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ABSTRACT

Although sufficient work on general warning signs of suicide has been conducted
worldwide, the numbers of studies that focus on behavior immediate to suicide are very
limited. Additionally, as culture is known to shape human behavior in numerous ways, is
necessary to understand the pre-suicidal behavior of Bangladeshi cases if any warning sign
based intervention is to be developed for this country. The aim of the present study was to
explore pre-suicidal behavior in order to identify early warning signs of suicide. A
qualitative research design using phenomenological approach was adopted in this study.
Purposive sampling technique was employed to select eight participants using predefined
inclusion and exclusion criteria. Data were collected from para-suicide cases and family
members of cases who have completed or attempted suicide. In-depth interview was used
to collect data which were audio recorded for ensuring accuracy. Data analysis process
involved verbatim transcription of the interviews, open and axial coding. The findings
provided detailed insight and understanding of suicide warning signs along with overall
suicide process. The findings clearly reflect the notion that suicide is preventable. Suicidal
individuals provide pre suicide warning signs at different time frame and on different
modalities such as behavioral, cognitive and emotional. Moreover, it was found that
suicidal individuals often directly express their suicidal thoughts to the family members
and friends. Their expression of suicidal warning signs ranged from proximal to distal in
terms of time frame. Another important findings revealed in this study was that people
around the suicidal individual were able to perceive their suicidal risk. However, instead
of providing help these people ignored the risk based on subjective judgment. The
probable reason behind this ignorance might be the lack of knowledge about warning signs

and stigma around suicide. In either case present study can contribute into this through



enhanced knowledge from detailed understanding gained in this study. Findings of the
present study suggest a well defined set of warning signs in the context of Bangladesh.
These warning signs can be utilized in designing national suicide prevention guidelines for

Bangladeshi population.
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Introduction

INTRODUCTION

Suicide is a serious public health concern worldwide. This problem is especially
acute in countries where necessary resources and services for early intervention,
prevention and support for people in need are limited (Chehil & Kutcher, 2012). Similar to
many other countries, suicide is a growing and serious public health and social concern in
Bangladesh. It can be assumed that suicides can often be prevented if the potential suicidal
cases can be identified at an early stage (Nordentoft, 2007). Suicidal thoughts may be
assumed to impact distinctively on the person’s behavior and activities. Identifying these
behavioral differentials between non-suicidal and suicidal (ideation, planning or action)
stage can be an important aspect of developing an early warning system for intervention.
The current study will attempt to explore early warning signs of suicidal behavior and will

contribute in generating preventive measures to curb suicidal attempts.

According to World Health Organization (1998) suicide is the act of killing
oneself, it must be deliberately initiated and performed by the person concerned in the full
knowledge, or expectation, of its fatal outcome. This definition implies that suicide is a
conscious act of any human being where the person intends to end his/her life with a

planned lethal method.

Definition of attempted suicide or para suicide includes those situations in which a
suicidal act has led to a non-fatal outcome (World Health Organization, 1998). In other
words, attempted suicide is purposeful self-inflicted acts that has produce non-fatal
outcome and is associated with implicit or explicit intention to die (Gould, Greenberg,

Velting, & Shaffer, 2003).

Over the decades, warning signs have been used as a way to prevent broad

spectrum of health problems and related disorders. For example, among many health
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issues warning signs for heart attack, stroke and diabetes are commonly known (Carter,
2004). Similar approaches to prevent and treat ailment at earlier stage based on early
warning signs have been utilized to mental health sectors (Nordentoft, 2007). American
Psychological Association stressed on the necessity to understand warning signs for youth
violence in order to prevent this (Peterson & Newman, 2000). These strategies are
applicable to many other mental health problems as well. The most important utility of
warning sign is the early detection of risk in particular field so that preventive steps could

be taken.

Warning signs play an important role in the early detection of suicide (Rudd,
2008). There is no consensus on the definition of warning signs and risk factors in suicide.
Warning signs of suicide is commonly perceived as the proximal indicators of suicidal
behavior. These includes near-term risks i.e., acute risks where time period implies hours
to few days. On the other hand there are risk factors which may not immediately precedes
suicide attempts but bear a distal relationship with it. In such case of distal longer term

risk, the gap between the risk exposure and suicide attempt may be in months to years.

Rudd et al. (2006) reported that warning sign is the earliest detectable sign that
indicate most current and immediate suicide risk starting from hours to days. Van Orden et
al. (2006) reported that through warning signs individuals underlying conditions get
behaviorally manifested in different ways. Warning signs are directly observable and they
reflect the current state of a person and thus point to the presence of suicidal crisis (Van

Orden et al., 2006).

Warning signs are manifested in an individual’s behavior, thoughts, and in mood

level. Hendin, Maltsberger, and Szanto (2007) reported three broad categories of warning
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signs: (a) suicidal thoughts and direct behavior, (b) behaviors indirectly related to suicide,

(c) affective states or intense feelings/emotions. These categories are explained below:

a)

b)

Suicidal thoughts and direct behaviors: Suicidal thoughts are generally
reflected through verbal statements e.g. | want to kill myself, I wish | was dead,
| wish | would never wake up. Statements about hopelessness, helplessness,
and feeling out of control or worthlessness may indicate the presence of
suicidal thoughts as well. Additionally, some individuals may demonstrate
suicidal behavior such as planning for suicide, proactively collecting means

(pesticides, gun, and knife) and setting time to commit suicide.

Behaviors indirectly related to suicide: These are passive actions such as
withdrawal from family and friends, reckless behavior, lack of self-care etc.
This behavior also includes preoccupation with suicide and/or death e.g.
creative works expressing thoughts of death, giving away possessions, setting
one’s affairs in order. Other behavior falling into this category maybe suddenly
taking unnecessary risks e.g. not taking prescribed medications, ignoring
physical limitations, putting life in dangerous situations, increased use of

alcohol or drugs.

Affective states: When we face a situation, the thought process generates
pleasant or unpleasant feelings. These affect our emotions or the affective state.
The affective state in a person with suicidal risk may include e.g. agitation,

anger, irritability, sadness, sudden mood swing etc.

In a study Hendin et al. (2007) also stated warning signs as proximal factor rather

than a risk factor which he referred as distant construct that simply predicts or may be

related to suicide. This concept indicates a basic difference between warning signs and
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risk factors of suicide. Risk factors include many factors that influence a person whether
he/she is likely to be vulnerable to be suicidal at any point of time in life (Mandrusiak et
al., 2006). It is also considered as vulnerable factor that can increase the likelihood of
suicide. Extensive evidence has been found that risk factors can predict lifetime risk of
suicide but it cannot notify the immediate danger. Acute risk includes those risk that are
present in a time span ranging from weeks to months and long term risk covers a time span
of a year or more (Rudd et al., 2006). This time frame of risk identification is a significant
issue that gives a clear idea that warning sign and risk factors are completely different
aspect regarding suicide threat prediction. Through above discussion it seems that early
detected warning signs can play significant role preventing suicide as it implies imminent

risk of an individual rather than risk factors which encompass the longer term risk.

1.1 Global View of Suicide

Suicide is a significant concern worldwide. Suicide represents 1.4% of the Global
Burden of Disease (Chehil & Kutcher, 2012). According to a report from WHO, suicide
has worldwide death toll of around 800000 people per yearly, taking an average of one life
in every 40 seconds (World Health Organization, 2014). The same report also suggested
that the rate of para suicide is10-20 times higher compared to suicide. World Health
Organization (2014) reported that Asian countries account for approximately 60% of the

world’s suicides.

1.2  The Context of Suicide in Bangladesh

There is a paucity of literatures on suicide in Bangladesh context, and there is no

comprehensive article on suicide in Bangladesh context. Still suicide is a neglected and
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under attended public health problem in Bangladesh. Few review research and reports had
conducted over time through which an overall impression of scenario of suicide in

Bangladesh could be drawn.

1.2.1 Suicide Rates. It is very difficult to provide a reliable estimate of the actual
suicide rates due to the absence of national mortality surveillance system in Bangladesh. A
handful of studies conducted on community samples have reported wide variation in

suicide rates across Bangladesh.

One study from 2009-2010 covering a subsection of Chuadanga, a district in the
western region of Bangladesh (Feroz et al., 2012), second, a longitudinal study from 1982-
2002 conducted in a semi-urban area of Jessore district in the southwest (ICDDR, 2003)
and a third longitudinal study from 1990-1999, conducted on 70 village under service
converge the local non-government organization Bangladesh Rural Advancement
Committee (Hadi, 2005). These studies showed quite high suicide rates 128.8 per 100000
in the 2009-2010 study in Chuadanga district, and a mean of 39.6 per 100000 in the
longitudinal study (1982-2002) in Jessore District, with an annual range of rates from 10.7

to 119.5.

Another cross sectional study was conducted during 2003 (January-December) by
Mashreky, Rahman, and Rahman (2013) to explore epidemiology of suicide in

Bangladesh, reported that the yearly suicide rate was 7.3 (95% CI 5.6-9.5) per 100000.

According to a report published in the national daily newspaper The Daily Star,
from 73389 people committed suicide in Bangladesh during 2002 to 2009. While
Bangladesh Manabadhikar Bastabayan Sangstha, a human rights group of Bangladesh

shows that from January 2011 to August 2011, 258 people committed suicide.
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Unlike India, Nepal or Sri Lanka, Bangladesh does not report national suicide rate
to WHO. For this given difficulties (Mark Jordans, 2013) interpolated suicide rates in
Bangladesh from three published studies in their report published on Suicide in South
Asia. They reported the non-pooled mean rate of suicide in Bangladesh as 58.3
(SD=63.22). While for India, it was 28.8 (SD=32.17), for Sri Lanka 25.7 (SD=4.80), for

Nepal 8.6 (SD=8.87) and for Pakistan, it was 3.6 (SD=5.06).

Worldwide rate of committing suicide is higher among men compared to women
(Mark Jordans, 2013). However, the reported rate in Bangladesh indicates higher suicide
rate among female compared to male. Feroz et al. (2012) found male to female ratio was
around 1:4. In another case study conducted on high rate of suicide in Shailakupa and
Harinkundu Upazilla of Jhinaidah district of Bangladesh shows that female suicide rates
are highest 67.3% than male 32.7% (Development, 2010). Arafat (2014) reported female
and male ratio to be 3:2 in Bangladesh. In Bangladesh, women of reproductive age seem
to be at highest risk among others. In a study, 65.5% of the individuals’ committing

suicides were from the age group of 20-39 years.

1.2.2 Methods of Suicide. The most common methods of suicide are; poisoning,
hanging, heavy doses of sleeping pills, jumping from height, jumping in deep water,
causing serious injury on vital part of the body and shooting by fire arms. A study from
Foundation for Research and Development, (2010) reported self-poisoning as the most
common method of suicide in Bangladesh. The percentage of poisoning is 75% whereas
13% by jumping in front of speedy vehicle and 11.53% by hanging (Foundation for
Research and Development, 2010). This finding has been supported by other research
conducted regionally. Jordans et al. (2014) conducted a study where they explored the
suicide facts in South Asia found poisoning and hanging as the two most common means

7
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of suicide in Bangladesh. Police reports also suggested poisoning as the most commonly
used ways of committing suicide. Another study reported means of suicide to be related
with age group, as they found, hanging to be the predominant means for young people in

the age group of 11-20 years (Rahim & Das, 2009).

1.2.3 Causes of Suicide. Suicide can occur for many different causes. This will
vary widely from country to country. A set of underlying factors usually serve as the root
causes that work in the background and contribute to suicide. These may include low
coping skills, low problem solving capacity, and problems in emotional regulation.
Attributable causes are the final precipitating factors which lead to suicide. In Bangladesh,
the common issues precipitating suicide are loss, relationship problem, poverty,
unemployment, failures, marital or family problems, physical and mental sufferings, and
unbearable feeling or pain. In a case study it was found that highest number suicide occurs
due to failure of love (21%), followed by financial hardship (13.35%),and (10%) acute
discord in relationship between couples (Prime University, 2010). Another study shows,
around 57% had discord in family, 23% at least one family member died by suicide, 17%

were suffering from chronic diseases (Feroz et al., 2012).

Yusuf, Akhter, Chowdhury, and Rochat (2007) reported among the different
causes of suicide, personal problem were 23.9%, economic hardship 18.6% and history of
suicidal attempt by any relative and previous attempt to suicide found to be highly

significant factors to suicide.

According to statistics provided by Jatiya Mahila Ainjibi Samity, (2006-2010) 40
girls committed suicide because of stalking. They also reported that 4,747 women and

girls killed themselves from 2001-2010 due to physical and mental violence in the family.
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1.3 Theories of Suicide

Overtime many theorist and researcher worked on suicide and developed different
theoretical model on suicide. To understand overall suicide process it is important to have
a look on those existing theories and knowledge. Few important and well known theories
of suicide have been presented below to have a overall understanding on this particular

area.

1.3.1 Durkheim’s sociological theory of suicide. Durkheim’s main statement was
that suicide is not an individual act. He stated that suicide was a social fact that was tied to
social structures because it was something that happened by social causes (Pope, 1976) .
In order to test his theory he studied suicide rates across time and place
(throughout Europe, spanning many years). After completing his preliminary research and
analyses, he came to the conclusion that, despite major differences in suicide rates
between individual societies, rates within a society remained stable over time. Durkheim
elaborated three different types of suicide that are found in all societies (Van Poppel &

Day, 1996). These include:

= Egoistic suicide- which results from lack of integration of the individual into
society. This means that a person is not included in many things that happen in
society, they feel unattached, helpless and useless. Due to these feelings of
inadequacy, the person takes his or her own life (Breault & Barkey, 1982).

= Altruistic suicide- it results from the individual’s taking his own life because of
higher commandments. This means that the individual feels that something
larger than himself is causing him to take his own life, such as religious

Martyrs or suicide bombers (Stack, 2004).
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= Anomic suicide- which results from lack of regulation of the individual by
society. This means that the society is going through some sort of change,
where the rules of the society are not as clear as they were. The individual feels
confused and does not know how to handle the major changes occurring

around him/her, and thus commits suicide (Pope, 1976).

1.3.2 Joiner’s interpersonal-psychological theory of suicide. In the
interpersonal-psychological theory of suicidal behavior, Joiner Jr, et. al., (2009) proposed
that an individual will die by suicide if he or she has both the desire for suicide and
capability to act on that desire. According to the theory, suicidal desire results from two
interpersonal states: perceived burdensomeness and thwarted belongingness (Ribeiro &
Joiner, 2009). However, these two is associated with another factor namely the acquired
capability for suicide. Suicidal desire develops from repeated exposure and habituation to

painful and provocative events (Van Orden et al., 2010).

1.3.3 Aaron T Beck’s hopelessness theory of suicide. Aaron Beck emphasized
the role of hopelessness in the process of suicide. In one study Beck and colleagues found
those with high hopelessness were 11 times more likely to die by suicide than those with
lower scores (Beck, Kovacs, & Weissman, 1975). Beck also argued that previous suicidal
experience sensitizes suicide-related thoughts and behaviors so that they become more
accessible and active. It allows for subsequent episodes to be more easily triggered and
more severe (Minkoff, Bergman, Beck, & Beck, 1973). Beck’s assumption shares
similarities with Joiner’s model which proposes an escalating course of suicidal behavior

over time through habituation.

10
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1.3.4 Roy Baumeister’s escape theory of suicide. Roy Baumeister analyzed
suicide in terms of motivations to escape from aversive self-awareness. Awareness of the
self's inadequacies generates negative affect, and thus individual desires to escape from
self-awareness and the associated affect (Baumeister, 1990). Roy Baumeister described a
series of steps leading up to serious suicidal behavior: first, individual experiences a
negative and severe discrepancy between expectations and actual events. Second, an
aversive state of high self-awareness develops, which produces negative affect. Third,
person attempts to escape from negative affect as well as from the aversive self-awareness

by retreating into a numb state of cognitive deconstruction.

1.3.5 David Rudd’s fluid vulnerability model of suicide. David Rudd proposed
fluid vulnerability model of suicide which includes some major points (Rudd, 2006).
Which are: suicidal episodes are time-limited, risk factors that both trigger a suicidal
episode and determine the duration and severity of an episode are fluid, imminent risk
cannot endure beyond periods of heightened arousal and baseline risk varies from person

to person.

1.4 Implications of Warning Signs

In terms of suicide prevention warning sign can play role in primary, secondary
and tertiary level of intervention. Primary level includes working with people who have
not shown the signs yet or have limited signs. Secondary level considers community
mental health that are helpful in preventing suicide. And tertiary level engages more

critical point where person are already in acute risk and in need of professional help. The

11
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present study is designed to explore early warning signs of suicide which will able to

cover this wide spectrum area of suicide prevention.

1.4.1 Public awareness. Awareness about early warning signs of suicide the
general public can be a valuable option in fighting increasing suicide rate. When people
are aware about these signs they can identify and provide support or refer when they came
across a person with suicide risk. Van Orden et al. (2006) reported that the general public
is not readily aware of suicide warning signs. Therefore, a well-defined set of warning
signs would be a great help in order to develop a public health campaign featuring suicide
warning signs. Gould et al. (2003) mentioned that the basic rationale behind exploring
warning signs is that it promotes public awareness. Not only has that it also greatly

contributed in early detection and intervention.

