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ABSTRACT 

Background: Attempted suicide is a major public health concern associated with substantial 

psychiatric, psychological, and psychosocial morbidity. “Assessment of suicidal intent and its 

relationship with psychiatric disorders, personality dysfunction, and psychosocial factors is 

essential for identifying individuals at high risk and planning appropriate preventive 

interventions. However, limited data are available from semi-urban tertiary care settings in 

India. 

Aim: To evaluate the intent of suicide and its psychosocial correlates among adult patients 

with attempted suicide. 

Methods: This hospital-based cross-sectional study was conducted among 100 adult patients 

presenting with attempted suicide to a tertiary care centre in a semi-urban area. 

Sociodemographic characteristics, psychosocial stressors, previous suicidal behaviour, 

substance use, mode of suicide attempt, and psychiatric diagnoses were recorded using a 

structured proforma. Suicidal intent was assessed using the Beck Suicide Intent Scale, while 

personality dysfunction was evaluated using a standardized personality inventory. Appropriate 

descriptive and inferential statistical analyses were performed, and a p-value of <0.05 was 

considered statistically significant. 

Results: The mean age of the participants was 34.57 ± 10.47 years. Males constituted 61.00% 

of the study population, while 80.00% were married, 57.00% had primary school education, 

62.00% were employed, and 81.00% belonged to rural areas. Familial stressors (41.00%) were 

the most common psychosocial stressor. Poisoning was the predominant method of suicide 

attempt, with other chemical poisoning (25.00%) and agricultural poisoning (24.00%) being 

the commonest methods. Stress-related disorders (31.00%) and mood disorders (28.00%) were 

the most frequent psychiatric diagnoses. Low suicidal intent was observed in 60.00% of 

patients, medium intent in 33.00%, and high intent in 7.00%, with a mean Beck’s Suicide 

Intent Score of 18.88 ± 4.14. Negative Affect (6.85 ± 2.93) and Detachment (6.55 ± 2.60) 

demonstrated the highest personality domain scores and showed significant positive 

correlations with Beck’s Suicide Intent Score (r=0.458, p<0.001 and r=0.460, p<0.001, 

respectively). Significant associations were observed between psychiatric diagnosis and 

gender (p=0.002), marital status (p=0.025), previous history of suicidal attempt (p<0.001), and 

history of substance use (p=0.005). 

Conclusion: The study demonstrates that attempted suicide in adults is associated with a 

complex interaction of psychiatric disorders, psychosocial stressors, substance use, and 
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personality characteristics. Stress-related disorders and mood disorders were the predominant 

psychiatric diagnoses, while Negative Affect and Detachment emerged as the personality 

domains most strongly associated with greater suicidal intent. Comprehensive assessment of 

suicidal intent, psychiatric morbidity, psychosocial factors, and personality dysfunction should 

form an integral part of the evaluation of patients presenting with attempted suicide to facilitate 

early identification of high-risk individuals and implementation of appropriate therapeutic and 

preventive strategies”. 

Keywords: Attempted suicide, Suicide intent, Beck Suicide Intent Scale, Psychiatric 

morbidity, Personality dysfunction, Psychosocial correlates, Negative Affect, Detachment, 

Substance use, Semi-urban population. 
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INTRODUCTION 

 According to the World Health Organization (WHO), suicide is defined as “an act deliberately 

initiated and performed by a person in the full knowledge or expectation of its fatal outcome.” Suicide 

and attempted suicide are major public health concerns worldwide and represent a significant cause of 

mortality, morbidity, and psychosocial burden (1). “Attempted suicide is described as a non-fatal self-

directed potentially injurious behaviour with an intent to die as a result of the behaviour. Suicidal 

behaviour exists on a spectrum ranging from suicidal ideation, suicidal threats, suicide attempts, and 

completed suicide. The intent behind the suicidal act plays an important role in understanding the 

severity, risk of repetition, and future completed suicide (2). 

Suicide is a complex phenomenon influenced by biological, psychological, social, cultural, and 

environmental factors. Psychiatric illnesses such as depression, bipolar disorder, schizophrenia, 

substance use disorders, and personality disorders are strongly associated with suicidal behaviour (2). 

In addition to psychiatric morbidity, psychosocial stressors including interpersonal conflicts, financial 

difficulties, unemployment, academic pressure, chronic medical illnesses, family problems, and social 

isolation contribute significantly to suicidal attempts. Personality dysfunction traits such as 

impulsivity, emotional instability, aggression, hopelessness, and poor coping skills are also important 

determinants of suicidal intent (3). 

Attempted suicide patients often present to tertiary care hospitals following deliberate self-

harm by poisoning, hanging, burns, overdose, or other methods. Assessment of suicidal intent in these 

patients is essential because it helps clinicians estimate the seriousness of the attempt, identify high-

risk individuals, and plan preventive strategies (2). Beck’s Suicide Intent Scale is one of the widely 

used tools to objectively assess the degree of suicidal intent. Understanding the psychosocial correlates 

and associated psychiatric disorders among individuals attempting suicide helps in early diagnosis, 

counselling, rehabilitation, and prevention of future attempts (4). 

In India, suicide rates have been increasing steadily, especially among young adults and economically 

productive age groups. Semi-urban populations face unique challenges such as poverty, inadequate 

mental health services, unemployment, social stigma, and limited awareness regarding psychiatric 

illnesses, which may increase vulnerability to suicidal behaviour (5). Despite increasing concern, there 

is limited data regarding the intent of suicide and its psychosocial correlates among attempted suicide 

patients in semi-urban settings. Therefore, this study aims to evaluate the intent of suicide and its 

psychosocial correlates in adult patients of attempted suicide reporting to a tertiary care centre in a 

semi-urban area (6). 
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Global Epidemiology 

 Suicide is recognized by the World Health Organization (WHO) as a major global public health 

concern. According to the WHO Suicide Worldwide Report 2023, approximately 703,000 people die 

due to suicide every year globally, which translates to one death every 40 seconds (7). Suicide accounts 

for nearly 1.3% of all deaths worldwide and is among the leading causes of mortality in young 

individuals. It is the fourth leading cause of death among persons aged 15–29 years globally. For every 

completed suicide, there are estimated to be more than 20 suicide attempts, indicating a significantly 

larger burden of non-fatal suicidal behaviour (8). 

The global age-standardized suicide rate is estimated at around 9 per 100,000 population. Males have 

a higher suicide mortality rate compared to females, with men accounting for nearly 75% of suicide 

deaths in many countries. However, women are reported to attempt suicide more frequently than men. 

Nearly 77% of global suicides occur in low- and middle-income countries where mental health services 

remain inadequate and access to psychiatric care is limited (9). 

Commonly identified risk factors worldwide include depressive disorders, bipolar disorder, 

schizophrenia, alcohol and substance abuse, chronic physical illnesses, family conflicts, 

unemployment, poverty, social isolation, and exposure to violence or trauma (10). Methods of suicide 

vary geographically and culturally, with hanging, poisoning, firearms, and jumping from heights being 

common methods internationally. The COVID-19 pandemic further highlighted concerns regarding 

mental health issues, loneliness, unemployment, and stress, which contributed to increased suicidal 

ideation in several countries (11). 

Despite advances in mental health awareness, suicide prevention remains challenging because of 

stigma, underreporting, inadequate psychiatric infrastructure, and poor community-based mental 

healthcare systems. WHO emphasizes early identification of psychiatric disorders, restriction of access 

to lethal means, crisis intervention services, and public mental health education as essential strategies 

for suicide prevention worldwide (12). 

Indian Epidemiology 

 India contributes substantially to the global burden of suicide. According to the National Crime 

Records Bureau (NCRB) Accidental Deaths and Suicides in India Report 2022, a total of 1,64,033 

suicides were reported in India during the year 2022, showing a continuous increasing trend over the 

last decade (13). The national suicide rate increased from 10.2 per 100,000 population in 2018 to 

approximately 12.4 per 100,000 population in 2022. India accounts for nearly one-fourth of global 

suicide deaths, making it one of the countries with the highest absolute number of suicides worldwide 

(13). 
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Young adults constitute the most vulnerable population group, particularly individuals aged 18–45 

years, who account for more than 65% of suicide deaths in the country. Men are more commonly 

affected than women, although suicide attempts are more frequently reported among females. Married 

individuals form a significant proportion of suicide victims, reflecting the role of family and 

interpersonal stressors (14). 

The NCRB report identifies family problems and illnesses as the two most common causes of suicide 

in India. Other important contributing factors include unemployment, poverty, educational stress, 

relationship issues, marital conflicts, substance abuse, chronic diseases, and psychiatric illnesses. 

Depression, alcohol dependence syndrome, anxiety disorders, and personality disorders are strongly 

associated with suicidal behaviour (15). 

The most commonly employed methods of suicide in India include hanging, poisoning (particularly 

pesticide poisoning), drowning, self-immolation, and drug overdose. Organophosphorus compound 

poisoning remains especially common in rural and agricultural regions because of easy accessibility 

to pesticides (16). 

India faces several barriers in suicide prevention, including stigma toward mental illness, shortage of 

psychiatrists and mental health professionals, poor awareness regarding psychiatric disorders, and 

limited accessibility of mental healthcare services in rural and semi-urban areas”. Underreporting of 

suicides due to social, legal, and religious factors also remains a major concern (17). The Government 

of India launched the National Suicide Prevention Strategy in 2022 aiming to reduce suicide mortality 

by 10% by the year 2030 through improved surveillance, mental health promotion, counselling 

services, and crisis intervention (18). 
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AIMS AND OBJECTIVES 

Aim: 

To find out intent of suicide and its psychosocial correlates in adult patients of attempted suicide. 

Objectives: 

1. To assess intent of suicide in patients of attempted suicide.  

2. To find out underlying psychiatric morbidity and associated sociodemographic variables in 

patients of attempted suicide.  

3. To find out the correlation between intent of suicide and personality dysfunction in patients of 

attempted suicide.  
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REVIEW OF LITERATURE 

 Suicide and attempted suicide are important clinical concerns in psychiatry because they reflect 

severe psychological distress, impaired coping, and possible underlying psychiatric morbidity. “Suicide 

refers to a self-initiated act carried out with the expectation of death, while attempted suicide refers to 

a non-fatal self-harming act performed with some degree of intent to die. Both conditions require 

careful evaluation, as a previous suicide attempt is one of the strongest predictors of future suicidal 

behaviour (19). 

WHO Definition of Suicide 

 The World Health Organization defines suicide as an act deliberately initiated and performed 

by an individual with full knowledge or expectation of its fatal outcome. This definition highlights two 

essential components: the act must be self-initiated, and the individual must have awareness that the 

act may result in death. Suicide is therefore not merely an accidental death or impulsive harm but a 

complex behavioural outcome involving psychological distress, intent, cognition, and situational 

vulnerability (7). 

Definition of Attempted Suicide 

 Attempted suicide refers to a non-fatal self-directed act carried out with at least some intention 

to die. Unlike completed suicide, the outcome is survival, but the behaviour may still indicate serious 

psychological distress and future risk. Attempted suicide may vary in severity, ranging from low-

lethality acts performed during acute emotional crisis to highly planned and medically dangerous 

attempts with strong suicidal intent (20). 

Suicidal Ideation, Suicide Attempt and Completed Suicide 

 Suicidal behaviour exists on a continuum that begins with suicidal ideation and may progress 

to planning, attempt, and completed suicide. Suicidal ideation refers to thoughts, wishes, or 

preoccupations related to death or self-destruction. A suicide attempt occurs when these thoughts are 

translated into self-harming behaviour with intent to die. Completed suicide refers to death resulting 

from such an act (2). 

The transition from ideation to attempt is influenced by intent, impulsivity, access to means, psychiatric 

illness, substance use, and social stressors. Not all individuals with suicidal thoughts attempt suicide, 

but the presence of ideation requires careful clinical evaluation. Differentiating these stages helps 

psychiatrists assess severity, decide level of care, and plan appropriate intervention (2). 

Deliberate Self-Harm and Non-Suicidal Self-Injury 

 Deliberate self-harm refers to intentional self-inflicted injury or poisoning, irrespective of the 

degree of suicidal intent. It is a broad term that may include both suicidal and non-suicidal acts. Non-
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suicidal self-injury refers specifically to deliberate damage to body tissue without an intention to die. 

Such acts may be performed to reduce emotional distress, express anger, relieve tension, or 

communicate psychological pain (21). 

In clinical psychiatry, this distinction is essential because management depends on the underlying 

intent, emotional state, and risk profile. A patient presenting with self-harm should never be dismissed 

as attention-seeking. Even when suicidal intent is absent, the behaviour may indicate emotional 

dysregulation, personality dysfunction, trauma, depression, or interpersonal crisis. Proper evaluation 

helps prevent escalation to more serious suicidal behaviour (22). 

Spectrum of Suicidal Behaviour 

 Suicidal behaviour represents a spectrum rather than a single isolated event. It includes passive 

death wishes, suicidal ideation, suicidal threats, planning, preparatory acts, suicide attempts, and 

completed suicide. Each stage reflects varying degrees of psychological distress, intent, planning, and 

risk. Recognising this spectrum allows clinicians to identify warning signs before a fatal outcome 

occurs (2). 

Historical and Psychiatric Perspectives of Suicide 

 Suicide has been understood differently across historical periods, depending on religious 

beliefs, social values, legal systems, and medical knowledge. In earlier times, suicide was often 

interpreted as a moral, spiritual, or legal issue rather than a mental health concern. Some cultures 

viewed it as an act related to honour, sacrifice, shame, or escape from unbearable suffering, while 

others condemned it as a sin or crime. With the development of medical science and psychiatry, the 

understanding of suicide gradually shifted toward compassion, clinical assessment, and prevention 

(23). 

In modern psychiatry, suicide is considered a complex and preventable outcome of interaction between 

psychiatric illness, personality vulnerability, psychological distress, and psychosocial stressors. This 

perspective is highly relevant to attempted suicide patients because assessment should not stop at the 

physical act. It must include suicidal intent, psychiatric morbidity, personality dysfunction, family 

background, social pressures, and available support systems (24). 

Historical Background of Suicide 

 Suicide has been recognized since ancient times, but its meaning has varied according to 

culture, religion, law, and social values. In early civilizations, suicide was sometimes viewed through 

moral, spiritual, or philosophical interpretations rather than as a manifestation of psychological distress 

(25). In some societies, it was considered an act of honour, sacrifice, protest, or escape from unbearable 

suffering. In others, it was condemned as a sin, crime, or violation of social and religious duties. These 
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diverse interpretations influenced how individuals who attempted suicide were treated by families, 

communities, and legal systems (9). 

Over time, the understanding of suicide moved from punishment and moral judgement toward medical, 

psychological, and social explanation. This change was important because it encouraged clinical 

evaluation, crisis care, and prevention. In present psychiatric practice, suicide is understood as a 

multidimensional phenomenon requiring assessment of intent, mental illness, personality factors, and 

psychosocial stressors (26). 

Evolution of Psychiatric Concepts of Suicide 

 The psychiatric understanding of suicide developed gradually as mental illness became 

recognized as an important contributor to self-destructive behaviour. Earlier views often considered 

suicide as a moral weakness or deliberate misconduct. With the growth of psychiatry, clinicians began 

to observe that many suicidal individuals suffered from depression, psychosis, substance use, severe 

anxiety, personality dysfunction, or overwhelming stress. This shifted attention from blame to 

diagnosis, treatment, and prevention (2). 

Modern psychiatry considers suicide as an outcome of complex interaction between biological 

vulnerability, psychiatric morbidity, personality traits, and environmental stressors. The assessment of 

suicidal intent has become central because the seriousness of an attempt depends not only on the 

method used but also on planning, expectation of death, rescue possibility, and mental state. This 

evolution has helped psychiatry develop structured tools, risk assessment methods, and preventive 

interventions (27). 

Suicide in Sociocultural Context 

 Suicide does not occur in isolation; it is deeply influenced by the sociocultural environment in 

which an individual lives. Social expectations, family structure, religious beliefs, gender roles, 

economic pressures, stigma, and community support can shape both suicidal behaviour and help-

seeking patterns. In many communities, emotional distress is not openly discussed, and psychiatric 

illness may be misunderstood or hidden because of shame. This delay in seeking help can increase the 

risk of suicide attempts (28). 

In semi-urban settings, sociocultural factors are especially relevant because individuals may 

experience both traditional social pressures and modern stressors. Family conflict, marital disharmony, 

financial strain, academic pressure, substance use, and limited access to mental health services can 

contribute to suicidal behaviour. Therefore, psychiatric assessment must include not only diagnosis but 

also the patient’s social background, family relationships, cultural beliefs, and available support 

systems (29). 
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Etiopathogenesis of Suicidal Behaviour 

 

Figure 1. Risk factors for suicidal behaviour. ACE = adverse childhood experiences. 

Suicidal behaviour develops through the interaction of biological vulnerability, psychiatric morbidity, 

psychological distress, personality factors, and environmental stressors. It cannot be explained by a 

single cause, as each individual may have a different pathway leading to suicidal thoughts or attempts. 

In psychiatry, etiopathogenesis helps in understanding why a person becomes vulnerable, what triggers 

the suicidal act, and which factors increase the risk of repetition (30). 

Understanding etiopathogenesis is essential in attempted suicide because management should not 

focus only on the physical act. A complete psychiatric evaluation must identify underlying mental 

illness, suicidal intent, personality dysfunction, psychosocial stressors, family support, and access to 

lethal means. This approach helps in risk assessment, treatment planning, counselling, and prevention 

of future attempts (31). 

Biological Factors 

 Suicidal behaviour is influenced by biological mechanisms that affect mood regulation, 

impulse control, stress response, and emotional stability. Individuals with suicidal tendencies may have 

altered biological vulnerability, making them more sensitive to psychological distress and less able to 

regulate intense emotional states. These biological factors do not act alone but interact with psychiatric 

illness, personality traits, and external stressors (2). 

Biological vulnerability may explain why some individuals develop suicidal thoughts or attempts 

under stress while others do not. In attempted suicide patients, these factors are clinically important 

because they may indicate underlying psychiatric morbidity, poor stress tolerance, and increased risk 

of repeated self-harm (2). 

Neurobiological Factors 

 Neurobiological factors are important in understanding suicidal behaviour because the brain 

regulates emotion, decision-making, impulse control, and response to stress. Abnormalities in these 
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systems may increase the likelihood of acting on suicidal thoughts, especially during periods of acute 

distress. Dysfunction in brain circuits related to mood and inhibition can contribute to impulsive and 

high-risk behaviour (32). 

Genetic Vulnerability 

 Genetic vulnerability may contribute to suicidal behaviour by influencing temperament, 

emotional regulation, impulsivity, psychiatric illness, and stress sensitivity. A family history of suicide, 

mood disorders, substance use, or personality disorders may increase risk in some individuals. 

However, genes alone do not determine suicidal behaviour; they create vulnerability that may become 

clinically significant when combined with environmental stress (33). 

Genetic factors are best understood as part of a broader risk framework. In psychiatric assessment, 

family history provides useful information about inherited vulnerability and patterns of coping within 

the family. This is especially relevant in attempted suicide, where early identification of familial risk 

may help in prevention and counselling (33). 

Psychological Factors 

 Psychological factors play a central role in suicidal behaviour by shaping how individuals 

interpret stress, loss, failure, rejection, and conflict. People who attempt suicide may experience 

intense hopelessness, helplessness, guilt, shame, anger, or emotional pain. When coping mechanisms 

are poor, suicide may be perceived as an escape from distress rather than a desire for death alone (26). 

These psychological processes are highly relevant to attempted suicide because they influence the 

degree of suicidal intent, planning, and lethality of the act. Assessment of these factors helps clinicians 

understand the patient’s inner experience and plan appropriate psychotherapy, counselling, family 

intervention, and relapse prevention (2). 

Stress-Diathesis Model of Suicide 

 The stress-diathesis model explains suicidal behaviour as the result of interaction between an 

individual’s vulnerability and stressful life events. Diathesis refers to underlying predisposition, such 

as genetic risk, personality traits, psychiatric illness, impulsivity, or neurobiological abnormalities. 

Stress refers to external triggers such as family conflict, financial problems, illness, academic pressure, 

or relationship difficulties. 

Sociocultural and Environmental Factors 

 Sociocultural and environmental factors strongly influence suicidal behaviour by shaping stress 

exposure, coping resources, help-seeking behaviour, and access to support. Family expectations, social 

stigma, gender roles, financial instability, unemployment, domestic conflict, academic pressure, and 

cultural attitudes toward mental illness may increase vulnerability. These factors are especially 

important in semi-urban settings, where traditional values and modern pressures often coexist (34). 



Review of Literature 

13 | P a g e  
 

These influences may delay treatment and increase the risk of repeated attempts. In psychiatric 

practice, understanding the patient’s social environment is essential because suicidal behaviour often 

emerges from the interaction between personal distress and external pressures. Assessment should 

therefore include family support, cultural beliefs, socioeconomic background, and access to care (2). 

Risk Factors for Attempted Suicide 

 Risk factors for attempted suicide are multidimensional and involve interaction between 

biological vulnerability, psychological distress, psychiatric illness, personality dysfunction, and 

adverse social circumstances (35). These factors do not independently cause suicidal behaviour but 

increase the likelihood of suicidal ideation, impulsive acts, or planned attempts when individuals face 

emotional or environmental stress. Identification of these risk factors is essential in psychiatric 

assessment because they help in estimating suicide risk, understanding psychosocial background, and 

planning preventive intervention (6). 

The severity of suicidal behaviour may vary depending on the number and intensity of risk factors 

present in an individual. Some patients may attempt suicide impulsively during acute emotional crises, 

while others may show prolonged suicidal ideation associated with depression, hopelessness, or 

chronic stress. Therefore, comprehensive evaluation of demographic, psychological, social, and 

psychiatric risk factors forms an essential component of management in attempted suicide patients 

(36). 

