidal Ideation and Action

3 ¥ AUIRATS ACHBTDHI JJHIDT TRAT FRIGIT T4 TSP G | FRIGMIGT SR qURATS Do
IAGART AT T I YA {1 HUAT AATS IJerel |

AUDIT 9 dursel Ya¥iiora UaTefl IS WUBI BROT TUTE AT BTooeeeereeeensesenesessssssssssssssssssssses o
3T PIEIelTE ACUCHAND! I BT WP B? B AR YD THAT B T.wrrrrrrree 2
B, Tcl YS! I8, (TER AM)...ooneen 8
AUDIT10  qursep! ARIGR /ATefl /STaex aT 3% WRed LA 2 O o
FdFaEes U e g 9t g B TR YD IHAT BN .ocece 8]
ST ol Wearre fag Wt Ry ? B, BT TO@! T (QER |e).......
............. 8

S1  qursel T Sa=AT Hfeed e 1+ A, 122521 A q
R a1 et T woet R /5 ? (AW, YOS ... 2 Next Sc
aT EHWIeR) tion
S2 TSI R AR AUS A MHEATH! Gt AT T 9
TS Yl Rl grerr? 21 W 2
S3 GBI 9R ARATHT AU IMHSATD! JIATH T 1> 1 AR 9
quaT R grelr? (D15 S 2
S4  qurdars IP! ARl Sl SUTRSY SMATEHAr ... 9
e for ? (D15 S ? 57
S5  UHT 92 ARATHT AUTSS  STHETH! TS a7 12121 A q
YATHBT TRAT BT BRI T, HUBT frg? D15 S 2
S6  qUEA BT G T ST R et / fsa......... 9
S/ S 2
(ESR TT B ) 3% TRARDT GTH......3
R EEs | 8
HTHIWBTR ... Y
TR WAl YIS oIl
SIqex, 4, faevs.......§
IR (GATST) oo
S7 JUSA TTETd! |HETs a1 TANd! Arfl G BRI 9
SUaR forg wys! Rrar? D15 2 Next Session
S8  ufy R WM, wxa) fERM® STER forg ¥l RN 9
foraY a1 STARSIAT et Y ? (R, 1221 S 2
foreritep)

Section G: WHODAS Il (12-ITEM INTERVIEWER ADMINISTERED VERSION)

I GUSHT ¥ qUIRATS WRAH! HRUTA &l ATHAT MU HfSATgd! IRAT FRIBMT T4 TS
RH G TS WR TR FART W A IR I8 ST O e A g fafte e,
ACICHED, AP TARATET < SANSIad! a1 ArUared A9 SR GR1ee Jav | A yeaT Jarmse faar
TUS B! @R W] TAATATS T AR TRB! | 5T 7 TUTSATS BT T&T IRPT GARIDI TRAT Al
&g, ISl qUE A FRIESH! IRAT Woge| | St QT quEal TUd) Uh AfRHTeTS ey | o
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| ST f&T Wfts! wHTel el ga WA &, siferafa et wat &, Srafed el v f, &R ey w4

H.1. Tu! o Afe<rr quise! ey oyl fory ?

LA 11 A q
4L | 2
L1 3
K45 1 O ¥
3R K4 ) A Y

TYP! T HRATHT TADT RIS T qUIRATS PIRb! Tl WAl
S.1 T FHITH (SR} SITeIT "vei=) SHERE dfud! el WAy ?

RIS L A 9
SIS IR | S R
C1EATE ok 121 A 3
SRR UK 1) SO, 8
&R MRl WA X Bfg ™ AfHe............ Y
S.2 TR FHBTS T4 HiAD! Ml TP (SRT GIET THISH, FIT G, WADI B T4, HHAT A 3MfR)
RIS L 9
SIS E2 S A 1 A R
CICATER ) A 3
SR 1) SO, 8
&R TR AT X Bfg T AfPgH.............. Y
S.3 i & a1 Wv R IR AW @M GRT I91SA, AN SIS S Sl HRIAT HRIDY MRt 734y ?
UL 1 9
SIS EI IR ) S R
CIEA LK | A 3
SR 1) SO, 8
&R TR WA X Bfg T ABYA............ Y

HIAAT) BB MET 94 ?