Rudd (2008) emphasized in his study that if lay people get to know the standard set
of warning signs of suicide it can serve the primary goal of saving lives by improving
recognition of those at risk and facilitating referral for professional care. Thus warning
signs generally are intended for public consumption demanding appeal from both public

health and clinical perspective.

A study by Van Orden et al. (2006) found that participants who read warning signs
of suicide reported greater abilities to recognize if someone is suicidal. Their result
suggested that a list of warning signs may be effective in increasing the public’s ability to
recognize suicidal crises without creating or magnifying stigmatization of suicidal people.
Therefore, a list of suicide warning sign will be a valuable resource for suicide hotline, a
large number of lay volunteers, emergency staff, first responders e.g., police, nurses and

mental health professionals.

12
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1.4.2 Family and friends. It would also be immensely valuable for close friends
and family members, so that they can take preventive measures to protect the people who
are suicidal. Friends and families are the first responders. If they understand the early
warning signs they can actively protect the loved ones. One estimate suggests that 75% of
individual who die by suicide are not in touch with mental health professionals at the time
of their death (Owens, Booth, Briscoe, Lawrence, & Lloyd, 2003). That means either the
person were not able to detect the own risk of suicide or the person was aware of the risk
but could not able to seek help (Hjelmeland & Knizek, 2004). In either cases family,
friends or other individuals in the social network would be benefited by the warning signs
to recognize the risk in vulnerable person that could lead them more specific idea how to

help a suicidal individual (Hjelmeland & Knizek, 2004).

Not only for the suicidal person, for every life lost to suicide there are more people
left on tragedy; parents, children, siblings, and friends. The suffering does not end with the
death of one specific person, this people fall in risk of suicide. In order to protect their
mental wellness people in the community again in need of knowing the warning signs of

suicide.

1.4.3 Self awareness. If a person is aware of his/her own psychological state and is
informed about early warning signs of suicide, it is the best way of tackling suicide. In a
study comparing self-report survey and clinician completed measures of suicidality,
assessment showed that the patients self-rating was more predictive of future suicidality
than clinicians (Joiner Jr, Walker, Rudd, & Jobes, 1999). There is research evidence
suggesting that suicidal people do not intend to die, they see suicide as a means to end
their pain. People considering suicide have some insight which varies with the level of
acuteness of the suicidal ideation. Therefore, if the individual can be made aware about the
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early warning signs, they may be able to take necessary steps at the earliest stage when
they have significant insight, to prevent continuing further to the suicidal steps. These
findings show hope that a person can address their own suicide risk if they are aware of a
precise and rigorous guideline of early warning signs. Those warning signs will primarily
help the person to seek psychological intervention and thus decrease their risk in longer
term. Not only that this self-awareness is a great resource but also can contribute to

community mental health.

1.4.4 Clinical application. Early warning signs can be very helpful for
professionals treating suicidal individuals. World Health Organization (2006) reported in
their study that about 25% of counselors have had a client who have committed suicide.
Through these findings it is easy to assume that there are many more attempted cases that
counselors are come across in their professional journey. In such situations, a counselor
has to identify risk factors associated with suicidal behavior which are most critical to
clinical decision-making. Rudd et al. (2006) reported that research based suicide warning
signs would be of great value for the clinicians who must make the decisions about the
safety of their patients in the coming hours to days. Studies showed that cognitive
behavior therapy was effective in preventing suicide attempts for adults who recently
attempted suicide (Brown et al., 2005). Another study also support this findings where it
was found that suicide can be successfully prevented through psychotherapy (Marasinghe,

Edirippulige, Kavanagh, Smith, & Jiffry, 2012).

Suicides among elderly individuals can also be reduced if the mental health
professionals are aware about suicide signs and symptoms. WHO (2013) reports
approximately 70% of elderly persons who commits suicide were found to share their

suicidal ideation with family and significant other before their fatal act. This also
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emphasizes the role of family members, friends and mental health professionals who can

significantly contribute to crisis management in such cases.

Suicide is highly related with different mental health disorders. It is estimated that
90% of committed suicide cases had a mental disorder where 60% were depressed at the
time of suicide (World Health Organization, 2006). Depression other forms of mood
disorders have been linked to suicidal behavior (Angst, Angst, & Stassen, 1999). In
schizophrenia, 10-15% patients commit suicide (Amador, Friedman, Kasapis, & Yale,
1996). Therefore, mental health professionals should be alert about potential risk of

suicide.

Being aware of warning signs for suicide risk and by applying an appropriate
suicide risk assessment, the health service provider can assist in early detection,
assessment and management or referral of patient. Thus, they can assist an individual in

crisis to save his/her life.

1.5 Literature Review

Most of the research relating to the suicide issues has been conducted around
suicide statistics, methods, causes, risk factors prevention and intervention. Globally only
a handful of research has been done on suicide warning signs and most of these studies
were limited in scope. Studying suicide warning signs never seem to have much attention

in the scientific research community.

McClure (2012) studied the relevance of suicide warning signs in a general
outpatient psychiatric population. They found more than half of their study participants
reported suicidal ideation or behavior in the last week while about three fourths of

respondents reported a history of suicidal ideation and suicide attempt. The prevalence
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varied between 90% for insomnia/hypersomnia and 19% for self harm or reckless
behavior. Suicidal behavior was highly prevalent among cases with affective states of

anxiety, agitation, anger, rage, feeling trapped, and hopelessness (McClure, 2012).

Van Orden et al. (2006) conducted a study to test the effectiveness of a list of
suicide warning signs for public. Participants read two sets of warning signs where only
experimental group read the suicide warning signs. Other group read health based warning
signs like diabetes and heart attack. Result indicated that participants who read the suicidal
warning signs reported greater abilities to recognize suicidal risk in individual. One very
important note is that instead of empirical research based list of warning signs they used a
consensus based listing of suicide warning signs targeted at general public done by AAS
(American Association of Suicidology) to develop a list of suicide warning signs targeted
at public. The set of warning signs used in this study contains few categories which notify
generalized and broad spectrum of suicide. Another conceptual study addressed the issue
of suicide warning signs attempting to differentiate the construct from risk factors. As
discussed above, the same consensus set of warning sign identified by the working group
of American Association of Suicidology (AAS) has been used in this study (Rudd et al.,

2006).

Hendin et al. (2007) reported three broad categories of warning signs namely
suicidal thoughts and direct behavior, behaviors indirectly related to suicide and affective
states or intense feelings/emotions. And they concluded that the presence of intense

affective states was one of the three factors that usually occur before a death by suicide.

Hall, Platt, and Hall (1999) reported in their study that intense affective states were
present in a severe form up to 3 months prior to a suicide attempt or death by suicide.

Another study conducted with psychological autopsies of 40 inmates who died from
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suicide and the findings showed that 70% displayed agitation or anxiety prior to their

death (Way, Miraglia, Sawyer, Beer, & Eddy, 2005).

Rudd (2008) further published a review study which emphasized importance of
incorporating suicide warning signs in clinical practice. As in clinical practice a
practitioner has to differentiate between warning signs and risk factors to articulate the

link among warning signs of suicide, hopelessness and intent to die.

1.6 Limitations of Previous Studies

Researchers conducted different types of research on the topic of suicide which has
been mentioned in above section. Some major gaps have been found after analyzing
previous studies related to overall suicide issue. The following sections discussed the

limitations of the previous studies.

1.6.1 Gap in understanding warning signs. Many studies have been conducted
on suicide issues all over the world. Most of these studies were conducted in western
countries, and most of them were actually about risk factors instead of warning signs of
suicide. Very little empirical research has found on warning signs. Risk factors are events
or issues in the life of a person that increases the risk of suicide in that person. It is like
vulnerability in the person that predisposes sucidal behavior. On the other hand, warning
signs are the most imminent signs before the suicidal event. Intervention using warning

signs may be helpful in managing people with a high risk level.

1. 6.2 No research on warning signs of suicide in Bangladesh. In Bangladesh a
handful of research has been conducted over time on suicide issues (Ali et al., 2014; Feroz

et al., 2012; Reza et al., 2013). Similar to global research interest, these studies are limited
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in terms of a) topic e.g. prevalence, gender discrimination of suicide, and b) populations
e.g. more limited in community survey. Till to date no research has been conducted on
suicide warning signs in Bangladesh. There is no indigenous set of suicide warning signs
that can raise awareness among general public and assist clinicians in our country. Lack of
local research is one of the major problems in our health system. If suicide warning signs
could be identified and listed in our country, early detection and referral to suitable service

could be ensure and a number of valuable life could be save

1.6.3 Limited into confirmatory research design. Researcher and clinicians are
more guided to design research in quantitative method including experimental and survey
designs. It is well established that any area that lacks knowledge in a particular issue
demands detailed exploratory investigation targeting to generate new knowledge to fill the
gap. As already mentioned here that worldwide there is a lack of research on warning
signs of suicide. This phenomena needs to be explored in a more empirical way.
Qualitative research already grab the attention of such kind and it is time that researcher

expand their vision beyond some traditional models.

It has been found that most of the scholarly research done on suicide warning signs
used AAS’s consensus set of suicide warning signs. There has been no scientific or
clinical scrutiny. The result has been a confusing mix of information (Rudd, 2008). Rudd
(2008) mentioned that such kind of consensus raises public confusion. The gap in
scientifically validated list of warning signs has been also been reported in other studies.
Mandrusiak et al. (2006) found 3000 identifiable suicide warning signs on an internet
survey and concluded that most of the warning signs listed were irrelevant, inaccurate and

misguiding. Therefore scientific and empirical research is needed to assist practitioners in
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applying warning signs in clinical practice and in raising ability to recognizing suicide risk

by general public.

1.7 Rationale for the Present Study

Although sufficient work on general warning signs of suicide has been conducted

worldwide, the numbers of studies that focus on behavior immediate to suicide are very

limited in the world context and nonexistent in Bangladesh. Therefore, present study

aimed to fill some major gap in this are:

Worldwide very little empirical research has done on warning signs. This
research will create empirical research based warning signs. This study had an
interview based approach where interviews were done with suicidal individual
and also with significant key informant. Researcher attempted to capture the
lived experience of suicide very closely from both parties. A research using this
specific design has not been attempted before. It is expected to fill the
knowledge gap around the suicide.

In any case, as culture is known to shape human behavior in numerous ways, it
IS necessary to understand the pre-suicidal behavior of Bangladeshi cases if any
warning sign based intervention is to be developed for our country.

This will enable clinicians and caregivers of suicidal clients to understand most
at risk situation and to provide or refer for immediate support accordingly.

This study will create further indigenous knowledge on suicide prevention

intervention for Bangladesh.
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1.8 Objectives of the Present Study

The aim of the present study was to identify the early warning signs of suicide. To
meet this broad objective the researchers broke down the main objective into specific

objectives, which are as follows:

1. To explore patterns of behavior demonstrated by the suicidal cases prior to

committing suicide.

2. To retrospectively explore their pre-attempt cognitive state.

3. To retrospectively explore their pre-attempt emotional state.

4. To formulate recommendations based on the findings for the prevention of

suicide in Bangladesh.
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2.1 Study Design: Phenomenology

The aim of the present study was to explore pre-suicidal behavior of suicidal cases
to identify the early warning signs of suicide in Bangladesh. The purpose was to know
how a person feels, thinks and behave immediately before suicide in a very detailed
manner. To get this desired information, present research was done following
phenomenological approach of qualitative research design. There are several reasons of

making this specific selection among many other research designs.

Firstly, literature review indicates that empirical studies on this particular area of
suicide is limited in world context and nonexistent in our country. This lack of knowledge
regarding suicide warning signs required in depth exploratory study on the topic before
confirmatory quantitative studies can be done. Qualitative methods are well known for
their capacity to explore individuals' experiences in a through manner to enable deeper

understanding of the construct.

Secondly, suicidal behavior might significantly vary across cultures. EXisting
knowledge from foreign context may have limited utility in Bangladeshi cultural context.
The ability of qualitative research approach to general indigenous knowledge may be of
great value in this case. As it helps get an inner experience of participants, to understand
how meanings are formed in a cultural context, and to discover rather than to test relation

between different constructs.

Thirdly, the research conducted worldwide on suicide warning signs seemed to be

methodologically limited (see Section 1.6.2 in Chapter 1). They used top-down theorizing
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i.e., generating list of warning sign from experts' idea instead of exploring data from
suicidal cases. Adoption of qualitative phenomenological approach in the present research

will ensure inclusion of participant’s perspective.

Fourthly, among different qualitative approaches (e.g., ethnography, case study,
phenomenology, and grounded) phenomenological approach seemed especially suitable
for the present research because of its emphasize on subjectivity and discovery of the
essences of experience and systematic method to derive knowledge (Husserl, 1965).
Suicide is sensitive issue and the pattern of behavior associated with is supposed to be
very personalized. Phenomenological approach is well suited to make meaning out such
personalized individual experiences and to provide a comprehensive description of the

construct under study.

2.2 Participants

Data were collected from three groups of participants. It was presumed to get
representative and appropriate data regarding suicide from these three different groups of

participants. They are:

Group-1: Cases who attempted suicide

Group-2: Caregivers of cases who attempted suicide and

Group-3: Caregivers of cases who committed suicide

2.2.1 Attempted case. Attempted case or para suicide includes those situations in
which a suicide attempt has led to a non-fatal outcome. These people, who attempted

suicide but survived.
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2.2.2 Key-informant. Key informants were the people closely connected with the
suicidal individuals and may include family members, close relatives, friends, colleagues
or any other person having significant knowledge on the behavior and mental state of the
person who committed/attempted suicide. In qualitative study, key informant helps to
enrich data from a different perspective and help in understanding the contextual factors as

well (Mertens, 2014). Key informants were vital source of data for this study.

2.2.3 Inclusion and exclusion criteria. Inclusion and exclusion criteria are a set of
predefined definitions that is used to identify and select participants. Such criterion has
important implications for the scientific rigor of a study as well as for assurance of ethical
principles. The inclusion and exclusion criteria for the each of the participant groups in

this study are presented in Table 2.1.

Table 2.1 Inclusion and exclusion criteria used to select participants

Groups Inclusion Criteria Exclusion Criteria

Group 1: 1. Anindividual who 1. Impulsive attempt

have attempted suicide ) )
Cases who 2. Attention seeking

attempted 2. Have passed 15 days
: g y Self-reported memory dysfunction
suicide after attempt
4. Any other physical/psychological state

which can hamper participants' ability to

report the event (KII)
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Groups

Inclusion Criteria

Exclusion Criteria

Group-2: 1.

Caregivers of
cases who

attempted

Close observant of an
individual who

attempted suicide

2. 15 days have passed

suicide

Group-3: 1.

Caregivers of
cases who
committed

suicide

2.

after attempt was

made by the case

Close observant of an
individual who have
committed suicide (as
confirmed by post-

mortem report)

40 days have passed

after suicide incident

Impulsive attempt

. Attention seeking

Under 18 years (KII)

. Self-reported memory dysfunction (KII)

. Any other physical/psychological state

which can hamper participants' ability to

report the event (KII)

. Attention seeking

Impulsive suicide cases

. Complex suicide circumstances for

which the K1l may become vulnerable to

be interviewed

Under 18 years (KII)

. Self-reported memory dysfunction (KII)

. Any other physical/psychological state

which can hamper participant’s ability to

report the event (KII)
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1.2.4 Participant characteristics.

Eight participants have been interviewed in this study. Among them there were
four attempted cases and four key informants including one key informant of suicide
committed case. Four female and one male suicidal case could be reached. The age of the
respondents ranged from 20 years to 49 years. The respondents were predominantly from
Dhaka city while one of them was from outside of Dhaka. Data has been collected within

3 months of suicidal event.

2.3 Sampling

Qualitative research aims to provide an in-depth understanding of the world as
seen through the eyes of the people being studied (Wilmot, 2005). For this purpose present
study mainly followed purposive sampling procedure. In qualitative research, purposive
sampling is used to select a limited number of informants strategically so that their in-
depth information will give optimal insight into an issue about which little is known

(\Varkevisser, Pathmanathan, & Brownlee, 1993).

Several steps were employed to identify attempted and committed suicide cases
suitable for this phenomenological study. Few organizations for example, DMCH,
Nasirullah Psychotherapy Unit (NPU), Kaan Pete roi and local Police Station were

contacted to find links of appropriate participants.

However, to offer a fuller conceptualization of the participant selection procedure
used in this study, it is necessary to reflect on two important concepts: maximum variation

sampling and saturation.
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Maximum variation sampling. Maximum variation sampling is largely purposive
in nature. In qualitative study the main objective of a maximum variation sampling
technique is to select a sample for heterogeneity. Maximum variation sample aims to
include a wide variation of participants to gain a fuller understanding of the topic under
study (AncaVitcu, Vitcu, & Marcu, 2007). When using maximum variation sampling
method, the researcher selects a small number of units or cases that maximize the diversity

relevant to the research question.

Saturation. According to Morse (1995) saturation is defined as “data adequacy”
and operationalized as collecting data until no new information can be obtained. Saturation
involves eliciting all forms or types of occurrences and valuing variation over quantity.
However, when all the domain has been fully sampled and all data have been collected,
replication of data occurs (Morse, 1995). This replication signals saturation and at this
point researcher decides that data collection is complete. Saturation ensures completeness

of the collected data as required for understanding phenomena.