Age and Gender Factors 

 Age and gender are important determinants of suicidal behaviour because they influence 

emotional response, coping style, social expectations, psychiatric morbidity, and help-seeking 

behaviour. Attempted suicide is commonly observed among adolescents, young adults, and middle-

aged individuals, particularly during periods of emotional instability, academic pressure, occupational 

stress, or interpersonal conflict (37). Younger individuals may show impulsive suicidal behaviour, 

whereas older individuals may have more planned and lethal attempts associated with chronic illness, 

loneliness, or hopelessness (37). 

Gender differences are also influenced by sociocultural expectations and emotional expression. 

Females may communicate distress through non-fatal attempts, while males may suppress emotions 

and seek less psychiatric help. Understanding age and gender patterns is important in psychiatric 

assessment because risk factors, suicidal intent, and methods of attempt may vary significantly across 

different demographic groups (38). 

Socioeconomic Status 

 Socioeconomic status plays a major role in suicidal behaviour because financial insecurity, 

poverty, unemployment, and social disadvantage can produce chronic stress and emotional burden. 



Review of Literature 

14 | P a g e  
 

Individuals from lower socioeconomic backgrounds may face difficulties related to housing, 

healthcare access, family responsibilities, debt, and occupational instability. Persistent financial stress 

may gradually reduce coping ability and increase feelings of helplessness and hopelessness (39). 

Low socioeconomic status may also affect access to psychiatric treatment and emotional support 

systems. In many individuals, prolonged economic hardship contributes to depression, anxiety, 

substance abuse, and family conflict, all of which are associated with suicidal behaviour. Semi-urban 

and rural populations may be particularly vulnerable because of unstable employment opportunities 

and limited mental health resources. Therefore, evaluation of socioeconomic background is essential 

while assessing attempted suicide patients in psychiatric settings (39). 

Educational Status 

 Educational status influences an individual’s awareness, coping skills, occupational 

opportunities, social functioning, and problem-solving ability. Both low educational attainment and 

excessive academic pressure may increase vulnerability to suicidal behaviour. Individuals with limited 

education may experience unemployment, poor socioeconomic conditions, and reduced access to 

mental health awareness, whereas highly educated students may develop severe stress related to 

performance expectations and competition (40). Educational stress is increasingly recognized as a 

significant contributor to suicidal ideation and attempts in younger populations. Therefore, psychiatric 

assessment should include educational background, current academic stressors, expectations from 

family, and the patient’s ability to cope with failure and criticism (41). 

Occupation and Employment 

 Occupation and employment significantly affect psychological well-being, social identity, 

financial security, and self-esteem. Unemployment, job insecurity, workplace stress, and occupational 

dissatisfaction are strongly associated with emotional distress and suicidal behaviour. Individuals who 

are unable to maintain stable employment may experience feelings of inadequacy, dependency, 

frustration, and hopelessness (42). Occupational stress may become more severe when combined with 

financial debt, family responsibilities, or psychiatric illness. In semi-urban areas, unstable income and 

limited employment opportunities may increase emotional vulnerability. Therefore, occupational 

history and employment status should be carefully evaluated in all patients presenting with attempted 

suicide (43). 

Marital Status 

 Marital status has an important influence on emotional support, interpersonal stability, social 

responsibility, and mental health. Relationship problems, marital conflicts, separation, divorce, and 

lack of emotional support may significantly increase suicidal risk. Individuals who experience chronic 

marital stress may develop depression, anxiety, hopelessness, and poor coping ability, leading to 



Review of Literature 

15 | P a g e  
 

suicidal ideation or attempts (44). In many societies, especially in semi-urban settings, family pressure, 

gender expectations, financial burden, and social stigma surrounding marital issues may worsen 

emotional distress. Therefore, assessment of marital status and family relationships is essential in 

understanding the psychosocial background of attempted suicide patients (45). 

Family Structure and Family Conflicts 

 Family structure and the quality of family relationships play an important role in emotional 

stability, coping ability, and mental health. Disturbed family environments may increase vulnerability 

to suicidal behaviour, especially when individuals experience poor communication, emotional neglect, 

domestic violence, or chronic interpersonal tension. Both nuclear and joint family systems may 

become sources of psychological stress when support, understanding, and emotional security are 

lacking (46). 

Interpersonal Relationship Problems 

 Interpersonal relationship problems are commonly associated with suicidal behaviour because 

close emotional relationships strongly influence psychological well-being and self-esteem. 

Disturbances in relationships may create intense emotional distress, feelings of betrayal, insecurity, 

loneliness, or abandonment. Such experiences may impair coping ability and increase suicidal 

thoughts, especially in emotionally vulnerable individuals (47). 

Relationship difficulties may trigger impulsive suicidal acts during periods of emotional crisis. In 

younger individuals, romantic conflicts and peer-related stress are particularly important contributors 

to suicidal behaviour. Interpersonal problems may also worsen underlying psychiatric illnesses such 

as depression, anxiety, or personality dysfunction (48). Patients with poor emotional regulation may 

experience severe psychological reactions to rejection or criticism, increasing the risk of self-harm. 

Therefore, psychiatric evaluation should include detailed assessment of the patient’s social 

interactions, emotional attachments, and recent interpersonal stressors (48). 

Financial Stress and Debt 

 Financial stress and debt are major psychosocial contributors to suicidal behaviour because 

economic instability affects emotional security, social functioning, family relationships, and future 

expectations. Persistent financial burden may lead to chronic worry, helplessness, shame, and 

hopelessness. Individuals facing severe debt or inability to meet financial responsibilities may 

experience overwhelming psychological distress (49). 

Debt-related stress may gradually impair coping mechanisms and increase vulnerability to depression, 

anxiety, substance abuse, and suicidal ideation. Financial crises may also lead to family conflict, social 

humiliation, and reduced self-worth. In semi-urban and rural populations, economic instability and 

limited employment opportunities may intensify emotional distress. Therefore, assessment of financial 
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condition and debt burden is important during psychiatric evaluation of attempted suicide patients, as 

unresolved economic stress may contribute to repeated suicidal behaviour (49). 

Academic and Occupational Stress 

 Academic and occupational stress are significant risk factors for suicidal behaviour because 

excessive expectations, competition, workload, and fear of failure can severely affect mental health. 

Students and working individuals may experience emotional pressure when they are unable to meet 

personal, family, or societal expectations. Continuous stress without adequate support may lead to 

hopelessness, frustration, and impaired coping ability (50). 

Social Isolation and Lack of Social Support 

 Social isolation and lack of social support are important contributors to suicidal behaviour 

because emotional connectedness and supportive relationships act as protective factors against 

psychological distress. Individuals who feel isolated, rejected, or unsupported may experience 

loneliness, hopelessness, and reduced ability to cope with stressful situations. Lack of social interaction 

may also delay identification of emotional problems and reduce opportunities for timely help (28). 

Socially isolated individuals may have fewer coping resources during periods of emotional crisis. They 

may also hesitate to discuss suicidal thoughts because of fear of judgement or rejection. In psychiatric 

patients, isolation often worsens depressive symptoms, anxiety, low self-esteem, and hopelessness 

(28). Strong social support from family, friends, and community can reduce suicidal risk by providing 

emotional reassurance, practical help, and encouragement for treatment. Therefore, assessment of 

social relationships and support systems is an essential component of suicide risk evaluation (28). 

Stressful Life Events 

 Stressful life events are significant precipitating factors for suicidal behaviour because they can 

overwhelm an individual’s emotional coping capacity. These events may be sudden or prolonged and 

often produce intense psychological distress, fear, helplessness, or hopelessness. The impact of 

stressful events varies depending on personality traits, emotional resilience, social support, and the 

presence of psychiatric illness (2). Acute stress may also trigger impulsive suicide attempts, especially 

in individuals with poor coping skills or underlying psychiatric morbidity (2). Therefore, assessment 

of recent life events is essential during psychiatric evaluation because these stressors often provide 

important insight into the immediate circumstances preceding the suicidal act (2). 

Domestic Violence and Abuse 

 Domestic violence and abuse are important psychosocial risk factors for suicidal behaviour 

because prolonged exposure to physical, emotional, verbal, or sexual abuse can severely affect mental 

health and self-esteem. Victims of abuse may experience fear, helplessness, humiliation, social 
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isolation, and emotional exhaustion. Continuous exposure to a hostile or unsafe home environment 

may lead to depression, anxiety, hopelessness, and suicidal ideation (51).  

Domestic abuse often remains hidden because of stigma, fear of retaliation, family pressure, or 

financial dependence. In many individuals, especially women, chronic abuse may produce feelings of 

entrapment and lack of control over life circumstances. Children and adolescents exposed to domestic 

violence may also develop long-term psychological vulnerability and maladaptive coping mechanisms 

(51). Psychiatric assessment of attempted suicide patients should therefore include careful inquiry 

regarding abuse, safety concerns, family relationships, and emotional trauma, as identification of 

violence is essential for treatment planning and prevention of repeated attempts (51). 

Chronic Medical Illnesses 

 Chronic medical illnesses can increase the risk of suicidal behaviour because persistent 

physical symptoms, disability, pain, and dependence on others may lead to emotional distress and 

hopelessness. Long-term illnesses may interfere with occupational functioning, social relationships, 

financial stability, and quality of life. Individuals suffering from chronic diseases may develop 

depression, anxiety, social withdrawal, and fear regarding the future (2). 

Previous Suicide Attempts 

 Previous suicide attempts are among the strongest predictors of future suicidal behaviour. 

Individuals who have attempted suicide in the past are at significantly higher risk of repeated attempts 

and completed suicide compared to the general population. A previous attempt may indicate underlying 

psychiatric illness, persistent emotional distress, poor coping mechanisms, or unresolved psychosocial 

problems (2). 

The risk of repetition is particularly high during the months following an attempt, especially if adequate 

psychiatric intervention is not provided. Some individuals may become more capable of engaging in 

suicidal behaviour after prior attempts because fear of self-harm decreases over time (2). Therefore, 

detailed history regarding the number, method, intent, circumstances, and outcome of previous 

attempts is essential in suicide risk assessment. Identification of prior suicidal behaviour helps 

clinicians determine future risk and plan preventive management strategies (2). 

Substance Abuse and Addiction 

 Substance abuse and addiction are strongly associated with suicidal behaviour because alcohol 

and psychoactive substances impair judgement, increase impulsivity, reduce inhibition, and worsen 

psychiatric symptoms. Individuals with substance dependence may experience social, occupational, 

financial, and interpersonal difficulties that contribute to emotional distress and suicidal ideation (52). 

Alcohol is one of the most commonly associated substances in attempted suicide because intoxication 

may increase aggression, emotional instability, and impulsive behaviour. Chronic substance use may 
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also lead to depression, hopelessness, family conflict, unemployment, and social isolation (52). In 

some patients, suicidal acts occur during intoxication without extensive planning, whereas others may 

use substances to reduce fear before attempting suicide. Therefore, assessment of substance use history 

is an important component of psychiatric evaluation in attempted suicide patients, as untreated 

addiction significantly increases the risk of repeated self-harm and suicide (52). 

Psychiatric Morbidity Associated with Attempted Suicide 

 Psychiatric morbidity is one of the most important contributors to suicidal behaviour. A 

significant proportion of individuals who attempt suicide are found to have underlying psychiatric 

disorders that affect mood, thought process, emotional regulation, judgement, and coping ability. These 

disorders may increase suicidal risk through hopelessness, impulsivity, emotional instability, social 

withdrawal, impaired reality testing, or substance dependence. Identification of psychiatric morbidity 

is therefore essential in understanding suicidal intent and planning appropriate intervention (2). 

Depression and Suicidal Behaviour 

 Depression is one of the most common psychiatric disorders associated with attempted suicide. 

It is characterized by persistent sadness, loss of interest, reduced energy, sleep disturbance, poor 

concentration, guilt, worthlessness, and hopelessness. Among these symptoms, hopelessness has a 

particularly strong association with suicidal behaviour because the individual may begin to believe 

that distress will never improve. Suicidal thoughts in depression may develop gradually and may 

progress from passive death wishes to active planning and attempts (2). 

Bipolar Disorder and Suicide 

 Bipolar disorder is strongly associated with suicidal behaviour because patients experience 

recurrent mood episodes involving depression, mania, hypomania, or mixed states. The risk of suicide 

is especially high during bipolar depression and mixed episodes, where depressive mood may coexist 

with agitation, impulsivity, irritability, and increased energy. This combination can increase the 

likelihood of acting on suicidal thoughts (53). 

Schizophrenia and Suicide Risk 

 Schizophrenia is a severe psychiatric disorder associated with increased suicide risk, 

particularly during early illness, relapse, post-hospitalization periods, and phases of insight into 

functional decline. Suicidal behaviour may occur due to depressive symptoms, command 

hallucinations, persecutory delusions, social withdrawal, stigma, unemployment, or fear about the 

future. Patients may also experience distress due to loss of functioning and reduced social acceptance 

(54). 

Suicide risk in schizophrenia should not be underestimated, even when psychotic symptoms appear 

controlled. Some patients may become suicidal when they gain awareness of illness-related limitations, 
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while others may act under the influence of hallucinations or delusional beliefs. Assessment should 

include psychotic symptoms, depressive features, treatment adherence, substance use, family support, 

and previous self-harm”. Long-term psychiatric follow-up and relapse prevention are essential to reduce 

suicidal risk (54). 

Anxiety Disorders and Suicide 

 Anxiety disorders are important psychiatric conditions associated with suicidal behaviour 

because persistent fear, excessive worry, panic symptoms, and emotional distress can significantly 

impair quality of life and coping ability. Individuals with severe anxiety may experience overwhelming 

psychological tension, hopelessness, helplessness, and fear regarding the future. When anxiety remains 

untreated or coexists with depression, the risk of suicidal ideation and attempts increases substantially 

(55). 

Patients with anxiety disorders may become suicidal when they feel unable to control their emotional 

suffering or daily functioning. Panic attacks, chronic apprehension, and severe social fear may produce 

feelings of helplessness and social withdrawal. Some individuals may also misuse alcohol or sedative 

substances to reduce anxiety, further increasing impulsive behaviour and suicide risk (55). Therefore, 

psychiatric evaluation of attempted suicide patients should include detailed assessment of anxiety 

symptoms, severity of distress, associated depressive features, and functional impairment to ensure 

early intervention and prevention of repeated suicidal behaviour (55). 

Substance Use Disorders and Suicide 

 Substance use disorders are strongly associated with suicidal behaviour because alcohol and 

psychoactive substances impair judgement, reduce inhibition, increase impulsivity, and worsen 

psychiatric symptoms. Chronic substance dependence may also lead to interpersonal conflict, 

occupational dysfunction, financial problems, social isolation, and emotional instability, all of which 

contribute to suicidal risk (52). 

Alcohol is commonly associated with attempted suicide because intoxication may facilitate impulsive 

self-harm during periods of emotional crisis. Substance abuse may also interfere with treatment 

adherence and reduce the individual’s ability to seek help appropriately. In many patients, suicidal acts 

occur under the influence of substances without extensive planning (52) 

Personality Disorders and Suicide 

 Personality disorders are associated with suicidal behaviour because maladaptive personality 

traits may impair emotional regulation, interpersonal functioning, stress tolerance, and impulse control. 

Individuals with personality disorders often experience unstable relationships, intense emotional 

reactions, fear of abandonment, low self-esteem, and difficulty coping with stress, which may 

contribute to recurrent suicidal ideation or self-harming behaviour (56). 
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Borderline personality traits are particularly associated with repeated suicide attempts and deliberate 

self-harm. Some patients may use suicidal behaviour as a response to emotional pain, interpersonal 

conflict, or perceived rejection. Personality dysfunction may also coexist with depression, substance 

abuse, or anxiety disorders, increasing the severity of suicidal risk. Therefore, assessment of 

personality traits and interpersonal behaviour is important in attempted suicide patients, especially 

those with recurrent self-harm or unstable emotional functioning (57). 

Adjustment Disorders and Suicidal Behaviour 

 Adjustment disorder is a stress-related psychiatric condition that develops when an individual 

experiences emotional or behavioural symptom in response to an identifiable life stressor. The distress 

produced is greater than expected for the situation and may interfere with social, occupational, or 

academic functioning. Suicidal behaviour may occur when the individual becomes unable to adapt 

effectively to stressful circumstances (58). However, the emotional distress can still be severe and 

clinically significant. Early psychiatric evaluation and supportive intervention are important because 

unresolved stress and poor coping may increase vulnerability to repeated suicidal behaviour or 

progression to more severe psychiatric disorders (59). 

Personality Dysfunction and Suicide 

 Personality dysfunction has an important role in suicidal behaviour because it affects emotional 

regulation, impulse control, interpersonal relationships, self-image, and coping capacity. Individuals 

with personality dysfunction may react intensely to rejection, conflict, criticism, failure, or 

abandonment. Such reactions may lead to sudden emotional crises, self-harming behaviour, or suicide 

attempts, especially when protective support systems are weak (56). 

Personality dysfunction may be present even when a formal personality disorder is not diagnosed. It 

is particularly relevant in patients with repeated attempts, low frustration tolerance, interpersonal 

problems, and impulsive self-harm. Therefore, assessment of personality traits helps in understanding 

suicidal intent, identifying long-term vulnerability, and planning psychiatric intervention, counselling, 

family involvement, and prevention of future attempts (60). 

Concept of Personality Dysfunction 

 Personality dysfunction refers to persistent disturbances in the way an individual perceives 

oneself, relates to others, regulates emotions, and responds to stress. It involves maladaptive patterns 

of thinking, feeling, behaviour, and interpersonal functioning that remain relatively stable over time 

and cause significant personal or social impairment (61). In the context of suicide, personality 

dysfunction is important because it may reduce coping capacity, intensify emotional reactions, and 

increase vulnerability to impulsive self-harming behaviour during stressful situations (61). 
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Personality dysfunction does not always mean the presence of a formal personality disorder, but it 

indicates clinically significant traits that may influence suicidal risk. Patients with such dysfunction 

may experience intense distress after rejection, criticism, family conflict, or perceived failure. 

Therefore, assessment of personality functioning is essential in attempted suicide patients, especially 

when suicidal acts are recurrent, impulsive, or closely related to interpersonal stressors (62). 

Personality Traits Associated with Suicide 

 Certain personality traits increase vulnerability to suicidal behaviour by influencing emotional 

regulation, coping ability, interpersonal functioning, and impulse control. These traits may not always 

indicate a formal personality disorder, but when persistent and maladaptive, they can significantly 

affect how individuals respond to stress, rejection, conflict, or psychological suffering. In attempted 

suicide patients, assessment of personality traits is important because these characteristics often 

influence suicidal intent, method of attempt, emotional reactivity, and risk of repetition (2). 

Personality traits associated with suicide are clinically important because they help in understanding 

long-term behavioural patterns rather than only the immediate suicidal act (2). 

Impulsivity 

 Impulsivity is one of the most important personality traits associated with suicidal behaviour. 

It refers to the tendency to act quickly without adequate thought regarding consequences. Individuals 

with high impulsivity may respond to emotional distress with sudden self-harming acts, especially 

during interpersonal conflict, intoxication, anger, or frustration. Impulsive suicide attempts are often 

unplanned and may occur during short periods of intense emotional disturbance (2). 

Aggression 

 Aggression is a personality trait characterized by anger, hostility, irritability, or destructive 

behaviour directed toward others or oneself. In suicidal behaviour, aggression may become self-

directed, leading to self-harm or suicide attempts during periods of emotional arousal. Aggressive traits 

may impair interpersonal relationships and increase conflict, rejection, and social stress (63). 

Aggression is commonly associated with substance use disorders, personality dysfunction, and mood 

instability. Individuals with aggressive traits may experience difficulty expressing emotions 

appropriately and may react intensely to criticism or frustration. This may contribute to impulsive 

suicidal behaviour, particularly during domestic disputes or interpersonal crises. Therefore, assessment 

of aggression is clinically important in understanding suicidal intent and behavioural risk (64). 

Hopelessness 

 Hopelessness is frequently observed in depression, chronic illness, social isolation, and 

prolonged psychosocial stress. Patients may begin to perceive suicide as the only solution to their 

suffering. Unlike impulsive behaviour, hopelessness may contribute to more planned and serious 
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suicide attempts. Therefore, careful assessment of hopelessness is necessary in all attempted suicide 

patients because it is strongly associated with future suicidal risk (2). 

Emotional Dysregulation 

Emotional dysregulation refers to difficulty in controlling and managing emotional responses 

appropriately. Individuals with emotional dysregulation may experience rapid mood changes, intense 

emotional reactions, and inability to tolerate distress. These emotional difficulties can contribute to 

suicidal behaviour during periods of interpersonal conflict, rejection, or psychological stress (65). 

This trait is commonly associated with personality dysfunction and repeated suicide attempts. 

Therefore, assessment of emotional regulation is important for understanding behavioural patterns and 

planning psychotherapy and emotional coping interventions (65). 

Negative Affectivity 

 Negative affectivity refers to a tendency to experience persistent negative emotions such as 

sadness, anxiety, anger, guilt, shame, and fear. Individuals with high negative affectivity often perceive 

situations more negatively and may react strongly to stress or criticism. This trait can increase 

vulnerability to depression, anxiety disorders, and suicidal ideation. 

Negative affectivity may impair social functioning and increase sensitivity to stressful life events. Such 

individuals may experience chronic dissatisfaction and emotional instability, leading to maladaptive 

coping strategies (66). 

Disinhibition 

 Disinhibition refers to reduced behavioural restraint and poor control over impulses, emotions, 

or actions. Individuals with disinhibition may engage in risky or self-destructive behaviour without 

considering consequences. This trait is closely associated with impulsive suicide attempts, substance 

use, aggression, and emotional instability (67). 

Disinhibited individuals may respond rapidly to emotional distress, especially during intoxication, 

anger, or interpersonal conflict. Suicidal acts in such patients may occur with little planning and may 

be influenced by environmental triggers. Therefore, evaluation of behavioural control and impulsive 

tendencies is important in identifying patients at risk for recurrent suicidal behaviour (68). 