UL L 9
IRV 11| B
IR | 3
AR TR AT oo 8
R MR WA X By ™ wfee.n. Y
S.5 Tu®! WRey Wl WHRITS TUISH! A9HT Biud! SRR gr=ar ?
SIS RATAR L A 9
S IR GV IS 1| 2
1T | 3
SRR RAKE 1) g
&R IR WA X Bfg ™ wfpe............. g
S.6 A 3 T (S¥ freww) &1 fREREgusl Fiue! el HA ?
LU L 9
S IRV 1| 2
IR 1) A 3
R TR HAT ooeeeeeeesseeeeeessnnseenees 8
&R MRl WA X B T AfHH...., Y

Assessment of Suicide and Risk factors - 36




S.7 AR A 99T (SR 3MfY wver) o fegguat it el w3 ?

RS L 9
KK o K K 1) A 2
1G22 1 A 3
SR 1 1= I 11| A g
&R Ml W4T X Bfg T AfHH.....ooon. Y
S.8 qursars 79 JersH et et WAy ?
UL L 9
I E 2 Es K 131 A 2
12K £ 1 A 3
SR 1 1= N 11| A ¥
&R TR WA X Bfg T ABYH............. Y
S.9 HUST (M) ST HRIBT MET WAy ?
UL L 9
IRV IR 11| 2
1G] A 3
SR 1 1= B 11 A ¥
&R TR WA X BfE T ABA.............. Y
S.10 g AP AT ISR TGUST BiaD! el WAl ?
RULEERETARG LE A 9
S IRV IS 1| 2
1T KE 1) A 3
3R 1 1= B 11| %
&R MR WA X B ™ wfHe.n Y
S. 11 \refiesarT TR HIH A& SR TMEl 941 ?
LU L A 9
S IRV I 1| 2
CIGaSE K 1) A 3
3R | 1= B 1| )
&R MRl WA X B T AfHeH....n, Y
S.12 % ST T HRaD! MRl WAl ?
QLU L 9
RISV IS 1| 2
1L K 1) A 3
R 1 1= B 1| g
&R MRl W4T X B T AfHTH...nnnn, Y
H2 #1f3reT 9eTel SRITauIS 1 Siia=T ! ToT g=mar ?
RS I L 9
TR AFABIT AT oo 2
Rk I A TSk 1) A 3
TARIT SR WAL oeeseeseesessnnnee g
AT &R AT X Bfe T AfBTH..........nn. Y

H3 7Tt va AT A1fY ScoiRqd AvRaTeod auisaTy dfd fad Rl fa=
=T ?

H4 get t& Afer @Reas! g1 SRS T&T Bfd fos qursa 98 =
T ST Ueqd T+ FHYT ?

H5 g&! t& Afer A1fd Y9 U@l 9ead S TH TqDH ST 9ed, 3% Bid o
o1 @ ®T FRTS [ T BB BH THWRD! T ?
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Annex lll: Checklist for in-depth Study

Main Questions

9. T SFET ATHSAT / ATHSATD!
YS! STaRATHT IRAT DR IATS

feger |

. TUMSHI AR AT SHAST STERAT

AIFIES ATHEAT/ ITHEATHT YA

TIHT BRUET P D BIAT?
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Probing
% BRI ATAT IKT TS g RGBT B
% HRIPT AFMT IWT GSATES § RST B
% SITRATT SUHET 37ae H¥l B ?
% f¥® SUAT AR A B ?
% IR IR AT I B ?
< Jfefd Rerdll AR 3@ Hwil ©
< Ufeel ¥ ifgde! A Tavell il B ?
< e Rerll JITAR T HFT B AT BT
AT FA B ?
% Wf¥® SUAT AR F B ?
% IR IR AT I B ?
< Jfefd Rerll AR 3@ Fwil ©
< feel ¥ el S Tavell il © ?
< e Rercll AR awen ol ©
SNDE
AHITS / ARSI B
UGTSHT STABEAT
TWREN WeT / R
UFHET G1HT
WRIRS T 9IS a9
fof <
T qAT AR[ATEBT FAT
g / ITE S gl
=g got Sfias g
Hfesy gfret forea
gD AT
[T gfrseT
BT e g
IRARHAT ATHEATHT YATADT Fawel
3

ERIEINECE]