2.4 Methods of Data Collection

There are different kinds of data collection methods in qualitative study (e.g.,
observation, in depth interview, focus group discussion, pile sorting, and narrative dairy).
Among all these methods researcher selected in depth interview (IDI) and key informant
interview (KII) as the primary data collection method in this study. IDI seemed to be
better suited with the objectives of this study. Apart from IDI, additional methods e.g.,

observation has been used for data collection.
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2.4.1 In-depth interview (IDI). In-depth interview (IDI) is a ‘one to one ‘and
‘face to face’ conversation session with the participants. IDI provides opportunity to
explore experiences and understanding of participants where researcher can get a detailed
picture of a certain issue. In this study a topic guide has been used to conduct IDIs with the
participants. This topic guide was developed and used to get focused on the issue and keep

track of present research topic.

2.4.2 Key-informant interview (KII). In this study key in formant interview is
especially significant for the type of current data. In cases of committed suicide, Klls are
the only source of getting data regarding pre-suicidal behavior pattern, cognitions and
emotions. Moreover, the perceptions of key informants toward the phenomena were

another significant area of exploration in this study.

2.4.3 Observation. Although observation is a very effective study tool within the
domain of qualitative research, the present research did not use any systematic observation
method. It was done throughout the IDI sessions where researcher kept notes of observed

phenomena of that moment.

2.5 Instruments

A few paper-based instruments were used in addition to collection of interview
data. These included demographic questionnaire, screening questionnaire, topic guide,

consent form, and explanatory statements.
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2.5.1 Demographic questionnaire. A brief questionnaire was used to collect
necessary socio-demographic information of the participants such as gender, age, religion,

educational status, occupational status and relation with the case (see Appendix A).

2.5.2 Screening questionnaire. Screening questionnaire was used to confirm that
the prospective participant fulfill the inclusion and exclusion criteria (see Appendix B).

Separate criteria were used for the three groups of participants.

2.5.3 Topic guide. A topic guide was used to as a general guideline to direct the
researcher during conduction IDIs and Klls. In this study a topic guide was developed
following rigorous procedures through several drafts. The topic guide contained the major
exploration aspects on different areas including general behavior pattern, pre-suicidal
activity, thoughts and feelings (see Appendix C). Exploration using topic guide involved
both open and close ended questions along with probes where needed. The probes were
mostly guided by five part model where behavior, thoughts, feelings, physical reactions
were explored with every experiences. Same topic guide was used for interviewing both

suicidal cases and key informants with slightly variation on some issues.

2.5.4 Explanatory statements. Participants of this current study were provided
with an explanatory statements document that described the details on the nature and
procedure of the research and aspects related to participation in this research (see

Appendix F). The explanatory paper contained information on the following,

= \What does the research involve?

= Why were you chosen for this research?

= Consenting to participate in the project and withdrawing from the research
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= Possible benefits and risks to participants

= Confidentiality

= Storage of data

= Use of data for future research

= Dissemination of result

2.5.5 Consent form. Research includes some important ethical considerations
from researcher’s part. Among them getting consent and providing explanatory statement
report is particularly significant. Voluntary informed consent is the prerequisite of a
participant’s participation in research. Informed consent and consenting process is about
the protection and respect for research participants (Shahnazarian, Hagemann, Aburto, &
Rose, 2013). The goal of the informed consent process is to provide sufficient information
so that a participant can make an informed decision about whether or not to enroll in the
study to continue participation (Shahnazarian et al., 2013). To ensure these issue
participants were provided consent form mentioning details regarding their participation

under this study (see Appendix E).

2.5.6 Voice recorder. A digital voice recorder was used to record the interviews.
Data were transcribed into text format by manually typing the text into a word file after

electronic transfer of the audio files to the computer.
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2.6 Data Collection Procedures

2.6.1 Data collection. Data collection for this research was conducted in different
hospitals and communities inside and outside of Dhaka city. Researcher has to go to
participant’s residents to interview them. To avoid the putative risks regarding home visits
at different places researcher recruited a research assistant to accompany with her during

data collection in this study. The researcher was the sole interviewer in this study.

Researcher adopted several processes to reach suitable participants for this study.
At fist researcher targeted Dhaka Medical College and Hospital (DMCH) as suicidal cases
first addressed at such hospitals. In Bangladesh, DMCH considered to be one of the best
medical for handling such emergency cases. Most of the suicidal cases are referred to this
hospital. Because of the availability of suicidal (both attempted and committed) cases
researcher used the patient directory of forensic and emergency department of DMCH and
contacted with the potential participants. At first researcher contact them through phone
and invited them to come to the hospital for individual interview. Therefore, they were
also given the choice to stay at their resident. In these cases researcher along with a co-
researcher went to their home for data collection. Before proceeding to the interview the
participants were given the explanatory statement paper where the detail of present study
was described e.g., title of research, objectives, time requirement, benefits and possible
risks and contacts of the researcher. The participants were also oriented verbally by the
researcher. After getting the verbal consent of the participants, researcher filled the
screening questions to include or exclude from participation of the interview. Those who
were found to be suitable for the interview then were given the written consent paper for
agreement. Researcher also filled out the demographic information shit with each of the

participants. After finishing procedural works researcher finally moved to the IDI session
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with the participants. Each interview took 60-80 minutes. Interview ended when the

researcher felt saturated on data provided by the participants.

While collecting data for the researcher it was found that most of the cases come
out of Dhaka city. As soon as they ended the medical procedure they were leaving Dhaka.
In all those cases researcher faced a great difficulty to reach the participants. Two reasons
contributed to this difficulty getting participants these were: first, people were not
interested to talk about suicide and second, most of the cases were from different districts

of Bangladesh. It was not possible for the researcher to go different areas for interviewing.

For above reasons, researcher followed multiple sources to reach participants.
These include Nasirullah Psychotherapy Unit (NPU) and Kaan Pete Roi (KPR; an
emotional support and suicide prevention helpline). Through KPR researcher went to
Khulna, a remote district of Bangladesh. Researcher also contacted local Police stations
for this reason. The overall data collection procedure is presented in the flowchart (see

Figure 2.2).
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Ethical clearance application to the ethical committee

e

Submission of ethical clearance
certificate to the forensic department
of DMCH

Submission of ethical Meeting with Sub-Police
clearance paper to NPU Commissioner

Meeting with KPR

| Y

T

Referral of prospective Cases
Accessing contacts

/

v

Contact with the participant via phone

|

Recruitment of a research assistant

N

Invitation to come at Researcher reach out
DMCH/NPU participants at their residence

o~ ,

Explanatory statement and verbal description

A 4

Verbal consent of participant
A

Y

‘ Screening questionnaire

N\

Decision to Include

Decision to exclude

v

Written consent

v

Demographic Information

v

Final IDI with participant

Figure 2.1 Flow chart of data collection procedure.

2.6.2 Data analysis procedures. Data analysis has done using qualitative data

analysis software NVIVO-10. Steps involved in data analysis are presented in the

following sections.
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2.6.2.1 Data transcription. After the whole interview process all audio recorded
interviews were transferred into a computer. Researcher herself transcribed most of the
interviews and the remaining were transcribed by a research assistant with psychology
background having training and previous experience doing qualitative data transcription.
The contents of each interview were reviewed multiple times during the preparation of the

transcripts. As promised to the participants, all audios were deleted after transcription.

2.6.2.2 Data Analysis. As with all qualitative data, phenomenological data
analysis involves such processes as coding (open, axial, and selective), categorizing and
making sense of the essential meanings of the phenomenon. As the researcher works with
the rich descriptive data, then common themes or essences begin to emerge. This stage of
analysis basically involves total immersion for as long as it is needed in order to ensure

both a pure and a thorough description of the phenomenon (Kleiman, 2004).

Open coding. During open coding, the data that have been collected are divided
into segments and then they are scrutinized for commonalities that could reflect categories
or themes. Once the data have been categorized, they are examined for properties that
characterize each category. The researcher examined and identifies the meaning of the
data by: asking questions; making comparisons and looking for similarities and differences

between the comments.

In this way, similar comments [or incidents and events, i.e. phenomena] are
grouped together to form categories. So basically, open coding is a process of reducing the
data to a small set of themes that appear to describe the phenomenon that is under

investigation.
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Axial coding. Axial coding involves putting data back together in new ways by
making connections between categories. This is done by exploring the conditions, the
context and interaction of strategies, and the consequences. Which influence the

phenomena and/or social processes that are being studied.

Steps of analysis. The structure of phenomena is the major finding of any
descriptive phenomenological inquiry. This structure is based upon the essential meanings
that are present in the descriptions of the participants and is determined both by analysis
(as detailed below), and also by insights. Kleiman (2004) described the analysis processes

in qualitative research are explained below:

= Read the interview transcript in its entirety in order to get a global sense of the

whole.

= Read the interview transcript a second time - this time more slowly - in order to

divide the data into meaningful sections or units.

= Integrated those sections/units that identified as having a similar focus or

content and make sense of them.

= Subject integrated meaningful sections/units to a process that is known as free

imaginative variation.

= Elaborated findings - this includes descriptions of the essential meanings that

were discovered through the process of free imaginative variation.

= Revisited the raw data descriptions again in order to justify interpretations of

both the essential meanings and the general structure.

= After completing the data analysis, researcher followed this with a critical

analysis of the study. This critical analysis included verification that:
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a) Concrete, detailed descriptions have been obtained from the participants

b) The phenomenological reduction has been maintained throughout the
analysis

c) Essential meanings have been discovered

d) A structure has been articulated

e) The raw data has verified the results

2.7 Ethical Consideration

Ethical principles are concerned with protecting the rights, dignity and welfare of
research participants (Barker, Pistrang, & Elliot, 1994). Certain issues were prominent for

this study to maintain standard ethics are given below:

2.7.1 Research ethics review. Before interviewing, researcher gained the research
ethics approval. The research review is developed to protect the privacy of participants
and provide consent to perform research according to established steps in the protocol
(Stuckey, 2014). Present study was reviewed and approved by the ethical committee of the
Department of Clinical Psychology, University of Dhaka bearing the Project Number:

MP150601 (see Appendix H).

2.7.2 Informed consent. Researcher provided detailed information regarding the
present study including nature and purpose of the study, potential risk and benefits of
participation, and an offered by the researcher answering participants query at any time.
The participants were also provided an explanatory statement paper where the details of

the study were described. So that participant could make a free and informed decision
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about whether or not to enter the study. Finally an informed consent form was given to

each participant to read and sign after the study was fully described to them.

2.7.3 Right to withdraw. Researcher ensured that participants may withdraw their
participation at any time during interview session. It was mentioned on the consent paper

and researcher also described verbally to each participants.

2.7.4 Voluntary participation. Participants were provided clear information that
they were not given any financial assistance or compensation for participating in this
research. Whether or not to participate in this study was completely on their voluntary

choice.

2.7.5 Wellbeing of the participants. As this research was sensitive it was
presumed that participants might re-experience the event while talking about the suicidal
issues in details during interview session. This could be traumatic for some participants
and there was a possibility that it will create short-term or long-term psychological
problem among them. Therefore the possibility of experiencing distress was clearly
written in the explanatory statement and described to the respondents before asking for
their participation. To deal with the anticipated risks involved in this research the
participants were provided a referral directory which provided the name and address of the
places where they can seek for help. Researcher talked with Nasirullah Psychotherapy
Unit (NPU) and managed special referral system; therefore NPU had agreed to provide
emergency psychological help for the participants. Participants got the opportunity to get
free of cost emergency psychotherapy sessions in NPU. Therefore cconsideration of

participants ‘wellbeing was given utmost priority during data collection.
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2.7.6 Privacy and confidentiality. As this research is sensitive privacy and
confidentiality of participants were given high priority. The identity of the participant was
kept confidential. To ensure this researcher used a code number for each interview. And
contact shit of the participant was also kept separated from other procedural papers.
Researcher was aware of the privacy issues and participants were given freedom to not

share issues if they feel uncomfortable.

2.7.7 Researcher’s safety. The present research required several home visit to the
participants residence. It was assumed that home visits might not be safe for the
researcher. To ensure the physical safety researcher recruited a co-researcher who

travelled different places with the researcher.
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The data of the present study were analyzed following the content analysis
procedure described in detailed at Section 2.6.2.2 in Chapter 2. Qualitative data analysis
software NVIVO-10 was used to aid the process of data analysis. As described in
methodology section, this data analysis involved processes such as coding (open
and axial), categorizing and making sense of the essential meanings of the phenomenon.
At the end of iterative analysis, the findings have been organized into four broader
sections which revealed suicide warning signs and its associated phenomena and process.
These were named as manifestation aspects, predispositional aspects, suicide context, and
intervention aspects. Each of these four sections contained several categories and sub-
categories which emerged from the data and illustrated the warning signs of suicide. A

Flowchart of overall categorization has been presented in Figure 3.1.
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3.1 Manifestation Aspects

Individual’s inner instability is reflected in their behavior overtly. Additionally,
covert manifestation of this instability is reflected in thoughts and feelings. A set of
suicide warning sign has been presented under this category dividing them into cognitive

warning signs, emotional warning signs and behavioral warning signs.

3.1.1 Cognitive signs. Individuals were found to think differently before suicide.
They reported to have negative changes in their thought process. It was mostly covert and
less observable by others. Under these categories three important sub-categories namely,
negative self view, negative life view and embracing idea of suicide were found (see

Figure 3.2).

. . > Perceived valuelessness
Negative self view '-,‘ Perceived alienation

Worry about uncertainty
Meaninglessness of life

Cognitive Signs

Negative life view ———>~

Embracing suicide ! Being alive is more painful
g Perceiving death as solution

Figure 3.2 Overall presentations of cognitive warning signs

3.1.1.1 Negative self views. Under this title individual’s negative view about self-
during the crisis has been categorized. The general idea of negative self-view was
proposed by Aaron Beck in 1976 in his “Negative Triad Model”, where an individual

generates negative thoughts about self in an automatic, spontaneous and seemingly
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uncontrollable way. The present study revealed several types of negative self-thoughts

among suicidal individuals which are presented in the following sections.

Perceived valuelessness. Feeling worthless or valueless is commonly felt by
people in trauma or crisis. This acute negative feeling of self leads many individuals to
suicidal decisions. In this study findings shows individuals went through this experience
prominently during their crisis. Therefore, this can be counted as one of the warning signs

of suicide.

“If he does not value it, why would others bother? And at this age with my two
daughters and my family, will anyone ever take responsibility of it [me and my

children]? No one will. ” [Attempted case]

Perceived alienation. Before suicide attempt suicidal individuals alienated
themselves from social connections. They were less engaging, less interactive to others.
They perceived them as being isolated from regular social and interpersonal relationships.
Their strong sense of such alienation worked as a strong motivation behind their decision

of suicide.

“I have no one. Rather my existence is problematic for all. I do not see anyone
who will understand me. Everyone is busy in their life. Does it matters if | am alive

or dead?” [Attempted case]

3.1.1.2 Negative life views. Negative life view is another component mentioned by

Aaron Beck in 1976 in his “Negative Triad Model”. Like negative self view, here an
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individual’s negative thoughts centers about his/her life. All suicidal cases of this study

reported some kind of negative life views in crisis.

Worry about uncertainty. Uncertainty about future and life is also found in
suicidal individuals of the present study. One of the suicidal individual quoted that she felt
helpless as she did not know how to survive. She got mentally weak as she was not
financially independent. Her whole concept of future was trapped by the feeling of

uncertainty.

“What will I do if I leave him? Where will I go? May be my brothers will take care
of me for a day or two. The girl is of marital age. | am an adult woman. Where will
we go? What will we do? What will we eat? This was always haunting me inside.

What will | do?” [Attempted case]

Meaninglessness of life. Finding life as having no meaning is another very
common cognitive sign found in individuals. Most of them reported that life seemed
meaningless during crisis period. They perceived meaninglessness in terms of failing to

achieve their desired goal (money, partner, education etc).

“My dreams were shattered, this internal pain was so severe that I myself shall end
my life. When | failed to get him [as lover], the deepest wish of my life left

unfulfilled - what else is left in this life? ” [Attempted case]

3.1.1.3 Embracing suicide. Most of the individuals weighed death over life as they

were perceiving life as meaningless and burdensome. They thought death will bring them
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peace. However, they finally reached at a decision where they embraced death and such

selective perception precipitated them to commit suicide.

Being alive is more painful. They found their life more painful than living. In time
their life got trapped into the circumstances where their perception about life was highly

stressful.

“Living is more painful at this moment, I am not happy in this state, there is an

extreme amount of pain inside.” [ Attempted case]

Perceiving death as solution. As mentioned above they took suicide as a solution
of their problem and cure of their pain. Some of them thought death will bring peace.
Some of them found themselves as the problem in the family so they thought committing

suicide would help in relieving others.

“Why should I carry this pain another 20 hours, 20 years? Let me solve it now,

this is what I thought.” [Attempted case]

3.1.2 Emotional signs. In above section cognitive warning signs have been
elaborated which described as more covert form of signs. Unlike thought process,
emotional signs of suicide are more observable. Participants both suicidal individuals and
key informants reported that their negative thinking reflected in their mood. Thus
emotional ups and downs were easily detectable in different circumstances. In this

category three sub-categories were found (see Figure 3.3).
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Figure 3.3 Overall presentations of emotional warning signs

3.1.2.1 Depressive symptoms. Almost all suicidal individuals have been found to
show depressive signs before suicidal incident. Under this category four sub-categories

have been elaborated.