Psychoticism 

 Psychoticism refers to personality features involving unusual perceptions, eccentric behaviour, 

suspiciousness, distorted thinking, or detachment from reality. Individuals with psychotic traits may 

experience impaired judgement, social withdrawal, mistrust, and difficulty interpreting reality 

accurately. These factors may increase vulnerability to suicidal behaviour, particularly during periods 

of severe emotional distress or psychotic symptoms (69). 



Review of Literature 

23 | P a g e  
 

Psychoticism may coexist with schizophrenia-spectrum disorders, severe personality dysfunction, or 

mood disorders with psychotic features. Suicidal behaviour may occur because of persecutory beliefs, 

emotional distress, command hallucinations, or impaired reality testing. Therefore, psychiatric 

assessment should include careful evaluation of thought content, perception, and psychotic symptoms 

to identify high-risk individuals and ensure appropriate treatment (70). 

DSM-5 Personality Trait Domains 

 The DSM-5 personality trait model describes maladaptive personality characteristics using 

dimensional trait domains rather than only categorical personality disorders. These domains help 

clinicians identify dysfunctional personality patterns that may contribute to emotional instability, 

interpersonal difficulties, maladaptive coping, and suicidal behaviour. In attempted suicide patients, 

assessment of these domains is clinically important because personality traits may influence suicidal 

intent, impulsivity, stress tolerance, and risk of repeated attempts (71). 

Personality Dysfunction and Repeated Suicide Attempts 

 Personality dysfunction is strongly associated with repeated suicide attempts because 

maladaptive personality traits may persist over time and interfere with emotional regulation, stress 

management, and interpersonal functioning. Individuals with personality dysfunction often struggle to 

cope with rejection, frustration, conflict, or emotional pain, increasing vulnerability to recurrent self-

harming behaviour. Repeated attempts may occur when underlying personality issues remain untreated 

despite medical management of previous suicidal acts (72). Such individuals may also experience 

persistent psychiatric symptoms, substance abuse, and poor treatment adherence. Therefore, 

assessment of personality dysfunction is essential in patients with recurrent suicidal behaviour because 

long-term psychiatric management and psychotherapy are often necessary to reduce future risk and 

improve emotional functioning (2). 

Personality Traits and Suicidal Intent 

 Personality traits significantly influence suicidal intent by affecting the way individuals 

perceive stress, regulate emotions, and respond to psychological suffering. Suicidal intent refers to the 

seriousness of the desire to die during a suicidal act. Certain maladaptive personality traits may 

increase the likelihood of high-intent or impulsive suicide attempts depending on the emotional state 

and coping ability of the individual. 

Individuals with hopelessness and chronic emotional distress may develop carefully planned suicide 

attempts with stronger intent to die. In contrast, highly impulsive individuals may engage in sudden 

suicidal behaviour during acute emotional crises without prolonged planning. Personality traits may 

also influence method selection, lethality of attempt, rescue possibility, and future suicidal risk. 
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Therefore, assessment of personality traits is important in understanding the psychological meaning of 

the suicidal act and identifying patients at greater risk for severe or repeated suicidal behaviour (2). 

Suicidal Intent 

 Suicidal intent refers to the seriousness and strength of an individual’s wish to die during a 

suicidal act. It includes the person’s thoughts, planning, expectation of death, choice of method, and 

efforts to avoid rescue. In attempted suicide, assessment of suicidal intent is essential because the 

physical severity of the attempt may not always reflect the actual desire to die. 

Suicidal intent is central to psychiatric evaluation because it helps differentiate impulsive, ambivalent, 

and highly planned attempts. A patient with high intent may require close observation, intensive 

psychiatric care, and structured follow-up, while even low-intent attempts still need proper assessment 

because they may reflect underlying psychiatric illness, personality dysfunction, or psychosocial 

stress. Therefore, suicidal intent should be assessed carefully in every attempted suicide patient to 

guide risk assessment, treatment planning, and prevention of future attempts (2). 

Definition of Suicidal Intent 

 Suicidal intent refers to the degree to which an individual wishes, expects, or plans to die as a 

result of a self-harming act. It reflects the seriousness of the person’s desire for death at the time of the 

attempt. Suicidal intent is not determined only by the physical severity of the act, because even an 

apparently less lethal attempt may be associated with a strong wish to die if the individual believed the 

act would be fatal (2). In psychiatry, suicidal intent is a central concept because it helps differentiate 

accidental self-harm, non-suicidal self-injury, impulsive attempts, and serious suicide attempts. 

Assessment of intent provides important information about risk, motivation, planning, and future 

vulnerability (2). Therefore, every patient presenting with attempted suicide should be evaluated for 

suicidal intent along with psychiatric morbidity, personality traits, psychosocial stressors, and available 

support systems (2). 

Importance of Assessing Suicidal Intent 

 Assessment of suicidal intent is essential in patients with attempted suicide because it helps 

determine the seriousness of the attempt and the risk of future suicidal behaviour. Physical injury alone 

may not accurately reflect the psychological seriousness of the act. Some patients may survive a highly 

intended attempt due to early rescue, while others may use a less lethal method during an impulsive 

crisis. Therefore, intent assessment adds clinical depth to suicide risk evaluation (73). 

Suicidal intent assessment also helps clinicians identify whether the act was impulsive, planned, 

ambivalent, or strongly death-oriented. This information is important for treatment decisions, safety 

planning, and prevention of repeated attempts. In tertiary care psychiatry, structured evaluation of 
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intent allows better identification of vulnerable patients who require urgent psychiatric intervention 

and long-term follow-up (2). 

Components of Suicidal Intent 

 Suicidal intent is made up of several psychological and behavioural components that together 

indicate the seriousness of the attempt. It includes the person’s wish to die, planning, preparation, 

expectation of fatality, and actions taken to prevent rescue. These components help clinicians 

understand whether the attempt was impulsive, ambivalent, or clearly intended to result in death (2). 

A patient who plans the act carefully, chooses an isolated place, uses a lethal method, and avoids rescue 

usually has higher suicidal intent. In contrast, a patient who acts suddenly during emotional distress 

and seeks help immediately may have lower intent, although the attempt still requires serious 

evaluation. Understanding these components is important because they provide insight into the 

psychological meaning of the act and help predict future risk (74). 

High Intent versus Low Intent Attempts 

 High intent and low intent suicide attempts differ in the degree of desire to die, planning, 

lethality, and efforts to avoid rescue. High intent attempts usually involve strong determination to die, 

careful preparation, use of a dangerous method, and reduced chance of discovery. Low intent attempts 

may occur during emotional crisis with ambivalence, limited planning, or expectation of rescue, but 

they should still be considered clinically significant (2). 

The distinction between high and low intent is useful for risk assessment, but it should not lead to 

neglect of any suicide attempt. Even low intent attempts may be associated with psychiatric illness, 

emotional dysregulation, personality dysfunction, or psychosocial stressors. Therefore, all patients 

require careful psychiatric evaluation, safety planning, family involvement, and follow-up care (2). 

Suicidal Intent and Risk of Future Suicide 

 Suicidal intent is closely related to the risk of future suicide because it reflects the seriousness 

of the individual’s wish to die during the attempt. Patients with high suicidal intent are more likely to 

have persistent suicidal ideation, severe psychiatric morbidity, hopelessness, poor social support, and 

risk of repeated attempts. Previous attempts with strong intent are particularly important warning signs 

in clinical practice (2). 

Future suicide risk is not determined by intent alone, but intent is a major clinical marker. A patient 

who regrets survival, continues to express death wishes, or remains exposed to unresolved stressors 

requires close monitoring and urgent psychiatric care. Assessment of suicidal intent therefore helps 

clinicians identify patients who need intensive intervention, structured follow-up, and relapse 

prevention strategies (2). 
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Factors Influencing Suicidal Intent 

 Suicidal intent is influenced by multiple psychiatric, psychological, personality-related, and 

social factors. The strength of intent may increase when the individual experiences hopelessness, 

severe depression, psychosis, substance intoxication, chronic stress, or poor family support. 

Personality traits such as impulsivity, emotional instability, aggression, and negative affectivity may 

also influence the nature and seriousness of the attempt (2). 

Important factors influencing suicidal intent include: 

Methods of Attempted Suicide 

 Methods of attempted suicide refer to the means used by an individual to carry out self-harming 

behaviour with some degree of intent to die. The selected method often reflects availability, 

impulsivity, planning, perceived lethality, cultural background, occupation, and surrounding 

environment. In attempted suicide patients, the method used provides important clinical information 

about suicidal intent, medical seriousness, rescue possibility, and future risk (2). 

Poisoning 

 Poisoning is one of the most common methods of attempted suicide, particularly in rural and 

semi-urban regions where toxic substances are easily available. It may involve ingestion of pesticides, 

household chemicals, plant poisons, or other harmful agents. The choice of poisoning is often 

influenced by accessibility, impulsivity, lack of awareness regarding lethality, and acute emotional 

distress. In many patients, poisoning occurs during sudden interpersonal conflict, financial stress, or 

family disputes (75). 

Poisoning attempts may vary from mild to life-threatening depending on the substance, quantity 

consumed, delay in treatment, and associated medical complications. Psychiatric assessment is 

essential after medical stabilization because the act may reflect depression, impulsivity, substance use, 

personality dysfunction, or severe psychosocial stress. Preventive measures include restricting access 

to toxic agents, safe storage practices, family supervision, and early psychiatric intervention (76). 

Hanging 

 Hanging is a highly lethal method of suicidal behaviour and is more commonly associated with 

strong suicidal intent compared to some other methods. It involves suspension of the body or neck 

compression leading to airway obstruction, vascular compromise, and rapid medical deterioration. 

Although hanging often results in completed suicide, some individuals survive due to early discovery, 

incomplete suspension, or timely medical intervention. 

In attempted hanging, psychiatric evaluation should carefully assess planning, intent, circumstances, 

rescue possibility, and mental state before the act. Such attempts may be associated with depression, 

hopelessness, psychosis, alcohol use, or intense interpersonal conflict. Survivors require both medical 



Review of Literature 

27 | P a g e  
 

and psychiatric care because the method suggests significant risk. Family counselling, close 

observation, and structured follow-up are important to prevent repetition (77). 

Drug Overdose 

 Drug overdose refers to intentional consumption of medication in quantities greater than 

prescribed or medically safe. It is commonly seen in attempted suicide because medicines are often 

available at home or obtained through treatment for physical or psychiatric illness. “Overdose may 

involve sedatives, antidepressants, analgesics, antipsychotics, anticonvulsants, or multiple drugs taken 

together. The act may be impulsive or planned, depending on the patient’s emotional state and access 

to medication (78). 

Burns and Self-Immolation 

 Burns and self-immolation represent severe and highly distressing methods of attempted 

suicide. These methods involve intentional exposure to fire, flames, or inflammable substances and 

are associated with intense pain, disfigurement, disability, prolonged hospitalization, and high 

mortality. Self-immolation may occur in situations of extreme emotional distress, domestic conflict, 

marital disharmony, humiliation, or perceived helplessness (2). 

Self-Inflicted Injuries 

Self-inflicted injuries include deliberate physical harm caused by cutting, stabbing, blunt 

trauma, jumping, or other direct injury to the body. These acts may occur with suicidal intent, non-

suicidal intent, or unclear motivation. The seriousness depends on the site of injury, depth, method 

used, planning, and expectation of death. Some patients may injure themselves impulsively during 

emotional distress, while others may use violent methods with clear intent to die (21). 

Factors Influencing Choice of Method 

The choice of method in attempted suicide is influenced by availability, cultural background, 

knowledge of lethality, impulsivity, psychiatric state, gender, occupation, and environmental 

circumstances. Individuals often choose methods that are easily accessible at the time of crisis. In 

agricultural settings, pesticides may be common, while in homes, medications or household chemicals 

may be used. More lethal methods may be selected when suicidal intent is stronger or planning is 

greater (79). 

Assessment of Attempted Suicide 

Assessment of attempted suicide is a systematic clinical and psychiatric process used to 

understand the medical seriousness, suicidal intent, mental state, psychosocial background, and future 

risk of the patient. It should begin with emergency stabilization and continue with detailed psychiatric 

evaluation after the patient is medically fit for interview. The assessment must be supportive, 

confidential, and non-judgmental so that the patient can express distress openly (80). 
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A complete assessment should not focus only on the act or physical injury. Many patients survive 

because of early rescue rather than low intent. Therefore, clinicians must assess planning, method, 

precautions against discovery, previous attempts, psychiatric morbidity, substance use, and protective 

factors. This approach helps in deciding admission, treatment, counselling, family intervention, safety 

planning, and prevention of future attempts (81). 

Clinical Assessment 

 Clinical assessment is the first step in evaluating a patient after an attempted suicide. It begins 

with stabilization of physical condition, identification of the method used, severity of injury, time since 

attempt, and immediate medical complications. The clinician must obtain a clear history from the 

patient, relatives, and available records while maintaining a non-judgmental and supportive approach 

(80). 

Clinical assessment should not end after physical stabilization. The patient’s mental state, suicidal 

intent, previous attempts, substance use, and psychosocial background must also be explored. A 

compassionate interview helps build trust and allows the patient to disclose distress more openly. This 

assessment provides the foundation for psychiatric referral, risk evaluation, safety planning, and 

prevention of repeated attempts (31). 

Psychiatric Evaluation 

Psychiatric evaluation is essential in attempted suicide because many patients have underlying 

mental disorders, emotional distress, personality dysfunction, or substance-related problems. The 

evaluation should identify current psychiatric symptoms, past history of mental illness, treatment 

adherence, family history, and the psychological state before the attempt. It should also explore 

whether the act was impulsive, planned, ambivalent, or strongly intended to cause death (31). 

Mental Status Examination 

Mental status examination is a structured clinical assessment of the patient’s current 

psychological functioning. It helps identify disturbances in appearance, behaviour, speech, mood, 

thought, perception, cognition, insight, and judgement. In attempted suicide patients, mental status 

examination is particularly important because suicidal ideation, hopelessness, psychosis, agitation, 

intoxication, or impaired judgement may indicate ongoing risk (82). 

Risk Assessment in Suicide Attempts 

Risk assessment is a systematic process used to estimate the likelihood of future suicidal 

behaviour. It involves evaluating current suicidal thoughts, intent, planning, access to lethal means, 

previous attempts, psychiatric illness, substance use, personality traits, and available support. The aim 

is not only to classify risk but to identify modifiable factors that can be addressed through treatment 

and safety planning (82). 
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Risk assessment should also include protective factors such as family support, willingness for 

treatment, religious beliefs, future goals, and responsibility toward dependents. A patient with multiple 

risk factors and few protective factors requires close observation and urgent psychiatric care. Risk 

assessment must be dynamic, as the level of risk may change with treatment, stressors, family response, 

and clinical improvement (83). 

Assessment of Psychosocial Stressors 

Assessment of psychosocial stressors is necessary because attempted suicide often occurs in 

response to identifiable life difficulties. These stressors may include family conflict, marital problems, 

financial burden, academic failure, occupational stress, domestic violence, social isolation, chronic 

illness, or recent loss. Understanding these factors helps explain the context in which the suicidal act 

occurred (2). 

Psychosocial assessment should include both immediate triggers and long-standing difficulties. Some 

patients may attempt suicide after a recent argument, while others may have prolonged unresolved 

stress. This evaluation helps in planning counselling, family intervention, social support, and crisis 

management. Addressing psychosocial stressors is essential because untreated environmental 

problems may increase the risk of repeated suicidal behaviour (84). 

Assessment of Personality Dysfunction 

Assessment of personality dysfunction is important in attempted suicide patients, especially 

when there is impulsivity, emotional instability, repeated self-harm, interpersonal conflict, or poor 

coping. Personality dysfunction may influence the way an individual reacts to stress, perceives 

rejection, regulates emotions, and makes decisions during crisis situations. It may also affect suicidal 

intent and future risk (2). 

Beck’s Suicide Intent Scale 

 

Figure 2: Beck’s Suicide Intent Scale 
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Beck’s Suicide Intent Scale is a structured psychiatric assessment tool used to evaluate the 

seriousness of intent behind a suicide attempt. It was developed to assess the patient’s expectation of 

death, degree of planning, precautions against rescue, and psychological attitude during the suicidal 

act. The scale is widely used in clinical psychiatry because suicidal intent cannot be judged solely on 

the basis of physical injury or medical severity. 

The scale evaluates both objective circumstances of the attempt and subjective thoughts of the patient 

at the time of the act. Higher scores are generally associated with stronger suicidal intent, greater 

planning, and increased future suicide risk. In attempted suicide patients, Beck’s Suicide Intent Scale 

is clinically useful for risk assessment, psychiatric management, follow-up planning, and suicide 

prevention strategies (81). 

Introduction to Beck’s Suicide Intent Scale 

 Beck’s Suicide Intent Scale is a structured clinical tool developed to assess the seriousness of 

intention behind a suicide attempt. It helps clinicians understand whether the individual genuinely 

intended to die or whether the act occurred with ambivalence, impulsivity, or low expectation of 

fatality. The scale was designed by Aaron T. Beck and colleagues and is widely used in psychiatric 

assessment of attempted suicide patients (4). 

The scale is particularly valuable because the medical severity of an attempt does not always 

correspond with the actual wish to die. Some patients may survive highly intended attempts due to 

timely rescue, while others may engage in less lethal acts impulsively. Therefore, Beck’s Suicide Intent 

Scale provides a systematic method for understanding the psychological seriousness of suicidal 

behaviour and helps guide psychiatric management and risk assessment (81). 

Components of the Scale 

 Beck’s Suicide Intent Scale contains items that evaluate both the circumstances surrounding 

the suicidal act and the patient’s subjective expectations and thoughts at the time of the attempt. The 

scale assesses planning, precautions against rescue, communication before the act, and the individual’s 

belief regarding the likelihood of death (4). 

These components help clinicians determine whether the suicide attempt was impulsive, ambivalent, 

or strongly death-oriented. Objective circumstances of the act are considered along with the patient’s 

internal psychological state. This comprehensive approach improves understanding of suicidal intent 

and allows more accurate evaluation of future suicide risk. The scale is therefore an important tool in 

psychiatric assessment and research involving attempted suicide patients (2). 

Scoring System 

 Beck’s Suicide Intent Scale uses a numerical scoring method to quantify the severity of suicidal 

intent. Each item on the scale is assigned a score based on the seriousness of the patient’s behaviour, 
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planning, expectations, and expressed desire to die. Higher scores indicate stronger suicidal intent and 

greater psychological seriousness of the attempt. 

The scoring process requires careful clinical interviewing and accurate understanding of the 

circumstances surrounding the attempt. Patients may sometimes minimize or deny intent because of 

shame, fear, or family pressure, making clinical judgement important during administration of the 

scale. A structured scoring system improves consistency in assessment and allows comparison between 

patients in clinical and research settings. Therefore, Beck’s Suicide Intent Scale is useful for 

standardized evaluation of suicidal behaviour (85). 

Interpretation of Scores 

 Interpretation of scores in Beck’s Suicide Intent Scale helps classify the seriousness of suicidal 

intent and estimate future suicidal risk. Lower scores generally indicate less severe or more impulsive 

attempts, whereas higher scores suggest stronger intention to die, greater planning, and more 

dangerous suicidal behaviour. The interpretation should always be combined with psychiatric 

evaluation and psychosocial assessment (2). 

Clinical Utility of Beck’s Suicide Intent Scale 

 Beck’s Suicide Intent Scale has important clinical utility in psychiatry because it provides a 

structured and reliable method for evaluating suicidal intent in attempted suicide patients. It assists 

clinicians in identifying individuals at high risk for repeated attempts and helps guide decisions 

regarding admission, observation, treatment intensity, and follow-up planning (2). 

The scale also improves communication among healthcare professionals by providing objective 

documentation of suicidal intent. In research settings, it allows comparison of suicidal behaviour across 

patient groups and helps study associations between intent, psychiatric morbidity, personality 

dysfunction, and psychosocial stressors. Therefore, Beck’s Suicide Intent Scale remains a valuable tool 

in both clinical psychiatry and suicide research for improving understanding and prevention of suicidal 

behaviour (2). 

DSM-5 and Assessment of Psychiatric Morbidity 

 DSM-5 is an important diagnostic framework used in psychiatry to identify and classify mental 

disorders in a structured manner. In patients with attempted suicide, it helps detect underlying 

psychiatric morbidity such as depression, bipolar disorder, schizophrenia, anxiety disorders, substance 

use disorders, adjustment disorders, and personality disorders. This is clinically important because 

suicidal behaviour is often a manifestation of untreated or poorly controlled psychiatric illness (86). 

DSM-5 does not assess suicidal intent by itself, but it supports a comprehensive psychiatric evaluation 

by identifying mental disorders and personality dysfunction that may contribute to suicidal behaviour. 

When combined with clinical interview, mental status examination, psychosocial assessment, and 
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Beck’s Suicide Intent Scale, DSM-5 improves diagnostic clarity and helps plan appropriate 

management for prevention of future suicide attempts (86). 

Overview of DSM-5 

 DSM-5, the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, is a standard 

classification system used by mental health professionals for diagnosing psychiatric disorders. It 

provides organized diagnostic criteria for conditions related to mood, anxiety, psychosis, substance 

use, personality, trauma, and other mental health problems. In attempted suicide patients, DSM-5 helps 

the clinician identify underlying psychiatric morbidity that may have contributed to suicidal behaviour 

(87). 

DSM-5 does not diagnose suicide as a disorder by itself, but it helps identify disorders commonly 

associated with suicidal thoughts and attempts. These include depressive disorders, bipolar disorder, 

schizophrenia spectrum disorders, anxiety disorders, substance use disorders, adjustment disorders, 

and personality disorders. Therefore, DSM-5 is useful in structuring psychiatric evaluation, improving 

diagnostic accuracy, and planning appropriate management in attempted suicide patients (86). 

DSM-5 Diagnostic Criteria in Suicide Assessment 

 DSM-5 diagnostic criteria are important in suicide assessment because suicidal behaviour often 

occurs in association with diagnosable psychiatric disorders. The criteria help clinicians evaluate 

symptoms systematically rather than relying only on patient complaints or immediate stressors. This 

is especially important because suicidal behaviour may be the presenting feature of depression, bipolar 

disorder, psychosis, substance use, or personality pathology (86). 

