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SUMMARY

Background: Every year globally 8,00,000 people die due to suicide. Suicide has
become a public health concern all over the world as we see that in every 40
second one person is losing their life due to it. For every completed suicide there
are more than 20 suicide attempts.”) Multiple sociodemographic, clinical and
psychosocial variable can have protective role in patient with suicidal behavior in
depression.

Aims: To study the role of the following protective factors - Psychological
Flexibility, Resilience, Social Connectedness, Emotional Regulation, Satisfaction
with life, Meaning in life, Religiosity against suicidal behaviour among patients
with depression.

Methodology: A total of 134 participants with moderate to severe depression as
per the inclusion criteria (HAM-D>14) were recruited into the study.
Sociodemographic and clinical details were recorded using a semi structured
format. Based on CSSRS assessment, three groups were identified i.e., patients
who never had suicidal ideations, those who presented with suicidal ideations and
participants who had attempted suicide. Written informed consent was obtained
from participants who agreed to participate in the study after adequate information
was imparted about the objective and methodology of the study. Patients were
asked to respond to the following scales- Acceptance and Action Questionnaire
(AAQ II), Brief Resilience Scale (BRS), Social connectedness Scale Revised
(SCSR), Satisfaction with Life Scale (SWLS), Emotional Regulation Scale (ERS),
Meaning in Life Questionnaire (MLQ), Centrality Religiosity Scale (CRS). The
clinician rated the patients on Hamilton depression rating scale (HAM-D),
Columbia-Suicide Severity Rating Scale (CSSRYS).

Results: A total of 134 participants in the age group 18-50 years were enrolled in
the study. The distribution between male and female participants were almost
equal i.e., 49.3 % and 50.7% respectively. Out of 134 participants, 21 (15.67%)
participants never had suicidal ideation, 45 (33.58%) had suicidal ideation and 68

(50.74%) people attempted suicide. In this cross-sectional study, among



participants with depression along with suicide attempts, 57.4% were female and
42.6% were male. Amongst the sociodemographic and clinical variables viz. sex,
occupation, residence, diagnosis, family history of psychiatric illness, side effects
of medication, duration of treatment had significant association with the suicide
behavior in depression. Amongst the constructs evaluated, Psychological
Flexibility (p=0.006), Social Connectedness (p=0.004), Meaning in life (p=0.001),
Satisfaction with life (p<0.001), Religiosity (p=0.019) were found to have
significant association with the suicide behavior in depression. Psychological
Inflexibility is positively correlated with suicide attempt while Social
Connectedness, Meaning in life, Satisfaction with life, Religiosity are negatively
correlated. In logistic regression analysis, satisfaction with life, psychological
flexibility came out as significant predictors of suicide attempt in the depression.

Conclusion: The findings of this study suggested that both sociodemographic
variables and clinical variables are associated with suicidal attempt in depression.
Almost half of the participants with depression had a history of suicide attempt.
The findings of this study suggest that social connectedness, psychological
flexibility, satisfaction with life, meaning in life, religiosity are protective factors
against suicidal behaviour in patients with depression. The above variables can be
used in day-to-day clinical practice to speculate the depressed patients with
suicidal behaviour, therefore leading to an early appropriate and holistic
assessment of suicidal behaviour and other psychosocial factors, which is of

utmost importance so as to prevent suicide attempt.



ABBREVIATIONS

AAQ Il | Acceptance & Action Questionnaire
BRS Brief Resilience Scale
CRS Centrality of Religiosity Scale
CSSRS | Columbia-Suicide Severity Rating Scale
DSM 5 | Diagnostic and Statistical Manual of Mental Disorders, 5™ edition
ERQ Emotional Regulation Questionnaire
HAM-D | Hamilton depression rating scale
ICD-11 | International Classification of Diseases, 11" edition
IMV Integrated Motivational-Volition Theory
IPTS Interpersonal-Psychological Theory of Suicide
MLQ Meaning in Life Questionnaire
SA Suicidal Attempt
SCSR Social Connectedness Scale Revised
SI Suicidal Ideation
ST Step Theory
SWLS | Satisfaction with Life Scale
RDD Recurrent Depressive Disorder
UNICEF | United Nations Children’s Fund
WHO World Health Organization




INTRODUCTION

Suicide is defined by DSM-5 as “a self-initiated series of behaviours by a person
who anticipates that the series of behaviours will result in his or her own death at
the moment of start.” There is no one cause or risk factor for suicide since it is a
multifaceted issue. A complex combination of biological, genetic, social, cultural,
and environmental elements leads to this multifactorial phenomenon. One of the
most frequent risk variables that has been linked to suicidal ideation or suicide
attempt is depression. There are some clinical, sociodemographic, clinical and
psychosocial protective factors also for suicidal behaviour in suicide. However,
there are very limited number of studies from India which have tried to assess the
association of these factors with suicidal behaviour among patients with

depression.

Epidemiology & sociodemographic factors

All over the world, depression inflicts upon 264 million people, making it one of
the most common maladies. Unlike the shifts in mood and emotions that happens
to all human alike in response to various situations in day-to-day life, depression
differs not just in severity, but also in quality and the duration for which it lats.
Due to this affected person is not able to perform work with interest and
motivation at the workplace, at home and equally underperforms in their academic
pursuits. Depression can instigate suicidal behaviour and result in completed
suicide. Every year globally 800,000 people die due to suicide. Suicide has
become a public health concern all over the world as we see that every 40 second
one person is losing his life due to suicide. For every completed suicide there are
more than 20 suicide attempts.!

The Global Burden of Disease reports that unipolar depressive episodes had a point
prevalence of 1.9% for men and 3.2% for women, and a one-year prevalence of
5.8% for males and 9.5% for women. Depression is predicted to account for 5.7%

of all disease burden by 2020, substituting the position of ischemic heart disease as



the second most important cause of disability-adjusted life years (DALYS), if

demographic and epidemiological revolutions continue in their current course.?

Amongst young people, in the age group of 15-29 year, suicide is next only to
unintentional injury as the leading cause of death and irrespective of age group it is
the 10™ most frequent cause of death. * Suicidal behaviour is related to various risk
factors in the literature. Past history of suicide attempt is the strongest risk factor
for subsequent suicide attempt.* Depression and associated hopelessness have been

reported to be the most significant predictors of suicidal behaviour.®

In India, suicide is a huge concern pertaining to public mental health. However, it
can be avoided by implementing timely, evidence-based, and frequently
inexpensive interventions. In 2016, the suicide death rate was 16.5 per 100,000
people, which is greater than the worldwide average of 10.5 per 100,000. The
elderly people, particularly those with special needs, and younger people aged 15

to 29 are the most at risk.*

Suicidal thoughts and failed suicide attempts should also receive attention, in
addition to suicide deaths. The lifetime prevalence rates for suicidal ideation and
suicide attempt are respectively 9.2% and 2.7% worldwide. Suicide attempts and
ideation are highly predictive of suicide deaths; they can have unfavourable effects
like injury, hospitalization, and loss of liberty; and they cost society billions of
dollars. Suicide and suicidal behaviour are the sixth and ninth largest causes of
worldwide illness burden for men and women between the ages of 15 and 44,
respectively, and the twentieth common cause of disease burden overall (defined as

years lost to disability, ill health, and early death).’