Low mood. One of the main depressive signs among the suicidal individuals was
low mood. Most of the time of a day, they used to feel very low and that was reflected in

their face and behavior. Key informants also confirmed this in their interview.

“Used to have a gloomy face. At work - seemed to work right but kept the gloomy
face on. Expression of anger, irritability and pain was there - "I am talking but my
husband is not listening, he is not giving me permission to leave."” [KI-husband of

attempted case]

Feeling of frustration. Suicidal individuals were frustrated about their life
regarding relationship, financial crisis, lack of independence, academic issues and
marriage etc. They were unable to achieve their desired goal which made them depressed

and frustrated. Coping with such long term frustration brought a great deal of anxiety,
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depression and anger. This long term frustration of not being able to meet the expected
goal created a vast amount of helplessness among the individuals. At this point, they lost
hope in life. Few suicidal individuals reported that they felt suffocated during extreme
pain. They could not breathe and relax. They used to feel being trapped by the difficult

situation.

“What is the meaning of feeding me and keeping me alive? It is better if I die. I
showed a lot of anger, cried a lot but they were not inclined to change, they will

keep me like this [not meeting my needs].” [Attempted case]

“These things, I used to feel out of breath, sometimes it felt like I have no room to

breathe, it was like not being able to breathe at all.” [Attempted case]

Loneliness. As the suicidal individual used to get socially avoidant during pain
most of the time they spent time alone. They avoided social interaction and situation.
Their social isolation was one of the main factors that decreased their sharing behavior and
healthy problem solving attitude. They used to submerge into their own thoughts and pain.

Therefore, this caused their feeling of loneliness even higher.

“Loneliness, not having anybody [beside me] and this acute pain overwhelmed my
brain and my awareness, thinking and processing. This thing [suicidal idea] came

from that.” [Attempted case]

Loss of interest. One of the common experiences during crisis found among
suicidal individuals was loss of interest in life. Feeling low and lethargic hence not willing
to live the life were reported by them. Most of them were found to mention the pain over

life. Pain was heavier to them at that moment and they felt like not living on this planet is
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a good option. Moreover, key informants in this study also reported suicidal individual’s
loss of motivation in activities and social withdrawal. They felt threat to face social
interaction. Being socially interactive to family and friends was a burden for them.

Moreover they felt agony to perform daily activities and maintain their routine work.

“From the beginning it was too much pain in my life! I no more felt like living.”

[Attempted case]

3.1.2.2 Anxiety symptoms. Individuals were reported to have anxiety oriented

signs during their critical situation before suicide.

Irritability. Individuals felt trapped by the situation that causes them to feel
helpless. They noticed that their mood became highly irritable as they found themselves to
be helpless. This irritability caused their intolerance to people and situations. Their level of
irritation brought observable changes in mood and behavior. As a result, close family
members could notice their irritation. Suicidal individuals reported that because of their
irritability they could not tolerate other people. Sometimes their temperament also got

high.

)

“Meaning there is pain and then again my mental state becomes very irritable.’

[Attempted case]

Restlessness. Restlessness is another emotion found in suicidal individuals. They
reported their inner conflict and lack of peace. Their concentration level also significantly

diminished because of high level of restlessness feeling.

“Restless feeling. Only restless feeling.”’[Attempted case]
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Tension. Tension was a common emotional reaction during crisis moment. Each
person was going through a unique kind of life circumstances. Therefore, beyond their
individual crisis, most of them found to have experienced a significant level of tension.
The particular situations were for example; financial crisis, relationship dilemma, career
uncertainty, academic etc. As they were not able to change the situation or get the thing

they desired their level of tension went higher.

“Meaning they would not let me study, that is why, will not be able to study so will

not have a career, had a lot of tension regarding this thing.”[Attempted case]

3.1.2.3 Emotional explosion. Six sub-categories comprise this category namely
feeling on the edge, rumination, desperation, impulsivity, loss of control and suicidal

idealization.

Feeling on the edge. Individuals reported that they have reached a point of life
where they felt the edge. Their endless struggles for a long time made them desperate to
find some peace. One of them mentioned, she has been suffering more than anyone from

birth.

“I have been tolerating many things since my childhood. No one tolerates things

like these. No one tolerates so much like me.” [Attempted case]

“I have my back pressed against the wall.” [ Attempted case]

Rumination. Each individual cases explored in the present study went through
unique type of critical incidence and they had to cope with it. However, many of them
were found to self-bargain against the distress they were going through. These self-

bargaining thoughts found to manifest in the form of rumination. In rumination of same
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thoughts strike in individual’s brain repeatedly thus creates a narrowed focus. Where a
person feels stuck and only focuses on negative thoughts. Therefore, individual develops

negative biases towards life.

“Thought about these always occupied me, that I cannot do anything, that I cannot
get out of it, staying in the room all the time, can't do job or studies, nothing. . . . ..

........ my head was filled with these thoughts all the time.” [Attempted case]

Desperation. Suicidal individuals were seemed to be desperate to solve problems
at the time of crisis. They act in do-or-die manner to end their pain and sufferings. Their
family members observed them to behave in an unusual way. Their belief system had been
changed due to the intensity of their critical situation. They became fearless about the

consequences of their desperation and considered suicide.

“To bring dad out of that [extramarital affair], [she] went to numerous traditional
healers (kobiraj) although she did not have faith in traditional healers (kobiraj).
Whatever others suggested, whoever they suggested, she ran to those places and

persons.” [KI-daughter of attempted case]

“At the time the thought was not like that [rational], the thought was to kill myself

and I felt a lot of courage to do so.” [Attempted case]

Impulsive urge. Individuals reported uncontrollable thoughts of suicide. Whenever
they encountered intense problem situation or felt depressed with pain they got impulsive
thoughts that used to keep pushing them to commit suicide. In such circumstances, they
could not control these thoughts.

“[1 felt] 1 will hang myself right now. I will take something now. "[Attempted case]
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Loss of control. Most of the suicidal individuals reported that they had experienced
loss of control. By this they meant, they were unable to control their emotional outbursts.
Sometimes they were not able to control their impulses to act. Their suicidal attempt was

one of the reasons of losing control over themselves.

“No actually I couldn't control myself, at the end when I myself attempted suicide,
all the pain inside that | had and then an unknown painful frustration created a

trance, that’s when I lost control of myself.” [Attempted case]

Suicidal derealization. As mentioned in the earlier section individual’s loss of
control lead them experiencing derealization immediately before the suicidal attempt.
They felt that they were possessed by something. Something they cannot control and
explain. Some of them named it as a state of trance. Others reported this as an abnormal
state where they were in between reality and possession. In the time of crisis few
individuals were so submerged into pain they could not feel the life. They got emotionally
blunt. The experience was so different for them that they thought as if they were not the

part of this life and world. Hence, they belong to the different place.

3.1.3 Behavioral signs. Warning signs of suicide were found to be mostly
manifested by individual’s behavior. Behaviors are more explicit and observable than
individual’s thoughts or feelings. Suicidal individuals of the present study seemed to
behave according how they feel and think. So, behavioral signs were seemed to be easily
detectable by surrounding family members and relatives of suicidal person. In this

category five important sub categories have been clustered (see Figure 3.4).
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Figure 3.4 Overall presentations of behavioral warning signs

3.1.3.1 Coping with distress. Coping mechanisms are ways in which external or
internal stress is managed, adapted to or acted upon. Coping can be positive or negative. In
this research, suicidal individuals tried to cope with their distress through different coping

type behavior.

Unusual behavior. Individuals were seemed to exhibit some noticeable unusual
behaviors immediately before suicide attempt. Key informants reported that they were
behaving very differently than usual times. They became extremely sensitive to things and
reacting frequently even for silly reasons. Few individuals became physically violent very
often at that time. While some individuals showed opposite behavior such as they became
extremely quite. Locked themselves in room and stopped interaction with others for a long

time.
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“She could not sleep alone; I used to sleep with her. She said, “I feel scared”. But
that girl slept alone that night. She went to her mashi and said, “There are so
many pictures of other people in your mobile but not a single picture of mine.
Capture my picture in yor mobile”. Mashi said, “There is no electricity”’. She said,
“It will be good if you use flashlight”. That evening she took a picture in her

mashi’s phone.” [KI, mother of committed case]

Addiction as coping. Few individuals were taking different kind of substance to
manage their stress. It was one of the prominent behavioral changes found before suicide
attempt. Alcohol, cannabis, sleeping pills and cigarettes are the few among many other

substances. They reported that they used to take substance to reduce their pain and stress.

“I got hurt and I took drug to tolerate the pain. Drugs, allowed me to dive into a
trance like state. Then [ felt slightly well. Then I took drugs again.” [Attempted

case]

“Those [cigarettes] are limitless. It could be seen that after a short span of time

my ashtray used to get filled.” [Attempted case]

3.1.3.2 Emotion focused coping. Suicidal individuals adopted emotion-focused
coping strategies to reduce and manage the intensity of the negative and distressing
emotions in their life. They aimed to reduce the pain that a stressful situation has caused

rather than solving the problematic situation itself.

Individuals were found to internalize their problem. Through internalization they

pushed their problem or pain deep inside. Crying was one of the common behaviors that
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were found in almost all individuals. Immediately before suicidal attempt their crying
behavior significantly increased. Most often they were found to be crying alone, at other

time they cried in front of close family members or friends.

“I used to lock my room and cry alone when no one was there. Sometimes the girls
were there watching TV in the other room and I cried a lot in prayers (namaj).”

[Attempted case]

Suppression of emotion was another significant way of coping mechanism found
among suicidal individuals. For different kind of life situations, they went through severe
mental pressure. Suicidal individual used to suppress pain instead of sharing it. The

purpose of such kind was to act normal hiding the emotion from society and relatives.

“No, I did not let anyone understand. The people I socialized with, no one could

understand that there is so much pain in me.” [Attempted case]

Praying (namaj) was found to be a coping behavior performed during extreme
anxiety and in problem situations. Because talking about pain with others was difficult,
praying was an easy escape from pain. One person reported that he was listening to sad
songs during severe distress. Sad songs helped him to reduce the burden of pain. Music

helped him to accumulate his thought into place and stay calm inside.

“She Prayed (namaj) and cried to Almighty.”[KI-daughter of attempted case]

3.1.3.2 Preparation for suicide. Suicidal individuals reported that the journey of
taking the decision of committing suicide was very painful and burdensome for them.

Struggling with the stress or pain was not easy and suicidal decision did not happen
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overnight. Once they came to the point that he/she is going to commit suicide it became
even more painful. In the long run they had to cope with this decision of suicide as well.
Some behaviors of them showed their preparation prior to commit suicide. Preparation for
suicide happened in two level; first, mental preparation of suicide and second, means

related preparation.

Preparation for suicide attempt. Just before the suicide attempt suicidal
individuals were found to engage in some preparatory activities. These preparations
directly related to the act of suicide. For example, writing suicide notes, making the

environment ready for attempt, forcing others to leave the room etc.

“After crying a lot she asked me to leave the room. I said why would I leave the
room? I won't. She said, yes leave the room. I have business here.” [KI-daughter

of attempted case]

Apologized to Allah. Before attempting suicide individuals were found to pray and
ask forgiveness from Almighty for such action. It indicates a spiritual sign that manifest
victim’s search for inner peace. They could not get peace in this world and thus they are
seeking it after death. It also indicates their struggle of accepting the fact that this action

will cause their death and they will no more be a part of this world.

“After saying prayers (namaj), I asked Allah to please forgive me for taking my
own life. I was praying to Allah though Munazat, cried, finished praying (namaj),
folded the prayer mat and kept it in its place and right there, did the act [hanged

myself].” [Attempted case]
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Asking for giving up claims. Another coping behavior under this category was to
asking for giving up claims from closed ones. However, it is one of the important warning
signs that directly indicate this person might think of death. Asking forgiveness or setting

things right was very prominent actions taken by the suicidal individuals.

“As far as I've heard, she went to khala’s (Aunt) house the day before [suicide
attempt]. She told Khala (Aunt) that if anything happen this time she will commit
suicide. And asked her to waive all debts and claims in such case. | heard

something like that.” [Kl-daughter of attempted case]

3.1.3.3 Self defeating behavior. An important type of behavioral manifestation
found among suicidal individuals were self defeating behavior. They were also seemed
very indifferent to self-care. This category represents two sub categories namely self ham

and self negligence.

Self harm. Suicidal individuals were found to have self-harm history during their
mental sufferings in different points of time. They vented out their inner conflict and pain
through hurting themselves. Cutting hands, hurting heads or not having food daily are

some actions that directly indicate their losing interest in life.

“Out of severe mental pain I have cut my wrist with a blade six months earlier.”

[Attempted case]
Self negligence. Self-negligence means intentionally neglecting to attend to basic
needs and lack of self-care in terms of personal health, hygiene and living conditions. Self-

negligent behavior has been found in suicidal individuals of the present study.
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“After this I did not eat for seven or eight days, did not even drink water.’

[Attempted case]

3.1.3.4 Impaired functionality. Present study revealed that individuals were having
trouble performing their regular activities before suicide attempt. This category includes
three important sub categories namely interruption in daily activities, impaired

engagement in usual work and withdrawal.

Interruption in daily activities. Interruption in daily activities was one of the
significant behaviors. Individuals reported that their daily routine became haphazard
before their attempt. Their normal daily routine such as eating, sleeping, bathing pattern
was changed. Either they would miss these activities or delay them. They could not

perform timely and properly like they used to do it before.

“At that time, everything was a mess, sleeping, showering, and cooking; she didn’t

feel like doing anything.” [KI-daughter of attempted case]

Impaired engagement in usual work. Losing interest in usual work has been found
to be common among suicidal individuals. They lost interest in work once they used to do
regularly. They no longer felt happy in such engagements. They became lethargic and lack
of motivation to perform usual work. This behavior showed a significant change that

indicates apparent change in them before and after crisis.

Withdrawal. Suicidal individuals were found to have shown social avoidance.
They withdraw themselves from daily life social interaction. Suicidal individuals were

found to submerge into their own pain in time of crisis. Their learned helplessness led
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them to give up fighting with pain. They tend to communicate less with others; they
became quite. They could not share their problem with others because they were worried

that it would bring nothing but judgments and humiliation.

“[after the incident, my mother] Called my father home from the office. After that |
stopped eating, stayed in the room, closed the door and stayed there all the time,

did not get out or speak.” [Attempted case]

3.1.3.5 Expressed aggression. One of the significant behavioral expressions of the
suicidal individuals was aggressiveness. This category includes anger outburst, physical

violence and revengeful attitude towards other.

Anger outburst. Before the suicidal incident individual’s common behavior
reaction was anger outburst. They reported getting angry more frequently even with
insignificant incidents during pre suicidal state compared to their normal functioning state.
Individuals reported severe disturbance of normal daily interaction pattern caused by their
angry outburst. According to the key informants, suicidal person seemed to react harshly
to others even for normal responses. They became less tolerant of people and situations
because of high stress and mental pressure. Their angry attitude was also significantly

noticeable by others.

“I used to behave very rudely with my children. I used to scream and get mad at

them when they asked me anything.” [Attempted case]

Physical violence. In the time of crisis, most of the suicidal individuals were found
to be physically violent. They expressed their suppressed pain through violence.

Sometimes their inner conflict behaviorally manifested through severe physical aggression
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towards individuals or material objects. Physical violence includes beating others,

throwing materials etc. The following quotation reflect such violence.

“I said, do not cook for me. Yes - then she was cooking shrimp, | kicked the pan,

spilling the lobsters, then came back to the room.” [Attempted case]

Revengeful attitude. As individuals were dealing with long term pain and problem
situations they were found to develop revengeful attitude toward close ones. They thought
other people who are doing injustice to them should be punished. If they commit suicide
the survivor would have to deal with the consequences and that might be a punishment for
them. In other way, individuals who considered themselves as the problem thought

committing suicide would free others thus would end the problem.

“I will free him [from this burden] by committing suicide. She often spoke like

this.” [KI-daughter of attempted case]

3.2 Predisposition Aspects

Content analysis of the transcript revealed several aspects that can be clearly linked
with predisposition aspects of suicide. Few significant predisposition aspects has been
found in the present study namely previous suicide plans and attempts, long term mental
health issues, personality pattern and family dynamics. The presence of such factors in an
individual’s life and their simultaneous interactions during crisis were found to

significantly predispose their decision of committing suicide.

3.2.1 Previous suicide plans and attempts. Individuals reported that they were
previously attempted suicide and have been planning for long before. Some of them

reported to have suicidal ideation as well. The overall picture of previous suicide plans and
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attempts has been presented in following flowchart (see Figure 3.5).

Previous attempt

Previous Suicide Plans o ]
Suicidal ideation

and Attempts

Suicidal tendency from
— childhood

Figure 3.5 Overall pictures of previous suicide plans and attempts

3.2.1.1 Previous attempt. Four individuals reported the history of their previous
suicide attempt. Among them one person attempted twice while others have a history of
single previous attempt. Apart from this four, one person reported that he planned to

commit suicide before. He has planned to commit suicide by hanging with a fan.