.0

00 00 00 00 00 00 00

> 00 00 00 00 00

o
*

®,
0.0

®,
0.0

®,
0.0

®,
0.0

®,
0.0

®,
0.0

®,
0.0

®,
0.0

®,
0.0

®,
0.0

®,
0.0

®,
0.0

®,
0.0

®,
0.0

®,
0.0

R/
0.0

RRLEE
1

>

TR TRARDT AEIES [qadT T
Jarfes Rerd)
IRIRSG TAT ARG Ia<T
TS HThT AFE

I SERT
SEIP! e qT 93

o
*

R/
0.0

R/
0.0

R/
0.0

R/
0.0

R/
0.0
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g.  SENel e/ ITed! Y T < o fom
74 & BT (SRAD] F&0Ee @Sy ISR
o forar ? & TFel O 79 T
< wied /R
& GNP EIREERIET
& TS FIT T / IIRAT At
2 3
Y, qUSATS WUDI AAGRIBT FERAT S arfefe
JETel JMHEAT/ AHSITDI JATA & ATITS / AHTRSTS TEANTHT HHI
TIPT BRUET B-B 0D BT ? < URTEHT BT
B3 TWREART el / RE
& G et
& ARIRS qT ARG FHT
X3 et 3
& fo T ATRiTEDT YA
& §1 /ST 5= "eAT
< CRIERUASICERICE|
& wfasy gfaer formm
& IR CACIRD ||
& |qrHIfSTS gferssT
& AT q faug
& TRIRAT ATHEATH! JATADT Ta=AT
< 3
&  Seldl e/ AHeTH! JIT T
Ud qaTgad! a7 h RGBT FA FRIEOHT
IRAT AEHR B {7 qaTs faga q |
9. e SHEAT/ SHEATHT TIT % BT ST JITH Y
FHE THHAT ? X3 BT UeH T 1Y
c.  SETH! ATHEHAT/ JTHEATH! YIRS JTHEAT T+ /YA T+ Ffb iy ?
TIIIS BRI forgat B ? & JTHEAT RGBT FRpd! TR IRIR gfey ?
& ATSHAT TAT FANTDT AT HAT B
€. TEMH! ATHEAT/ ATHEATH! JAART TRURIR TAT BRTSINAT ?
PR TRURAR TAT T IRSI [T ?
IR BT IRAT §ATS A | X3 qrferaTgar ?
0. JTIBI ATHEATD! JITH UG AEANTHT % ER GRS
R Bt Afrr? & R B
& W Bex
< LSRR
& A Bl
99,  IHSATH! AHE / JATAATS HH THBT % FHEIT HAES B ?
AR USSP AT B BT 53 FH S TS YD B ?
Jfauree Suerer o ? & IR FHRTH! FATITHST AR A8 ol

(RT7el PR, WY S, RATTAT A AT Ao TRgD! B ?
B, FAAIATAINTG AEANTETH BT BT

TEANT A WRL HTAHH BT IR

AT 99 )
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R.  IHEATH! AIE / JATAATS HH THBT % AMhel & TGV ?
AR ERURER, <afth, FYa e @) & TRURTRA B TS ?
PRA B ST JATAET RD! ISY & YIS B TS ?
g9 ? & WHRA B TS ?

& femerTa @ T ?
& AR AT ?
% AIIEA & 6 ?
% IT.....?

93.  WYIIAT RITHT IR ST T 2 TRURAR
AT B TS AT B T I&6 8 < A
ar? & [EEIGRE

& GUREIMAC
< BN TR
& NGO/INGO &%at
% TR et
% SR
98,  TUS of WY Ol SRIDHA Farad T AN 8% B-B BIaAT ?

T+ PBfIB) AT Bl ?
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Annex IV: KIl Checklist

Background Information: =, 331, SR, URMM, %M TRST Sva, Afard rawen
Topics Main Questions Probing

9. I ST AHEAT / JAHEATH! ‘

TATAD! FARATHT TRAT B qATS ‘

i N I “

*

o

e FHIADI ATAFT IKT TSAES g1 IRPT B
e ST BT 3faRAT T B ?
e fy® BUAT fERAT FA B ?
» THR SR STaRAT FRIT B ?

< e Rl SR s/ave Hil © ?
Situation of < ufgal R Sfecid! Jarwd aer Bl
Suicide B ?
s fers Rerlt SIAR Sawen &<l ® ?
fawe! da4
RASTI
EAARDT JAT
BTHBIAR
<)

anfefes

ARG / ARG FEdNHT 41
YSTSHT IAHerdr

WA Wl / Ra

THAT ST
ARIRS qAT ARG FHRT
o

I e ANRIiTE® FINT

v / STETd ST el
GRIER AN ICERIE

wfasy yfoe forear

gi® smRerm

AIRTS gfrssT
A>T T faug

IRARAT ATHEATHT JATADT AT
3

ITHEAT YIN T FRpeTTs ?
ATHEAT TRPT Afhd! TR URIRATS

o

o

DS

o

*

o

.