The Mental Healthcare Act of 2017 decriminalises suicide and guarantees
individuals who attempt it access to necessary medical care. This is a significant
breakthrough that ensures respect and a humanitarian approach to the problem. The
National Mental Health Programme and the Ayushman Bharat Program's Health
and Wellness Centres are examples of initiatives to deliver high-quality care at the
primary healthcare level. There are also recovery facilities and centres for drug

addiction.*



The National Crime Records Bureau (NCRB) reports that India had over 1.53 lakh
suicides, or 418 a day in 2020. As a result, the suicide death rate (per lakh people)
increased from 10.4 in 2019 to 12 in 2021. The number of suicides in our country
and around the world is at its highest level in ten years. In 2020, there was a 21.2%
increase in suicide deaths among students, compared to a 7-8% increase during the
previous three years. In India, for each person who commits suicide, there are
almost 200 persons who have suicidal thoughts and behaviours, and more than 20
person who attempt suicide. These numbers only represent the reported suicidal
behaviour. However, it could be a far from the actual prevalence as the stigma that
accompanies mental illness and the legal issues surrounding reporting suicides in
India, stands as an obstacle for people from reporting about it. The havoc wreaked
by the pandemic in terms of joblessness, social isolation and difficulty in accessing
services, increased the stress and anxiety among people, which reflected in the

dramatic increase in suicide rates in 2020. ®

The Sustainable Developmental Goal 3.4 which stands for reducing premature
mortality attributed to non-communicable diseases by the year 2030 has used
suicide rates as one of its two indicators of assessing the advancements made by
the various endeavours. The UN SDGs have emphasised the importance of global

attention to suicide prevention.®

As per the Centres for Disease Control and Prevention (CDC) suicidal self-directed
violence is distinguished from self-directed violence without any suicidal intent.
The term "suicide™ refers to any death brought on by self-inflicted harm with the
intention of dying as a result of the conduct. A suicide attempt is described as a
potentially harmful behaviour that is initiated by someone with the intent of being
the agent of one’s own death. Even if the action itself does not cause harm, as a
result of the behaviour. Suicidal ideation is the act of considering, contemplating,

or planning suicide.’



Etiology and clinical Features

Ideation to Action Theories

As per the Centres for Disease Control and Prevention (CDC) suicidal self-directed
violence is distinguished from self-directed violence without any suicidal intent.
The term "suicide” refers “to any death brought on by self-inflicted harm with the
intent of being an agent of one’s own death.” A suicide attempt is described as “a
potentially harmful behaviour inflicted upon oneself with the intent of being the
agent of one’s own death.” Even if the action itself does not cause harm, as a result
of the behaviour. Suicidal ideation is the act of considering, contemplating, or

planning suicide.’

Researchers looking at factors that predict suicide attempts, are urged to separate
apart factors that are related to suicide attempts from those that are related to
suicidal thoughts. The framework should also guide prevention and practise risk
variables should be identified according to how much they contribute to suicidal
thoughts and/or attempts. The most commonly cited factors which increase the risk
of suicide are depression, hopelessness, and the majority of psychiatric disorders
and impulsivity. They indicate towards suicidal behaviour but cannot differentiate
between suicidal attempters and suicidal ideation. According to the ideation-to-
action concept, the inception of suicidal ideas and the evolution from suicidal ideas
to the actual attempt take two separate pathways to develop with different causes

and predictors.®

Suicidal attempts among people with such ideations has been found to be regularly
correlated with the capacity to try suicide (including enhanced fearlessness about
dying, endurance through suffering and discomfort, knowledge of and availability

to lethal means, and experience with self-inflicted damage.

Active and Passive Suicidal Ideation

Suicidal ideation that is "active™ is present currently and has specific details
associated with it. In active self-injury, one has a desire to engage in self-harm



behaviour and wishes for the act to end their life. Considering the techniques used
in the suicide attempt, the possibility for these activities to result in human deaths
is not the main concern. The important factor is rather the person's belief that their
effort might result in death.’

In “passive suicidal ideation’’ there is no intent to end one’s life. Indifference to an
unintentional death that would happen if no action is made to preserve one's own
life is a component of passive suicidal ideation. Most research do not differentiate
between active and passive suicidal ideation. Both researchers and doctors alike,
pay more attention to active rather than to passive suicidal ideation. According to
one expert, the underlying presumption among medical practitioners is that the
wish to die is not considered as a grave indicator of increased suicidal risk.*® The
first scale to assess "passive suicidal desire" was the Beck’s Scale for Suicidal

Ideation (BSSI).*

Contrary to popular assumption, passive Sl is less clinically significant than active
SI. Large population-based studies (n>85,000) found no statistically significant
difference in the odds ratios used to predict suicide attempts based on reported
passive Sl vs. reported active Sl. It was recommended that the best clinical risk

assessment strategy incorporate both active and passive Sl evaluation questions.™

Ribet et al. examined the possible contributing factors after 141 veterans
committed suicide a week after being released from the hospital. Communication
issues were frequently brought up. Furthermore, it was shown that about half of the

suicides occurred following an discharge.*?

The ITPS, the IMV model, and the 3ST are three theories of suicide that fall under
the ideation-to-action paradigm; they provide testable and encouraging hypotheses
concerning the emergence of ideation and the progression from ideation to

potentially lethal attempts.®

As per Joiner's 2005 Interpersonal-Psychological Theory of Suicide (IPTS), having
death wishes or Sl is caused by feeling like a burden to others (“"perceived

burdensomeness") and feeling socially excluded (“thwarted belonging")*®



The first theoretical model to emphasise this divergence was the interpersonal-
psychological theory of suicide, which proposed that suicidal desire—composed of
perceived burdensomeness and thwarted belongingness—was inadequate to
produce a major suicide attempt or death by suicide on its own. Suicidal people
must also be capable of carrying out their wish to end their lives, which is
indicated by diminished sensitivity to physical pain and a high level of fearlessness

toward death that overcomes the urge for self-preservation.**

Thwarted Perceived
Belongingness Burdensomeness

~ =~

[ Hopelessness ]
Suicidal Desire ] =
! | . Capability for
L Suicide
Lethal Suicide Attempt ]

Pathways hypothesized by interpersonal theory of Suicide

Passive suicidal thought is caused by two factors that are both immediate and
sufficient: a sense of not belonging and feeling burdened. The concurrent presence
of both, when perceived as stable and unchanging (i.e., hopelessness regarding
these states), is a proximal and sufficient cause of active suicidal desire. The
circumstance in which suicidal desire will change into suicidal purpose is the
coexistence of suicidal want with diminished fear of death. The outcome of severe
suicidal behaviour, such as lethal or nearly lethal suicide attempts, is most likely to
take place in the context of a sense of belongingness being denied, feeling
burdened (and feeling hopeless about both), having less suicidal fear, and having a

higher threshold for physical pain. *°

The interpersonal theory of suicide has significantly advanced clinical and
scientific knowledge of suicide and associated illnesses during the past ten years.
According to the interpersonal theory of suicide, suicidal desire develops when
people feel unrelenting pressure to perform and a sense of betrayal, and when these

sentiments are present, near-fatal or lethal suicidal behaviour takes place. A rising



number of research have explored these hypothesised pathways in different
samples, although meta-analytic evaluation of these results is still pending. The
research results that supported the interpersonal theory: the interaction of thwarted
belongingness and perceived burdensomeness was significantly associated with
suicidal ideation, and the interaction of thwarted belongingness, perceived
burdensomeness, and capability for suicide was significantly related to a higher
number of prior suicide attempts. Theory-consistent paths and alternative
combinations of theory variables both performed well in predicting the likelihood

of suicide.”®

According to estimates, depression is the second-leading factor of years of life lost
due to disability worldwide (4.3%), and by 2030 it will overtake heart disease as
the leading cause of disability and the second-leading cause of years lived with
disability globally. Women are more at risk than men to experience depression
(13.4%) than men (8.3%). Mainly the risk factors associated primarily to problems
with family bonds and relationships, which are made worse by drinking, using
other drugs, and being unemployed; to sadness and loneliness over concerns about
the physical absence of significant people and dissatisfaction over the affective
relationship; to actual and anticipated losses brought on by the passing of
important people, issues with spirituality; incapacity to experience frustrations
throughout life. The protective factors are mainly related to develop primarily
referring to the value of strong familial and emotional bonds and relationships,
social interaction, and practising faith. The talks about the family and emotional
connections as protective elements highlighted the necessity for children present in
everyday interactions, a good relationship with the partner, family stability, and the

ability to support the family.*®

Positive emotions that lower these risks have received less attention from
researchers than the risk variables for suicidal ideation and attempts. Favourable
attitudes, such as reasons to live and hope, have been shown to have a positive
impact on suicide ideation, as shown with the emergence of positive psychology
over the past 20 years. There is some evidence that positive aspects of life, such as

seeking a meaningful existence, believing life has meaning, being satisfied with

10



interpersonal connections, and feeling valuable to family and friends, are

associated with lower suicidal thoughts.*®

From the last two decades the interest of the researchers have been shifted towards
understanding the influence of various personal and social protective factors on
suicidal behaviour. Positive personality characteristics such as psychological
flexibility, social connectedness, resilience etc. have been identified as protective

against suicidal behaviour in patients with depression.*’
Psychosocial factors and Suicide
Psychological Flexibility

Psychological flexibility is the capacity to accept one's feelings without avoiding
them and, depending on the circumstances, go on with one's goals in spite of a bad
experience. Numerous research have demonstrated that psychological flexibility
shields against depression, anxiety, and overall distress.™®

The six fundamental ACT processes—diffusion, acceptance, present moment, self
as content, values, and committed action—form the basis of psychological
flexibility. By enhancing it, ACT combines acceptance and mindfulness techniques

to achieve committed behaviour change.