3.2.1.2 Suicidal ideation. Most of the individuals mentioned that they had suicidal
ideation for long time before attempt. They repetitively had the thought of suicide as they

were coping with extreme mental pain.

“I’'m thinking about these [suicidal ideas], [since] my husband stopped giving me

money three months before attempting suicide.” [Attempted case]
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3.2.1.3 Suicidal tendency from childhood. Two individuals reported their history
of being suicidal from childhood. One key informant mentioned that her daughter was
showing such suicidal tendency from early childhood. If anything went wrong she became
suicidal. Another person reported that she had suicidal thoughts from early childhood and

her first attempt was in very early life.

“The matter is, my suicidal attempt is not just for now it started from my early

childhood.” [Attempted case]

3.2.2 Long term mental health issues. Present study revealed suicidal individuals
were suffering from mental illness and prolonged psychological instability. These long
term mental health issues made them vulnerable to consider suicide. They reported that

they were tired of coping with such issues for long time (see Figure 3.6).

Mental Iliness

Long Term Mental

Health Issues

Prolonged Negative
Affective State

Figure 3.6 Categories on long term mental health issues

3.2.2.1 Mental illness. One key informant reported that her daughter have been
diagnosed with having a mental illness. Another suicidal individual mentioned of suffering

from depression for long time but it was not diagnosed clinically.

“Mental illness was written on the prescription. [Although] We did brain CT scan,
they found nothing, it was a psychological illness.” [KI-mother of suicide

committed case]
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3.2.2.2 Prolonged negative affective state. Present study showed that all suicidal
individuals were experiencing prolonged psychological instability. It was significantly
hampered their daily life activities and relationships. Emotional instability decreased their
ability to cope with stressful situations. This mental burden caused their physical

imbalance as well.

“No, I mean, I'm always worried. I had anxiety all the time. My BP is high and

whenever I become tensed my BP increases.” [Attempted case]

3.2.3 Personality pattern. In this earlier section some important predisposing
factors have been elaborated. In suicide process, individual’s personality trait was found to
be one of the most contributing factors in this study. Some factors were commonly found
among suicidal individuals such as impulsivity, reactivity, and aggressiveness which
reflected their lower capacity of emotional regulation (see Figure 3.7). When they
encountered any critical life events they would respond according to their personality

characteristics and those made them more vulnerable to suicide.

Reactivity

Personality Pattern Aggressiveness

Impulsivity

Figure 3.7 Personality patterns of the suicidal individuals
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3.2.3.1 Reactivity. Few suicidal individuals were found to have little control over
their emotion. Instead their emotions are dictated by someone or something else; by
circumstance and the outside environment. They seemed to get affected immediately by
the situations and event and act accordingly. Individuals over reactivity to things made

their regular life even difficult.

“She used to react without reason.” [KI-father of attempted case]

3.2.3.2 Aggressiveness. Few suicidal individuals reported about their aggressive
behavior. Their personality was dominated by anger and aggression. As mentioned above
this aggressive attitude caused their reactive behavior. They were more prone reacting to
anything with aggression at first hand. This particular personality pattern found to impact
negatively in their life. However, heightened aggressiveness did not help them to resolve
any problem in a healthy way rather their expression of anger hampered their interpersonal

relationship.

“Yes, when I get angry I throw away things that I get at my reach.”[Attempted

case]

“When she gets angry she, break things, chops whatever she gets close by with a
chopper. We get scared about her action. Mostly she chopped doors.” [KI-mother

of attempted case]

3.2.3.3 Impulsivity. Impulsive attitude also has been found among few suicidal
individuals. Key informant also validated that individuals were showing impulsivity in
different circumstances. This impulsivity was one of the reasons that contributed as

predisposing factors of suicide attempt.
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“She does what she wants. It’s difficult to understand her mood. She is angry now
and cool immediately afterwards. She never did anything with proper thinking.”

[KI-husband of attempted case]

3.2.4 Family dynamics. Family refers to the significant caretakers and siblings
that a person grows up with, or the first social group a person belongs to, which is often a
person's biological family or an adoptive family. Individual’s early experiences have a
major influence on how they see themselves, others and the world and how they cope and
function in daily lives. It plays an important role in building a person’s personality. Under
this category, participant’s significant family dynamics has been categorized. It includes
three main sub categories. A flowchart of family dynamics has been presented here (see

Figure 3.8)

Hypercritical parents

Family Dynamics Over controlling family

Unhelpful family
context

Figure 3.8 History of Family dynamics

3.2.4.1 Hypercritical parents. Few suicidal individuals reported that they got
negative judgments from family members. They were judged by their choice of clothes,

education, and mannerisms etc. Going outside, making friends were labeled as “bad” by
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their parents. Parental discrimination was also found in early childhood experiences of
suicidal individuals. It persisted in childhood as well as throughout adulthood. Suicidal
individuals explained that their parents used to discriminate between siblings in terms of
affection, cloths and other privileges. This chronic discrimination among siblings made
them feel vulnerable and unlovable. Thus they became more prone to self-destructive

activities.

“My parents commented negatively on me again and again. They were purposively
pinching me all the time. | feel terribly bad and got frustrated hearing all those
negative comments. They meant, | am bad because | want to go out and want to
hang out with friends. They do not need daughter like me. I am the one who is

ruining their honor in whole family.” [Attempted Case]

3.2.4.2 Over controlling family. Over controlling family system has been found
among suicidal individuals. One suicidal individual reported that his/her parents were
highly restrictive, rigid and very authoritarian in nature. They were not very emotional or
affectionate and were critical if the person failed to meet their expectations. They were
fixed on the point that he/she must adhere to rules with no room for negotiation. The
consequence of breaking the rule was absolute punishment. This punishment sometimes
became very harsh for them. Significant rigidity included not allowing the individuals to
go out, not providing education, no friends, not allowing party, getting married at an early
age, not staying outside of the home for a long time, not allowing commuting to the

university alone etc.

It was found that few suicidal individuals did not have freedom to live life at their

own terms. They lacked minimum level of privacy at home or outside. According to them
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they had no choice over their cloths, lifestyle or education. They were not allowed to give

opinions on any aspect of their life.

The pressure of obeying family rules and regulations and meeting the parent’s
expectations had significantly influenced their life. They felt pressured when their own
choices have been ruled out and they were forced to maintain the way parents wanted

them to be.

“My mother was becoming more conservative, and start imposing more restriction
on me. She was not seeing that other girls [those she used as examples] are
wondering around, why guiding me so much? Too much guidance is not good, it
makes me feel suffocated. Let me exercise minimum freedom which will not spoil

me.”’ [Attempted case]

3.2.4.3 Unhelpful family context. Families have been found to practice unhelpful
negative behaviors. As discussed in above section, parents were practicing authoritarian
parenting style. While they were very rigid about rules and their expectations from the
person, they significantly were less emotional and affectionate. Suicidal individuals were

found to have a strong desired to be loved by their parents, which they felt deprived of.

Non-cooperation to child’s needs and demands were another negative behavior
among parents. They were less attentive to child’s opinion. Unhelpful attitude by the
parents generated a hostile feeling toward them in the child. This non-cooperation from

parents generated non-cooperation from participants as well.

Appraisement from parents has significant effects on children’s life. However, in

the present study few suicidal individuals reported that they were not receiving positive
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appraisal from parents. That lowered their self-esteem and pushed into depression.

“I did not get any love from relatives in childhood, not even from my parents. Both

of them only tried to earn money, money, and money.” [Attempted case]

“They have hurt me so much, they never thought of me at all. They never bothered
how their quarrels, fights and imposition of decisions on me was hurting me, and

was affecting my physical health, my family life.” [Attempted case]

3.3 Suicide Context

This category includes all kind of suicide related contextual aspects of individual’s
life. For individuals, suicidal decision did not come at once. They all had several cultural,
social, family and individual contextual predispositions that directly or indirectly pushed
them to suicide attempt. This category presents detail description of such suicide contexts

found in present study.

3.3.1 Contextual factors. Context provides the foundation for how we feel about
ourselves and how we experience others. This foundation begins the day we are born and
continues to develop throughout our life span. The greatest influence on an individual’s
social-emotional development is the quality of the relationships that they develop with his
primary caregivers. Positive and nurturing early experiences and relationships have a
significant impact on a child’s social-emotional development. In this study; unique
contextual factors have been explored during interview that significantly contributed to
suicidal individual's perception to their life and self as well as their actions. The summery

of contributing contextual factors has been presented below (see Figure 3.9).
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Disrupted
family
relation

xposed to
critical
incidence

Significant
loss

Lack of
resources

Contextual
Factors

Provocation
for suicide

Figure 3.9 Contributing contextual factors

3.3.1.1 Exposed to critical incidence. Most of the suicidal individuals were
exposed to a critical incidence immediately before suicidal attempt. Present study revealed
that suicidal attempt occurred within maximum 11 hours after a critical incidence. It was
one of the very significant contextual factors that precipitated the individuals to commit
suicide. These incidence included fight with family members, victimization of physical

violence and provocation for suicide.

“So later I see she wasn't listening to me at all. She was doing pointless stupid
things, so suddenly I got very angry. Actually, I hit her. I slapped her a few times.

For a while, she didn’t say anything, stayed quiet. Then she went to another room.
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She had been sitting in the middle room, and then went to the bathroom. I didn’t

know that there was pesticide in the room.” [KI-husband of attempted case]

3.3.1.2 Lack of resources. Lack of support from family member was another factor
that was found individuals reported that during life transitions or problematic situations
family member would not support them. They felt neglected and abandoned as family did
not support them when they needed it the most. In certain circumstances, family stood
against their wish and demand instead. This lack of cooperation and support from family

made them feel helpless and unwanted.

Individuals also reported that they had financial struggles. Few of them were not
financially solvent therefore they had to depend on their partner for life expenses.

Difficulty dealing with this was one of the very frustrations that lead to suicidal decision.

“He [husband] is busy with his own life. He is doing everything for another girl
[lover].He provide everything to that girl that’s why he left no money now. [
cannot even provide meals for my family. My daughters cannot continue school
[because of money]. If a person does not have any support how could she live?”

[Attempted Case]

3.3.1.3 Identity crisis. Suicidal individuals were found to be concerned about their
identity in society. Due to lack of resources they felt inferior and struggled heavily to
establish their own identity among others. Disappointment in such action made them

frustrated and desperate.

6

. even if I earn millions by doing this somity (illegal money lending), | will

have no recognition. | cannot declare to society that | am earning money this way.
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A woman without educational qualification, without anything, how will | place

myself in the society.” [Attempted case]

3.3.1.4 Disrupted family relation. One of the very important life crises all suicidal
individuals were going through was problem with romantic partner. This includes
boyfriend/girlfriend and husband/wife relations. It was found that they were not happy
with their partner. Causes included not only understanding problem, emotional problem,
and aggression but also physical torture. They reported lack of responsibility and
commitment towards the relationship from their partner. Feeling of insecurity in

relationship was another problem which contributed significantly.

“I never enjoyed the happiness that a normal girl gets from husband. And I have
left everything. Now, after [so many years] if he can think “leave me and seek for

another husband, I'm not good [for you] ” [Attempted case]

3.3.1.5 Adjustment problem. Individuals were found to have adjustment problems
after marriage. One of the key informants reported that his wife was having adjustment
issues before attempting suicide. She not only had lack of support from in-laws but also as
couple they had negative relationship with each other. The female suicidal cases were

having difficult time with her husband as well.

“She could not bear it any more. She could not adjust with others in the family. At
the beginning, had troubled adjustment with me while had a positive interaction in
the family. Near the end, she achieved positive interaction with me and had a
ruined impression about everyone else in the family.” [KI-husband of attempted

case]
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3.3.1.6 Abuse. One of the very common contextual factors found in this study is
suicidal individuals were being physically abused by the partner. Almost all female
suicidal individuals reported that they experienced physical violence by their partner. This

includes sexual pressure and physical torture.

“One day at morning we were having breakfast. [He] Found dirt in the water and
| change the water. He blamed that it is still dirty and pressed face over the water.

Hit me on the head.” [Attempted case]

3.3.1.7 Significant loss. Most of the suicidal individuals went through significant
loss events that shaped their life view. For example, they experienced loss of loved ones,
loss in business and loss in economic state. Few of them were experiencing multiple loss

events that triggered their suicidal tendency.

“This is why once | bought him a vehicle. With six lac Taka. Those Laguna
vehicles. After incurring loss within a year with that vehicle, he just got me two lac

fifty thousand Taka after selling it. The six lac taka vehicle.” [Attempted case]

3.3.1.4.8 Provocation for suicide. During quarreling with each other very often
family member was found to provoke them to commit suicide. Sometimes, out of anger
partner used to curse by wishing death of the suicidal individuals. Not only partner,
parents were also reported to provoke suicide. This negative stroke by closed one was very
burdensome and difficult to accept for the suicidal individuals. Provocations of close

family members were strong predisposing factors for decision of suicide.

“Then he said you die, you marry, you go away with the lang [another guy] it’s not

my business.” [Attempted case]
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3.4 Intervention Aspects

Content analysis of the transcript revealed several aspects that can be clearly linked
with intervention of suicide. Suicidal individuals were found to communicate their suicidal
intent or plans with family members and friends in different timeframe. They were found
to reach out directly or indirectly during their distressful life circumstances. Key
informants emphasized that proper support during pre suicide stage could play vital role
for the prevention and intervention of suicide. Two important intervention aspects have

been elaborated below.

3.4.1 Perception of visible risk by others. The present study revealed that family
members and close relatives perceived individual’s suicidal risk in most of the case. But
they discarded this threat and failed to actively intervene at the right time. This category

included some important sub categories which elaborate the phenomena (see Figure 3.10).

Mental instability visible to others )

Perception of Other's perception of suicide risk )
Visible Risk by I FsuiCidal risk )
Others gnorance of suicidal ris

Presence of others during attempt )

Figure 3.10 Perception of visible risk by others and its sub categories

3.4.1.1 Mental instability visible to others. Suicidal individual’s mental instability
was visible to other family members and relatives. They could perceive this psychological
imbalance as suicidal person was reaching out for people to share their problem. In some

cases, suicidal person was communicating their crisis and pain to solve the problem.

“Later I understood, as she seemed to be tensed, perhaps something [suicide]

6th March

would happen. So | decided to consult a doctor coming on [next week].
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[Wondering] Why was she tensed? | thought that the doctor may change the

previous medicines.” [KI-mother of committed suicide case]

3.4.1.2 Other's perception of suicide risk. Although family members and relatives
were seen to ignore observable suicidal risks as mentioned in the previous sections, there
were instances where they perceived the risks. Both suicide attempted individuals and key
informants reported that they have noticed the suffering of the suicidal person and could
relate that they might be suicidal. Their behavior, thoughts, mood and overall
circumstances were spreading the message of their mental instability and intention for

ending their life. But again, somehow they excluded the risk of suicide.

“I told her, listen maa, if you feel such kind [suicidal feeling] of tension, tell me,
share with me. Together we will solve it, we will go to doctor.” [KI-mother of

committed case]

3.4.1.3 Ignorance of suicidal risk. It was found that while the suicidal person was
talking directly about their intention of committing suicide, their family members or
relatives often did not take their intention seriously. Rather they excluded the risk of

suicide by their subjective understanding.

“She would neither kill, nor hurt herself. That’s what I thought, that you shouldn’t
do anything so stupid, so I thought she was just trying to scare me. | did not
understand that she would drink savlon, though | saw her take the savlon from my

bathroom.” [KI- husband of attempted case]

“No, they weren’t that serious, they thought that I might just stop eating, but they

didn’t get that I would go this far.” [Attempted case]
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3.4.1.4 Presence of others during attempt. Suicidal individuals reported the
presence other family members around during the suicidal attempt. This presence varied in
terms of proximity for example, few of them reported of being in the same room during
attempt while others reported staying in the same house but in separate room. However, in

both cases it was very obvious and direct that the person is going to commit suicide.

“My daughter was sitting there. I told her to come out, to go to the other room. But
I can’t remember if she left to go to the other room, or sat in the veranda. |
brought the chair from there. That much | can say. | took an orna, stood on the

chair and tied around my neck. I don’t know anything after that.” [Attempted case]

3.4.2 Direct expression of suicidal intent. Present study revealed two kinds of
suicide warning signs which were direct and indirect signs. This category elaborates the
directly expressed suicidal intents by the individuals. Their preoccupation with death
related talks was noticeable to others. This category contains two main sub-categories

namely warning about suicide and talking about death (see Figure 3.11).

Direct Expression ——( Warning about committing suicide )
of Suicidal Intent —( Talking about death )

Figure 3.11 Direct expressions of suicidal intent and its sub categories

3.4.2.1 Warning about committing suicide. It was found that individuals were
communicating their suicidal thoughts and intentions in very direct term before suicidal

attempt. They were found to verbalize the term “suicide” frequently during their extreme
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crisis. In some cases they warned family members about their intentions of committing

suicide directly.

"[my wife said] “I am going to kill myself. You don’t know me. My anger goes far
deeper than your’s". I said, let it be deeper, but why are you going to kill yourself?
If you do that, you aren’t just going to lose only this life; you will lose any chance
at the afterlife as well. You won’t be allowed to go to Heaven in the afterlife. I tried

to make her understand lots of times.” [KI- husband of attempted case]

“She didn’t get better,; one day while still unwell, she told me that if | did that, she

would try it again.” [KI- husband of attempted case]

3.4.2.2 Talking about death. Apart from suicidal warning and homicidal thoughts,
individuals were seemed to talk about death more frequently before suicidal attempt than
other times. Their suicidal thoughts could have been manifested in their death related talk.
Both from suicide attempted individual and key informant interview, it was found that

they were preoccupied with death related talks and its consequences.