Use of DSM-5 criteria helps differentiate normal emotional reactions from clinically significant 

psychiatric illness. It also assists in identifying comorbidity, which is common among attempted 

suicide patients and may increase the severity of risk (86). A structured diagnostic approach supports 

decisions regarding admission, medication, psychotherapy, substance use intervention, and follow-up 

care. Thus, DSM-5 diagnostic criteria strengthen suicide assessment by linking suicidal behaviour with 

treatable psychiatric conditions (86). 

DSM-5 Personality Inventory 

 The DSM-5 Personality Inventory is used to assess maladaptive personality traits that may 

affect emotional regulation, interpersonal functioning, impulse control, and coping ability. It is 

especially useful in attempted suicide patients because personality dysfunction may influence suicidal 

intent, repeated attempts, and response to psychosocial stress. The inventory evaluates personality 

traits dimensionally, allowing clinicians to understand patterns of functioning beyond categorical 

diagnoses (88). 
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Assessment through DSM-5 personality trait domains helps identify long-standing vulnerabilities that 

may not be fully explained by mood or anxiety symptoms. For example, impulsivity may contribute 

to sudden attempts, while negative affectivity may increase persistent suicidal thoughts. Therefore, the 

DSM-5 Personality Inventory provides valuable information for risk assessment, psychotherapy 

planning, and prevention of repeated suicidal behaviour (71). 

Role of DSM-5 in Identifying Personality Dysfunction 

 DSM-5 plays an important role in identifying personality dysfunction by focusing on 

impairments in self-functioning, interpersonal relationships, emotional regulation, and maladaptive 

personality traits. In attempted suicide patients, such dysfunction may contribute to impulsive acts, 

recurrent self-harm, unstable relationships, poor coping, and intense reactions to rejection or conflict. 

Identifying personality dysfunction helps clinicians understand why some patients repeatedly attempt 

suicide despite treatment of immediate stressors. It also helps distinguish enduring maladaptive 

patterns from temporary crisis reactions (72). This information is useful for planning long-term 

interventions such as psychotherapy, emotional regulation training, family counselling, and structured 

follow-up. Therefore, DSM-5 assessment contributes significantly to comprehensive evaluation of 

suicidal behaviour (72). 

Management of Attempted Suicide 

 Management of attempted suicide requires a multidisciplinary approach involving emergency 

medical care, psychiatric evaluation, crisis intervention, psychological support, and long-term follow-

up. The primary aim is to save life, stabilize the patient medically, identify underlying psychiatric and 

psychosocial factors, and prevent future suicidal behaviour. Every suicide attempt should be treated 

seriously irrespective of the method used or apparent severity because even impulsive attempts may 

indicate significant psychological distress (89). 

Management should continue beyond immediate stabilization because suicidal risk may persist after 

discharge. Comprehensive care must include assessment of suicidal intent, psychiatric morbidity, 

personality dysfunction, substance use, psychosocial stressors, and family support. Early intervention, 

therapeutic communication, counselling, and regular psychiatric follow-up are essential for reducing 

recurrence and improving long-term mental health outcomes (3). 

Emergency Medical Management 

 Emergency medical management is the first priority in patients presenting with attempted 

suicide because many methods of self-harm may result in life-threatening complications. The primary 

aim is stabilization of airway, breathing, circulation, and treatment of acute medical emergencies 

before psychiatric evaluation is initiated. Management depends on the method used, severity of injury, 

time since attempt, and associated complications (22). 
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Patients with poisoning may require gastric decontamination, antidotes, or ventilatory support, 

whereas hanging and burn injuries may need specialized emergency care. Along with physical 

treatment, healthcare providers should maintain a calm and non-judgmental approach because patients 

are often emotionally distressed after survival. Family members should also receive appropriate 

guidance and reassurance. Once the patient becomes medically stable, psychiatric referral should be 

arranged promptly for detailed suicide assessment and prevention planning (90). 

Psychiatric Intervention 

 Psychiatric intervention is essential in attempted suicide because many patients have 

underlying psychiatric disorders, emotional distress, personality dysfunction, or unresolved 

psychosocial stressors. The purpose of psychiatric management is to identify mental illness, reduce 

suicidal risk, improve coping ability, and prevent future attempts. Intervention should begin as early 

as possible after medical stabilization (91). 

Important components of psychiatric intervention include: 

Psychiatric treatment may involve medication, psychotherapy, supportive counselling, behavioural 

interventions, and social rehabilitation depending on the patient’s diagnosis and psychosocial 

condition. Establishing therapeutic rapport is important because many patients may feel guilt, shame, 

hopelessness, or fear after the attempt. Continuous follow-up is necessary because suicidal risk may 

persist even after immediate crisis resolution. Therefore, psychiatric intervention plays a central role 

in long-term recovery and suicide prevention (92). 

Crisis Intervention 

 Crisis intervention is a short-term therapeutic approach aimed at helping individuals manage 

acute emotional distress following a suicidal crisis. It focuses on reducing immediate psychological 

instability, improving coping skills, and restoring emotional balance. Crisis intervention is particularly 

important in attempted suicide patients because the act often occurs during periods of overwhelming 

stress, impulsivity, or emotional breakdown (93). 

The intervention should be empathetic, supportive, and focused on the patient’s immediate needs rather 

than blame or criticism. Clinicians should help the patient identify triggers, available support, coping 

mechanisms, and alternatives to self-harm. Involving family members appropriately may improve 

supervision and emotional support after discharge. Effective crisis intervention can reduce suicidal 

ideation, strengthen coping capacity, and promote engagement with ongoing psychiatric treatment 

(74). 

Counselling and Psychotherapy 

 Counselling and psychotherapy are essential components in the management of attempted 

suicide because they help patients understand emotional distress, improve coping ability, resolve 
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interpersonal conflicts, and reduce future suicidal risk. Many patients experience hopelessness, guilt, 

anxiety, emotional instability, or difficulty handling stress after a suicide attempt. Psychological 

intervention provides emotional support and promotes healthier ways of dealing with crises (2). 

Different therapeutic approaches may be used depending on the patient’s psychiatric condition and 

personality characteristics. Supportive psychotherapy, cognitive behavioural therapy, dialectical 

behaviour therapy, and family counselling are commonly useful in suicidal patients. Therapy should 

be empathetic, non-judgmental, and individualized according to the patient’s emotional needs and 

psychosocial background (94). Long-term psychotherapy is particularly beneficial in patients with 

personality dysfunction, recurrent self-harm, emotional dysregulation, or persistent psychosocial 

stressors. Therefore, counselling and psychotherapy play a major role in recovery and prevention of 

repeated suicide attempts (94). 

Pharmacological Management 

 Pharmacological management is important in attempted suicide patients when underlying 

psychiatric disorders such as depression, bipolar disorder, schizophrenia, anxiety disorders, or 

substance use disorders are identified. Medications help reduce psychiatric symptoms, emotional 

instability, psychosis, anxiety, and impulsivity, thereby decreasing suicidal vulnerability. Drug 

treatment should always be combined with psychiatric monitoring and psychosocial intervention (2). 

Medication selection should be individualized according to diagnosis, suicidal risk, previous treatment 

response, and medical condition. Careful monitoring is necessary because some patients may misuse 

medication during emotional crises. Family supervision and limited dispensing of medicines may be 

required in high-risk individuals (95).  

Family Intervention and Rehabilitation 

 Family intervention is an important aspect of management because family members often play 

a major role in emotional support, supervision, treatment adherence, and rehabilitation after a suicide 

attempt. Many patients experience interpersonal conflict, misunderstanding, criticism, neglect, or lack 

of communication within the family environment, which may contribute to suicidal behaviour. 

Therefore, involving the family can improve recovery and reduce future risk (96). 

Follow-Up and Prevention of Repeat Attempts 

 Follow-up care is essential after a suicide attempt because the risk of repeated suicidal 

behaviour remains high, particularly during the weeks and months following discharge. Many patients 

continue to experience psychiatric symptoms, emotional distress, hopelessness, or unresolved 

psychosocial stressors even after initial treatment. Regular psychiatric follow-up helps identify early 

warning signs and ensures continuity of care (97). 
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Patients with previous suicide attempts, severe psychiatric illness, substance abuse, personality 

dysfunction, or poor family support require especially close monitoring. Follow-up visits also provide 

opportunities to reinforce coping skills, improve insight, and encourage help-seeking behaviour during 

future crises (96). Suicide prevention should be viewed as a continuous process rather than a single 

intervention after the attempt. Therefore, structured long-term follow-up plays a major role in reducing 

recurrence and improving psychological well-being (96). 

Suicide Prevention 

Suicide prevention is a comprehensive process aimed at reducing suicidal thoughts, suicide attempts, 

and completed suicide through early identification, timely treatment, social support, and restriction of 

access to lethal means (2). It requires coordinated efforts from psychiatry, emergency medicine, 

primary healthcare, family members, educational institutions, community workers, and public health 

systems. Prevention is especially important in attempted suicide patients because a previous attempt 

is a major risk factor for future suicidal behaviour (2). 

Suicide prevention should not be limited to hospital treatment after an attempt. It must include mental 

health education, stigma reduction, crisis support, family involvement, counselling, medication when 

required, and regular follow-up. In semi-urban areas, strengthening community awareness and 

improving access to psychiatric services are particularly important for reducing suicide risk. 

Identification of High-Risk Individuals 

 Identification of high-risk individuals is the first and most important step in suicide prevention. 

Many patients who attempt suicide show warning signs before the act, but these may be missed due to 

stigma, poor communication, or lack of awareness. High-risk individuals may present with psychiatric 

illness, previous suicide attempts, hopelessness, substance abuse, personality dysfunction, severe 

psychosocial stressors, or lack of family support (24). 

Early Psychiatric Intervention 

 Early psychiatric intervention is essential for reducing suicidal behaviour because many risk 

factors are treatable when identified promptly. Patients with depression, bipolar disorder, 

schizophrenia, anxiety disorders, substance use disorders, adjustment disorders, or personality 

dysfunction require timely assessment and management. Delay in treatment may worsen hopelessness, 

impulsivity, emotional instability, and suicidal intent (2). 

Early intervention helps reduce acute distress, improve insight, strengthen coping ability, and prevent 

repeated attempts. It also provides an opportunity to address psychosocial stressors such as family 

conflict, academic problems, occupational stress, financial burden, or relationship difficulties. In 

tertiary care settings, early psychiatric referral after medical stabilization is necessary because 

untreated psychiatric morbidity may significantly increase the risk of future suicide attempts (98). 
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Community Mental Health Approaches 

 Community mental health approaches are important in suicide prevention because many 

individuals at risk may not seek hospital-based psychiatric care due to stigma, distance, financial 

limitations, or lack of awareness. Community-based strategies aim to identify vulnerable individuals 

early, provide accessible mental health support, and reduce social barriers to treatment. These 

approaches are especially relevant in rural and semi-urban areas (99). 

Community mental health programs help shift suicide prevention from hospital-based response to early 

detection and support within society. Teachers, health workers, family members, and local leaders can 

play a role in identifying warning signs and encouraging treatment. Such approaches improve help-

seeking behaviour, reduce isolation, and create supportive environments for individuals experiencing 

psychological distress. 

Role of Family and Social Support 

 Family and social support play a major protective role in suicide prevention because emotional 

support, supervision, understanding, and healthy interpersonal relationships help individuals cope with 

psychological distress. Supportive families and social networks can reduce feelings of loneliness, 

hopelessness, rejection, and helplessness, which are commonly associated with suicidal behaviour. In 

patients with attempted suicide, family involvement is essential for emotional recovery and prevention 

of repeated attempts (100). 

Restriction of Access to Lethal Means 

 Restriction of access to lethal means is an effective suicide prevention strategy because many 

suicide attempts occur impulsively during periods of acute emotional distress. Limiting immediate 

access to highly dangerous methods can reduce the likelihood of fatal outcomes and provide time for 

emotional crisis to subside or for intervention to occur (101). 

In agricultural communities, pesticide poisoning is a common method of attempted suicide because 

toxic agents are often easily available at home. Therefore, secure storage and regulated access to 

pesticides can significantly reduce suicide risk. Restriction of lethal means should always be combined 

with psychiatric care, counselling, and family supervision because access control alone cannot address 

underlying psychological distress. However, it remains an important public health strategy in reducing 

suicide mortality (101).  

Suicide Prevention Strategies in India 

 Suicide prevention strategies in India focus on improving mental health awareness, 

strengthening psychiatric services, reducing stigma, and addressing social determinants associated 

with suicidal behaviour. India has a high burden of suicide, particularly among young adults, students, 
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farmers, and individuals experiencing psychosocial stress. National efforts aim to improve early 

identification and access to mental healthcare services (5). 

Role of Tertiary Care Centres in Suicide Prevention 

 Tertiary care centres play an important role in suicide prevention because they provide 

specialized emergency, psychiatric, medical, and rehabilitative services for high-risk individuals. 

Patients presenting after suicide attempts often require multidisciplinary management involving 

emergency medicine, psychiatry, toxicology, critical care, psychology, and social work services (102). 

Tertiary care hospitals also contribute to suicide prevention through research, training, public 

awareness programs, and development of standardized treatment protocols. They are important referral 

centres for severe psychiatric illness, complicated poisoning cases, repeated suicide attempts, and 

patients requiring long-term psychiatric management. In addition, tertiary care centres help identify 

epidemiological patterns and psychosocial correlates of suicidal behaviour, thereby contributing to 

improved preventive strategies and mental health policy planning (102). 

Need for the Present Study 

 The increasing burden of attempted suicide has emerged as an important psychiatric and public 

health concern, particularly in semi-urban populations where psychosocial stressors, stigma related to 

mental illness, and limited access to specialized psychiatric services continue to affect early 

identification and treatment”. Attempted suicide is often associated with underlying psychiatric 

morbidity, personality dysfunction, emotional distress, family conflict, substance abuse, and 

socioeconomic difficulties. Despite this, many patients receive only emergency medical care without 

detailed psychiatric evaluation. 

Research Studies 

Nguyen N et al. (2026) Analyzed suicide mortality among adolescents and young adults aged 

10–24 years in the Americas using WHO Global Health Estimates from 2000 to 2021. “The study 

demonstrated increasing suicide mortality trends in several countries, especially among late 

adolescents and young males. Family conflicts, academic pressure, substance abuse, social isolation, 

poor emotional support, and psychiatric illnesses were identified as major psychosocial correlates 

contributing to suicidal behaviour. Depression, anxiety disorders, impulsivity, and emotional distress 

were commonly associated with suicide attempts in young individuals. Socioeconomic inequalities 

and poor accessibility to mental healthcare further increased vulnerability to suicidal behaviour. The 

authors emphasized that suicidal behaviour develops through complex interactions between 

psychological distress and environmental stressors. Early identification of high-risk individuals, 

strengthening mental health awareness programs, and improving accessibility to counselling and 
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psychiatric services were recommended to reduce suicide-related mortality and improve prevention 

strategies among young populations (9). 

Meda N et al. (2025) Conducted a systematic review and meta-analysis across 71 countries 

over 122 years to evaluate global suicide underreporting. The study revealed that the actual burden of 

suicide is substantially underestimated because of social stigma, religious beliefs, legal concerns, and 

inaccuracies in death registration systems. Many suicidal deaths were frequently misclassified as 

accidental poisoning, injuries, or undetermined deaths, particularly in developing countries. 

Psychosocial correlates such as financial crises, unemployment, interpersonal conflicts, psychiatric 

illness, emotional instability, and substance abuse were strongly associated with suicidal behaviour. 

Depression, hopelessness, social isolation, and personality dysfunction were commonly observed 

among individuals with suicidal tendencies. The authors emphasized that inadequate suicide reporting 

negatively affects public health planning and delays prevention strategies. Strengthening mental health 

services, improving awareness regarding psychiatric illness, and reducing stigma toward suicide were 

recommended to improve suicide prevention efforts globally (15). 

Singh TS et al. (2025) Conducted a qualitative study in rural India to identify barriers to mental 

healthcare among individuals suffering from severe mental illness. The study revealed that lack of 

awareness regarding psychiatric disorders, poor accessibility to mental health services, financial 

difficulties, transportation problems, and social stigma were major obstacles preventing adequate 

psychiatric treatment. Emotional distress caused by unemployment, poverty, interpersonal conflicts, 

and social discrimination further increased the risk of suicidal behaviour. The authors emphasized that 

untreated psychiatric morbidity significantly contributes to suicide attempts in rural populations. They 

recommended strengthening rural psychiatric services, improving community awareness regarding 

mental illness, and promoting early psychological intervention to reduce suicide risk. The study 

highlighted the importance of comprehensive psychosocial evaluation in patients presenting with 

attempted suicide and stressed the need for better accessibility and community-based psychiatric 

support systems in vulnerable rural populations (53). 

Khan A et al. (2025) Explored gender differences in mental health experiences and perceived 

social support among university students through a qualitative case study. The study found that female 

students commonly experienced higher emotional distress, anxiety, academic stress, and interpersonal 

sensitivity, whereas male students demonstrated emotional suppression and reluctance to seek 

psychological help due to societal expectations. Poor coping mechanisms, family pressure, relationship 

problems, and inadequate emotional support were identified as major psychosocial correlates 

contributing to psychological distress and suicidal ideation. Participants reporting low social support 

and emotional instability showed greater vulnerability to self-harm and depressive symptoms. The 
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authors emphasized that gender-specific psychosocial experiences influence suicidal thoughts and 

behaviours. Social isolation, hopelessness, and inability to express emotions were strongly associated 

with mental health deterioration. Strengthening counselling services and improving peer and family 

support systems were recommended to reduce suicidal risk among young adults (38). 

Pires ML. (2025) Investigated the impact of job insecurity on psychological well-being and 

work engagement using a moderated mediation model. The study demonstrated that fear of 

unemployment, unstable occupational conditions, financial insecurity, and workplace stress 

significantly contributed to emotional distress, anxiety, depressive symptoms, and poor psychological 

well-being. Individuals experiencing persistent job insecurity reported hopelessness, low self-esteem, 

emotional exhaustion, and social withdrawal, increasing vulnerability to suicidal thoughts and self-

harm behaviour. Psychosocial stressors associated with occupational instability negatively affected 

coping abilities and emotional regulation. The study further observed that poor social support and 

maladaptive coping strategies intensified psychological distress among affected individuals. The 

author emphasized that employment-related stress acts as an important psychosocial determinant 

influencing mental health and suicidal behaviour. Strengthening workplace mental health programs, 

improving financial security, and providing psychological counselling services were recommended to 

reduce emotional distress and suicide risk among vulnerable populations (42). 

Shah GH et al. (2025) Investigated factors responsible for suicide planning and suicide 

attempts among university students experiencing academic anxiety. The study found that persistent 

academic pressure, fear of failure, poor academic performance, competitive educational environments, 

and lack of emotional support significantly contributed to suicidal ideation and self-harm tendencies. 

Students with severe anxiety demonstrated higher levels of hopelessness, emotional exhaustion, sleep 

disturbances, and depressive symptoms. Maladaptive coping mechanisms, social isolation, and 

inability to manage stress effectively further increased suicidal vulnerability. The authors emphasized 

that chronic academic stress adversely affects emotional regulation and psychological resilience. 

Individuals with poor family support and pre-existing psychiatric illnesses were particularly at higher 

risk for suicidal behaviour. The study recommended early psychological screening, stress management 

programs, counselling services, and strengthening institutional mental health support systems to 

reduce suicide risk among students (50). 

Chaaya R et al. (2025) Evaluated adaptive and maladaptive coping strategies among Lebanese 

young adults facing multiple social and economic crises. The study demonstrated that individuals using 

maladaptive coping mechanisms such as avoidance, emotional suppression, substance use, and social 

withdrawal experienced significantly higher levels of psychological distress, anxiety, depression, and 

suicidal thoughts. In contrast, adaptive coping strategies including emotional expression, social 
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support seeking, and problem-solving approaches were associated with better psychological resilience 

and emotional stability. Financial stress, uncertainty regarding the future, interpersonal conflicts, and 

traumatic experiences were strongly associated with emotional dysregulation and self-harm 

tendencies. The authors highlighted that ineffective coping mechanisms increase vulnerability to 

suicidal behaviour, particularly in individuals facing chronic psychosocial stressors. The study 

emphasized the importance of promoting healthy coping strategies and psychological resilience to 

reduce suicide risk and improve emotional well-being among young adults (66). 

Nazari A et al. (2025) Explored the relationship between DSM-5 pathological personality 

traits, emotion dysregulation, and metacognitive dysfunction in personality functioning. The study 

found that individuals with severe personality dysfunction commonly demonstrated emotional 

instability, impulsivity, poor interpersonal relationships, aggression, and impaired coping abilities. 

Emotion dysregulation was identified as a major mediator linking maladaptive personality traits with 

psychological distress and suicidal behaviour. Traits such as negative affectivity, disinhibition, 

detachment, and antagonism were strongly associated with self-harm tendencies and suicidal ideation. 

The authors emphasized that personality dysfunction significantly affects emotional control and 

decision-making processes, thereby increasing vulnerability to suicide attempts. Difficulties in 

understanding and regulating emotions often resulted in maladaptive responses to stress and 

interpersonal conflicts. The study highlighted the importance of evaluating personality functioning and 

emotional regulation in psychiatric assessment of individuals presenting with suicidal behaviour (88). 

Vimalanathane M et al. (2024) Conducted a cross-sectional study evaluating the association 

between suicidal behaviour, psychological distress, coping mechanisms, and resilience among 

individuals presenting with suicidal tendencies. The study highlighted that suicidal behaviour develops 

through complex interactions between emotional, psychological, and social factors. Individuals 

experiencing severe psychological distress, hopelessness, emotional instability, and maladaptive 

coping mechanisms demonstrated significantly higher suicidal ideation and self-harm tendencies. Poor 

resilience, inadequate emotional support, interpersonal conflicts, social withdrawal, and inability to 

effectively manage stress were identified as important psychosocial correlates contributing to suicidal 

vulnerability. Depression, anxiety, emotional exhaustion, and impaired stress tolerance frequently 

coexisted with suicidal behaviour. In contrast, adaptive coping mechanisms including emotional 

expression, problem-solving skills, family support, and psychological resilience acted as protective 

factors against suicide. The authors emphasized the importance of detailed psychosocial assessment 

and early psychiatric intervention in suicide prevention strategies (3). 