Inflexibility in psychological and behavioural reaction patterns, is related to
depression. For example, depression frequently results in rumination, which is
characterized by thinking about one's interior state again and regularly, which may

result in passive behaviour response patterns.*

Being in contact with the present moment, being completely aware of emotions,
feelings, and ideas, welcoming them all, even the undesirable ones, and acting in a
pattern of behaviour in the service of predetermined values are all examples of
psychological flexibility. This entails, to put it simply, embracing our own ideas
and feelings and acting on long-term principles as opposed to momentary
impulses, thoughts, and feelings that are frequently connected to experiencing

avoidance and a strategy of controlling unwelcome interior happenings. *°

11



Social Connectedness

Based on quantitative and qualitative social assessments as well as relationship
salience, we define social connection as a transient sense of belonging and
relatedness. The concept of social connectedness, which was created to preserve
social experiences resulting from recent contacts and the dissemination of
awareness information, is fundamentally based on the subjective sensation of
belonging. Relationship salience captures the thoughts of others and the sense of
being together outside of social contact, whereas appraisals focus on one's
contentment with their social status, according to research.”*

The concept covers a broad range of brief, temporary social experiences arising
from mediated and unmediated contacts as well as the mediated sharing of
awareness information (i.e., knowledge about other people's whereabouts, moods,

activities, and contractability).*

There are two different sorts of social connectivity. Social connectivity at
individual level and at the overall level. Social connectivity at personal level refers
to how one feels about a certain person, social connectedness at the general level
concerns one's whole social network. This distinction is important because some
methods of communication, like text messaging, may emphasise social interactions
based on one-on-one communication while other tools modify how one feels

linked to their larger social network (e.g. Facebook).

Social connectedness at the personal level has two dimensions the sense of sharing
and involvement, dissatisfaction with contact quality. It has subdimensions like
relationship salience, shared understanding, knowing each other’ experiences and
feelings of closeness. Generally speaking social connectedness has dimensions i.e.

sense of sharing and participation and social evaluations. %>

According to Durkheim's theory, social connections differ depending on their
degree of integration and (moral) control, and suicide rates are a positive
consequence of the social network structure of a group or class of individuals.
Despite the fact that Durkheim never stated his dimensions explicitly, sociologists

have generally understood regulation to be the degree to which a collective's moral

12



order directs and coordinates the attitudes and behaviours of its members and
integration to be the structural elements of social relationships, such as the number
and density of ties. Durkheim distinguished four distinct forms of suicide in
connection to integration and regulation, as well as two continua: egoistic/altruistic
suicides (too little, too much integration), and anomic/fatalistic suicides (too little
too much regulation). The development of effective suicide prevention techniques
also depends on an understanding of the social context. The potential of larger,
upstream environmental interventions is recognised by several current suicide
prevention programmes, such as the Centres for Disease Control and Prevention's
(n.d.) focus on social connectivity in communities. Schools have made excellent
use of the focus on fostering connectedness. Fostering mutual trust between adults
and children in the classroom, in particular, is linked to lower student suicidality

rates. 2
Resilience

The ability to adaptively overcome stress and adversity while maintaining regular
psychological and physical functioning is known as resilience. The idea of
resilience refers to a sustainable process that prevents and lessens psychological
disorders after experiencing considerable stress or trauma as well as a process of

quick recovery from psychological issues after adversity.

There are three main components of resilience. The Internal Protective domain
reflects positive feelings or beliefs about oneself and one's level of life satisfaction,
the External Protective domain reflects positive feelings or beliefs that the person
can recognise or seek out externally helpful resources, and the Emotional Stability
domain reflects positive beliefs about one's capacity to control suicidal thoughts
and behaviours. Neuropeptide Y (NPY), the hypothalamic-pituitary-adrenal (HPA)
axis, the noradrenergic, dopaminergic, and serotonergic systems, as well as brain-

derived neurotrophic factor have all been associated to resilience (BDNF).

Resilience in three dimensions The three areas that should be prioritised for the
prevention of recurrence of depression are improving stress recovery from minor

daily stressors, encouraging positivity, which means allowing positive emotions

13



during stress, and training flexibility, which is the capacity to recognise various
demands in the environment and use the appropriate coping strategy to meet those

demands.®

Resilience is "the process of adjusting successfully in the face of adversity, trauma,
tragedy, danger, or even large levels of stress,” according to the American
Psychological Association.

Research and efforts to prevent suicide are increasingly focusing on resilience.
Developing resilience should be a component of all effective, targeted, and
universal suicide prevention programmes. In groups at high risk for suicide, among
high-risk individuals, and in the general population, resilience promotion may
reduce suicide risk. The prevalence of stress-related problems and, as a result,
suicidal behaviour may be decreased by increasing resilience in the general
population. Each psychiatric patient's treatment strategy should include
strengthening resilience. If mental health providers aggressively focus on building
stress resistance using both psychosocial and pharmaceutical therapies, they will
probably succeed in decreasing the risk of suicide in patients with psychiatric

illness.

Satisfaction with Life

The Latin term "satisfaction” implies "to make or do enough.” A person who is
comfortable with or accepting of their life circumstances is said to be satisfied with
their life. Life satisfaction is essentially a personal evaluation of one's quality of
life. Life satisfaction assessments have a significant cognitive component because
it is necessarily an appraisal. Ed Diener and his colleagues (1999) reported that
Subjective well-being, or happiness, includes both an affective (i.e., emotional) and
a cognitive (i.e., 4 judging) component. The consistency with which a person
reports having both good and negative affect makes up the affective component.
The cognitive element of this more comprehensive construct is considered to be

life satisfaction.?
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According to the Multiple-Discrepancy-Theory developed by Alex Michalos in
1986, a person's degree of pleasure is influenced by their judgements of "how
things are" vs "how they should be." Comparisons between how things are and
what one wants, has, expects, has, what others have, and what one believes one
deserves help determine one's level of life satisfaction. Satisfaction with life is
influenced by personality; extraversion, internal locus of control, psychological
resilience, assertiveness, empathy, and openness to new experiences are among

personality traits that have been associated to life satisfaction.?®

A full assessment of one's life is referred to as global life satisfaction. Domain
satisfaction, on the other hand, refers to contentment with particular aspects of
one's life. These may differ, but they are typically classified into four categories:

self, work, relationships, and income.?

There has been ongoing work to connect domain and overall pleasure with suicidal
behaviour. Poor mental and physical health and overall life satisfaction were
shown to be significantly correlated. Suicidal behaviour was substantially
connected with a number of quality of life variables, including depression as well
as happiness, perceived SES, and life satisfaction in the physical and mental health,

leisure, and appearance-related categories.”’
Meaning in Life

It is a sense of purpose that goes beyond the person living that life in some way.
The two parts of meaning in life are the search for meaning in life and the presence
of meaning, according to the most comprehensive model of meaning in life.
However, these characteristics are not mutually exclusive, and people who already
have meaning in life may still look for a deeper or alternative meaning. People who
do not already have purpose in life may be searching for it.(16) According to
Viktor Frankl, everyone's main source of motivation is seeking meaning in life.
Frankl argued that even when suffering is unavoidable, we have the freedom to
look for purpose in our life. "Meaning is something to be found rather than to be
given, discovered rather than invented,” ® The search for meaning can be viewed

both positively as life-affirmation and negatively as deficit-based motivation?®
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A study by Dr. David Attenborough and his colleagues at the Harvard Business
School found that people search for meaning when they feel their lives have little
or no value, which is the opposite of the effect that more meaning in life has.? The
association between depression, self-denigration, and suicide thoughts has been
demonstrated to be mediated (or to function as a buffer or suppressor) by the
meaning in life concept. The links between drug misuse and self-deprecation as
well as the links between depression and suicidal ideation were also mediated by a
loss of meaning in life. Gratitude, grit, and thoughts of suicide were all somewhat

mediated by their sense of meaning in life. *

Meaning in life was also a mediator between reasons to live and suicidal ideation
in older persons from a population sample, which lowers the likelihood of
considering suicide. A feeling of coherence, which might be interpreted as having
a purpose in life, was found to have the potential to function as a mediator between
emotion-oriented coping, avoidance-distraction coping, and suicidal symptoms in
students, particularly in females, in a more recent study. In a clinical sample of
individuals with borderline personality disorder, meaning in life in general,
particularly its life goals and purposes components, influenced proximal (such as
psychiatric disease diagnosis, past attempts) and distal risk factors (e.g.,
hopelessness). **