“She would just say that she was going to die, things like that. She would mostly

talk about dying.” [KI-daughter of attempted case]

“That if I died, they would be in peace. When Ma won’t be around, then you will

understand what you missed?” [ Attempted case]
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DISCUSSION

The present study attempted to explore early warning signs of suicide in
Bangladesh. Findings were organized into four broad clusters of categories which
incorporated ten categories associated with overall suicide process. The broad categories
include manifestation aspects, predisposition aspects, suicide context aspects and
intervention aspects. Different sub categories that emerged from content analysis were
incorporated under these categories. A detailed discussion of all this factors is presented in

the following section.

4.1 Manifestation of Suicide in the Form of Warning Signs

Present study successfully discovered different kinds of warning signs of suicide
which has been discussed in findings section and clustered as manifestation aspects.
Suicide is not an easy process and it does not happen out of the blue. Before this happens
suicidal individuals were found to exhibit some significant behavior, thoughts and
emotions that manifest their intention to commit suicide. Mandrusiak et al. (2006)
hypothesized this proposition in his research. These particular behaviors, thoughts and
emotional expressions are considered as warning signs of suicide (Rudd et al., 2006).
However, in this study warning signs has been separated into two ways; proximal warning
signs and distal warning signs which was also mentioned by Beautrais (2000). The
stressors or behavior changes that happen within a few hours before suicide are considered
as proximal signs. This means that proximal sign are the most nearest events before
suicide (Van Orden et al., 2006). It was found that individuals in the current research have

attempted suicide after a maximum of eleven hours following a critical incidence.
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In this research it has been demonstrated that during this proximal phase
significant behavior change occurred which was completely different from the suicidal
person’s usual behavior. Which was also supported by Barnes, Ikeda, and Kresnow
(2002). Behavior frequency was noticeably different from the normal situation. There was
desperation among individuals to implement their decision and at the time they were so
emotionally charged that their ability to think rationally was diminished. Suicidal
individuals were found to exhibit their warning signs in two ways, directly and indirectly
which was also reported by Kral and Sakinofsky (1994). Some direct expression of
suicidal intent has been found among suicidal individuals. Direct expression included their
warning about committing suicide with significant family and friends. Previous research
supports that as their intent of dying got stronger their expression of such thought became
more direct (Blumenthal, 1988). Suicidal persons were seemed to communicate their
suicidal feelings and thoughts in a consistent manner. They even expressed their homicidal
thoughts and plans. This was a significant marker that indicating prospective individual’s
psychological imbalance and preoccupation with suicidal thoughts. Due to their
relationship with heightened and, at times, imminent risk, these direct warning signs were
found to be a strong precursor that requires greater and more immediate attention as a

possible intervention aspect to prevent suicide (Kral & Sakinofsky, 1994).

In this proximal phase suicidal individuals also exhibited some indirect signs
where the individual did not express significant suicidal intention rather depending on
critical life circumstances their activities, emotions and thinking process indirectly
expressed suicidal intention. Chapman and Dixon-Gordon (2007) also emphasized similar
hypothesis in previous study. Individual’s mental, physical, emotional and behavioral state

might fluctuate from manageable to overwhelming level. Therefore, it is possible that
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suicidal feeling would be reflected in specific forms of behavior, actions and verbal cues
of the person making these candidates for early indicators for suicide (Farberow &
Shneidman, 1961). Suicidal individual were found to engage in some preparatory activities
prior to committing suicide. Firstly they were found to get prepared for the attempt such as
writing suicide notes, preparing environment for attempt, collecting means etc. Secondly,
individuals were preparing themselves mentally with the decision of suicide. These
include apologizing to Allah, requesting others for giving up claims and praying before
attempt. These indirect expressions of suicide were also easily observable by the family

members.

Compared to proximal signs distal signs were relatively remote and the time
duration varied from few days to a week before suicide (McClure, 2012). It relates to
behavioral signs reflecting person’s struggles with their problematic life circumstances in
the last few days from the suicide event. These distal warning signs were found to be more
prolonged than proximal signs which was also confirmed by Mandrusiak et al. (2006).
Therefore, this phase is very important as it involves a longer period of time for
intervention and support provision. Roberts (2005) also suggested the importance of
taking preventive steps during this phase. It has been found that in the distal phase the
suicidal warning signs were expressed in details in the individual’s behavior, emotion and
cognitive level. Owens et al. (2011) emphasized that individual in this phase seemed to

think quite rationally and actively engaged in problem solving.

The process of manifestation of different warning signs in different timeframe can
be explained through the communication theory of suicide. Both Shneidman and Farberow
(1956) and Watzlawick and Beavin (1967) emphasized the communicative aspects in
suicide process. This approach emphasizes such factors as the content, audience, degree of
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directness, and purpose of communication (Knizek & Hjelmeland, 2007). According to
this model, suicidal behavior is not only perceived as an act that aims at hurting oneself,
but also a specific way to communicate something. Thus, the self-destructive suicidal and
associated behaviors are actually forms of communication with a particular purpose and

content directed toward a specific audience.

Research suggests that individual attempts may be motivated by many different
reasons such as escape, communication, altering one’s environment, and dealing with an
unbearable state of mind (G. Brown, Henriques, Ratto, & Beck, 2002; Chapman &
Dixon-Gordon, 2007; Holden, Kerr, Mendonca, & Velamoor, 1998; Klonsky, May, &
Glenn, 2013; Schnyder, Valach, Bichsel, & Michel, 1999). Different theories of suicide
offer different hypotheses about why people attempt suicide. The theory of suicide by
Shneidman (1993) describes psychache (i.e., emotional or psychological pain) as the
primary contributor of an attempt. He stated that the threshold of tolerance varies from
person to person and when any psychological pain crosses individual’s threshold level
suicide occurs. Roy Baumeister’s escape theory suggests that suicide attempts are the
output of a need to reduce aversive self awareness. (Baumeister, 1990). Interpersonal
theory of Joiner Jr et al. (2009) states two important domain namely perceived
burdensomeness and thwarted belongingness. He stated that interaction of this two can put
in the desire for suicide. Other theories highlight the roles of hopelessness (Abramson et
al., 2002), problem-solving (Baechler & Cooper, 1979), and interpersonal communication
(Farberow & Shneidman, 1961). Whatever the reason a person is considering their inner
message was found to be manifested through their emotions, thoughts and behavior in a
different timeframe. And these acts are considered as warning signs of their suicidal

intention which has been captured by this present study.

81



Discussion

4.2 Predisposition of Suicidal Behavior

Previous suicide plans and attempts, long term mental health issues, personality
pattern and family dynamics has been found among the suicidal cases as predisposing
factors. It was found that suicidal individuals had long term mental health issues, and
previous history of sucidal behavior. These risk factors are a significant marker which
makes the suicide intention stronger (Beautrais, 2000). He found that compared with
single attempters, people who attempts repeatedly show more symptoms and found to
have worse coping strategies. Even when suicide attempters resolve the problems that led
to their self-harm, they remain at risk for further self-harm in newer problems. Sakinofsky
and Roberts (1990) also found the similar findings which showed individuals who
repeated a suicide attempt in spite of having resolved their problems included (16%) of all
suicide attempts. Additionally there is overwhelming evidence to suggest that mental

illness play a major role in the etiology of individual’s suicidal behavior (Beautrais, 2000).

It has been seen in this research that individuals who attempt suicide have a
common personality pattern like less emotional regulation, reactivity, impulsivity,
aggressiveness, and short temperament which is why these individuals have unhealthy
coping mechanisms. Research conducted by Hoberman and Garfinkel (1988) supports this
proposition. The individuals who have these personality factors and who employ
unhealthy coping mechanisms are less adept at handling critical life situations (Beautrais,
2000). Not only that, it has been found in the current research that such factors
continuously interact with external factors like family dynamics and different contextual
factors. Suicidal individuals of the current study were found to have significant negative
family environment and contextual attributors. This included negative parenting, unhelpful

environment, aggression in family, financial crisis, lack of freedom, significant loss events
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and similar long standing aspects which was also found by Phillips et al. (2002) and
Beautrais (2000). These unhelpful and negative contextual determinants make them
vulnerable which in turn contributes to reduced coping capability among them.
Psychological vulnerability and adoption of negative coping mechanism increase

proneness to commit suicide (Kurz, Baindl, Torhorst, & Lauter, 1987).

In critical situation these factors work as a vicious cycle and result in strengthening
of the facilitating assumption, “suicide is the only solution”. Through this the individual
chooses suicide as the final conclusion. When an individual reach that conclusion the
warning signs become prominent in their behavior, actions, and thoughts and in emotional

expression.

4.3 Scope for Intervening Suicide

Through this study it was possible to receive extensive, coherent, verbatim account
from the para suicidal individuals and key informants about the suicide incident, context,
manifestation and their interaction. This integrative information from both suicidal
individual and key informants added a vast knowledge in understanding the suicide

process.

The striking findings of the present study were that persons who commit suicide
communicate their suicidal ideas and preoccupation with imminent death prior to the
suicidal act. In the majority of instances these communications are repeatedly verbalized,

diverse in content, and expressed to many different persons.
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It has been elaborated in earlier section that in this research important direct and
indirect expression of warning signs has been found. These were mostly from both
proximal and distal phases and individuals with suicidal inclinations have communicated
these directly to others. Which means the suicidal individual was verbalizing suicidal
intention in a very direct way and they communicated those with family members. This
hypothesis was also supported by Barnes et al. (2002) . The important phenomenon is that
the suicidal person has directly expressed his thoughts, emotions and plans, wrote these
and has reached out to others at different times. Current research gave us insight that
between the direct and indirect expression of suicide warning signs and actual suicide
event, in both proximal and distal phases family members were able to perceive the

suicidal risk (Veiel, Brill, Hafner, & Welz, 1988).

Those perceptions were persisted in both distal and proximal phase of suicide.
Present study revealed that family person were the first party who actually received these
warning signs repeatedly (Van Orden et al., 2010). There were two factors involved in
communication of suicidal ideas: the direct expression of suicidal ideas and the perception

by the significant family members.

The communication of suicidal intent can be understood from two major
perspectives that emerged in this study. One is from the perspective of communicator that
is the suicidal person. Since suicidal individuals communicated their suicidal ideations
with others there might be four explanations for this which was supported by Robins,
Gassner, Kayes, Wilkinson Jr, and Murphy (1959). Firstly, their communications may be
considered as a mean of bringing their plight to the attention of others so that they can get
help (Barnes et al., 2002). Secondly, the communication may reflect the desire to warn the

family members of what they are about to do and therefore in some way prepare them for
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their death so that it will be less of a shock (Veiel et al., 1988). Thirdly, even though they
wished to die, the communication is also meant as threat (Shneidman, 2004). Fourthly, the
person becomes so preoccupied with ideas of suicide and death that they are merely
expressing the content of their thought rather than trying to achieve any particular goals
through his suicidal communication (Barnes et al., 2002). Robins et al. (1959) also
emphasized this discussion of understanding the suicidal individual’s inner message of

communication of such suicidal intentions.

The other is from response of the key informants in this process. The most
common response of the key informants perceived suicidal warning signs were found to be
either indifferent to it or were distressed by it. The majority of key informants expressed a
marked tension. They were being repeatedly warned of the probable occurrence of dire
event. However, somehow they excluded the risk every time. They thought this suicide is
not likely to happen and therefore did not engage themselves in an appropriate moment of
crisis management. The reason might include denial, stigma, and a lack of knowledge or

skill regarding suicide.

4.4 Integrated Model of Suicide Warning Signs in overall Suicide Process

An integrated model of warning signs in overall suicide process was developed
based on the findings of the study (see Figure 4.1). As mentioned in earlier section (see
3.1, 3.2, 3.3 and 3.4). It was clear that individual’s suicidal process started from the risk
and vulnerability factors as reflected in section 4.2. These factors made people vulnerable
and this vulnerability (e.g., negative coping, lack of resources) along with the family and

contextual factors (e.g., family conflict) trigger the facilitating assumption of suicide. So at
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this point, the individual start to believe “suicide is the only solution” and then proceeds

towards committing suicide.
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Figure 4.1 Integrated Model of Suicide Warning Signs in overall Suicide Process

From activation of assumption to act on suicide there are some time lapse which
may vary from few days to few hours. In this period of time, the suicidal individual

demonstrates different kinds of behavior as mentioned in section 4.1 which are categorized
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into distal and proximal signs. In these two phases, suicidal individual demonstrates their
suicidality in different forms such as direct and indirect forms. These forms are observable
and were perceived by the family members and others as mentioned in section 4.1. If the

family members do not interfere or intervene suicidal attempts are made in this stage.

From this model it is obvious that these warning signs occupy a space between the
decisions of accepting suicide as option to actually committing suicide. During this period
family members were found to play an intermediary role. They are the immediate party
who can play role in suicide prevention. Because suicidal people reach out to these people
and warning signs were visible to these people. If appropriate steps can be taken in proper
time before actual suicide event occur, suicide can be prevented in large scale in our
country. These steps might vary in a several ways from providing a suicidal individual
emotional support by themselves or to bring them in to a psychological intervention
system. Therefore, suicide attempt can be prevented if appropriate intervention at this
period can be introduced. Although it will not prevent the vulnerabilities in the population
but at least suicidal attempt can be prevented. Additional intervention can be introduced to
reduce vulnerabilities once a suicidal individual can be identified before committing

suicide.

This study signifies the pre suicidal period of any suicidal case where proper
intervention can be provided to prevent suicide in a large scale. Previous studies also
suggested that suicide can be prevented if intervention is provided before suicidal event
takes place (Rudd, 2008; Schulberg, Bruce, Lee, Williams, & Dietrich, 2004; Silverman &
Felner, 1995). Findings of the present study strengthen this concern and suggest the
demand for a clear intervention policy specially designed for pre suicidal phase. If we

want to prevent suicide in mass scale, warning sign based intervention can be considered
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as a strong strategy (Rudd et al., 2006; Van Orden et al., 2006). Finally, it can be
concluded that this research raise the demand of developing an early warning sign based

intervention to prevent suicide in Bangladesh.

4.5 Strength of the Study

Two major strengths of this qualitative investigation can be mentioned here. Firstly
this study incorporated perspective of both the suicide attempted individuals and key
informants (i.e., the relative of suicidal cases). Thus, the live experiences of both parties
gave this study a unique dimension and distinguished it from other studies conducted in
this area. Secondly, this study brings the first indigenized data on suicide warning signs in
Bangladeshi culture and is believed to serve as a springboard for future research and

intervention delivery on the area of suicide prevention.

4.6 Limitations of the Study

Available literature on suicide warning signs has been infested with limitations
which are thoroughly discussed in the Chapter 1 (see Section 1.4). The present research
attempted to overcome some of these limitations by adopting a phenomenological research
approach incorporating the perspective of both suicide attempted individual and key
informants of attempted/committed cases. However, there are some limitation which the
present study left to address as scope for improvisation in future studies. These drawbacks
include small number of sample size, limited variation in sampling, limited inclusion of
family members of suicide completed cases, and gender inequality in the number of

participants in the in-depth interviews.
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4.7 Implications of the Study

This was the first research conducted towards a detailed understanding of suicide

warning signs in Bangladesh context. The possible implications of this research are

described in the following.

Identification of these warning signs may play an important role in early detection

and subsequent early intervention for suicidal cases.

This finding can contribute in building awareness among community people about

pre suicide specifics and their role in crisis management.

It can be used in designing national suicide prevention guideline in Bangladesh.

These findings can largely be utilized as practitioner’s guidelines in clinical
practice. It has great implications for the clinical psychologist in risk assessment

and treatment planning for ensuring client’s safety.

Additionally, this detailed finding on suicide warning signs would enable health
providers to implement an appropriate immediate, short-term and ongoing

intervention that can assist an individual in crisis to save life over death.
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Conclusion and Recommendations

CONCLUSION AND RECOMMENDATIONS

The aim of the present study was to explore pre-suicidal behavior of suicide cases
to identify the pre-suicidal warning signs. A qualitative research design under
phenomenological approach was adopted to study the objectives. Using purposive
sampling techniques eight participants were selected purposively for data collection. Data
were collected through in depth interview. Three groups of participants have been
interviewed including, attempted case, key informants of attempted and key informants of
completed suicide cases. Since the purpose of the study was to explore pre suicidal
warning signs, it explored warning signs in a detailed manner and its discovered its

associated contributing factors.