KD
*

R. BT ST YR Aol a1
ITHEITHT JATAET Gl TRPT B ?

>

5

%

5

%

5

%

5

%

J

3. qUISHT faIaR TAT AIFHIDT AR

HT AIEvd AT/ JAHETDT
Causes of U THPT HRUET B-B Bl ?
Suicide

o,

%

5

%

5

%

5

%

5

%

5

%

5

%

o,
°e

5

%

5

%

5

%

5

%

5

%

5

%

5

%

DS

3
%o

e
°e

Perception . sTHERT / ATHTEATHT YATHDT

about HCATATS TR $O fAUd! 8?7 & A5 9 fIvgs! aven &l § ?

Suicide < ITHEAT T ERURARATE A
ATSBD] AT YAl B ?

o

o

Y. IITHEAT / ITHTATHT JART BT & ERURTRAT ?
Effect of HRUT TRURAR TAT FITAT TRST |qgIH ?
suicide THT BT B ? & [Ty 1T ?
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BT AAES B ?

7
0’0

& JMHBTD! W4 / JATAATS BH
TSI T JUTSH TN & HE&T P SUAH TRISTR TP B ?
gfaeree Suaer B ? IR ARITHT FHITST AT
(RTTet BRI, RTTE B, GARATYAT  AIAES BEN SM AT A TITDH B
DR, TAATAING TSI ¥613h!

0’0

7
0’0

P TEANT T WRT HTAHH MBI
IRAT NT 7T)
Resources . arcrecare! |/ YATITTS B4 < ATl B TAB ?
and ser- a1 SR ERURIR, afRp,AHaETd qor  « TRIRTSA B TS ?
vices WBRA B B JIIES RBI qSY % TS B TS ?
5 ? % WERA B TS ?
KX femeas & T8 ?
% TAR ATIH ?
o ARIIEA S IO ?
% A7
c. TYETIHT RATHT AT AHEAT & ERURARS
TR RS T e A B ¢ e
T4 9w Brer ? 3 femere
o IR IER]
Recommen- * RPN TR
dation * I T
o wWRey Bl
< I
S —— o R g T B s ?

FATAd T BRIBT T BT ?
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Annex V: Suicide rate among eastern districts of Nepal

Total population
as per census
2011

llam
64502
64502
64502
Jhapa
184552
184552
184552
Panchathar
41196
41196
41196
Taplejung
26509
26509
26509
Morang
213997
213997
213997
Sunsari
162407
162407
162407
Dhankuta
37637
37637
37637
Bhojpur
39419
39419
39419
Terhathum
22094
22094
22094
Sankhuwashaba
34624
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Suicides

75
79
76

228
163
203

16
11
13

20
17
12

100
128
147

124
92
113

20
28
23

37
27
26

19
23
12

36

Fiscal year

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71

Suicide rate per
100000 popula-
tion

116.2754643
122.4768224
117.8258039

123.5424162
88.32199055
109.9960987

38.83872221
26.70162152
31.55646179

75.44607492
64.12916368
45.26764495

46.72962705
59.81392263
68.69255176

76.35138879
56.64780459
69.57828172

53.13919813
74.39487738
61.11007785

93.86336538
68.49488825
65.95804054
85.99619806
104.1006608
54.31338825

103.974122
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34624
34624
Saptari
121098
121098
121098
Siraha
117962
117962
117962
Udayapur
66557
66557
66557
Okhaldhunga
35502
35502
35502
Khotang
42664
42664
42664
Solukhumbu
23785
23785
23785
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22
31

56
55
69

86
63
71

56
65
57

26
31
19

48
30
20

38
38
34

2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

2070/71
2069/70
2068/69

63.53974122
89.53327172

46.24353829
45.41776082
56.97864539

72.90483376
53.40702938
60.18887438

84.13840768
97.66065177
85.64087925

73.23531069
87.31902428
53.51811166

112.5070317
70.31689481
46.87792987

159.7645575
159.7645575
142.9472357
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