Meaning in life serves as a moderator or mediator. Either it moderates (by
decreasing) the relationships between risk factors and suicide thoughts and
behaviours, or it explains how factors influence suicidal ideation, such as through
mediating the relationships between particular risk or protective factors and
suicidal manifestations. As a result, the concept of meaning in life was included in

the many studies to prevent suicide. *?

Emotional Regulation

Suicidal behaviour is unpredictable in many aspects, but research has shown that it
is usually accompanied by dysfunctional coping mechanisms, suggesting that
difficulties controlling strong emotions may be a typical predictor to suicide

attempts.®
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Lower suicidal ideation has been found to be associated with high level of social
connectedness, feeling satisfied with their life, and pursuing a meaningful life.l"
Depression as an illness gives rise to number of negative emotions and individual
who has poor difficulty in regulating and managing their emotions tend to indulge
more in suicidal behaviour. People indulge in positive emotional regulation

strategies would less likely to involve in suicidal behaviour.

In a study conducted by Claire Hatkevich, et al (2019) the relation between the six
dimensions of emotional regulation and suicide ideation and suicide attempt were
assessed. There were identified six unique aspects of emotion dysregulation,
including: 1) inability to accept emotional responses or distress, 2) problems using
goal-directed behaviours and strategies, 3) lack of emotional awareness, 4) issues
with impulse control, 5) Unclear emotional state, and 6) restricted access to ER
techniques, including one's perceived lack of efficient emotion regulation
techniques. The study conclude that good emotional regulation can protect

individual from suicide ideation and suicide attempt.®*
Religiosity

The five elements of religiosity that Glock and Stark (1965) described are
experiential, ritualistic, ideological, intellectual, and consequential. The experience
component emphasises one's own faith. While the ritualistic realm involves the
worship experience that is shared in community, possibly a transcendent
encounter, Expectations that religion will holiness make up the ideological

dimension.

Allport and Ross (1967) recognised the two fundamental elements extrinsic and
intrinsic religiosity. They saw extrinsic religiosity as a self-serving and utilitarian

view of religion that gives the believer assurance of salvation.

Numerous studies show that being religious protects against suicide attempts and
actual suicide but not suicidal thoughts. Similarly, participation in religious
activities reduces the risk of suicide attempt but not of suicidal ideation (after
adjusting for social support). According to these research, religion may prevent
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someone from pursuing suicidal thoughts by giving them access to a caring
community, influencing their attitudes about suicide, giving them a reason to have

hope, and giving them a perspective on how to deal with pain.*®

The evidence also suggests that there is a complicated link between religion and
the risk of suicide. Protection levels vary according on one's religious affiliation.
Religion can help people feel more connected to their communities.

To provide better insight and humane understanding, the present study is planned
to assess the role of protective factors against suicidal behaviour among patients
with depression.
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RATIONALE OF PRESENT STUDY

Suicide has become a real concern worldwide and patients with depression are
more vulnerable for suicidal behaviour. Literature quotes numbers of studies on
risk factors and few studies on protective factors of suicide. Moreover, these
studies have assessed only one or two protective factors related to suicidal
behaviour and have been conducted on general population. Therefore, the present
study is planned to assess the role of protective factors against suicidal behaviour

among patients with depression in comprehensive manner.
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REVIEW OF LITERATURE

In last four decades, there has been a 60% global increase in suicide rates. There
are 20 times as many suicide attempts as there are suicides. More than 90% of
suicides are associated with mental disorder like depression. ® Suicide is
preventable cause of death. The risk factors for suicidal ideation and attempts have
so been established via numerous studies aimed at preventing suicide. Few studies

had explained protective factors against suicide.

In study conducted by Palmer et al., 2004 116 admitted depressive patients were
interviewed and divided them in three groups based on history- ‘no history of
suicidal ideation and attempt’ group, ‘history of suicidal ideation but not attempt’
group and group having ‘suicidal ideation and past suicide attempt.” On the self-
esteem scale, there was a difference in suicidal thoughts between Groups 1 and 2,
as well as between Groups 1 and 3. Decreased self-esteem led to suicide ideation

and suicide attempt, which further increased the suicide risk. *

Klonsky et al., 2015 studied three hypotheses (a) Connection between pain and
hopelessness predicts suicidal ideas (b) The connection prevents the escalation of
suicidal thoughts in people who are suffering from both pain and hopelessness (c)
Suicide capacity contributors who are dispositional, acquired, and practical predict
the progression from ideation to attempts. Suicidal behaviour has embraced an
ideation-to-action framework in which the emergence of suicidal ideation and the
progression to a suicide attempt are considered as two distinct processes. *’

The Scottish Wellbeing Study conducted by Wetherall K et al.,2018 on 3508
young people of age group 18-34 years divided them into three groups- no suicidal
controls, lifetime suicide ideation group, and lifetime suicidal attempt group. It was
discovered that members in the control group who were not suicidal exhibited

higher levels of protective variables like resilience and social support. *

In a recent prospective study, researchers in Canada compared the likelihood that
people with SI would attempt suicide within six months with people whose

presentations were different, as revealed by their answers to screening questions (n
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= 5,655). Some people largely endorsed Sl during ED triage screening, which is
characterised by an "ambivalence about living,” while others indicated active SI.
Three percent of the initially screened group returned to the emergency department
within six months having attempted suicide. The probability of suicide attempts
was more than two times higher in people who first classified as having
"ambivalence about living” (odds ratio [OR] = 2.57, 95% CI = 1.64-4.02, P 0.001).
When compared to people without suicidal ideation, those with active Sl had a
probability of attempting suicide more than three times higher (OR = 3.75, 95%
Cl=2.61-5.34, P < 0.001) Ambivalence toward life and active suicidal ideation are
both troubling manifestations linked to a 6-month attempt risk. Clinicians should
be aware that differentiating between active suicide ideation and ambivalence
about living are presentations that need follow-up due to the greater 6-month risk

of attempts.*

The Three Step Theory (3ST), developed by Klonsky and published in 2015,
states that pain and hopelessness are the main contributors of Sl. If the
psychological, interpersonal, and/or physical sources of suffering are treated, or if
there is hope that the pain will subside with time or effort, SI will go away. This is
due to the fact that the individual's focus will change from suicide to a better
future.” If the pain does not subside but worsens, the person moves on to step two
of the 3ST process when their sense of closeness is overwhelmed. The sense of
connection might come from close relationships, cherished jobs, or anything else
that gives the person a sense of direction and significance. The intensity of SlI
increases when it transitions from passive ideation to active Sl if the scales tip in
favour of pain over connectivity. The ability to attempt suicide occurs at the third
step in the 3ST process. Armed people with access to and knowledge of lethal
weapons, like soldiers and gun owners, as well as medical experts with access to
and knowledge of medications, use social media to find novel approaches.™
Studies utilising the 3ST showed that the interaction between pain and
hopelessness was able to predict Sl better than felt burdensomeness robustly and
hampered belonging in IPTS; the degree of connection was able to predict Sl even

in the presence of pain and despair; and finally, it was shown that differentiating
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suicide capacity into dispositional, acquired, and practical components may predict

suicide attempt histories in addition to SI.%

O'Connor's (2011) Integrated Motivational-Volition Theory (IMV) model differs
from the IPTS in a number of areas. First, rather than belongingness and
burdensomeness, the roads to Sl are defeat and entrapment. Patients with
depression, anxiety disorders, PTSD, and suicidality showed similar-sized, strong
correlations for defeat and entrapment, according to a meta-analysis of 40 research
(n > 40,000).%°

Results also reveal strong correlations between Sl and feeling defeated and
trapped.** The IMV hypothesis expands the theoretical framework for the potential
of suicide by identifying other traits like impulsivity that may help in the shift from
Sl to suicidal acts, despite the fact that there are currently few evidence to support
this.’