This qualitative investigation found sixty themes of meaning which were
categorized under ten broad sections. The present study revealed four important aspects
regarding suicide and warning signs such as manifestation aspects, predispositional
aspects, suicide context aspects and intervention aspects. However, the findings provided
detailed understanding of suicide warning signs and overall suicide process. From the
findings of the present study it can be said that suicide is preventable as the suicidal
individual provides warning signs in different level such as behavioral, cognitive and
emotional warning signs before suicide. Moreover, it was found that a suicidal individual
directly expressed thoughts, feeling and behavior regarding their suicidality to the family
and friends. They communicate their suicidal intent before the attempt. Their expression
of suicidal warning signs ranged from proximal to distal in terms of temporal order.
Therefore, it is obvious that if their warning signs can be perceived, they can be provided
help and brought under psychological intervention ultimately leading to greater prevention

of suicide in Bangladesh.
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Another important finding revealed in this study was that people surrounded by the
suicidal individual actually were able to perceive their suicidal risk. However, instead of
providing help these people excluded the risk subjectively. The probable reason behind
this ignorance might be the lack of knowledge about warning signs and stigma around

suicide. In either case present study can contribute through its detailed understanding.

Apart from gaining in depth understanding on suicide warning signs this study
shed some lights on how this overall suicide process works. Present study also shows the
interaction among few major contributing factors such as long term mental health issues,
previous history of suicidality, family dynamics and contextual attributors. Additionally,
the analysis of that interaction among variables makes understanding stronger and help in

getting the picture of this given phenomena as a whole.

The present research has made important practical contributions. There is no
published research on understanding suicide warning signs in Bangladesh. Along with
phenomenological approach, the present study used the perspective of indigenous
psychology. The present research attempted to develop context-specific knowledge suicide
warning signs in Bangladeshi culture. However, the finding of the present research can be
a considered as a contribution to knowledge in worldwide especially for Asian countries as
well. Though few researches have been conducted worldwide on suicide warning signs,
they were methodologically limited. Researchers seemed to shy away from conducting
phenomenological research incorporating the lived experience from suicidal individual as
well as key informants (e.g. family members). For this particular reason present research is
unique from others and can play a significant role in providing in depth understanding

regarding suicide warning signs.

92



Conclusion and Recommendations

Recommendations

There were a number of important lessons learned from this unique and
challenging study. From these lessons, the following recommendations are made for future

research on warning signs of suicide.

1. Further study should be designed with a larger sample size incorporating more
variation in the sample. This may include diversity of sample in terms of type
of sample, geographical location, gender, socio-economic status, religious

differences, and cultural factors.

2. Understanding of the role of family and friends and empowering them to
intervene in the crisis moment may significantly contribute in the efforts of
preventing suicide. Further studies can be done to assess and plan on this

possibility.

3. People were found to be ignorant in perceiving suicide risks. Some possible
explanation of this has been offered in the discussion, however, in order to
prevent suicide the contributing psychosocial factors for such ignorance need

to be thoroughly explored in future research.

4. General public should be educated to recognize the warning signs along with
the risks and vulnerabilities associated with suicide through mass campaign
using print, electronic and social media. Policy maker should consider this

option as an attempt to prevent suicide significantly.
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Appendix A: Demographic Information Sheet
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Appendix B: Screening Questionnaire (KI)
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Appendix C (a): Topic Guide (Attempted Case)

Topic Guide (Attempted Case)
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Appendix C (b): Topic Guide (Key Informant)

Topic Guide (KI)
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Appendix D: Contact Form
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Appendix E: Consent Form

TS 2/q

STCRel T Exploring Early Warning Signs of Suicide in Bangladesh

% TS “afb IR @G R vt Rfwees ( University of Dhaka)
NI PR & AT |

wifs ot e ( University of Dhaka) Seaifaids sitqaell ewcg siexiazd
TR & e e | NS AEet eE e [Reifieed IR @1 2@ 3R
I G A~ WIS KIS Ao (I A TS NI REACR) AN SN FICR WFE
femTea Ft iite | S RTS #RfR @, TS e W 2k

SIS A FICR AFISI @i st e (= []=
SIS AFFSIR FIEE @6 F417 7S Mg (= [J=
S QAT FISICS QRS AT e ste fmfoe. [ |=1 [ ]

AT S AN 7@ 19 741 vz [J= [ ]=

GEH

S RTS 2R (@, AME AR (TR S 30 FAE SNHF A T A0
SR T (AT TS AFCe A @3 R S=fie S ffie SEf s
I @ @ AL TR LR AT FACS M1 IR G S (T ©IA2 Foeg
AN RE 1

R

TN RCS MR @, TEENT @FF ATFRIIEGE T (@ O] SN2 I AR O
LI I TAGIAT (FIF SRFCO2 THAZAFG AN-A57 feiforqm w1 At e
AR
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G

SN [T 2R @, SR (A WS SR a3 f@bvs s s @R '@
e Sf @IS SIREe weee Fe ey Prar facs «if |

R

N AT AR @, T q 2 A7 OF NI T I T, G AN (FIF 2 B!
JI0z T (I AT 2™ F91 703 1 J TAE SAWMCE Al 7T |

R

SIf FATS ™R @, ATFIIIER W8 @FFC 8 ©f (AF W2fTe o2 faifes safafs sz
G0 9T I AFFFe AFE IR TR RIS RG] O I IR ©f HREETS) (A
Il
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Appendix F: Explanatory Statement

NI SRRAFIR &) FIRIEs [Jfe

s[taaea fAieaes: Exploring Early Warning Signs of Suicide in Bangladesh

@R RIS SAPTAR AT FICR R &

oify R e =, W 9@ e el wieel frema v fefmeicr fofes weiftee et
(Department of Clinical Psychology, University of Dhaka) ©¢ SiSresiae Seamis 43 ©gRLis
@3B TN T4 |

VRN TS

OFCH T ]! FAF Aol 5 779 Wb @R =1 I3 AMF, O/ IO 17! (@5 AE ©f Lo
([ IR (OB 1 7 U3 oI LI |

NI 3 P9I T

TS R Y& [T e (A F@ Wl T 9 93 R AR & S
&1 | Selfd Tolge fAeaibe 2@, «FF ATFIRIIEE NI AT FIR (A ©2F NI I 0@ 3R ©f
e FHE6 8 fRkeeta Ay 4 261 |

NITNT Tz FICeT 07 AT AN 7@ 27T

TR TG TTTT G 77 Face ¢-do Ff s 71 #1193 | Wiy Toige [be =@, 93
AFFICTHICE A &) HI2FICF 8o (ATF Yo WG 73w fre zre A1ea | g wiomR (ral oeie ey
PR AFTSICS RS OF I GFIGF I T AFFRIE (THATACH ZCS /TR | TG PR SN
I T @ S AR AN ST 0 55 FE @

eI FI

SRROIR A FA IONA AR Tl oiwdsdl ot A Jeat =t T4 I | Sl =@ced
SR T AT (T 3 ALFS ST AT N S T s (red [y wmeny e Wigw
SFICE I TR | 2 LTS STl T AFCE GF6 eyt &7t G AR I 7 | SNW
el SRSyl efStaly T I TR | 93 ARICAR SHeRH AT @2 [ZrS Aerwed oy At
frtere Sty effStarty e 8 (o< &)y wPgsiel S 4T3 0 ST TR |

113




VAN AT TEIT T4

wify (@ R fREnet e U @1 oF WESEETR A#E S ¢ Wiwe [EEs 7o A gk @I
AR TR 9 QR0 20 @ Atd A1 @fS ANRFSE 9" [ o= A I8 T@E FAce
i, 78 @b SR Ty @ AR Flox FRA 203 031 WA A A | O A A0 TRROR
TE ST FACE @ JFACE NIAFIE TR FRITS! mi FA1F (581 I *CA |

NIV T2 &oTIIT

@2 SITIFR AR T SR CTRILA | S*elRd FACS TR G (FIF TRIwS! SR (72 | GT1(S
TRRNBTS SigHiaed IR Pra™ 270 @ A98 UF AFIICA CF@ SRFe S forfwe el
SECICTR 27 A A S AR QORI FECS AT |

corIizTer

SR (oISt TR Fie ARt A KA e 2@ | e T, e e o @ @i
SIICE (BTl A AT O] AFB ST TS (F1 AIFCE G GG AANE (A AFISBIE O (A
STV AR | (TG QF0 AHoF 5T Mg 92 FBis @ T4 78I TR G (1R TCFes b=
I BT S (FC TN T | G G (FI S FIQ FI0R A (@ AT et 0 2@ A @
SIS iz =i 73 |

TEIe OTUT RITA

AeRe wRyeteT vl e (University of Dhaka) et st siafes a1 @3
TN &l © (AT Q5 R/AFE] @12 2@, @Reita [t aamme o ¢ 0o @ @32 @F A
@ife GRS ToBo T 2o AN [F8 (@9 (F@2 wiazad afema bfes a0 2@« |

NCIINT FeTRPer

T AT 93 TR T TIF G B SIRCT Sgel® IR AW AR (FRt @i w9, 2ewee
(rumirj@gmail.com), SRR @F (05Q90Q0OH00Y) @I YT @I Faca | I Soifq @3
AT FICA: TRV FINFCGI AGAW, TN 1o, ofeeat weaifee o, it fesfamyier,
gwree (mozumder@du.ac.bd), ST FF- (054900uL8RY).

NI FRCINSI Gy G547 |
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Appendix G: Referral Directory

Referral Directory

7 s/ Name of the Organization

fsemi/Address

1 | wiow qHpR A el

National Institute of Mental Hospital
(NIMH)

=pEt, RRTER A

Shyamoli, beside ShishuMela

2 | ot cafetae SteTe geTeTelE

Dhaka Medical College and Hospital
(DMCH)

=@M, (TR =W @ e

Shahbag, Near ShaheedMinar

3 | wibrrER AR 8o

Nasirullah Psychotherapy Unit (NPU)

I R, sereae 8 e 3" floor,
Kola vaban, Dhaka University
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Appendix H: Ethical Approval

fofaeni qratfamt fastr fbﬁ

gt frafawem

Fa 37 (e¥ TA) 9|®‘

FI#1-2000, AT Lammaers

DEPARTMENT OF CLINICAL PSYCHOLOGY
UNIVERSITY OF DHAKA

Arts Building (4th floor)

Dhaka-1000, Bangladesh

Tel: 9661900-73, Ext. 7801, Fax: 880-2-8615583, E-mail: clinpsy@du.ac.bd

Certificate of Ethical Approval

Project Number : MP150601

Project Title : Exploring Early Warning Signs of Suicide in Bangladesh

Investigators  : Rubina Jahan Rumi and Muhammad Kamruzzaman Mozumder

Approval Period : 01 July 2015 to 30 June 2017

Terms of Approval

1. Any changes made to the details submitted for ethical approval should be notified and

sought approval by the investigator(s) to the Department of Clinical Psychology Ethics
Committee before incorporating the change.

. The investigator(s) should inform the committee immediately in case of occurrence of
any adverse unexpected events that hampers wellbeing of the participants or affect the
ethical acceptability of the research.

. The research project is subject to monitoring or audit by the Department of Clinical
Psychology Ethics Committee.

. The committee can cancel approval if ethical conduction of the research is found to be
compromised.

If the research cannot be completed within the approved period, the investigator must
submit application for an extension.

. The investigator must submit a research completion report.

Chairperson

Ethics Committee

Department of Clinical Psychology
University of Dhaka
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Appendix I: Original Quotation and Translated Quotation

Bangla Quotation

English Translation

AT N FRATSOT (@ (G I4F SATCST T
77 g 7@, (O1 ¥3 =¥ O UIIEs BleR
fCa TR @ BT Z0oR (A2 W SR Sy
@14 2T (58 FAE TSR

“Later I understood, as she seemed to be
tensed, perhaps something [suicide] would
happen. So | decided to consult a doctor

coming on 6™ Mareh

[next week].
[Wondering] Why was she tenseed? |
thought that the doctor may change the
previous medicines.” [KI-mother of

committed suicide case]

<41 BT T A1 S g e 1 | 51
olkfz, @ @I ot w1 Bfow A, S T
23T (T 8 WINIF 8y O (FARTSe, @ o
AP (T AT 18 = IR B, Ao @
SR JIREHT (F 0T, 9251 =y (7

“She would neither kill, nor hurt herself.
That’s what I thought, that you shouldn’t do
anything so stupid, so | thought she was just
trying to scare me. | did not understand that
she would drink savlon, though | saw her
take the savion from my bathroom.” [KI-

husband of attempted case]

71 et gl et &, el SR (@ W+
2ed! eyl wiewl IF S M3 A, auf el
IR TR (@ G5! 2 FF9 Wi

No, they weren’t that serious, they thought
that I might just stop eating, but they didn’t
get that | would go this far. [Attempted

case]

SR (R SRTCa 3971 Tt | iifS Fofetisl (7 92
@@ @ N q | ST (0 F & I/ (ofrg
AR PR I1C A1 = 1S (AT B
Bl SR | @251 @IS A7 | AR ae iy
@B SuA] Tl 1T T fafe | @397 ="
FeTCs AR |

“My daughter was sitting there. I told her to
come out, to go to the other room. But |
can’t remember if she left to go to the other
room, or sat in the veranda. | brought the
chair from there. That much I can say. |
took an orna, stood on the chair and tied
around my neck. I don’t know anything after

that.” [Attempted case]

SIS g 22T FACAl | SAWACE B Gl A1 |
SR ot 58 coIE (At @ =iy 3fer

"[my wife said] “I am going to kill myself.
You don’t know me. My anger goes far

rn

deeper than your’s". I said, let it be deeper,
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ComR @ & | o oY 2oiEe FwEl (@ e
TEAIRS (T Faa1, B! Face1 oo g @R R
(AT (*IT 2IFPICENS TR /1= A | ATICA
(AR T QB! TN W G (ST
TETS T ! | T OE F7NE R S
BIGH

but why are you going to kill yourself? If
you do that, you aren’t just going to lose
onlt this life; you will lose any chance at the
afterlife as well. You won’t be allowed to go
to Heaven in the afterlife. | tried to make
her understand lots of times.” [KI- husband
of attempted case]

6. | B W IR, SPIER MR UM Wi 961 (A | She didn 't get better; one day while still

G FACE AR FY, unwell, she told me that if I did that, she
would try it again, [KI-father of
attempted case]

7. | e el Feqcet (@ SN w2t AT | @36t She would just say that she was going to
T3B1 | AifeT SR A BiE @ q@st | die, things like that. She would mostly talk

about dying. [KI-daughter attempted case]

8. | @ =33l corterR cordl #if~w <7 | 72« = AFE@t | That if 1 died, they would be in peace. When
T w4 ot R @ 5 & Ma won’t be around, then you will

understand what you missed? [Attempted
case]

9. | I IM JeHITN N T SR W (FW FC | “If he does not value it, why would
FACR | SR G2 T TR G2 G SR others bother? And at this age with my

PR Qafet f (€ (ol et we? fean two daughters and my family, will
QI anyone ever take responsibility of it [me
and my children]? No one will.”
[Attempted case]

10. | SR (&€ 712 | N (F0 T2 I T I have no one. Rather my existence is
AT | S T TN TSP SN problematic for all. I do not see anyone who
AR | AR T4 WCS! SICE | N QS A/ will understand me. Everyone is busy in

> 34 3 forg wGT A= their life. Does it matters if | am alive or
dead? [Attempted case]

11. | 903 QUG [ S | (IR A2 ©iLAl “What will I do if I leave him? Where

el 9Ffa 13 WiewiEd | [Rem Trige
CTCTT | T G5! TAS A | TN (AT

will I go? May be my brothers will take
care of me for a day or two. The girl is
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Tieal? & Fcat? i Aty @261 s foeE

OB I AT B FACR | (T W fF Fcar?

of marital age. | am an adult woman.
Where will we go? What will we do?
What will we eat? This was always
haunting me inside. What will I do?”
[Attempted case]

12. | O AN FAGT TOC% ToleT | O toed 92 | “My dreams were shattered, this
3851 FIe I @ @S I8 ®F @ =i fqes | internal pain was so severe that | myself
T A T | OICF AT 1 79, o 7k | shall end my life. When | failed to get
GRS 79 WA I vreniniz o we wn, w2 | him [as lover], the deepest wish of my
7 SR G FAC? life left unfulfilled - what else is left in
this life?” [Attempted case]
13. | T906 W0 T3 W X 98 AR @O @SR | “Living is more painful at this moment,
SIS TSt 02 TR, Toerd AW @eT I TE! I am not happy in this state, there is an
extreme amount of pain inside.”
[Attempted case]
14. | &Y o I e S X061 951 X061 @A I8 | “Why should I carry this pain another
T (2 TS IR TP(el, GBI M TS | 20 hours, 20 years? Let me solve it now,
this is what I thought.” [Attempted
case]
15. | T2 ©IF I AFCS! | FIEFE, e TS 55 “Used to have a gloomy face. At work -
3 W GG I O AFTS! | 9 ol AT | semmed to work right but kept the gllomy
<8 dire! | O el S W weegg A, | [@C€ on. Expression of anger, irritability
ST St g A A | @eiE e | and pain was there - "I am talking but my
N husband is not listening, he is not giving me
permission to leave."” [KI-husband of
attempted case]
16. | ©It SIRICE By AN SR B T2 6 “What is the meening of feeding me and

S? SRCE SN TAER (S O, T S
5 AR, oS gl I I 5 o7 @

keeping me alive? It is better if I die. |
showed a lot of anger, cried a lot but they

were not inclined to change, they will keep
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fFRCes T 7, ASIA2 AT SN |

me like this [not meeting my needs].”