Darvishi N et al. (2024) Performed a systematic review and meta-analysis to assess the role 

of social support in preventing suicidal ideation and suicidal behaviour. The study found that strong 
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family relationships, peer support, emotional connectedness, and community involvement 

significantly reduced suicidal thoughts and self-harm tendencies. Conversely, loneliness, social 

isolation, interpersonal conflicts, and poor emotional support were strongly associated with depression, 

hopelessness, and suicide attempts. Individuals with inadequate social support demonstrated higher 

emotional distress and poorer coping abilities during stressful life events. The authors highlighted that 

social support acts as a protective psychosocial factor by improving resilience, emotional regulation, 

and help-seeking behaviour. The study emphasized that strengthening family and community support 

systems can play an important role in suicide prevention. Early psychosocial interventions aimed at 

improving interpersonal relationships and emotional support were recommended to reduce suicidal 

vulnerability among high-risk populations (100). 

Arya V. (2024) Discussed suicide prevention in India and highlighted suicide as a growing 

public health challenge requiring urgent multidisciplinary intervention. The study emphasized that 

suicidal behaviour is strongly influenced by psychosocial stressors such as unemployment, poverty, 

financial instability, family conflicts, relationship disturbances, academic pressure, occupational stress, 

and social isolation. Depression, anxiety disorders, substance abuse, and personality dysfunction were 

frequently associated with suicide attempts. The author observed that stigma related to mental illness 

and lack of awareness regarding psychiatric disorders often delay timely psychiatric intervention and 

worsen outcomes. Poor accessibility to mental health services, particularly in rural and semi-urban 

regions, further increases vulnerability among high-risk populations. Community awareness programs, 

school mental health initiatives, crisis helplines, counselling services, strengthening mental health 

infrastructure, and improving accessibility to psychiatric services were recommended as important 

suicide prevention strategies (18). 

Abhijita B et al. (2024) Analyzed the NCRB Suicide in India 2022 report and evaluated recent 

suicide trends and implications in India. The study demonstrated a continuous rise in suicide rates, 

particularly among young adults, students, unemployed individuals, daily wage workers, and 

economically vulnerable populations. Family conflicts, relationship problems, financial crises, 

occupational stress, chronic illness, academic pressure, and substance abuse were identified as major 

psychosocial correlates contributing to suicidal behaviour. Depression, emotional instability, 

hopelessness, and impaired coping mechanisms frequently coexisted with suicide attempts. The study 

highlighted gender differences in suicidal behaviour and the influence of social stigma on psychiatric 

help-seeking behaviour. Many individuals experiencing emotional distress and suicidal ideation failed 

to receive timely psychiatric care because of poor awareness and limited mental health accessibility. 

The authors emphasized the importance of psychosocial assessment, counselling, family intervention, 

and strengthening psychiatric services to reduce suicide-related morbidity and mortality (13). 
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Tapoi C et al. (2024) Explored suicidal behaviour across different cultures and historical 

periods using philosophical perspectives and network analysis methods. The study emphasized that 

suicide is influenced by complex interactions between psychological, social, cultural, and biological 

factors rather than a single causative factor. Psychosocial correlates such as loneliness, interpersonal 

conflicts, social rejection, emotional instability, financial crises, psychiatric illness, and relationship 

disturbances significantly influenced suicidal behaviour. Emotional dysregulation, hopelessness, and 

maladaptive coping mechanisms were strongly associated with suicide attempts. The authors 

highlighted that cultural beliefs and societal attitudes toward mental illness shape suicidal tendencies 

and help-seeking behaviour. Family support, emotional connectedness, resilience, and social 

integration were identified as important protective psychosocial factors against suicide. The study 

recommended culturally sensitive suicide prevention strategies involving psychiatric assessment, 

counselling, social support interventions, and community awareness regarding mental health and 

stigma reduction (25). 

Kirkbride JB et al. (2024) Reviewed evidence regarding social determinants of mental health 

and psychiatric disorders and emphasized their association with suicidal behaviour. The study 

demonstrated that poverty, unemployment, social exclusion, discrimination, housing instability, 

childhood adversity, financial insecurity, and poor educational opportunities significantly increase 

psychological distress and vulnerability to mental illness. These psychosocial stressors were strongly 

associated with depression, anxiety disorders, substance abuse, emotional instability, and suicidal 

ideation. The authors observed that prolonged exposure to adverse social environments negatively 

affects emotional regulation, coping abilities, and resilience. Individuals experiencing loneliness, 

social isolation, and economic hardship demonstrated increased suicide risk and poorer mental health 

outcomes. Public health interventions addressing social inequalities, improving living conditions, 

strengthening mental health services, psychosocial support systems, community engagement, and 

early emotional intervention were recommended to reduce psychiatric morbidity and suicide-related 

outcomes (39). 

Powsner S et al. (2023) Discussed suicide risk assessment, management, and mitigation in 

emergency settings. The study emphasized that individuals presenting with suicidal ideation or suicide 

attempts require detailed psychiatric evaluation including assessment of suicidal intent, prior attempts, 

psychosocial stressors, psychiatric comorbidities, and substance abuse history. Depression, 

hopelessness, emotional distress, social isolation, financial difficulties, and interpersonal conflicts 

were commonly associated with suicidal behaviour. The authors highlighted that emergency settings 

provide a critical opportunity for early psychiatric intervention and suicide prevention. Crisis 

intervention, safety planning, psychosocial counselling, and continuous follow-up care were 
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recommended to reduce recurrent suicide attempts. Family involvement, emotional support, and 

multidisciplinary psychiatric management were considered essential components of suicide prevention 

strategies. The study concluded that systematic psychosocial evaluation and timely psychiatric 

management are essential for reducing suicide-related morbidity and mortality in emergency 

healthcare settings (83). 

McClelland H et al. (2023) Conducted a systematic review evaluating suicide risk among 

individuals with personality disorders. The study demonstrated that personality disorders, particularly 

borderline personality disorder, are strongly associated with suicidal ideation, deliberate self-harm, 

recurrent suicide attempts, and completed suicide. Emotional dysregulation, impulsivity, unstable 

interpersonal relationships, chronic feelings of emptiness, aggression, and poor stress tolerance were 

identified as major psychosocial correlates contributing to suicidal behaviour. The authors observed 

that comorbid psychiatric illnesses such as depression, anxiety disorders, and substance abuse 

significantly increase suicide vulnerability. Traumatic life experiences, childhood adversity, emotional 

neglect, and impaired coping mechanisms were also frequently associated with recurrent suicidal 

behaviour. The review emphasized the importance of detailed psychiatric evaluation including 

personality assessment in all suicide attempters and recommended long-term psychotherapy, emotional 

regulation training, psychosocial counselling, and family support interventions (72). 

Al-Mamun F et al. (2023) Performed a systematic review evaluating suicide related to the 

COVID-19 pandemic in India. The study demonstrated that psychosocial stressors associated with the 

pandemic significantly contributed to suicidal behaviour across various population groups. Social 

isolation, unemployment, fear of infection, financial instability, domestic violence, relationship 

conflicts, and disruption of normal social activities were identified as major contributors to emotional 

distress and suicide attempts. Depression, anxiety disorders, hopelessness, panic symptoms, and 

substance abuse frequently coexisted with suicidal ideation during the pandemic period. The study 

highlighted that inadequate mental health support and poor accessibility to psychiatric care further 

worsened psychological outcomes among vulnerable individuals. The authors emphasized the 

importance of crisis intervention services, psychosocial counselling, community mental health 

programs, telepsychiatry services, and emotional support systems during public health emergencies to 

reduce suicide-related morbidity and improve mental healthcare accessibility (11). 

Ongeri L et al. (2023) Conducted a qualitative study exploring reasons for suicidal behaviour 

and recommendations for suicide prevention in Kenya. The study identified psychosocial correlates 

contributing to suicidal behaviour including poverty, unemployment, family conflicts, emotional 

neglect, relationship difficulties, social rejection, and untreated psychiatric illnesses. Participants 

commonly reported hopelessness, emotional instability, loneliness, and helplessness before suicide 
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attempts. Depression, substance abuse, emotional trauma, and lack of social support were frequently 

associated with suicidal behaviour. The authors observed that stigma related to mental illness and poor 

awareness regarding psychiatric disorders prevented many individuals from seeking professional help. 

Family disintegration and social isolation significantly increased emotional distress and self-harm 

behaviour. The study emphasized strengthening community support systems, improving access to 

mental healthcare services, promoting awareness regarding mental illness, and providing early 

psychosocial intervention and counselling services to reduce suicidal behaviour (47). 

Weiss SJ et al. (2022) Evaluated pathways contributing to suicidal ideation and suicide 

attempts among high-risk women. The study demonstrated that emotional trauma, intimate partner 

violence, depression, substance abuse, chronic stress, social isolation, and poor coping mechanisms 

significantly increased vulnerability to suicidal behaviour. Women experiencing inadequate emotional 

support and persistent interpersonal conflicts demonstrated higher levels of hopelessness, emotional 

dysregulation, and self-harm tendencies. The authors observed that traumatic experiences and 

psychiatric morbidity strongly influence suicidal ideation. Depression, anxiety disorders, and 

emotional instability frequently coexisted with suicide attempts among high-risk women. Poor family 

support, financial dependency, and relationship instability further intensified emotional distress and 

impaired coping abilities. The study emphasized the importance of trauma-informed psychiatric care, 

psychosocial assessment, emotional counselling, family intervention, social support programs, and 

psychiatric treatment to reduce recurrent suicide attempts (6). 

Motillon-Toudic C et al. (2022) Reviewed the relationship between social isolation and 

suicide risk. The study demonstrated that loneliness, poor interpersonal relationships, emotional 

neglect, lack of family support, and social disconnection significantly contribute to depression, 

hopelessness, anxiety, and suicidal behaviour. Individuals experiencing prolonged social isolation 

showed impaired coping abilities and increased psychological distress during stressful life events. The 

authors observed that emotional disconnectedness negatively affects self-esteem, resilience, and 

emotional regulation, thereby increasing vulnerability to suicidal ideation and self-harm behaviour. 

Social isolation was identified as a major psychosocial determinant associated with both suicide 

attempts and completed suicide. The study emphasized that strong family relationships, emotional 

support systems, and community involvement act as important protective factors against suicidal 

behaviour. Early psychosocial intervention, counselling, peer support programs, and community 

engagement initiatives were recommended to reduce loneliness and emotional (28). 

            Alabi AA. (2022) Emphasized that suicide attempts are commonly associated with 

psychosocial stressors such as interpersonal conflicts, financial difficulties, emotional trauma, 

psychiatric illness, and substance abuse. Depression, hopelessness, social isolation, and poor coping 
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abilities were frequently identified among individuals presenting with suicidal behaviour. The author 

highlighted the importance of early psychiatric assessment, crisis stabilization, psychosocial 

counselling, and continuous follow-up care in reducing recurrent suicide attempts. Family involvement 

and emotional support were considered important protective factors. The study recommended 

multidisciplinary management approaches involving psychiatrists, emergency physicians, 

psychologists, and social workers to improve outcomes among suicide attempters. Risk assessment 

tools and detailed psychosocial evaluation were considered essential components of suicide prevention 

strategies. Proper communication, empathetic listening, strengthening family support systems, long-

term psychiatric follow-up, and counselling services were emphasized as important interventions to 

reduce repeated suicide attempts and improve emotional rehabilitation (22). 

  Rizk MM et al. (2021) Evaluated the relationship between addiction and suicide risk with 

emphasis on alcohol and opioid use disorders. The study demonstrated that substance abuse 

significantly increases vulnerability to suicidal ideation, self-harm behaviour, and completed suicide. 

Emotional instability, impaired judgment, social isolation, financial stress, relationship conflicts, and 

psychiatric comorbidities such as depression and anxiety disorders frequently coexisted with 

addiction-related suicidal behaviour. Alcohol and opioid dependence negatively affected emotional 

regulation and coping abilities, thereby increasing impulsive suicidal acts. Individuals with substance 

use disorders commonly experienced hopelessness, loneliness, emotional dysregulation, and poor 

social support systems. The study emphasized that untreated substance abuse significantly contributes 

to recurrent suicide attempts and psychiatric morbidity. Integrated psychiatric and addiction 

management programs involving counselling, psychotherapy, family intervention, rehabilitation 

services, and early screening for depression and suicidal ideation were recommended to reduce suicide 

risk (52). 

Sahu S et al. (2021) Studied the sociodemographic profile, clinical characteristics, and 

psychiatric morbidities among patients presenting with attempted suicide at a tertiary care center in 

Central India. The study found that young adults, females, married individuals, and persons from lower 

socioeconomic backgrounds constituted the majority of suicide attempters. Family conflicts, financial 

stress, relationship problems, occupational difficulties, and emotional instability were common 

psychosocial stressors associated with suicidal attempts. Depression, adjustment disorder, alcohol 

dependence, and anxiety disorders were frequently identified psychiatric comorbidities. Poisoning was 

reported as the most common method of suicide attempt because of easy availability. The authors 

emphasized that psychosocial stressors combined with untreated psychiatric illnesses significantly 

contribute to suicidal behaviour. Early counselling, psychiatric treatment, family intervention, 
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emotional support services, and detailed psychosocial assessment were recommended to reduce 

recurrent suicide attempts and improve mental health outcomes (19). 

Næss EO et al. (2021) Evaluated the association between marital status and suicide risk with 

particular focus on marital breakdown and socioeconomic influences. The study demonstrated that 

divorce, separation, relationship instability, and loss of emotional support significantly increased 

psychological distress and suicidal vulnerability. Individuals experiencing marital conflicts commonly 

developed depression, hopelessness, loneliness, emotional exhaustion, and impaired coping abilities. 

Financial difficulties and poor social support systems further intensified suicide risk among affected 

individuals. The authors observed that emotional connectedness and stable interpersonal relationships 

act as important protective psychosocial factors against suicidal behaviour. Individuals lacking 

emotional intimacy and social integration demonstrated greater vulnerability to self-harm and 

depressive symptoms. The study emphasized the importance of psychosocial counselling, family 

therapy, emotional support interventions, early psychiatric assessment, and crisis intervention to 

reduce suicidal ideation associated with interpersonal stress and socioeconomic difficulties (44). 

Bonvoisin T et al. (2020) Reviewed pesticide regulations and their impact on suicide trends in 

India with special focus on suicide by pesticide poisoning. The study found that pesticide ingestion 

remains one of the most common methods of suicide in rural India because of easy accessibility and 

high lethality. Financial stress, agricultural debt, crop failure, unemployment, family conflicts, and 

psychiatric illnesses were identified as important psychosocial correlates contributing to suicidal 

behaviour among rural populations. Depression, hopelessness, emotional distress, and social isolation 

were frequently associated with pesticide self-poisoning cases. The authors observed that stricter 

pesticide regulations and reduced availability of highly hazardous pesticides contributed to a decline 

in suicide deaths in certain regions”. The study emphasized that means restriction, combined with 

psychosocial support and mental health interventions, can significantly reduce suicide-related 

mortality and improve suicide prevention in rural populations (16). 
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MATERIALS AND METHOD 

Study design: A Cross-sectional study was conducted. 

Place of study: The study was conducted in the Psychiatry Department at a Tertiary Care 

Hospital. 

Duration of study: The duration of the study was 18 months. 

Study Population: All the patients of Attempted Suicide of age 18 years and above referred 

from the Department of Medicine fulfilling the selection criteria coming to the Psychiatry 

Department along with their caregiver were included in the study. 

Sampling method and sampling size: 

Consecutive sampling method was used. 

The sample size (n) was calculated with 90% confidence interval and 5% marginal error. 

n = z (α/2) ² × p × q / d² 

p = proportion / percentage 

q = 1-p 

d = marginal errors 

At α = 0.05 & 5 % margin of error 

n = (1.64) ² × 10.3 × (100-10.3) / 10² 

n = 99 

The sample size (round figure) was 100. 

Methodology: After approval from the Institutional Ethical Committee, patients of attempted 

suicide referred to the Psychiatry Department were recruited. After taking written informed 

consent from the patient, socio-demographic and clinical data were collected in a semi-

structured proforma. 

Assessment of suicidal intent was done using Beck’s Suicide Intent Scale. This scale contained 

questions which were asked by the interviewer and guided the interviewer to know about the 

nature of the act done and the degree of suicidal intent. Beck’s Suicide Intent Scale contained 

20 items, each scoring from 1 to 3 points. Total score of 15–19 was recorded as low intent, 

score 20–28 was recorded as medium intent, and score 29 and above was recorded as high 

intent. 

Assessment of psychiatric morbidities was done using DSM-V diagnostic criteria. DSM-V is 

a Diagnostic and Statistical Manual widely used by mental health professionals for diagnosing 

mental health disorders. 
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Personality Inventory DSM-5 (V short) was used for assessing personality dysfunction in 

personality trait domains including Negative Affect, Detachment, Antagonism, Disinhibition, 

and Psychoticism. Personality Inventory DSM-5 was translated into the vernacular language. 

Patients were asked to complete the self-rated personality assessment scale containing 20 items. 

Scoring was done separately in five different personality trait domains. 

Training for application of the above scales was taken from experts in the field. 

Data were analyzed using suitable statistical methods. 

Data Collection 

Study Instruments 

 Data were collected using a semi-structured proforma specially prepared for the study. 

“The proforma was designed to obtain detailed information regarding socio-demographic 

profile, clinical history, psychosocial stressors, suicidal intent, psychiatric morbidity, and 

personality dysfunction among patients with attempted suicide. 

The study instruments used in the study included: 

• Semi-structured socio-demographic and clinical proforma. 

• Beck’s Suicide Intent Scale. 

• DSM-V diagnostic criteria for psychiatric morbidity. 

• Personality Inventory DSM-5 (PID-5) Short Form. 

These instruments helped in systematic evaluation of the patients and ensured uniformity in 

data collection. 

Socio-Demographic Data Collection 

Detailed socio-demographic information was collected from all participants after obtaining 

written informed consent. Information regarding age, gender, religion, marital status, 

educational status, occupation, socioeconomic status, type of family, and place of residence 

was recorded. 

Socio-demographic variable Details recorded 

Age Completed years 

Gender Male/Female 

Marital status Married/Unmarried/Separated/Widowed 

Educational status Level of education completed 

Occupation Employment status and type of work 

Socioeconomic status Economic background 

Family type Nuclear/Joint family 

Residence Rural/Semi-urban/Urban 
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These variables were assessed to identify demographic patterns associated with suicidal 

behaviour and suicidal intent. 

Clinical Data Collection 

 Clinical details related to attempted suicide were recorded systematically. Information 

regarding the method of attempt, circumstances preceding the act, previous suicide attempts, 

psychiatric history, medical comorbidities, and substance use history was documented. 

Important clinical details collected included: 

• Method of attempted suicide. 

• Duration between attempt and hospitalization. 

• Previous history of suicidal attempts. 

• Past psychiatric illness. 

• History of substance use. 

• Medical and surgical illnesses. 

• Family history of psychiatric illness or suicide. 

Detailed clinical evaluation helped in understanding the severity, intent, and background 

factors associated with suicidal behaviour. 

Assessment of Suicidal Intent 

 Assessment of suicidal intent was carried out using Beck’s Suicide Intent Scale. This 

scale assessed the seriousness of the suicidal act and the degree of intent to die at the time of 

the attempt. The scale consisted of 20 items; each scored from 1 to 3 points. 

Beck’s Suicide Intent Scale score Interpretation 

15–19 Low suicidal intent 

20–28 Medium suicidal intent 

≥29 High suicidal intent 

The interviewer administered the scale after establishing rapport with the patient. The questions 

helped evaluate planning of the act, precautions against rescue, expectation of fatality, and the 

patient’s attitude regarding survival. 

Assessment of suicidal intent was important because the physical severity of the attempt alone 

did not accurately reflect the seriousness of the desire to die. 

Psychiatric morbidity was assessed using DSM-V diagnostic criteria. A detailed psychiatric 

interview and mental status examination were conducted for all patients after stabilization of 

their medical condition. 
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Psychiatric disorders assessed included: 

• Depressive disorders. 

• Bipolar affective disorder. 

• Schizophrenia spectrum disorders. 

• Anxiety disorders. 

• Substance use disorders. 

• Adjustment disorders. 

• Personality disorders. 

DSM-V criteria provided a structured diagnostic framework for identifying psychiatric 

conditions associated with suicidal behaviour. Identification of psychiatric morbidity was 

essential for understanding the underlying psychological factors contributing to the suicide 

attempt. 

Assessment of Personality Dysfunction 

 Personality dysfunction was assessed using Personality Inventory DSM-5 (PID-5) 

Short Form. The inventory was translated into the vernacular language for better understanding 

by the participants. Patients were asked to complete the self-rated questionnaire containing 20 

items. 

The assessment focused on five personality trait domains: 

Personality trait domain Characteristics assessed 

Negative Affect Emotional instability and distress 

Detachment Social withdrawal and reduced emotional expression 

Antagonism Hostility and interpersonal difficulties 

Disinhibition Impulsivity and poor behavioural control 

Psychoticism Unusual thoughts and perceptual experiences 

Separate scoring was done for each personality domain. Assessment of personality dysfunction 

helped identify maladaptive personality traits associated with suicidal behaviour and suicidal 

intent. 

Training and Standardization 

 Training regarding administration and interpretation of Beck’s Suicide Intent Scale, 

DSM-V diagnostic criteria, and Personality Inventory DSM-5 was obtained from experts in the 

field of Psychiatry before commencement of the study. 

Standardized methods of interviewing and assessment were followed throughout the study 

period to maintain reliability and uniformity in data collection. 
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Confidentiality of Data 

 All information collected from participants was kept strictly confidential. Individual 

patient details were entered into a master chart using coded identification numbers. The 

collected data were used only for academic and research purposes. 