According to a 2013 study, 0.6% of ED visits were brought on by suicidal
thoughts, but incidental, occult suicidal ideation was discovered in almost 11% of
patients who had come in with medical problems when screening for SI was done.
While on the medical unit, no follow-up about the SI of the patients who had Sl

was done, despite the fact that it was identified and disclosed to them.*?

A retrospective study conducted by A. Dahale et al., 2017, analysed the
sociodemographic and clinical characteristics of psychiatric in-patients who died
by suicide while being treated in a hospital. Total 13 completed suicide were
reported from 1985 to 2014 and total psychiatric admissions during that time was
132249. Hence rate of in-patient suicide is around 10 per 100000 admissions.
Majority was males (84%) of age group 20-30 years. 77% were educated till
secondary education. 61% belong to urban background. Duration of illness was
less than 5 years for maximum number of patients (84%). Among 13 46% had
history of suicide attempts in past. Among 23% suicide had history of psychiatric
illness in family members and 7.7% have history of suicide attempt in family

member. 43
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Psychological Flexibility

Psychological Flexibility is defined as the capacity to carry on or to change
behaviour in a setting to seek together psychological influences, guided by goals
and dependent on what the situation at that time allows.*

The capability to accept one's emotions without avoiding them and, depending on

the situation, keep on with one's goals despite an unpleasant experience.*®

Self-blame and hopelessness are common automatic and stereotypical negative
attributions used by depressed people to explain unpleasant life occurrences and/or
issues, and these tendencies can also result in a lack of action taken to achieve

personally important and desired results.*®

Numerous research has demonstrated that psychological flexibility protects against
depression, anxiety, and chronic distress.*

In 168 active-duty military convey operators, Bryan et al., 2015 looked at the
protective benefits of psychological flexibility on emotional distress and suicidal
ideation. Before deployment as well as at 1, 3, 6, and 12 months after deployment,
self-report data were gathered. Suicide risk is assessed by Suicide Behaviours
Questionnaire-Revised (SBQ-R) with higher scores indicating greater suicide risk,
depression is assessed by Patient Health Questionnaire (PHQ), severity of PTSD is
assessed by Posttraumatic Stress Disorder Checklist (PTSD Checklist), emotional
impact of traumatic experiences is assessed by Combat Experiences Scale (CES),
Psychological Flexibility is assessed by Acceptance and Action Questionnaire-2
(AAQ 2) Psychological flexibility protects military members from emotional
discomfort and mitigates the impact of depression on suicide risk. Plotting
histograms to identify data skew was done before to all analyses to evaluate the
distributional features of the outcome variables. The substantial relationship
between psychological flexibility and depression severity revealed that only those
with low levels of psychological flexibility were more likely to report suicidal
ideation while depressed. These results suggest that while some risk factors for
suicide ideation, like depression, are protected against by psychological flexibility,

others, like PTSD symptoms, are not. This may be due to the fact that trauma-
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related symptomatology is less closely linked to suicide thoughts and actions than
depressed symptomatology. Hence Psychological flexibility protects against

emotional stress and therefore decreases the effect of depression on suicide. %

Another study by Rufino et al., 2016 in a sample of 189 psychiatric inpatients with
depression, analyses the connection between suicidal ideation and therapeutic
recovery. This study investigated the hypothesis that suicidal ideation is a manner
of experiencing avoidance-reported changes in suicidal ideation over the course of
treatment during the ward stay. Both past and current suicidal ideation and
behaviour are assessed by Columbia-Suicide Severity Rating Scale (C-SSRS), The
Patient Health Questionnaire (PHQ-9) a valid measure of depressive symptoms,
The Beck Scale for Suicide Ideation (BSS) is utilised to evaluate suicidal ideation,
negative future thinking is assessed by Beck Hopelessness Scale (BHS), patients
cognition for suicide is assessed by Suicide Cognitions Scale (SCS) and
experimental avoidance by Acceptance and action questionnaire 2 (AAQ-2).
Individuals were split into "responder” and "non-responder™ groups based on their
discharge BSS scores in order to study the idea of experiencing avoidance in the
context of therapeutic transformation. Using correlation analysis and Pearson
product-moment correlations, the link between experience avoidance and suicidal
thoughts was examined. Specifically addressing experiential avoidance in suicidal
people (aiming to build psychological flexibility) may assist to reduce suicidal
ideation and the risk of suicide, in addition to improvements in depression and
hopelessness. This study suggested that decreased experimental avoidance and
increased psychological flexibility reduced suicidal ideation and suicidal
behaviour. The limitation of the study is why certain patients’ experiential

avoidance showed less change over the course of their hospitalization */

A longitudinal study conducted by Rufino et al., in 2018, in 474 psychiatric
inpatients of 18 to 76 years of age. Participants were assessed by using the
Structured Clinical Interview for DSM-IV Diagnosis, Both past and current
suicidal ideation and behaviour are assessed by Columbia-Suicide Severity Rating
Scale (C-SSRS), patients’ cognition for suicide is evaluated by the Suicide
Cognitions Scale (SCS) and psychological flexibility by Acceptance and action
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questionnaire 2 (AAQ-2), the alliance between client and therapist by Working
Alliance Inventory (WAI). The psychological flexibility (at discharge) was found
to account for 12.2% of the variation in suicidal thoughts during a 6-month follow-
up. The study's limitations include its inability to demonstrate changes in suicidal
thoughts, intentions, or plans that followed adjustments in one's perception of

unsolvability or intolerability. 42

McCracken et al., 2018 conducted a study of 424 patients attending treatment for
chronic pain. Measures of Psychological Flexibility, including that acceptance,
cognitive defusion, committed action, and self-as-context are used to assess
depression, pain, and pain-related interference. Psychological flexibility by
Acceptance and action guestionnaire 2 (AAQ-2), The Patient Health Questionnaire
(PHQ-9) a valid measure of depressive symptoms, the impact of pain on mood,
physical activities, work, social relations, sleep, and enjoyment of life in the past
week is assessed by Brief Pain Inventory Interference Scale (BPI-1), cognitive
fusion assessed by Cognitive Fusion Questionnaire (CFQ), capacity to make and
keep commitments is measured by Committed Action Questionnaire (CAQ-8),
Self-Experiences Questionnaire (SEQ) is a self-assessment tool based on the PF
model is used. Each of the component scores for Psychological Flexibility was
strongly negatively correlated with Suicidal thoughts, according to correlation
studies. The general acceptance and committed action also remained significant
individual predictors of ST in multivariate analyses, both unadjusted and adjusted
for the presence of widespread pain, as well as for depression and pain-related
interference. The current data could be interpreted as showing that certain PF
elements are directly linked to decreased suicidal thoughts. An important drawback

of the study is that single item measure of suicidal thoughts. *°

In a study conducted by Landi et al., 2022 569 Italian people completed an online
survey at four assessment points. This study examined the trajectories of anxiety
and depression during two successive lockdowns in order to ascertain whether
anxiety and depression varied as a result of numerous circumstances during the
first nine months of the pandemic in Europe (April 2020-January 2021). Time 1

evaluation took place during the first strict national lockdown, which lasted from 9
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to 19 April 2020. Time 2 evaluation was carried out between July 9 and July 19,
2020, when the epidemic was under better control and all restrictions were
released. Time 3 assessment took place between October 9 and 19, 2020, when
COVID-19 situations started to rise once more without any matching restrictions.
Two months after the start of the second, less severe state wide lockdown, the
Time 4 review was conducted from January 9 to January 19, 2021. The
standardized Italian version of the General Anxiety Disorder Scale (GAD-7) was
used to measure anxiety symptoms at all four evaluations. A multidimensional
Psychological Flexibility inventory (MPFI) is used to measure psychological
flexibility. Statistical analyses were conducted. At each time point, it was found
that psychological flexibility was significantly inversely associated with
psychological inflexibility, anxiety, and depression. The limitation of this research
is there was a slight underrepresentation of those who had mental health issues

before. *°

A study conducted by Martins et al., 2022 on 104 transgender persons in Portugal
of ages 18 to 66. Among them 42% identified themselves as male, 34% as non-
binary and 23% as female. Participants completed online self-report
questionnaires. A diagnosis of mental illness was reported by 39% of the
individuals, 33% of people who tried suicide, and 63% of those who had plans to
commit suicide in the past. Suicide and depression were negatively and moderately
correlated with emotional toleration of suffering and psychological flexibility.
Even in the face of adversities, maintaining awareness of the current moment and
the internal experience itself may be necessary to lessen transgender people's
suicidal tendencies. In order to decrease suicidality, psychotherapeutic
interventions with trans persons should encourage psychological flexibility,

focusing primarily on and exploring awareness of the present moment. **
Resilience