[Attempted case]

17. | @2 fofeer wam, 43 e o Soemw =ifyy @ “These things, I used to feel out of
TG TR CT TS AR 9 (70 (@I &eit | breath, sometimes it felt like | have no
w1, ¥ T JC ST Vo, room to breathe, it was like not being

able to breathe at all.” [Attempted case]

18. | GIIFIg ¥R TFE I AP €2 @ S T@I JJ | “Loneliness, not having anybody [beside
SR o=, oo, W@el @ F e, ot me] and this acute pain overwhelmed my
AT 36! S | brain and my awareness, thinking and

precessing. This thing [suicidal idea] came
from that.”[Attempted case]

19. | SRR T SR QB! AT (ATH2. TS “From the beginning so much pain in
38! SR SR Sfiece foee 1 | my life! I no more felt like living.”

[Attempted case]
20. | I 8 AT O WIS NS (@& BB | “Meaning there is pain and then again
@ I my mental state becomes very irritable.”
[Attempted case]
21. | Sfg=el ©F | qife vy Sfgael o) Restless feeling. Only restless feeling.
[Attempted case]

22, | S 2T FAICI T, @ T, A FACS “Meaning they would not let me study,
A1 =1 i 2, @ fefwereT Mo wiwfe | that is why, will not be able to study so
S (A (B fet | will not have a career, had a lot of

tension regarding this.” [Attempted
case]

23. | Y3 (RIBCIEI (ACHE WP (R 7> TR, 4% | “T have been tolerating many things
(FC Iy IE! | SN qeol 97hW (36 «rel | since my childhood. No one tolerates
Y I | things like this. No one tolerates this

much like me.” [Attempted case]

24, | SR (e A4S (O el | “I have my back against the wall.”
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[Attempted case]

25. | e @3 &t wal SieiE g1, (@ Face “Thought about these always occupied me,
AR W1 (99 0O AR, e € W, that I cannot do anything, that | cannot get
I TG TS AR | G AT A | out of it, staying in the room all the time,
........................ S can't do job or studies, nothing. ..........

... my head was filled with these thoughts
T o all the time.” [Attempted case]

26. | SRR 4G IRAMCF GFp 15 T T S “To bring dad out of that [extramarital
e Sfeere wace, | OfF fog wfiaie Sfeare | affair], [she] went to numerous traditional
fRPgIoT ST 11 | ST (T (3BT TSR , ([ healers (kobiraj) although she did not have
1 <l TSR (IR CRITE GO faith in traditional healers (kobiraj).
— Whatever others suggested, whoever they

suggested, she ran to those places and
persons.” [KI-daughter of attempted case]

27. | o2 fo~wibl @7 w foerel, w3 fo~wib! fes “At the time the thought was not like
fACes Ta S0 Al G O AR = that [rational], the thought was to kill
fercaifee s, myself and | felt a lot of courage to do

so.” [Attempted case]

28. | 7 ST SN farens Febre Face AR, “No actually I cannot control myself, at
T WIfE I AT GTB={5 fem, the end when | myself attempted suicide,
SR TOed 18 38 NSS! G ©F T all the pain inside that | had and then an
el 9361 F08F TR B! AR 744 fArem | unknown painful frustration created a
Tl FEHIAG! B Tole trance, that’s when I lost control of

myself.” [Attempted case]

29. | 9! AFTS #AlTS 7 Wify AFOW, A FE 99 | She could not sleep alone; | used to

o 3 | 58 O12 (N @ A0S @3t e |
ST 631 WA PR (O (1R (] FIAB
72, 3 T (O (IRIRC S 961 2
(712, G FF B CSINE NRIRE o 63 Wi
T (A @ FAG (7R g =1, F2 @ 7 T (A
Bowal | T e Sotal, (13 ACHIA N 6

sleep with her. She said, | feel scared.
But that girl slept alone that night. She
went to her mashi and said there are so
many pictures of other people in your
mobile but not a single picture of mine.
Capture my picture in yor mobile.

Mashi said, there is no electricity. She
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PR 93 (RIRE GF61 B BT (I |

said it will be good if you use flashlight.
That evening she took a picture in her
mashi’s phone. [KI, mother of

committed case]

30. | SIS TASIN YR SIEMSHICS 7Ry F1K &) “I got hurt and I took drug to tolerate
TPl O | S TR TITF T TR the pain. Drugs, allowed me to dive into
TSSO B TN | O TG Ol LIPS | a trance like state. Then I felt slightly
RIRIGROR well. Then I took drugs again.”

[Attempted case]

31. | G&TE fGET | UG % #1F ™Rl WS SR “Those [cigarettes] are limitless. It could
O3B OF O | be seen that after a short span of time my

ashtray used to get filled.” [Attempted case]

32. | @i U3l Gl T I I Y I Fq0 | | “T used to lock my room and cry alone when
T (TS QFCST 7 | S AN (eIl @ g | N0 one was there. Sometimes the girls were
Bfe (rere @i S S 10T S PG there watching TV in the other room and |
ST | cried a lot in prayers (namaj).” [Attempted

case]

33, | 7 N IS JAHCS (MR FR | eI A @ | “No, I did not let anyone understand.
SO (F6 AT #IATS! 71 (@ S foeed The people I socialized with, no one
TSl F8 | IS FIecE FRITS el =1 | could understand that there is so much

pain in me.” [Attempted case]

34, | 7 S «fNree T (@f¥ A W ARMER A | “No, in general, she did not stay at
8 @ BIZABITe WFp @ TSt S | home much, she used to stay out of the

home, but at that time he used to stay
out even more.” [KI-daughter of
attempted case]

35. | R @ 2ReTER RSN, GF6! T MR 9T | | “ used to look at his pictures, listened

to a sad songs.” [Attempted case]

36. | (ol I F341 SWICF A ¥4 (ACF (@@ = | | After crying a lot she asked me to leave the

col SIS TR (e T (A0F (@9 A | SN @9

room. | said why would | leave the room? |
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@ | A Y @R R | DG AR |

won'’t. She said, yes leave the room. I have

business here. [KI-daughter of attempted

case]

37. | ~ICl SRR IR FIRIH IR | AR @ “After saying prayers (namaj), I asked
38 Sf3e SE WK A6CS 35 FE! | TS Allah to please forgive me for taking my
331 SRS 3. S faces S faes s | OWN life. | was praying to Allah though
e =1 w1 v | p— Munazat, cried, finished praying (namaj),

folded the prayer mat and kept it in its place
TS %A P WA AT o A e PIAEr P P
and right there, did the act [hanged
T GRS ©I6 F21 A2L1E I Fen! .
myself].” [Attempted case]
F4M |

38. | IOV @z oI e e AR I T “As far as ['ve heard, she went to khala’s
T | @I A 0 SIPIRE (@ @A I (Aunt) house the day before [suicide]. There
@ 5] B et 905 iae S Sieres he told Khala (Aunt) that if anything happen

T | @B T i IR FIRCdR A | @ T this time she will commit suicide. And asked
her to waive all debts and claims in such
fog @61 wfeeT =iy |
case. I heard something like that.” [KI-
daughter of attempted case]

39. | 395 A3 1 (oItd =if (@ frcw ftew 2re “Out of severe mental pain I have cut
face Fi6fR © w7 =T | my wrist with a blade six months

earlier.” [Attempted case]

40. | 9T &1 AT SABMA S AR R, A1 B | “After this I did not eat for seven or
fop 4B 71T | eight days, did not even drink water.”

[Attempted case]

41. | S O A T (FRR QTN O YN O | “At that time, everything was a mess,
(o7 3511, SIR#Ita O Aigl Al (g2 ©ie sleeping, showering, and cooking; she
&oICS] 7l | 93 T | didn’t feel like doing anything.” [KI-

daughter of attempted case]

42, | SIS ST (AP (PN FC W0 AR, €1 | “[afier the indicident, my mother]

ST NS TS GFAN IF I WP,
fooTa AR AT, (I T 7 (T FANS

Called my father home from the office.
After that | stopped eating, stayed in the
room, closed the door and stayed there
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IO w1 |

all the time, did not get out or speak.”
[Attempted case]

43, | B AN Y - FRIF FTo | (@ | | used to behave very rudely with my
I fog qcet wi3ee wifsr swa e foanfofa children. I used to scream and get mad
el 37 | at them when they asked me anything.

[Attempted case]

44, | IR & S RIS I 1 | Bl SR “I said, do not cook for me. Yes - then
foxf% Tz Al FCSRe, RBReE @if) wiia | she was cooking shrimp, | kicked the
e et Fe12 U, Mo siRe@ s vt | pan, spilling the lobsters, then came
I | back to the room.” [Attempted case]

45, | onfsr s fores o 5 ot aeat | o7 &R @Z9SW | T will firee him [from this burden] by
T | committing suicide. She often spoke like

this.” [KI-daughter of attempted case]

46. | @afel SRfR SR FPCTS NETH fon J7 “I'm thinking about these [suicidal

ideas], [since] my husband stopped
EAIRT AR o TFT W7 (ATF AR PRS |

giving me money three months before
SIS B (GBIl (adl 75 Fea ez | attempting suicide.” [Attempted case]

47. | ST fEw 20 I SIEReTiE (63 51 e The matter is, my suicidal attempt is not just
QA (ATF 1 YT (RIBFIA (ATF3 | for now it started from my early childhood.

[Attempted case]

48. | @9l fercfes @Bt (e Mt ([id 27 =R “Mental illness was written on the
e W= il ©iR, @« (6 =iw seafeemw | prescription. [Although] We did brain CT
SITS I T 2, @Bt T @l S scan, they found nothing, it was a
ST S4BT T psychological illness.” [KI-mother of

suicide committed case]

49, | 7 S (Sl A IR A7 AAAL G5~ M “No, I mean, I'm always worried. I had

S | 77 AR 93 Y= T2 AMfF |
S (2T TR, T BT FACAL. (TR
J1241 T |

anxiety all the time. My BP is high and
whenever | become tensed my BP

increases.” [Attempted case]
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50.

OFp (2 (T 9 T |

“She used to react without reason.” [KI-

father of attempted case]

51.

i, S S T (@00 AR O QTS A
@I g A =N 708 (et M3,

“Yes, when I get angry I throw away things
that I get at my reach.”’[Attempted case]

52.

3 il 232 B! ©OITd 851 SR WREl @I
6 251 (PR B! (FIARCE R W7
O ACF O @ AN fF T390 07 7 A A0,
6 o el (IR, @il B reeismes
9 (a3

“When she gets angry she, break things,
chops whatever she gets close by with a
chopper. We get scared about her action.
Mostly she chopped doors.” [KI-mother of
attempted case]

53.

T4 [T B I | @3 91 93 ©ITeT A o
TR T | 51 F08 T I T2 IS |

“She does what she wants. It’s difficult to
understand her mood. She is angry now and
cool immediatelty afterwards. She never did
anything with proper thinking.” [KI-

husband of attempted case]

54.

ToIB® FATE Y TG geafrea @ afs vl
T SIS 2 IR FAE ST SATFS
CTB! TRCZ AT G GHCS GATS TS
wCS N3 A FEBHE SR Sl 7
WCS | @ SN2 A9 i WA A3 T3S
BI2, @S AN TICS BI2 | 4T (T ST
I AR | T 9o Wi 7 wieaw A
T I (TECOR |

“My parents commented negatively on me
again and again. They were purposively
pinching me all the time. | feel terribly bad
and got frustrated hearing all those
negative comments. They meant, | am bad
because | want to go out and want to hang
out with friends. They do not need daughter
like me. I am the one who is ruining their

honor in whole family.” [Attempetd Case]

55.

S O] S8 (@ Seei6® 208 AR,
7 @ SIS AoHI0R 8, Sy 9Bl (Ut
T (@ eI Il (ol 5 3 veree, ofw
SICE SRS @ (T o1i2e fvz? @ oiige
ol i w1, Sfefiie *1120e erel 92 ( SN
W I 20 ST TS O<FI, DA F TG
©epT Tl wie TeFFCS W o 7 *Z

“My mother was becoming more
conservative, and starts imposing more
restriction on me. She was not seeing
that other girls [those she used as
examples] are wondering around, why
guiding me so much? Too much

guidance is not good, it makes me feel

125




suffocated. Let me excecise minimum

’

freedom which will not spoil me.’

[Attempted case]

56. | (I (RGN (ATFR (P S F&CTa SICARPN | “] did not get any love from relatives in
12 2 A1 I[N TR TWR-5R 1212 | childhood, not even from my parents.
73T 12 e el wy Bl 3iceea , 5wt | Both of them only tried to earn money,
BIFl | ST ¥Ew €T IR (ATFS (I money, money.” [Attempted case]
ST AR 1R |

57. | @Tel T@eN tg T SN T2 IR | “They have hurt me so much; they never
(@ SIR T (@ Ol (T A0 @fet Facece thought of me at all. They never
SR (@ MR @fer Facetz o/t (@ e bothered how their quarrels, fights and
&fet SR TR BIRAT freite w1 fhg weeR imposition of decisions on me was
T (T NI W Seiea S #i_ifee @kes | hurting me, and was affecting my
SR RIS G (@ FCSBF STepIbE physical health, my family life.”

TOpP (B DO 3 @ wc @7y | [Attempted case]
FCAM | AT SR W | GRS RN
FIEM |

58. | (Sl Ata (AfY SRS, F2AT R 71 | TeAbIo{1eT01 “So later I see she wasn 't listening to
TG FACSCR (S 251 FC AN 4 91 B me at all. She was doing pointless stupid
(5ITR | #TA SIfSY SITEeT <[ & wefveetis | 56 | things, so suddenly | got very angry.
87 TR | fFpFd W T T30, I Actually, I hit her. | slapped her a few
f2et (o= o= IR B (AITR/ | TR times. For a while, she didn’t say
T T et | SRR AT 50 | PAore anything, stayed quiet. Then she went to
@Y (T 90 e wify e = | another room. She had been sitting in

the middle room, and then went to the
bathroom. I didn’t know that there was
pesticide in the room.” [KI-husband of
attempted case]

59. | (1 OIF G o7l iR | WS (VGRG0 759 | “He [husband] is busy with his own life.

g FACSCR | BT (TB1 I BT AT (41 |
SR R 9 AN 501 1 | (s o el

He is doing everything for another girl

[lover].He provide everything to that
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% | < i< T afw @3ew =@ O30 6!

girl that’s why he left no money now. I

T A ([ ATCF? can not even provide meals for my
family. My daughters can not continue
school [beacuase of money]. If a person
does not have any support how could
she live?” [Attempted Case]

60. | o=l F=eTw 35 2R Bt =izt 6 wiifsr afa “ ... eveniflearn milions by doing
SRS T BIl #1712 i 4 Affe st | this somity (illegal money lending), |
S ol YR wig | el e wify 7wes | will have no recognition. | cannot
Afivz face A1fa 91 @ wify 35 F=ceie declare to society that | am earning
W3S RO | (IR FE SR 2 money this way. A woman without
@St iR (i 5 Wiz | wf 5 sifqsn e | educational qualification, without
NS | anything, how will I place myself in the

society.” [Attempted case]

61. | (I GFO! AN GBI FIS (A @ TN | “] never enjoyed the happiness that a
QFBT SIF {17 FUCIL AR | =7 9249 ¢s1 | normal girl gets from husband. And |
T IR el 719 fope wptel e SR | have left everything. Now, after [so
SR 217 (7 M QAT N W@ @ TG | many years] if he can think “leave me
R34 “ICE (Wedt @61, SN SieeT w7 | and seek for another husband, I'm not

good [for you] ” [Attempted case]

62. | ST IF MY R | R I IEICS IR I “She could not bear it any more. She could
e DL FICS STED | K A QAN not adjust with others in the family. At the
force ISR 2R3 | ©4F AR 3T O beginning, had troubled adjustment with me
TS | CTaT T 7 SIS I ST while had a positive interaction in the
B S RRE R — family. Near the end, she achieved positive

interaction with me and had a ruined

S 703 TR G2V ST | impression about everyone else in the
family.” [KI-husband of attempted case]

63. | G OF (Il ST AR T i WEfR | “One day at morning we were having

co Sfife Sty TeT | e qeTee Wi (ve 34l
%% | (TR RS FT QZCN TTE | 9% FA
3372 AN Bl S R IZS! 4R |

breakfast. [He] Found dirt in the water and
I change the water. He blamed that it is still

dirty and pressed face over the water. Hit
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T S FHCOCR | me on the head.” [Attempted case]
64. | @ & ST G NG fooe fafee=t =% 1 =@ | “This is why once I bought him a
T 51wl fea | At @ (@ed oNifg wfer | @ nfE | vehicle. With six lac Taka. Those leguna
s U3 IR oot 7™ I WG @ vehicles. After incurring loss within a
w12 a1 Bl fifer w2« wigal ez | =@ e | year with that vehicle, he just got me
BIIa SMfesT | two lac fifty thousand Taka after selling
it. The six lac taka vehicle.” [Attempted
case]
65. | O ¢ eIl 92 e W 98 M A A w2 @ | Then he said you die, you marry, you go
BRIRCIE R ERCEERE Rl away with the lang [another guy] it’s
not my business. [Attempted case]
66. | SN TTCSRT fp o111 1, CoT M @ 4= “I told her, listen maa;, if you feel such

D2 S AN, FISA TN F99, SRR
TSI FICR T

kind [suicidal feeling] of tension, tell
me, share with me. Together we will
solve it, we will go to doctor.” [KI-

mother of committed case]
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