Statistical Analysis 

Data Entry and Processing 

 The collected data were entered into Microsoft Excel spreadsheet and later analyzed 

using Statistical Package for Social Sciences (SPSS) software version 22.0. 

Data cleaning and verification were performed before statistical analysis to avoid entry errors 

and inconsistencies. 

Descriptive Statistical Analysis 

 Descriptive statistical methods were used for summarizing socio-demographic, clinical, 

psychiatric, and personality-related variables. 

Statistical parameter Purpose 

Mean Average value of continuous variables 

Standard deviation Dispersion of continuous variables 

Frequency Number of observations 

Percentage Distribution of categorical variables 

Continuous variables such as age and scale scores were expressed as mean ± standard 

deviation, while categorical variables were expressed as frequency and percentage. 

Inferential Statistical Analysis 

 Inferential statistical methods were used to identify associations between suicidal 

intent, psychiatric morbidity, psychosocial correlates, and personality dysfunction. 

Statistical test Application 

Chi-square test Association between categorical variables 

Independent t-test Comparison between two groups 

ANOVA Comparison among more than two groups 

Correlation analysis Relationship between variables 

Appropriate statistical tests were applied depending on the type and distribution of variables. 

Level of Statistical Significance 

 A p-value of less than 0.05 was considered statistically significant. 
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Statistical significance helped determine whether the observed associations between variables 

were likely due to chance or represented meaningful relationships within the study population. 

Presentation of Data 

 The analyzed data were presented in the form of tables, charts, graphs, and diagrams 

wherever necessary for better interpretation and understanding of the results”. 

Tabular and graphical presentation helped summarize the findings related to suicidal intent, 

psychiatric morbidity, psychosocial correlates, and personality dysfunction among attempted 

suicide patients. 
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RESULTS 

Statistical Methods 

Descriptive analysis was carried out using mean and standard deviation (SD) for normally 

distributed quantitative variables and median with interquartile range (IQR) for non-normally 

distributed quantitative variables. “Frequency and proportion were used to summarize 

categorical variables. 

Normality of quantitative variables was assessed using appropriate graphical methods and 

statistical tests. The association between quantitative explanatory variables and categorical 

outcomes was assessed using the independent t-test for normally distributed data when 

comparing two groups. One-way analysis of variance (ANOVA) was used to compare means 

across more than two groups. 

Correlation between continuous variables was assessed using Pearson’s correlation coefficient 

(r). The strength and direction of the relationship were evaluated based on the magnitude and 

sign of the correlation coefficient. 

The association between categorical explanatory variables and categorical outcomes was 

assessed using cross-tabulation and comparison of percentages. The Chi-square test was used 

to test statistical significance, and Fisher’s exact test was applied when the expected cell 

frequency was less than 5. 

P value < 0.05 was considered statistically significant. IBM SPSS version 22 was used for 

statistical analysis. (1) 

1. IBM Corp. Released 2013. IBM SPSS Statistics for Windows, Version 22.0. Armonk, 

NY: IBM Corp. 
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Table 1: Descriptive analysis of age (years) in study population (N=100) 

Parameter Mean ± SD Median Minimum Maximum 
95% C.I 

Lower Upper 

Age 34.57 ± 10.47 33.0 15.0 68.0 32.5 36.7 

 

Graph 1: Descriptive analysis of age (years) in study population (N=100) 

 

The mean age of the study population was 34.57 ± 10.47 years, with a median age of 33.0 

years. The age of the participants ranged from 15.0 to 68.0 years. The 95% confidence interval 

for the mean age was 32.5 to 36.7 years, indicating that the average age of the study population 

was estimated to lie within this range. The findings suggest that the study predominantly 

included young to middle-aged adults with a moderate variation in age. 
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Table 2: Descriptive analysis of demographic parameter in the study population (N=100) 

Parameter n % 

Gender   

Male 61 61.00% 

Female 39 39.00% 

Marital Status   

Married 80 80.00% 

Unmarried 20 20.00% 

Education   

Primary School 57 57.00% 

Secondary School 33 33.00% 

Graduate 8 8.00% 

Post Graduate 2 2.00% 

Employment Status   

Employed 62 62.00% 

Unemployed 38 38.00% 

Residence   

Rural 81 81.00% 

Urban 19 19.00% 

 

Graph 2: Descriptive analysis of demographic parameter in the study population 

(N=100) 

 

Among the 100 study participants, 61.00% were male and 39.00% were female. Most 

participants were married (80.00%), while 20.00% were unmarried. Regarding educational 
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status, 57.00% had completed primary school, 33.00% had secondary school education, 8.00% 

were graduates, and 2.00% were postgraduates. In terms of employment, 62.00% were 

employed and 38.00% were unemployed. The majority of the participants belonged to rural 

areas (81.00%), whereas 19.00% were from urban areas. These findings indicate that the study 

population predominantly consisted of married, male, employed individuals with primary 

school education residing in rural areas. 
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Table 3: Descriptive analysis of history and general examination in the study population 

(N=100) 

History And General Examination n % 

Past History of Psychiatric Illness   

Yes 5 5.00% 

No 95 95.00% 

Previous History of Suicidal Attempt   

Yes 14 14.00% 

No 86 86.00% 

History of Substance Use   

Alcohol 25 25.00% 

Nicotine 21 21.00% 

Alcohol + Nicotine 15 15.00% 

No 39 39.00% 

History of Stressors   

Familial Only 41 41.00% 

Financial Only 20 20.00% 

Personal Only 20 20.00% 

Familial + Financial 8 8.00% 

Personal + Familial 8 8.00% 

Personal + Financial 3 3.00% 

 

Graph 3: Descriptive analysis of history and general examination in the study 

population (N=100) 
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Among the 100 study participants, 5.00% had a past history of psychiatric illness, while 

95.00% had no such history. A previous history of suicidal attempt was present in 14.00% of 

the participants, whereas 86.00% had no previous suicidal attempt. Regarding substance use, 

39.00% reported no history of substance use, 25.00% reported alcohol use, 21.00% reported 

nicotine use, and 15.00% reported combined alcohol and nicotine use. With respect to stressors, 

familial stressors alone were the most common, reported by 41.00% of participants, followed 

by financial stressors alone and personal stressors alone, each reported by 20.00%. Combined 

familial and financial stressors, as well as combined personal and familial stressors, were each 

reported by 8.00% of participants, while combined personal and financial stressors were 

reported by 3.00%. These findings indicate that most participants had no previous psychiatric 

illness or suicidal attempts, while familial stressors were the most frequently reported 

psychosocial stressor. 
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Table 4: Descriptive analysis of Mode of Suicide Attempt in the study population 

(N=100) 

Mode of Suicide Attempt n % 

Agricultural Poisoning 

(Pesticide/Herbicide/Insecticide/Fungicide/Rodenticide) 
24 24.00% 

Drug Overdose 5 5.00% 

Hanging 10 10.00% 

Household Chemical Poisoning 11 11.00% 

Other Chemical Poisoning 25 25.00% 

Self-inflicted Injury 3 3.00% 

Unknown/Unspecified Poisoning 22 22.00% 

 

Graph 4: Descriptive analysis of Mode of Suicide Attempt in the study population 

(N=100) 

 

Among the 100 study participants, other chemical poisoning was the most common mode of 

suicide attempt, accounting for 25.00% of cases, followed closely by agricultural poisoning 

(pesticide, herbicide, insecticide, fungicide, or rodenticide) in 24.00% and 

unknown/unspecified poisoning in 22.00%. Household chemical poisoning was reported in 

11.00% of participants, while hanging accounted for 10.00% of suicide attempts. Drug 

overdose was observed in 5.00% of participants, and self-inflicted injury was the least common 
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mode of suicide attempt, reported in 3.00% of cases. These findings indicate that poisoning, 

particularly chemical poisoning, was the predominant mode of suicide attempt in the study 

population. 
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Table 5: Descriptive analysis of final psychiatric diagnosis / clinical impression in the 

study population (N=100) 

Final Psychiatric Diagnosis / Clinical Impression n % 

Stress-Related Disorders 31 31.00% 

Mood Disorders 28 28.00% 

Non-Suicidal Self-Injury 17 17.00% 

Substance Use Disorders 12 12.00% 

Anxiety Disorders 6 6.00% 

Personality Disorders 3 3.00% 

Psychotic Disorders 3 3.00% 

 

Graph 5: Descriptive analysis of final psychiatric diagnosis / clinical impression in the 

study population (N=100) 

 

Among the 100 study participants, stress-related disorders were the most common final 

psychiatric diagnosis, accounting for 31.00% of cases, followed by mood disorders in 28.00% 

of participants. Non-suicidal self-injury was observed in 17.00% of participants, while 

substance use disorders were diagnosed in 12.00%. Anxiety disorders accounted for 6.00% of 

cases, whereas personality disorders and psychotic disorders were each identified in 3.00% of 

participants. These findings indicate that stress-related and mood disorders constituted the 
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majority of psychiatric diagnoses among patients with attempted suicide in the study 

population. 
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Table 6: Descriptive analysis of intent category in the study population (N=100) 

Intent Category n % 

Low 60 60.00% 

Medium 33 33.00% 

High 7 7.00% 

 

Graph 6: Descriptive analysis of intent category in the study population (N=100) 

 

Among the 100 study participants, 60.00% were classified as having low suicidal intent, 

making it the most common intent category. Medium suicidal intent was observed in 33.00% 

of participants, while high suicidal intent was present in 7.00% of participants. These findings 

indicate that the majority of patients with attempted suicide had low suicidal intent, whereas 

only a small proportion exhibited high suicidal intent. 
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Table 7: Descriptive analysis of total beck’s suicide intent score in study population 

(N=100) 

Parameter 
Mean ± 

SD 
Median Minimum Maximum 

95% C.I 

Lower Upper 

Total Beck’s Suicide 

Intent Score 

18.88 ± 

4.14 
18.0 15.0 30.0 18.1 19.7 

 

Graph 7: Descriptive analysis of total beck’s suicide intent score in study population 

(N=100) 

 

The mean total Beck’s Suicide Intent Score among the study participants was 18.88 ± 4.14, 

with a median score of 18.0. The scores ranged from a minimum of 15.0 to a maximum of 30.0. 

The 95% confidence interval for the mean score was 18.1 to 19.7, indicating that the average 

Beck’s Suicide Intent Score of the study population was estimated to lie within this range. 

These findings suggest a moderate variation in suicidal intent scores among the participants. 
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Table 8: Descriptive analysis of Personality Inventory Individual Domain score in study 

population (N=100) 

Parameter Mean ± SD Median Minimum Maximum 
95% C.I 

Lower Upper 

Negative Affect 6.85 ± 2.93 7.0 0.0 15.0 6.3 7.4 

Detachment 6.55 ± 2.6 7.0 2.0 14.0 6.0 7.1 

Antagonism 4.99 ± 2.58 5.0 0.0 12.0 4.5 5.5 

Disinhibition 5.89 ± 2.67 5.0 1.0 15.0 5.4 6.4 

Psychoticism 5.89 ± 2.21 6.0 1.0 13.0 5.5 6.3 

Graph 8: Descriptive analysis of Personality Inventory Individual Domain score in 

study population (N=100) 

 

The mean Negative Affect score was 6.85 ± 2.93, with a median of 7.0, ranging from 0.0 to 

15.0, and a 95% confidence interval of 6.3 to 7.4. The mean Detachment score was 6.55 ± 2.60, 

with a median of 7.0, a range of 2.0 to 14.0, and a 95% confidence interval of 6.0 to 7.1. The 

mean Antagonism score was 4.99 ± 2.58, with a median of 5.0, ranging from 0.0 to 12.0, and 

a 95% confidence interval of 4.5 to 5.5. The mean Disinhibition score was 5.89 ± 2.67, with a 

median of 5.0, a range of 1.0 to 15.0, and a 95% confidence interval of 5.4 to 6.4. The mean 

Psychoticism score was 5.89 ± 2.21, with a median of 6.0, ranging from 1.0 to 13.0, and a 95% 

confidence interval of 5.5 to 6.3. Overall, Negative Affect had the highest mean score among 

the personality domains, while Antagonism had the lowest mean score in the study population. 
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Table 9: Descriptive analysis of Personality Inventory Individual Domain score in study 

population (N=100) 

Parameter 
Intent Category 

P Value 
Low (N=60) High (N=33) Medium (N=7) 

Negative Affect 6 ± 2.68 7.48 ± 2.44 11.14 ± 2.91 <0.001 

Detachment 5.87 ± 2.27 7 ± 2.49 10.29 ± 2.5 <0.001 

Antagonism 5.18 ± 2.87 4.67 ± 2.04 4.86 ± 2.34 0.650 

Disinhibition 6.1 ± 2.64 5.52 ± 2.4 5.86 ± 4.18 0.605 

Psychoticism 5.77 ± 2.13 5.94 ± 2.38 6.71 ± 2.14 0.559 

 

Graph 9: Descriptive analysis of Personality Inventory Individual Domain score in 

study population (N=100) 

 

The mean Negative Affect score was 6.00 ± 2.68 among participants with low suicidal intent, 

7.48 ± 2.44 among those with high suicidal intent, and 11.14 ± 2.91 among those with medium 

suicidal intent. The difference in Negative Affect scores across the intent categories was 

statistically significant (p<0.001). 
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The mean Detachment score was 5.87 ± 2.27 in the low intent group, 7.00 ± 2.49 in the high 

intent group, and 10.29 ± 2.50 in the medium intent group. The difference in Detachment scores 

across the intent categories was also statistically significant (p<0.001). 

The mean Antagonism score was 5.18 ± 2.87 in the low intent group, 4.67 ± 2.04 in the high 

intent group, and 4.86 ± 2.34 in the medium intent group. The difference in Antagonism scores 

among the intent categories was not statistically significant (p=0.650). 

The mean Disinhibition score was 6.10 ± 2.64 in the low intent group, 5.52 ± 2.40 in the high 

intent group, and 5.86 ± 4.18 in the medium intent group. The variation in Disinhibition scores 

across the intent categories was not statistically significant (p=0.605). 

The mean Psychoticism score was 5.77 ± 2.13 in the low intent group, 5.94 ± 2.38 in the high 

intent group, and 6.71 ± 2.14 in the medium intent group. The difference in Psychoticism scores 

among the intent categories was not statistically significant (p=0.559). 

Overall, Negative Affect and Detachment showed statistically significant differences across 

the suicidal intent categories, whereas Antagonism, Disinhibition, and Psychoticism did not 

demonstrate significant differences. 
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Table 10: Correlation of Beck's Suicide Intent Score with Personality Trait Domains (N 

= 100) 

Parameter 

Pearson Correlation (r) 

with Beck's Suicide Intent 

Score 

P-value 

Negative Affect 0.458 <0.001 

Detachment 0.460 <0.001 

Antagonism -0.05 0.620 

Disinhibition -0.061 0.544 

Psychoticism 0.127 0.209 

 

Graph 10: Correlation of Beck's Suicide Intent Score with Personality Trait Domains (N 

= 100) 

 

The Pearson correlation analysis showed a moderate positive correlation between Beck's 

Suicide Intent Score and Negative Affect (r=0.458), which was statistically significant 

(p<0.001). Similarly, Detachment demonstrated a moderate positive correlation with Beck's 

Suicide Intent Score (r=0.460), and this association was also statistically significant (p<0.001). 

Antagonism showed a very weak negative correlation with Beck's Suicide Intent Score (r=-

0.050), which was not statistically significant (p=0.620). Disinhibition also demonstrated a 

very weak negative correlation (r=-0.061), with no statistically significant association 
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(p=0.544). Psychoticism showed a weak positive correlation with Beck's Suicide Intent Score 

(r=0.127); however, this association was not statistically significant (p=0.209). 

Overall, Beck's Suicide Intent Score was significantly and positively correlated with the 

personality domains of Negative Affect and Detachment, while no significant correlations were 

observed with Antagonism, Disinhibition, or Psychoticism. 
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Table 11: Comparison of Final Psychiatric Diagnosis between gender (N=100) 

 

Final Psychiatric Diagnosis 
Gender Chi 

square 
P value 

Male Female 

Stress-Related Disorders (N=31) 16 (51.61%) 15 (48.39%) 

20.324 0.002 

Mood Disorders (N=28) 18 (64.29%) 10 (35.71%) 

Self-Harm (N=17) 10 (58.82%) 7 (41.18%) 

Substance Use Disorders (N=12) 12 (100%) 0 (0%) 

Anxiety Disorders (N=6) 0 (0%) 6 (100%) 

Personality Disorders (N=3) 3 (100%) 0 (0%) 

Psychotic Disorders (N=3) 2 (66.67%) 1 (33.33%) 

Graph 11: Comparison of Final Psychiatric Diagnosis between gender (N=100) 

 

 
Among participants with stress-related disorders, 51.61% were male and 48.39% were female. 

Mood disorders were observed in 64.29% of males and 35.71% of females. Among participants 

with self-harm, 58.82% were male and 41.18% were female. All participants diagnosed with 

substance use disorders (100%) were male, while none were female. In contrast, all participants 

with anxiety disorders (100%) were female, with no male participants in this category. 

Similarly, all participants with personality disorders (100%) were male. Among participants 

with psychotic disorders, 66.67% were male and 33.33% were female. 
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The association between gender and final psychiatric diagnosis was statistically significant 

(χ²=20.324, p=0.002), indicating that the distribution of psychiatric diagnoses differed 

significantly between male and female participants. 
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Table 12: Comparison of Final Psychiatric Diagnosis between marital status (N=100) 

 

Final Psychiatric Diagnosis 
Marital Status 

Chi square 
P 

value Married Unmarried 

Stress-Related Disorders (N=31) 23 (74.19%) 8 (25.81%) 

14.409 0.025 

Mood Disorders (N=28) 26 (92.86%) 2 (7.14%) 

Self-Harm (N=17) 9 (52.94%) 8 (47.06%) 

Substance Use Disorders (N=12) 10 (83.33%) 2 (16.67%) 

Anxiety Disorders (N=6) 6 (100%) 0 (0%) 

Personality Disorders (N=3) 3 (100%) 0 (0%) 

Psychotic Disorders (N=3) 3 (100%) 0 (0%) 

 

Graph 12: Comparison of Final Psychiatric Diagnosis between marital status (N=100) 

 

 
 

Among participants with stress-related disorders, 74.19% were married and 25.81% were 

unmarried. Mood disorders were observed in 92.86% of married participants and 7.14% of 

unmarried participants. Among participants with self-harm, 52.94% were married and 47.06% 

were unmarried. Substance use disorders were present in 83.33% of married participants and 

16.67% of unmarried participants. All participants diagnosed with anxiety disorders (100%), 



Results 

76 | P a g e  
 

personality disorders (100%), and psychotic disorders (100%) were married, while none of the 

unmarried participants had these diagnoses. 

The association between marital status and final psychiatric diagnosis was statistically 

significant (χ²=14.409, p=0.025), indicating that the distribution of final psychiatric diagnoses 

differed significantly according to marital status among the study participants. 
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Table 13: Comparison of Final Psychiatric Diagnosis across education (N=100) 

 

Final Psychiatric Diagnosis 

Education 
Chi 

square 
P value 

Primary 

School 

Secondary 

School 
Graduate 

Post 

Graduate 

Stress-Related Disorders 

(N=31) 
13 (41.94%) 12 (38.71%) 4 (12.9%) 2 (6.45%) 

19.81 0.343 

Mood Disorders (N=28) 19 (67.86%) 7 (25%) 2 (7.14%) 0 (0%) 

Self-Harm (N=17) 9 (52.94%) 7 (41.18%) 1 (5.88%) 0 (0%) 

Substance Use Disorders 

(N=12) 
9 (75%) 3 (25%) 0 (0%) 0 (0%) 

Anxiety Disorders (N=6) 4 (66.67%) 1 (16.67%) 1 (16.67%) 0 (0%) 

Personality Disorders 

(N=3) 
0 (0%) 3 (100%) 0 (0%) 0 (0%) 

Psychotic Disorders (N=3) 3 (100%) 0 (0%) 0 (0%) 0 (0%) 

 

Graph 13: Comparison of Final Psychiatric Diagnosis across education (N=100) 
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Among participants with stress-related disorders, 41.94% had primary school education, 

38.71% had secondary school education, 12.90% were graduates, and 6.45% were 

postgraduates. Among those with mood disorders, 67.86% had primary school education, 

25.00% had secondary school education, and 7.14% were graduates, while none were 

postgraduates. Among participants with self-harm, 52.94% had primary school education, 

41.18% had secondary school education, and 5.88% were graduates. Substance use disorders 

were observed in 75.00% of participants with primary school education and 25.00% with 

secondary school education. Among participants with anxiety disorders, 66.67% had primary 

school education, while 16.67% each had secondary school education and graduate-level 

education. All participants with personality disorders (100%) had secondary school education, 

whereas all participants with psychotic disorders (100%) had primary school education. 

The association between educational status and final psychiatric diagnosis was not statistically 

significant (χ²=19.81, p=0.343), indicating that the distribution of final psychiatric diagnoses 

did not differ significantly across the different educational levels among the study participants. 
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Table 14: Comparison of Final Psychiatric Diagnosis between employment status 

(N=100) 

 

Final Psychiatric Diagnosis 
Employment Status 

Chi square 
P 

value Employed Unemployed 

Stress-Related Disorders (N=31) 17 (54.84%) 14 (45.16%) 

12.09 0.060 

Mood Disorders (N=28) 20 (71.43%) 8 (28.57%) 

Self-Harm (N=17) 9 (52.94%) 8 (47.06%) 

Substance Use Disorders (N=12) 11 (91.67%) 1 (8.33%) 

Anxiety Disorders (N=6) 3 (50%) 3 (50%) 

Personality Disorders (N=3) 2 (66.67%) 1 (33.33%) 

Psychotic Disorders (N=3) 0 (0%) 3 (100%) 

 

Graph 14: Comparison of Final Psychiatric Diagnosis between employment status 

(N=100) 

 

 
 

Among participants with stress-related disorders, 54.84% were employed and 45.16% were 

unemployed. Mood disorders were observed in 71.43% of employed participants and 28.57% 

of unemployed participants. Among participants with self-harm, 52.94% were employed and 
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47.06% were unemployed. Substance use disorders were present in 91.67% of employed 

participants and 8.33% of unemployed participants. Anxiety disorders were equally distributed 

between employed and unemployed participants, with 50.00% in each group. Among 

participants with personality disorders, 66.67% were employed and 33.33% were unemployed, 

whereas all participants with psychotic disorders (100%) were unemployed. 