Resilience is defined as an ability or recognised ability of the individual to reduce
difficulties, or a set of positive beliefs or individual resources which can act as

barrier for the individual from adversity. >
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The ability to adapt to distress and adversity while retaining normal psychological

and physical functioning is known as resilience. 3

Resilience is "the process of adjusting well in the face of adversity, trauma,
tragedy, threats, or even large levels of stress,” according to the American
Psychological Association.?®

Griffiths et al. 2011 studied the effect of resilience on depression recovery in an
Australian cohort and found improved outcome of depressive disorder with the use

of personal resilience strategies.*

A three-year longitudinal study conducted by Youssef et al., 2013 looked at how
resilience and resilience variables relate to predicting suicide thoughts and attempts
in 176 veterans. Mailings, ads, and physician referrals were used to enlist veterans
in the MIRECC registry. Suicidality was assessed by Beck Scale for Suicide
Ideation (BSI), Resilience is assessed by Connor-Davidson Resilience Scale (CD-
RISC), and PTSD severity was measured using the Davidson Trauma Scale (DTS),
a screening tool called AUDIT, which consists of 10 items, is used to determine
whether a person has problematic alcohol drinking habits. According to a study,
resilience and suicidality are inversely connected throughout time. At about 3
years, a longitudinal follow-up was conducted. This implies that resilience has a
preventative impact on suicidality. Suicidality was predicted to be reduced at the
follow-up by resilience at the first evaluation, indicating a protective impact for
resilience. The protective role of resilience in combat veterans who are suicidal has
never been established longitudinally until this study. The study's observational
methodology made it impossible to completely rule out the potential of other

confounding factors. >*

A cross-sectional study by Rossetti et al., 2017 on 100 in-patients with depression.
Psychiatric symptoms were evaluated by using The Brief Symptom Inventory
(BSI), Humiliation was evaluated by Humiliation Inventory, and Resilience was
measured by Resilience Scale for Adults (RSA). The purpose of the study was to
compare samples with and without a history of suicide in order to assess the

association between certain risk factors (humiliation, interpersonal sensitivity, and
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depression) and a protective factor (particularly, resilience). The factors that
predicted whether the dependent variable, history of suicide attempt, was positive
or negative were determined by logistic regression analysis. In this study, those
who were not suicidal had higher levels of resilience. Social resources and family
cohesion, two aspects of resilience, were engaged in various between-group
correlation patterns. In contrast, fewer social resources and less family cohesion
may make people more prone to suicide thoughts. Stress, hardship, humiliation,
and sadness may be particularly harmful to social resources and family cohesion in
suicidal patients. Family support is crucial in averting suicide behaviour, 35 and
those with a history of self-injury report experiencing decreased levels of perceived
social support and social resources. The suicidal subjects had no positive
relationships between any of the risk or protective factors. This relationship trend
and the differences across groups are consistent. Eventually, there is a "failure of
resilience™ in those who have attempted suicide in the past, wherein the resilience
mechanisms are unable to protect against depression, interpersonal sensitivity, and
shame ultimately favouring suicidal ideation. Contrarily, the non-suicide attempt
group had a higher level of resilience and labelled resilience as a protective factor

against suicidal ideation.>

A study conducted by Favale et al.,2020, on 75 subjects of age groups between 18
and 75 years. This study aims to investigate the impact of hope and resilience on
the development of depressive illness and suicidality. For measuring general
psychopathology Brief Psychiatric Rating Scale (BPRS) is administered, Hamilton
Rating Scale for Depression (HAM-D) and Montgomery-Asberg Depression
Rating Scale (MADRS) to analyse depression, levels of depression and anxiety is
assessed by Hospital Anxiety and Depression Scale (HADS), the Enhanced Snyder
Hope Scale (SNYDER) to measure level of hope , Scale of Connor and Davidson-
10 (CD-RISC) to measure levels of resilience, Scale for Suicide Ideation (SSI) to
evaluate suicidal ideation is used. Descriptive analyses done. According to
research, both objective factors like sociodemographic parameters (age, gender,
and employment) and subjective elements like psychosocial traits of resilience and
hope affect the course of disease in patients who have experienced depressive

episodes. In order to increase healing elements like hope and resilience, research
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suggests including psychotherapy and rehabilitation activities into the treatment of

various stages of depressive disease as a protective factor. *°

Song et al., 2021 conducted a study on 302 civil servants, Civil servants' stress
levels were measured using the Civil Servants Stress Scale (CSSS). Participants'
levels of depression and anxiety were measured using the Self-rating Depression
Scale (SDS) and Self-rating Anxiety Scale (SAS), respectively. Civil servants'
tenacity is assessed using the Connor-Davidson Resilience Scale (CD-RSCI). This
study examined how resilience affected anxiety and depression in China's
grassroots civil servants. The protective and compensating models of resilience
were put to the test in this study. According to studies, resilience protected
pregnant women and adolescents by mediating the relationship between stress,
depression, and anxiety. Resilience may enhance coping mechanisms to prevent
the detrimental impacts of stress on mental health, such as depression and anxiety
among public employees. The stronger the psychological health and the higher the
resilience level, the better the ability to withstand the negative effects of stress.
Resilience has potential to both, directly and indirectly, buffer the detrimental
impacts of stress on depression and anxiety among grassroots civil servants. The
limitation of the study is since the study is cross-sectional, causality cannot be

established. °’
Social Connectedness

According to definitions, social connectedness is a quality of one's self that
expresses his awareness of his shared relationship with his environment and may
encompass experiences of both proximal and distal relationships that are shared by

many people (e.g., parents, friends, peers, strangers, communities, and society). >

Nguyen et al., 2019 conducted a study in 268 students in Asia Pacific University,
depression is assessed by patient Health Questionnaire (PHQ-9), Social
connectedness is evaluated by Social Connectedness Scale (SCS) and to measure
measured acculturative stress Scale for International Students (ASSIS) is used.
25% of the participants (N = 67) were domestic students, whereas 75% of the

participants (N = 201) were international students. Two key components make up
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the statistical analysis of the study. The first section estimates the prevalence of
depression and potential sociodemographic predictors, whereas the second section
examines the relationship between two variables (social connectedness and
acculturative stress) and the degree of depression. Multiple factors may contribute
to the fact that international students experience depression at a higher rate than
domestic students. The current research found that international students
experienced more depression than domestic students due to a lack of social
connections, supporting the two main hypotheses that (H1) acculturative stress was
significantly positively associated with depression and (H2) social connectivity
was significantly negatively associated with depression among both local and
overseas students. Due to the disparity in the numbers of international and
domestic students, this study may have certain drawbacks. >

In recent cross-sectional research in 811 Filipino youth, Reyes et al., 2020 studied
the comparative significance of social support and social connectivity as two
protective elements. the Inventory of Socially Supportive Behaviours (ISSB) is
used to assess how frequently people received different types of support in the
month before the testing, the extent to which young people in their social context
feel attached to one another is analysed by the Social Connectedness Scale, and the
Adult Suicide Ideation Questionnaire used to screen suicidal ideation in college
student. Four hypotheses were investigated in the current study using a sample of
Filipino youngsters. First, tried to recreate the link between social connectivity and
social support. Confirming the link between these two protective factors and
suicidal ideation was the second objective. Third, was to find out how much of a
role social support and social connectivity had in predicting suicidal ideation. The
results supported our initial theory that there is a significant association between
social support and social connection. This resulted in a strong inverse connection
between social closeness and suicide ideation, supporting the second hypothesis.
Greater connectedness may result in a more positive assessment of stressful
situations and reduce suicidal ideation and behaviour; more social connectedness
increases the number of people who can recognize the presence or signs of suicidal
ideation, and greater connectedness exposes the person to social influences that

may encourage healthy coping mechanisms. Greater social connectedness was
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associated with less suicide ideation, which is a strong positive relationship
between social connectivity and support from others. One drawback of this
research is Instead of focusing only on suicide ideation, many stages of the suicide
process, such as planning and attempting, should be studied.>

McMahon et al., 2017 conducted a cross sectional study in which 496 individual
of age group between 18 to 73 years, completed an online survey within the initial
3 months of COVID-19 pandemic. The Patient Health Questionnaire-9 or (PHQ-9)
was used to assess depressive symptoms. To evaluate people's opinions of their
level of social and interpersonal connection social connectedness scale- Revised
(SCS-R) is used. Confounding factors like age, gender, and a history of mental
health disorders were the subject of preliminary correlation analyses and Analyses
of Variance (ANOVA) to determine how they affected the disruption of activities
that promote well-being and the symptoms of depression. People reported feeling
less socially connected when there was more disturbance to their physical and
psychological well-being activities. These increased levels of rumination then led
to an increase in depression symptoms. Public health initiatives that distance
people from one another to fight COVID-19 have exacerbated depressive
symptoms by causing broad disruptions in routine. In this association, social
isolation is a very significant factor. In order to promote widespread, positive
mental health during COVID-19, intervention measures should take social aspects
into account as a "social cure.” Bidirectional effects are not ruled out by the cross-

sectional survey design.

Jones et al., 2022 conducted an online survey of 7705 public and private school
students’ mental health and suicidality during COVID 19 worldwide pandemic.
The study explores if having close relationships with people at school and feel
connected to others digitally during the epidemic are linked to mental health and
suicidality. Study analysed the poor mental health during the pandemic, poor
mental health within the last 30 days, persistent sadness or hopelessness within the
past year, serious consideration of attempting suicide within the past year, attempt
within the past year, feeling close to people at school (time frame not specified),
and being virtually connected to others during the pandemic are all indicators of
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poor mental. All were assessed by qualitative questionnaire. It was found that
when comparing the students who felt close to persons at school and not felt close.
35.4% vs 52.9% felt hopelessness and sadness, 14% vs 25.6% seriously consider to
attempt suicide, 5.8% vs 11.9% having attempted suicide. Based on t-test analysis,
all comparisons of feeling linked versus never or rarely feeling connected were
considerably different. To safeguard teenagers' mental health and general well-
being, it is crucial to strengthen their sense of connectedness to their schools,
friends, and families, especially in view of the ongoing pandemic-related stressors.
It was found that connectedness with friends and family significantly reduced

suicidal ideation and suicide attempt in students during the COVID-19 pandemic.
60

Cui et al., 2022 conducted a case-control longitudinal study on 570 individuals of
elderly aged more than 50 years, from a late-life suicide study. The current study
sought to: (1) ascertain whether subjective and objective measures of social
connectedness differ in their relationships to the risk of suicide in later life; and (2)
ascertain whether social connectedness may attenuate the negative effects of
executive dysfunction and poor global cognition on the risk of suicide in later life.
The sample contained three non-psychotic unipolar depression groups. (n = 460),
along with a healthy comparison group (n = 110), which was made up of
individuals without a history of psychiatric diagnoses or suicide attempts. Out of
the 460 depressed people, 217 (attempts) had both recent suicidal behaviour and
present suicidal ideation, 119 (ideators) had both recent suicidal ideation and a plan
but no history of suicidal behaviour, and 124 (depressed comparison) had neither.
The Interpersonal Support Evaluation List (ISEL), which measures belonging, self-
esteem, and tangible support, was used to examine the perception of social support,
also known as perceived social connection. Social connectedness in social network
were measured by Social Network Index (SNI). The Mattis Dementia Rating Scale
(DRS) is used to measure global cognition and executive dysfunction was
evaluated using the Executive Interview (EXIT). The severity of depression is
calculated by e Hamilton Depression Rating Scale (HDRS) and medical illness
burden is calculated by Cumulative Iliness Rating Scale-Geriatric Version (CIRS-
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G). Univariate analysis of variance for continuous variables and y2 tests for
categorical variables are used for data analysis. Predicated variable was coded
group status.0 represents a healthy comparison, 1 a sad comparison, 2 ideators, and
3 attempters, whereas healthy comparisons serving as the standard. Study
concluded that compared to the non-suicidal depressed and healthy comparison
groups, suicide ideators and attempters showed decreased perceived social
connectedness. Compared to the non-suicidal sad or healthy comparator groups,
suicide attempters spoke to less of their children and friends. In comparison to all
other groups, attempters also said they felt close to fewer family and had fewer
friends. Emphasizing the potential protective roles of both subjective and perceived

social connectivity in reducing the risk of late-life suicide.®
Emotional Regulation

Emotional regulation is a set of regulatory processes that can be used to turn
emotions in order to change the extent, latency, and duration of emotional

responses %

In a study by D’Avanzato et al., 2013 in 551 participants of mean age 36 years.
Online and newspaper advertisements were used to enlist participants from the
community. This study assessed (1) the specificity of emotion regulation strategies
used by people with current major depressive disorder (MDD), social anxiety
disorder (SAD), and never-disordered controls (CTL), as well as (2) the stability of
strategy use in participants who had previously experienced depression (i.e., those
whose depression had remitted; RMD). In the first phase of the study the structured
clinical interview was done. Emotion Regulation Questionnaire (ERQ) is used to
assess emotional regulation, Ruminative Responses Scale (RRS) is used to assess
tendency of individual for repetitively thinking about negative events, depression
was measured by Beck Depression Inventory (BDI-II), State-Trait Anxiety
Inventory-Trait (STAI-T) is used to access anxiety symptoms. Path analysis was
carried out to examine the association between strategy use and symptom severity
across diagnostic groupings. When compared to the CTL group, participants in
both clinical groups endorsed using rumination and expressive suppression more

frequently while using reappraisal less frequently. There were much higher

33



expressive suppression levels in SAD compared to MDD, and there was a
significant link between rumination and anxiety levels. The levels of rumination
were even greater and the levels of reappraisal were reduced specifically in MDD.
It's interesting to note that heightened rumination—rather than diminished
reappraisal—was discovered to be a consistent trait identifying remitted depressive
people. These findings might shed light on how psychological problems are
maintained by emotion management strategies. Study concluded that greater

disturbance in emotional regulation of individuals with major depressive disorder.
63

Woods et al., 2019 conducted a longitudinal study in 367 adolescents by using a
self-reported questionnaire for emotional regulation. The aim of study identifying
the potential interactions between interoceptive deficits (IR), experiential
avoidance (EA), and NSSI conduct in relation to suicidal ideation. Data was
collected from two high schools and two public middle schools in south central
region of United States and at two 6 month follow up points. Inventory of
Statements About Self Injury (ISAS) is a self-report tool used to measure multiple
features of no suicidal self-injury (NSSI), Eating disorder inventory to assess
eating disorders in individual, Acceptance and Action Questionnaire-11 (AAQ-II)
to access experimental avoidance, suicidal ideation is assessed with Suicidal
Ideation Questionnaire — Junior (SIQ-JR). Study conclude that it may be feasible to
more accurately identify young people at risk for suicidal thoughts and attempts if
it can be shown that emotion regulation deficits and NSSI combine to predict
suicidal ideation. If a young person lacks the ability to control their emotions, they
may not be at risk for suicidal ideation. Despite having no prior history of self-
harm, if individuals engage in NSSI, it could raise their risk for future suicidal
thoughts and actions early detection of impairments in emotion control essential in
stopping any self-harming behaviour. It was found that increased suicidal
behaviour with the disturbance in emotional regulation (i.e. experimental

avoidance deficits)®*

In a systemic review by Navarrete et al, .2021 the databases PsycINFO,

MEDLINE, Scopus, and the Cochrane Library were used to conduct a thorough
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search of scientific papers written in English and Spanish. This study's aim was to
undertake a systematic evaluation of the data about the association between
emotional regulation and suicidal ideation and behaviour in both adults and
adolescents. There are 70 studies found, and of these 70, 70 revealed higher levels
of suicidal thoughts and more suicide attempts in those with emotional control
issues.®