The association between employment status and final psychiatric diagnosis was not statistically 

significant (χ²=12.09, p=0.060), indicating that the distribution of final psychiatric diagnoses 

did not differ significantly according to employment status among the study participants. 
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Table 15: Comparison of Final Psychiatric Diagnosis between Previous History of 

Suicidal Attempt (N=100) 

 

Final Psychiatric Diagnosis 
Previous History of Suicidal Attempt 

Chi square 
P 

value Yes No 

Stress-Related Disorders (N=31) 2 (6.45%) 29 (93.55%) 

25.23 <0.001 

Mood Disorders (N=28) 6 (21.43%) 22 (78.57%) 

Self-Harm (N=17) 0 (0%) 17 (100%) 

Substance Use Disorders (N=12) 1 (8.33%) 11 (91.67%) 

Anxiety Disorders (N=6) 1 (16.67%) 5 (83.33%) 

Personality Disorders (N=3) 3 (100%) 0 (0%) 

Psychotic Disorders (N=3) 1 (33.33%) 2 (66.67%) 

 

Graph 15: Comparison of Final Psychiatric Diagnosis between Previous History of 

Suicidal Attempt (N=100) 

 

 
 

Among participants with stress-related disorders, 6.45% had a previous history of suicidal 

attempt, while 93.55% had no previous history of suicidal attempt. Mood disorders were 

observed in 21.43% of participants with a previous history of suicidal attempt and 78.57% 
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without such a history. None of the participants with self-harm had a previous history of 

suicidal attempt, whereas all participants (100%) had no previous history. Among participants 

with substance use disorders, 8.33% had a previous history of suicidal attempt and 91.67% had 

no such history. Anxiety disorders were present in 16.67% of participants with a previous 

history of suicidal attempt and 83.33% without a previous history. All participants with 

personality disorders (100%) had a previous history of suicidal attempt, whereas none had no 

previous history. Among participants with psychotic disorders, 33.33% had a previous history 

of suicidal attempt and 66.67% had no previous history. 

The association between previous history of suicidal attempt and final psychiatric diagnosis 

was statistically significant (χ²=25.23, p<0.001), indicating that the distribution of final 

psychiatric diagnoses differed significantly according to the presence or absence of a previous 

suicidal attempt among the study participants. 
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Table 16: Comparison of Final Psychiatric Diagnosis between History of Substance Use 

(N=100) 

 

Final Psychiatric Diagnosis 

History of Substance Use 

Chi 

square 

P 

value 
Alcohol 

Alcohol + 

Nicotine 
Nicotine 

No 

Substance 

Use 

Stress-Related Disorders (N=31) 10 (32.26%) 2 (6.45%) 5 (16.13%) 14 (45.16%) 

36.85 0.005 

Mood Disorders (N=28) 8 (28.57%) 5 (17.86%) 3 (10.71%) 12 (42.86%) 

Self-Harm (N=17) 1 (5.88%) 1 (5.88%) 9 (52.94%) 6 (35.29%) 

Substance Use Disorders (N=12) 5 (41.67%) 4 (33.33%) 3 (25%) 0 (0%) 

Anxiety Disorders (N=6) 1 (16.67%) 0 (0%) 1 (16.67%) 4 (66.67%) 

Personality Disorders (N=3) 0 (0%) 1 (33.33%) 0 (0%) 2 (66.67%) 

Psychotic Disorders (N=3) 0 (0%) 2 (66.67%) 0 (0%) 1 (33.33%) 

 

Graph 16: Comparison of Final Psychiatric Diagnosis between History of Substance Use 

(N=100) 
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Among participants with stress-related disorders, 32.26% had a history of alcohol use, 6.45% 

had combined alcohol and nicotine use, 16.13% had nicotine use, and 45.16% had no history 

of substance use. Among participants with mood disorders, 28.57% had alcohol use, 17.86% 

had combined alcohol and nicotine use, 10.71% had nicotine use, and 42.86% had no history 

of substance use. Among participants with self-harm, 5.88% had alcohol use, 5.88% had 

combined alcohol and nicotine use, 52.94% had nicotine use, and 35.29% had no history of 

substance use. Substance use disorders were observed in 41.67% of participants with alcohol 

use, 33.33% with combined alcohol and nicotine use, and 25.00% with nicotine use, while none 

had no history of substance use. Among participants with anxiety disorders, 16.67% each had 

alcohol use and nicotine use, while 66.67% had no history of substance use. Among 

participants with personality disorders, 33.33% had combined alcohol and nicotine use, 

whereas 66.67% had no history of substance use. Among participants with psychotic disorders, 

66.67% had combined alcohol and nicotine use and 33.33% had no history of substance use. 

The association between history of substance use and final psychiatric diagnosis was 

statistically significant (χ²=36.85, p=0.005), indicating that the distribution of final psychiatric 

diagnoses differed significantly according to the history of substance use among the study 

participants. 
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Table 17: Comparison of final psychiatric diagnosis across history of stressors (N=100) 

 

Final Psychiatric Diagnosis 

History Of Stressors 

Chi 

square 

P 

value 
Familial Financial Personal 

Familial + 

Financial 

Personal 

+ Familial 

Personal 

+ 

Financial 

Stress-Related Disorders (N=31) 14 (45.16%) 5 (16.13%) 6 (19.35%) 1 (3.23%) 4 (12.9%) 1 (3.23%) 

16.1 0.982 

Mood Disorders (N=28) 10 (35.71%) 6 (21.43%) 4 (14.29%) 5 (17.86%) 2 (7.14%) 1 (3.57%) 

Self-Harm (N=17) 8 (47.06%) 4 (23.53%) 3 (17.65%) 1 (5.88%) 1 (5.88%) 0 (0%) 

Substance Use Disorders (N=12) 5 (41.67%) 3 (25%) 3 (25%) 0 (0%) 0 (0%) 1 (8.33%) 

Anxiety Disorders (N=6) 2 (33.33%) 0 (0%) 2 (33.33%) 1 (16.67%) 1 (16.67%) 0 (0%) 

Personality Disorders (N=3) 1 (33.33%) 1 (33.33%) 1 (33.33%) 0 (0%) 0 (0%) 0 (0%) 

Psychotic Disorders (N=3) 1 (33.33%) 1 (33.33%) 1 (33.33%) 0 (0%) 0 (0%) 0 (0%) 

 

 

Graph 17: Comparison of final psychiatric diagnosis across history of stressors (N=100) 

 



Results 

86 | P a g e  
 

Among participants with stress-related disorders, 45.16% reported familial stressors, 16.13% 

financial stressors, 19.35% personal stressors, 3.23% combined familial and financial stressors, 

12.90% combined personal and familial stressors, and 3.23% combined personal and financial 

stressors. Among participants with mood disorders, 35.71% reported familial stressors, 21.43% 

financial stressors, 14.29% personal stressors, 17.86% combined familial and financial 

stressors, 7.14% combined personal and familial stressors, and 3.57% combined personal and 

financial stressors. Among participants with self-harm, 47.06% had familial stressors, 23.53% 

financial stressors, 17.65% personal stressors, 5.88% combined familial and financial stressors, 

and 5.88% combined personal and familial stressors, while none reported combined personal 

and financial stressors. 

Among participants with substance use disorders, 41.67% had familial stressors, 25.00% 

financial stressors, 25.00% personal stressors, and 8.33% combined personal and financial 

stressors, while none reported combined familial and financial or combined personal and 

familial stressors. Among participants with anxiety disorders, 33.33% each reported familial 

and personal stressors, while 16.67% each reported combined familial and financial stressors 

and combined personal and familial stressors”. Among participants with personality disorders, 

33.33% each reported familial, financial, and personal stressors. Similarly, among participants 

with psychotic disorders, 33.33% each reported familial, financial, and personal stressors. 

The association between history of stressors and final psychiatric diagnosis was not statistically 

significant (χ²=16.1, p=0.982), indicating that the distribution of final psychiatric diagnoses did 

not differ significantly according to the type of stressors experienced by the study participants. 
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DISCUSSION 

 The present hospital-based cross-sectional study was undertaken to evaluate the intent 

of suicide and its psychosocial correlates among adult patients with attempted suicide reporting 

to a tertiary care centre in a semi-urban area. “The study specifically aimed to assess the severity 

of suicidal intent, identify the underlying psychiatric morbidity and associated 

sociodemographic factors, and determine the correlation between suicidal intent and 

personality dysfunction. A total of 100 adult patients were evaluated using standardized 

assessment tools, including the Beck Suicide Intent Scale and a standardized personality 

inventory, along with detailed clinical psychiatric evaluation. 

The findings of the present study provide comprehensive information regarding the 

sociodemographic profile, psychosocial stressors, methods of suicide attempt, psychiatric 

diagnoses, personality traits, and suicidal intent among the study participants. The results 

further examine the association of psychiatric disorders with various demographic and clinical 

variables and evaluate the relationship between personality domains and suicidal intent. The 

following discussion compares the findings of the present study with those reported in previous 

published studies to identify similarities and differences and to understand their clinical 

implications in the assessment and management of patients with attempted suicide. 

Age 

 In the present study, the mean age of patients with attempted suicide was 34.57 ± 10.47 

years, with a median age of 33.0 years. The youngest participant was 15 years and the oldest 

was 68 years, with a 95% confidence interval of 32.5 to 36.7 years. This indicates that most 

patients belonged to the young-to-middle adult age group. Sahu et al. (2021), who evaluated 

710 patients with attempted suicide in Central India and observed a mean age of 27.72 ± 10.66 

years (19). The majority of participants (59.15%) belonged to the 21–40 years age group, 

demonstrating that attempted suicide was predominantly seen among young adults. Similarly, 

Ramanathan et al. (2016) reported a mean age of 27.51 years among 55 patients admitted 

following attempted suicide (73). The largest proportion of patients (36.4%) belonged to the 

26–35 years age group, followed by 30.9% in the 19–25 years age group, indicating that young 

adults constituted the highest-risk population. Vimalanathane et al. (2024) in a hospital-based 

cross-sectional study of 150 suicide attempters, where the mean age was 28.56 ± 10.39 years 

(3). Most participants were in the second and fourth decades of life, suggesting that suicide 

attempts predominantly occur during the productive years of adulthood. Radhakrishnan and 

Andrade (2012), who, in their review of suicide in India, highlighted that most Indian studies 
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consistently report the highest burden of suicidal behaviour among individuals aged 20–40 

years (5). This age group experiences substantial psychosocial, occupational, financial, and 

interpersonal stressors that contribute to suicidal behaviour. Likewise, Sarkhel et al. (2023), 

based on National Crime Records Bureau (NCRB) data, reported that individuals aged 18–29 

years accounted for the highest proportion of suicides in India, reinforcing that younger adults 

remain the most vulnerable population (31). 

Demographic Parameters 

 In the present study, males constituted 61.00% and females 39.00% of attempted 

suicide patients. Most participants were married (80.00%), educated up to primary school 

(57.00%) or secondary school (33.00%), employed (62.00%), and from rural areas (81.00%). 

Thus, the demographic profile showed predominance of married, employed, rural male patients 

with lower educational status. Sahu et al. (2021), who reported 52.39% males and 47.60% 

females among 710 attempted suicide patients (19). Their study also showed that most patients 

were married, with 59.5% married and 38.4% unmarried. However, their residence pattern 

differed, with 51.4% urban and 48.5% rural participants, whereas the present study had a 

stronger rural predominance. In contrast, Ramanathan et al. (2016) observed a slight female 

predominance, with 26 males and 29 females among 55 suicide attempters (73). They reported 

50.9% married and 49.1% unmarried patients, which is lower than the 80.00% married 

participants in the present study. Occupationally, they found 20.0% unemployed, 30.9% 

unskilled workers, 27.3% skilled workers, 10.9% professionals, 5.5% clerical/petty 

business/farmers, and 5.5% students. Similarly, Vimalanathane et al. (2024) reported female 

predominance, with 62.7% females and 37.3% males among 150 suicide attempters (3). Their 

study had 57.3% married, 42.0% single, and 0.7% divorced participants. Educationally, 38.7% 

had high-school education, 26.7% undergraduate education, and 6.7% postgraduate education. 

Residence-wise, 56.7% were semi-urban, 34.7% rural, and 8.6% urban. Chan et al. (2014), in 

older adult suicide attempters, also identified marital status and social-demographic 

vulnerability as relevant, although their population was elderly and therefore only partially 

comparable (35). 

History and General Examination 

 In the present study, 5.00% of patients had a past history of psychiatric illness, while 

95.00% had no such history. Previous suicidal attempt was present in 14.00% and absent in 

86.00%. Regarding substance use, 25.00% reported alcohol use, 21.00% nicotine use, 15.00% 

combined alcohol and nicotine use, and 39.00% had no substance use. Familial stressors were 

the most common stressor (41.00%), followed by financial only and personal only stressors 
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(20.00% each), familial with financial stressors (8.00%), personal with familial stressors 

(8.00%), and personal with financial stressors (3.00%). Vimalanathane et al. (2024), who 

reported previous suicide attempt in 23.3% of suicide attempters, psychiatric comorbidity in 

50.0%, depression in 48.7%, and substance use disorder in 23.3% (3). Their findings are 

comparable to the present study in showing the relevance of previous suicidal behaviour, 

psychiatric morbidity, and substance use among suicide attempters. Similarly, Sahu et al. 

(2021) reported psychiatric illness in 86.5% of attempted suicide patients, which is higher than 

the present study. However, it supports the importance of psychiatric evaluation in suicide 

attempters (19). Ramanathan et al. (2016) reported previous suicide attempt in 20.0% and 

psychiatric morbidity in 32.7%, including depressive disorder (12.7%), adjustment disorder 

(9.1%), alcohol dependence syndrome (7.3%), and schizophrenia (3.6%) (73). Kar et al. 

(2014), who emphasized the role of psychiatric morbidity and psychosocial factors in attempted 

suicide, and Chan et al. (2014), who reported that recent life events and psychiatric disorders 

were associated with suicide attempts (35,81). 

Mode of Suicide Attempt 

 In the present study, poisoning was the predominant mode of suicide attempt. Other 

chemical poisoning was the most common method, seen in 25.00%, followed by agricultural 

poisoning in 24.00%, unknown/unspecified poisoning in 22.00%, household chemical 

poisoning in 11.00%, hanging in 10.00%, drug overdose in 5.00%, and self-inflicted injury in 

3.00%. Overall, different forms of poisoning together accounted for the majority of suicide 

attempts. Sahu et al. (2021), who reported poisoning as the most common method among 710 

attempted suicide patients (19). In their study, poisoning by substances such as celphos, rat 

killer, organophosphorus compounds, phenyl, unknown substances, and urea accounted for 535 

cases, followed by drug overdose in 86 cases, hanging in 44 cases, slashing wrist/self-harm in 

15 cases, corrosive ingestion in 38 cases, burning in 16 cases, and drowning in 5 cases. 

Similarly, Ramanathan et al. (2016) reported that ingestion methods were most common among 

55 suicide attempters (73). In their study, 30.9% attempted suicide by tablet ingestion, 27.3% 

by insecticide ingestion, 20.0% by acid or chemical ingestion, 10.9% by oleander seed 

consumption, 5.5% by hanging, and 5.5% by cutting injuries. Vimalanathane et al. (2024), who 

reported pesticide poisoning as the commonest mode of attempt in 46.7%, followed by tablet 

overdose in 34.0%, household poisons in 11.3%, and hanging in 8.0% (3). Their findings 

closely match the present study, where agricultural and chemical poisoning together formed 

the major proportion. Radhakrishnan and Andrade (2012) also noted that poisoning is one of 
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the common methods of suicidal behaviour in India, particularly due to easy availability of 

pesticides and toxic substances (5). 

Final Psychiatric Diagnosis / Clinical Impression 

 In the present study, stress-related disorders were the most common final psychiatric 

diagnosis, observed in 31.00% of patients, followed by mood disorders in 28.00%. Non-

suicidal self-injury was seen in 17.00%, substance use disorders in 12.00%, anxiety disorders 

in 6.00%, and personality disorders and psychotic disorders in 3.00% each. Thus, stress-related 

and mood disorders together constituted the major psychiatric morbidity among patients with 

attempted suicide. Vimalanathane et al. (2024), who reported psychiatric comorbidity in 50.0% 

of suicide attempters, with depression being the most common diagnosis in 48.7%, followed 

by substance use disorder in 23.3% (3). Their finding supports the role of mood disorders and 

substance use in suicidal behaviour. Similarly, Ramanathan et al. (2016) reported psychiatric 

diagnosis in 32.7% of attempted suicide patients. Among these, depressive disorder was seen 

in 12.7%, adjustment disorder in 9.1%, alcohol dependence syndrome in 7.3%, and paranoid 

schizophrenia in 3.6% (73). This pattern is comparable to the present study, where mood 

disorders, stress-related disorders, substance use disorders, and psychotic disorders were 

identified. Sahu et al. (2021) reported a higher burden of psychiatric morbidity, with 86.5% of 

attempted suicide patients having psychiatric illness (19). Among them, mood disorder was the 

most common diagnosis, followed by substance use disorder and adjustment-related 

presentations, which supports the psychiatric diagnostic profile observed in the present study. 

Kar et al. (2014), who found that psychiatric morbidity was common among suicide attempters, 

with mood disorders, adjustment-related conditions, substance use, and personality-related 

psychopathology contributing to suicidal behaviour (81). 

Intent Category 

 In the present study, low suicidal intent was the most common category, observed in 

60.00% of patients, followed by medium intent in 33.00% and high intent in 7.00%. This shows 

that most patients who presented after attempted suicide had low-to-medium suicidal intent, 

while high suicidal intent was present in a smaller proportion of patients. Ramanathan et al. 

(2016), who assessed suicidal intent using Beck’s Suicide Intent Scale among 55 patients with 

attempted suicide (73). In their study, low intent was reported in 35 patients (63.6%), medium 

intent in 9 patients (16.4%), and high intent in 11 patients (20.0%). Similar to the present study, 

low suicidal intent was the most common category. However, high suicidal intent was more 

frequent in their study compared with the present study. Vimalanathane et al. (2024), who 

conducted a hospital-based cross-sectional study among 150 suicide attempters and assessed 
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suicidal intent using Beck’s Suicide Intent Scale (3). They reported low intent in 50 patients 

(33.3%), medium intent in 74 patients (49.3%), and high intent in 26 patients (17.4%). 

Compared with their study, the present study had a higher proportion of low intent and a lower 

proportion of medium and high intent. 

Total Beck’s Suicide Intent Score 

 In the present study, the mean total Beck’s Suicide Intent Score was 18.88 ± 4.14, with 

a median score of 18.0. The minimum score was 15.0 and the maximum score was 30.0, with 

a 95% confidence interval of 18.1 to 19.7. This indicates that the overall suicidal intent in the 

study population was within the moderate range, with limited variation across patients. 

Ramanathan et al. (2016), who assessed suicidal intent using Beck’s Suicide Intent Scale 

among 55 patients with attempted suicide (73). They reported that 35 patients (63.6%) had low 

intent, 9 patients (16.4%) had medium intent, and 11 patients (20.0%) had high intent. Although 

their study mainly presented categorical intent distribution rather than mean score, it is 

comparable because the same scale was used in attempted-suicide patients. Similarly, 

Vimalanathane et al. (2024) used Beck’s Suicide Intent Scale in 150 suicide attempters and 

reported low intent in 50 patients (33.3%), medium intent in 74 patients (49.3%), and high 

intent in 26 patients (17.4%) (3). Their findings indicate a larger proportion of medium and 

high intent compared with the present study, where high intent was only 7.00%. 

Personality Inventory Individual Domain Scores 

 In the present study, Negative Affect had the highest mean score (6.85 ± 2.93), followed 

by Detachment (6.55 ± 2.60), while Antagonism had the lowest mean score (4.99 ± 2.58). 

Disinhibition and Psychoticism had identical mean scores of 5.89, indicating that emotional 

dysregulation and social withdrawal were more prominent personality characteristics than 

antagonistic traits among patients with attempted suicide. Ramanathan et al. (2016) reported 

that psychiatric morbidity was identified in 32.7% of attempted suicide patients, with 

depressive disorder (12.7%), adjustment disorder (9.1%), alcohol dependence syndrome 

(7.3%), and schizophrenia (3.6%) being the major diagnoses (73). The authors also observed 

that emotional disturbances and underlying psychopathology were important contributors to 

suicidal behaviour. Although individual PID-5 personality domains were not evaluated, these 

findings partially support the predominance of Negative Affect and Detachment observed in 

the present study. Similarly, Vimalanathane et al. (2024) found psychiatric comorbidity in 

50.0% of suicide attempters, with depression present in 48.7% and substance use disorder in 

23.3% (3). The study further demonstrated that stressful life events, perceived stress, and 

psychological distress were significantly associated with suicidal behaviour. Although 
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personality domains were not specifically assessed, these observations are consistent with the 

higher Negative Affect and Detachment scores found in the present study, as both domains 

represent emotional vulnerability and impaired interpersonal functioning. 

Personality Inventory Domain Scores Across Intent Category 

 In the present study, Negative Affect and Detachment showed statistically significant 

differences across suicidal intent categories. Negative Affect increased from 6.00 ± 2.68 in the 

low-intent group to 7.48 ± 2.44 in the medium-intent group and 11.14 ± 2.91 in the high-intent 

group, which was statistically significant (p<0.001). Similarly, Detachment increased from 

5.87 ± 2.27 in low intent to 7.00 ± 2.49 in medium intent and 10.29 ± 2.50 in high intent, also 

showing statistical significance (p<0.001). Antagonism, Disinhibition, and Psychoticism did 

not show statistically significant variation across intent categories, with p-values of 0.650, 

0.605, and 0.559, respectively. In a partially comparative study, Ramanathan et al. (2016) 

assessed suicide intent using Beck’s Suicide Intent Scale among 55 attempted-suicide patients 

and reported low intent in 35 patients (63.6%), medium intent in 9 patients (16.4%), and high 

intent in 11 patients (20.0%) (73). Although personality domains were not assessed, their 

findings support the importance of evaluating intent severity among attempted-suicide patients. 

Similarly, Vimalanathane et al. (2024) reported low intent in 50 patients (33.3%), medium 

intent in 74 patients (49.3%), and high intent in 26 patients (17.4%) among 150 suicide 

attempters (3). They also found psychiatric comorbidity in 50.0%, depression in 48.7%, and 

substance use disorder in 23.3%, supporting the role of psychological vulnerability in suicidal 

behaviour. 

Correlation of Beck’s Suicide Intent Score with Personality Trait Domains 

 In the present study, Beck’s Suicide Intent Score showed a statistically significant 

moderate positive correlation with Negative Affect (r=0.458, p<0.001) and Detachment 

(r=0.460, p<0.001). This indicates that higher emotional instability, anxiety, mood reactivity, 

withdrawal, and interpersonal detachment were associated with higher suicidal intent. 

Antagonism showed a very weak negative correlation (r=-0.050, p=0.620), Disinhibition also 

showed a very weak negative correlation (r=-0.061, p=0.544), and Psychoticism showed a 

weak positive but statistically non-significant correlation (r=0.127, p=0.209). Thus, only 

Negative Affect and Detachment were significantly related to suicidal intent in the present 

study. Ramanathan et al. (2016), who studied 55 attempted-suicide patients using Beck’s 

Suicide Intent Scale and reported low intent in 35 patients (63.6%), medium intent in 9 patients 

(16.4%), and high intent in 11 patients (20.0%) (73). Although personality domains were not 

correlated with intent, the study supports the importance of measuring suicide intent among 
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attempters. Similarly, Vimalanathane et al. (2024) assessed suicide intent among 150 suicide 

attempters and reported low intent in 50 patients (33.3%), medium intent in 74 patients 

(49.3%), and high intent in 26 patients (17.4%) (3). They also reported psychiatric comorbidity 

in 50.0%, depression in 48.7%, and substance use disorder in 23.3%, supporting the role of 

psychological vulnerability in suicidal behaviour. 

Comparison of Final Psychiatric Diagnosis Between Gender 

 In the present study, a statistically significant association was observed between gender 

and final psychiatric diagnosis (χ²=20.324, p=0.002). Among patients with stress-related 

disorders, 51.61% were males and 48.39% were females. Mood disorders were more common 

among males (64.29%) than females (35.71%). Self-harm was also more frequent among males 

(58.82%) than females (41.18%). All patients diagnosed with substance use disorders and 

personality disorders were males (100%), whereas all patients with anxiety disorders were 

females (100%). Psychotic disorders were observed in 66.67% of males and 33.33% of 

females. These findings suggest significant gender differences in the distribution of psychiatric 

diagnoses among patients with attempted suicide. Sahu et al. (2021), who reported a significant 

predominance of psychiatric disorders among male suicide attempters (19). Their study 

demonstrated that mood disorders were the most common psychiatric diagnosis, followed by 

substance use disorders, with substance-related disorders occurring predominantly among 

males. This finding supports the present study, where all patients with substance use disorders 

were males. Similarly, Ramanathan et al. (2016) reported that depressive disorders constituted 

the most frequent psychiatric diagnosis among attempted suicide patients, followed by 

adjustment disorders, alcohol dependence syndrome, and schizophrenia (73). Their study also 

demonstrated a male predominance among patients with alcohol dependence syndrome, while 

anxiety and depressive disorders were relatively more frequent among females, which is 

consistent with the present findings. Vimalanathane et al. (2024), who observed psychiatric 

comorbidity in 50.0% of suicide attempters, with depression present in 48.7% and substance 

use disorder in 23.3% (3). They further reported that substance use disorders were 

predominantly observed among male patients, whereas mood and anxiety disorders were 

relatively more common among females. Kar et al. (2014) also demonstrated gender 

differences in psychiatric morbidity among suicide attempters, reporting higher rates of 

substance use disorders in males and a greater burden of affective disorders among females 

(81). 
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Comparison of Final Psychiatric Diagnosis Between Marital Status 

 In the present study, a statistically significant association was observed between marital 

status and final psychiatric diagnosis (χ²=14.409, p=0.025). Among patients with stress-related 

disorders, 74.19% were married and 25.81% were unmarried. Mood disorders were 

predominantly seen among married patients (92.86%) compared to unmarried patients 

(7.14%). Self-harm showed a relatively closer distribution, with 52.94% married and 47.06% 

unmarried patients. Substance use disorders were also more common among married patients 

(83.33%) than unmarried patients (16.67%). All patients with anxiety disorders, personality 

disorders, and psychotic disorders were married. Sahu et al. (2021), who reported that among 

710 attempted suicide patients, married individuals constituted 59.5%, while unmarried 

individuals constituted 38.4%. Their findings support the present study, where most psychiatric 

diagnoses among suicide attempters were observed in married patients (19). Similarly, 

Ramanathan et al. (2016) reported that among 55 patients with attempted suicide, 50.9% were 

married and 49.1% were unmarried (73). Although the proportion of unmarried patients was 

higher in their study than in the present study, both studies show that marital status is an 

important sociodemographic variable among attempted-suicide patients. Vimalanathane et al. 

(2024), who observed that 57.3% of suicide attempters were married, 42.0% were single, and 

0.7% were divorced (3). Their study supports the association of marital status with suicidal 

behaviour, though the proportion of married patients was lower than in the present study. 

Final Psychiatric Diagnosis Across Education 

 In the present study, educational status was not significantly associated with final 

psychiatric diagnosis among attempted suicide patients (χ²=19.81, p=0.343). Most patients 

across diagnostic categories had lower educational status. Among stress-related disorders, 

41.94% had primary school education, 38.71% secondary school, 12.90% graduate education, 

and 6.45% postgraduate education. Among mood disorders, 67.86% had primary school 

education, 25.00% secondary school, and 7.14% were graduates. Substance use disorders were 

seen only among primary school educated patients (75.00%) and secondary school educated 

patients (25.00%). All patients with psychotic disorders had primary school education, while 

all patients with personality disorders had secondary school education. Sahu et al. (2021), who 

studied attempted suicide patients and reported that lower educational status was common 

among suicide attempters (19). Their study showed that educational and socioeconomic 

vulnerability were important background factors in attempted suicide, comparable with the 

present study where most patients had only primary or secondary school education. Similarly, 

Ramanathan et al. (2016) reported that suicide attempters commonly belonged to lower 
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educational and occupational backgrounds (73). Although their study did not show the same 

diagnosis-wise educational distribution as the present study, it supports the finding that lower 

education is frequently observed among attempted suicide patients. Vimalanathane et al. (2024) 

also reported educational variation among suicide attempters, with a larger proportion having 

school-level education compared with higher education (3). Their findings are comparable with 

the present study, where graduate and postgraduate patients formed only a small proportion. 

Final Psychiatric Diagnosis Between Employment Status 

 In the present study, employment status was not significantly associated with final 

psychiatric diagnosis among patients with attempted suicide (χ²=12.09, p=0.060). Among 

patients with stress-related disorders, 54.84% were employed and 45.16% were unemployed. 

Mood disorders were more common among employed patients (71.43%) than unemployed 

patients (28.57%). Self-harm was nearly equally distributed, with 52.94% employed and 

47.06% unemployed. Substance use disorders were predominantly seen among employed 

patients (91.67%), while psychotic disorders were seen only among unemployed patients 

(100%). Anxiety disorders were equally distributed between employed and unemployed 

patients. Sahu et al. (2021), who studied attempted suicide patients and reported occupational 

distribution along with psychiatric morbidity (19). Their study showed that occupational and 

socioeconomic factors were relevant background variables among suicide attempters. This 

supports the present finding that psychiatric morbidity occurred across employment categories, 

although the association was not statistically significant in the present study. Ramanathan et al. 

(2016), who reported occupational distribution among attempted suicide patients, including 

20.0% unemployed, 30.9% unskilled workers, 27.3% skilled workers, 10.9% professionals, 

5.5% clerical/petty business/farmers, and 5.5% students (73). However, their study did not 

provide diagnosis-wise comparison across employment status. Similarly, Vimalanathane et al. 

(2024) is partially comparable, as the study assessed sociodemographic and psychiatric 

morbidity among suicide attempters, but did not provide a diagnosis-wise employment 

comparison similar to the present table (3). 

Final Psychiatric Diagnosis and Previous History of Suicidal Attempt 

 In the present study, previous history of suicidal attempt showed a statistically 

significant association with final psychiatric diagnosis (χ²=25.23, p<0.001). Previous attempt 

was present in 6.45% of stress-related disorders, 21.43% of mood disorders, 8.33% of 

substance use disorders, 16.67% of anxiety disorders, 100% of personality disorders, and 

33.33% of psychotic disorders, while none of the self-harm group had a previous attempt. This 

shows that repeated suicidal behaviour was most strongly seen among patients with personality 
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disorders, followed by psychotic disorders and mood disorders. Vimalanathane et al. (2024), 

who reported previous suicide attempt in 23.3% of suicide attempters and psychiatric 

comorbidity in 50.0%, with depression in 48.7% and substance use disorder in 23.3% (3). This 

is comparable to the present study, where previous attempt was seen in mood disorders, 

substance use disorders, anxiety disorders, personality disorders, and psychotic disorders. 

Similarly, Ramanathan et al. (2016) reported previous suicidal attempt in 20.0% of attempted 

suicide patients (73). They also reported psychiatric morbidity including depressive disorder 

in 12.7%, adjustment disorder in 9.1%, alcohol dependence syndrome in 7.3%, and 

schizophrenia in 3.6%, supporting the association between psychiatric morbidity and repeated 

suicidal behaviour. Sahu et al. (2021) also observed psychiatric illness among attempted 

suicide patients and reported that mood disorders and substance use disorders were important 

psychiatric diagnoses (19). Their findings support the present observation that previous attempt 

was more frequently associated with clinically diagnosable psychiatric morbidity. Kar et al. 

(2014) also supports that suicide attempters with psychiatric morbidity, especially affective 

and personality-related psychopathology, may have greater vulnerability to repeated self-harm 

behaviour (81). 

Final Psychiatric Diagnosis and History of Substance Use 

 In the present study, history of substance use showed a statistically significant 

association with final psychiatric diagnosis among patients with attempted suicide (χ²=36.85, 

p=0.005). Among stress-related disorders, 32.26% had alcohol use, 6.45% had alcohol with 

nicotine use, 16.13% had nicotine use, and 45.16% had no substance use. Among mood 

disorders, 28.57% had alcohol use, 17.86% alcohol with nicotine use, 10.71% nicotine use, and 

42.86% had no substance use. Substance use disorders were seen only among patients using 

alcohol, nicotine, or both, with 41.67% alcohol use, 33.33% alcohol with nicotine use, and 

25.00% nicotine use. Psychotic disorders were more commonly associated with combined 

alcohol and nicotine use (66.67%). Vimalanathane et al. (2024), who reported substance use 

disorder in 23.3% of suicide attempters, along with psychiatric comorbidity in 50.0% and 

depression in 48.7% (3). This is comparable to the present study, where substance use was 

significantly associated with psychiatric diagnostic categories. Similarly, Ramanathan et al. 

(2016) reported alcohol dependence syndrome in 7.3% of attempted suicide patients, along 

with depressive disorder in 12.7%, adjustment disorder in 9.1%, and schizophrenia in 3.6% 

(73). This supports the coexistence of substance use and psychiatric morbidity among suicide 

attempters. Sahu et al. (2021) also reported substance use disorder as an important psychiatric 

diagnosis among attempted suicide patients, supporting the present finding that substance use 
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is clinically relevant in this population (19). Kar et al. (2014) also indicated that substance use 

and psychiatric morbidity contribute to suicidal behaviour (81). 

Final Psychiatric Diagnosis Across History of Stressors 

 In the present study, history of stressors was not significantly associated with final 

psychiatric diagnosis among patients with attempted suicide (χ²=16.1, p=0.982). Familial 

stressors were most common across most diagnostic categories, being present in stress-related 

disorders (45.16%), mood disorders (35.71%), self-harm (47.06%), substance use disorders 

(41.67%), anxiety disorders (33.33%), personality disorders (33.33%), and psychotic disorders 

(33.33%). Financial stressors were seen in 16.13% of stress-related disorders, 21.43% of mood 

disorders, 23.53% of self-harm cases, and 25.00% of substance use disorders. Personal 

stressors were also distributed across all diagnoses, ranging from 14.29% in mood disorders to 

33.33% in anxiety, personality, and psychotic disorders. Vimalanathane et al. (2024), who 

reported that stressful life events, perceived stress, psychological distress, and psychiatric 

comorbidity were important correlates among suicide attempters (3). Although they did not 

classify psychiatric diagnosis across familial, financial, and personal stressors, their findings 

support the relevance of stressors in attempted suicide”. Similarly, Ramanathan et al. (2016) 

found psychosocial stressors among attempted suicide patients and reported psychiatric 

morbidity such as depressive disorder (12.7%), adjustment disorder (9.1%), alcohol 

dependence syndrome (7.3%), and schizophrenia (3.6%) (73). This partially supports the 

present finding that psychiatric diagnoses occur in the background of psychosocial stressors. 

Sahu et al. (2021) also reported that attempted suicide was associated with psychiatric illness 

and social stress-related factors among suicide attempters, supporting the role of psychosocial 

background in suicidal behaviour (19). A partially comparative finding by Kar et al. (2014) 

also indicated that interpersonal, family, and psychiatric factors contribute to suicidal 

behaviour among suicide attempters (81). 
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Strengths of the Study 

1. The study evaluated suicide intent using a standardized and validated assessment tool 

(Beck Suicide Intent Scale), ensuring objective measurement of suicidal intent.  

2. Psychiatric diagnoses were established through detailed clinical psychiatric evaluation, 

improving the accuracy of diagnosis.  

3. Personality dysfunction was assessed using a standardized personality inventory, 

allowing evaluation of personality traits associated with suicidal intent.  

4. The study comprehensively assessed sociodemographic, psychosocial, clinical, and 

psychiatric variables in the same cohort of attempted suicide patients.  

5. Being conducted at a tertiary care centre, the study included patients presenting with a 

wide spectrum of suicide attempts and psychiatric disorders.  

6. The study specifically focused on a semi-urban population, providing region-specific 

evidence where limited data are available.  

7. The use of validated psychological instruments enhanced the reliability and 

reproducibility of the findings.  

8. The study explored the relationship between suicide intent, psychiatric morbidity, 

personality dysfunction, and psychosocial stressors, providing a multidimensional 

understanding of attempted suicide.  

Limitations of the Study 

1. The cross-sectional study design limits the ability to establish temporal or causal 

relationships between psychiatric disorders, personality traits, psychosocial factors, and 

suicidal intent.  

2. As the study was conducted at a single tertiary care centre, the findings may not be 

generalizable to the entire population or to community settings.  

3. The sample size was relatively small, which may have limited the statistical power for 

subgroup analyses.  

4. Personality traits and psychosocial stressors were assessed after the suicide attempt, 

introducing the possibility of recall and response bias.  

5. Patients with severe cognitive impairment, severe medical illness, or those unable to 

participate were excluded, which may have introduced selection bias.  

6. Information regarding previous psychiatric illness, substance use, and psychosocial 

stressors was partly based on self-report and caregiver history, making it susceptible to 

reporting bias.  
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7. The study evaluated participants at a single point in time without longitudinal follow-

up; therefore, changes in psychiatric status, personality traits, or recurrence of suicidal 

behaviour could not be assessed.  

8. Cultural, family, and environmental factors influencing suicidal behaviour were not 

evaluated in detail, which may have affected the interpretation of psychosocial 

correlates.  
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CONCLUSION 

 The present cross-sectional study evaluated suicidal intent and its psychosocial 

correlates among 100 adult patients with attempted suicide presenting to a tertiary care centre 

in a semi-urban area. The study population had a mean age of 34.57 ± 10.47 years, with males 

constituting 61.00% and females 39.00%. “Most participants were married (80.00%), had 

primary school education (57.00%), were employed (62.00%), and belonged to rural areas 

(81.00%). Familial stressors were the most common psychosocial stressor (41.00%), followed 

by financial (20.00%) and personal (20.00%) stressors. Poisoning was the predominant mode 

of suicide attempt, with other chemical poisoning (25.00%) and agricultural poisoning 

(24.00%) accounting for nearly half of all attempts. 

 Stress-related disorders (31.00%) and mood disorders (28.00%) were the most frequent 

psychiatric diagnoses, followed by non-suicidal self-injury (17.00%) and substance use 

disorders (12.00%). Previous psychiatric illness was reported in only 5.00% of patients, 

whereas 14.00% had a previous history of suicide attempt. Substance use was common, with 

25.00% reporting alcohol use, 21.00% nicotine use, and 15.00% combined alcohol and nicotine 

use. Significant associations were observed between psychiatric diagnosis and gender 

(p=0.002), marital status (p=0.025), previous history of suicidal attempt (p<0.001), and history 

of substance use (p=0.005), while educational status, employment status, and psychosocial 

stressors did not show statistically significant associations. 

 Assessment of suicidal intent using the Beck Suicide Intent Scale demonstrated that 

60.00% of patients had low suicidal intent, 33.00% had medium intent, and 7.00% had high 

intent, with a mean Beck’s Suicide Intent Score of 18.88 ± 4.14. Evaluation of personality traits 

showed that Negative Affect (6.85 ± 2.93) and Detachment (6.55 ± 2.60) were the most 

prominent personality domains. These two domains demonstrated statistically significant 

positive correlations with Beck’s Suicide Intent Score (Negative Affect: r=0.458, p<0.001; 

Detachment: r=0.460, p<0.001), whereas Antagonism, Disinhibition, and Psychoticism did not 

show significant correlations. Similarly, Negative Affect and Detachment increased 

significantly across low-, medium-, and high-intent groups (p<0.001), indicating their 

important association with suicidal intent. 

 Overall, the findings of the present study indicate that suicidal behaviour among adults 

presenting after attempted suicide is multifactorial, involving the interaction of psychosocial 

stressors, psychiatric disorders, substance use, and personality characteristics. Stress-related 

disorders and mood disorders constituted the predominant psychiatric diagnoses, while 
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Negative Affect and Detachment emerged as the personality domains most closely associated 

with greater suicidal intent”. These findings emphasize the importance of comprehensive 

psychiatric assessment, including evaluation of suicidal intent, psychiatric morbidity, 

psychosocial stressors, substance use, and personality dysfunction, to facilitate early 

identification of high-risk individuals and enable timely therapeutic interventions aimed at 

preventing recurrent suicidal behaviour. 
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SUMMARY 

 The present cross-sectional study was conducted to evaluate the intent of suicide and 

its psychosocial correlates among adult patients with attempted suicide reporting to a tertiary 

care centre in a semi-urban area. “A total of 100 adult patients fulfilling the inclusion criteria 

were enrolled. Data were collected using a structured proforma, and all participants underwent 

detailed psychiatric evaluation. Suicidal intent was assessed using the Beck Suicide Intent 

Scale (BSIS), while personality dysfunction was evaluated using a standardized personality 

inventory. Sociodemographic characteristics, psychosocial stressors, previous suicidal 

behaviour, substance use, mode of suicide attempt, and psychiatric diagnoses were also 

recorded and analyzed. 

 The mean age of the study participants was 34.57 ± 10.47 years, with males constituting 

61.00% of the study population. Most participants were married (80.00%), had primary school 

education (57.00%), were employed (62.00%), and belonged to rural areas (81.00%). Only 

5.00% had a past history of psychiatric illness, while 14.00% had a previous history of suicidal 

attempt. Alcohol use was reported by 25.00%, nicotine use by 21.00%, and combined alcohol 

and nicotine use by 15.00% of participants. Familial stressors were the most common 

psychosocial stressor (41.00%). Poisoning was the predominant mode of suicide attempt, with 

other chemical poisoning (25.00%) and agricultural poisoning (24.00%) being the commonest 

methods. 

 Stress-related disorders (31.00%) and mood disorders (28.00%) were the most frequent 

psychiatric diagnoses, followed by non-suicidal self-injury (17.00%), substance use disorders 

(12.00%), anxiety disorders (6.00%), personality disorders (3.00%), and psychotic disorders 

(3.00%). Significant associations were observed between psychiatric diagnosis and gender 

(p=0.002), marital status (p=0.025), previous history of suicidal attempt (p<0.001), and history 

of substance use (p=0.005). However, no statistically significant association was found 

between psychiatric diagnosis and educational status, employment status, or psychosocial 

stressors. 

 Assessment of suicidal intent showed that 60.00% of participants had low suicidal 

intent, 33.00% had medium suicidal intent, and 7.00% had high suicidal intent, with a mean 

Beck’s Suicide Intent Score of 18.88 ± 4.14. Among the personality domains, Negative Affect 

(6.85 ± 2.93) and Detachment (6.55 ± 2.60) had the highest mean scores. Both domains 

demonstrated a statistically significant positive correlation with Beck’s Suicide Intent Score 

(Negative Affect: r=0.458, p<0.001; Detachment: r=0.460, p<0.001), whereas Antagonism, 
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Disinhibition, and Psychoticism showed no significant correlation. The findings of the present 

study indicate that suicidal intent among adult suicide attempters is closely associated with 

specific personality traits, particularly Negative Affect and Detachment, in addition to 

psychiatric morbidity and psychosocial factors”. These observations emphasize the importance 

of comprehensive psychiatric evaluation for identifying high-risk individuals and planning 

appropriate interventions for suicide prevention. 
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