Joan Rosenbaum Asarnow et al., 2021 conducted a study to evaluate mechanism,
mediation and secondary outcomes to compare dialectical behaviour therapy
(DBT) to individual and group supportive therapy (IGST). This was the multisite
randomized controlled trial of 173 adolescents of 12-18 years of age with prior
suicide attempts, self-harm, and suicidal ideation. The process of adaptive
minimization was computerized. Randomly assign subjects to groups within sites
that are matched by age, the number of SAs, the severity of past self-inflicted
injuries, and psychological medication usage, or to DBT for 6 months. Suicidal
ideation is assessed by Suicidal Ideation Questionnaire Junior (S1Q-Jr), Emotion
regulation was measured using the Difficulties in Emotion Regulation Scale
(DERS), and The Borderline Personality Features Scale for Children (BPFS) 23
measured borderline symptoms, Baseline Clinical Interviews to evaluate for mood
symptoms or depressive and anxiety disorder. Parent distress and symptoms were
evaluated using the Brief Symptom Inventory Global Severity Index (BSI).
Throughout the therapy session and the 12-month study period, DBT was found to
have produced larger gains in young people's emotion regulation than IGST.
Results show that emotion control is important as a therapy goal for minimizing
self-harm, and they show that DBT has an edge in this area. Substance abuse,
externalizing behaviour, and self-harm remission, with self-harm remission

achieved by 49.3% of teenagers learning emotional regulation skills during follow-
65

up
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Life satisfaction

Satisfaction in life is defined as an individual's personal recognition of happiness,

wellbeing and quality of life based on his or her own chosen criteria ®®

In a study on patients with depression, Flett et al., 2018 examined the role of
satisfaction with life along with purpose in life as a protective factor against
suicide. The study was conducted with 49 psychiatric patients including 40
inpatients and 9 outpatients. Sample consist of 15 men and 34 females with mean
age of 37.5 years. Suicide ideation was assessed with suicide ideation subscale
(SPS-SI), Neuroticism was evaluated with the Neuroticism subscale (EPQ-N) of
the Eysenck Personality Questionnaire (EPQ), Beck depression Inventory is used
to assessed depression of participants, social hopelessness was assessed with the
Social Hopelessness Questionnaire (SHQ), Satisfaction with Life Scale (SWLS) is
used to assess satisfaction in life, Purpose in Life was evaluated with the purpose
in life (PIL) subscale. A sense of purpose in life significantly lowered the link
between life satisfaction and suicidal ideation, as was the link between depression
and suicide ideation These results highlight the potential advantage of taking
resilience and pathology into account when developing predictive models of
suicidal thoughts as well as the need of considering important existential themes
when diagnosing and treating suicidal people. Hence this study concluded the
protective role of life satisfaction with a reduction in suicidal ideation and severity

of depression.®’

Similarly, in other study by Guney et al., 2010 in 364 college students from
Ankara University Ankara, Turkey. There were 188 boys and 176 girls of age in
between 19 to 25 years. The goal of the study is to determine the link between
satisfaction in life with depression and hopelessness. The satisfaction with life
scale (SWLYS) is used to measure satisfaction in life, depression is measured with
Beck Depression Inventory (BDI-II), Beck Anxiety Inventory (BAI) is used to
assess anxiety, and hopelessness is assessed by Hopelessness Scale. SPSS is used
for statistical analysis. Pearson Correlation, One-way ANOVA and Tukey test
used. The findings of the measures measuring depression, hopelessness,

and anxiety revealed a weak and negative relationship with life satisfaction. The
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results imply that there is a strong correlation between the perception of anxiety,
depression, and life satisfaction with the likelihood of developing psychological
issues. For studies on mental health, life satisfaction can also be considered as a
moderator variable. Hence life satisfaction was found to have protective role by

reducing severity of depression. ¢’

During the ongoing COVID-19 Outbreak, Zhijun Yu et al., 2022 investigated a
moderated mediation model of life satisfaction and suicide ideation in college
students in China. Total 790 college students participated in this study. This study
has two objectives (1) to examine the possibility that depression mediated the link
between life satisfaction and suicidal ideation in college students. (2) To determine
if gratitude affected the relationships between life satisfaction and depression
during the ongoing COVID-19 epidemic. The Life Satisfaction Scale's Chinese
translation is used to assess one's life satisfaction, Gratitude is assessed by
Gratitude Questionnaire, Patient Health Questionnaire is used to measure
depression and suicidal ideation is measured with Suicide Ideation Scale (SIS).
The survey was conducted on online platform by generating QR code to facilitate
publishing from January 2 to 12, 2022. Every response to this study was
anonymous. According to the results, (1) depression somewhat mediated the
relationship between life satisfaction and suicidal thoughts. (2) The relationship
between life satisfaction and suicidal ideation was only significant for individuals
with greater levels of gratitude, indicating that gratitude had a moderating
influence on the relationship between life satisfaction and depression. In addition
to being directly connected with suicidal ideation, life satisfaction was also
indirectly related to suicidal ideation due to the mediation role played by
depression in college students. In light of the continuing COVID-19 pandemic, this
study gives helpful suggestions for preventing suicidal behaviour among Chinese
college students. The study's drawback is that additional control factors, such as

demographic and mental state characteristics, were not taken into account.®®
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Meaning in Life

Meaning in Life is defined as it is an individual sense of determination and
significance that they considered to be significant in a sense that went beyond the

person living that life.>

In a longitudinal study conducted by Heisel et al., 2016 on late life suicidal
ideation, meaning in life and reason for living in 173 older adults of age 65 or
older. Taking into account clinical and demographic variables, they tested a model
in which it was found that Reason for life and Meaning in life prevent suicidal
thoughts. Baseline assessment was done at first visit then after 4-6 weeks second
follow up done to test retest the validity of study measures, after that 2 more follow
ups done at 6-12 months and 1-2 years after baseline to investigate current and
previous risk and resiliency factors associated with suicidal ideas. Reasons for
living were measured with the RFL-OA, Geriatric Suicide Ideation Scale is used to
assess suicidal ideation, Suicide ideation was assessed with the Geriatric Suicide
Ideation Scale, Depression symptom severity was measured with the Revised
Center for Epidemiologic Studies Depression Scale (CESD-R), Loneliness was
evaluated with the 10-item version of the UCLA Loneliness Scale, Perceptions of
social support measured by Multidimensional Scale of Perceived Social Support
(MSPSS), Satisfaction with Life Scale (SWLS) analyzed the life satisfaction,
Meaning in life was measured with the Experienced Meaning in Life Scale,
Physical functioning was assessed with the eight-item Instrumental Activities of
Daily Living scale (IADL), Cognitive functioning was assessed with the Mini-
Mental State Examination 2nd Edition (MMSE-2). In addition to the identified
negative psychological factors, a regression analysis was conducted to predict
suicide ideation with MIL and RFL, controlling for age, sex, the severity of
depressive symptoms, and loneliness in order to ascertain the distinct contribution
of these positive variables to the prediction of suicide ideation. The present study
conclude that Reason for life and meaning in life had significant negative
association with suicide ideation, and reported protective role of meaning in life

against suicidal behavior. ®
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Similarly, in a cross-sectional study, Beaver et al., 2013 585 individuals of the age
group 17-60 years diagnosed with depression, completed two times, with an eight-
week gap between them, self-report questionnaires on an internet platform.
Thwarted belongingness and perceived burdensomeness is evaluated by the
Interpersonal Needs Questionnaire, Brief Symptom Inventory (BSI) used to
assessed depression and anxiety, gratitude is assessed by The Gratitude
Questionnaire (GQ-6), social support is assessed by Multidimensional Scale of
Perceived, Social Support (MSPSS), Meaning in Life Questionnaire (MLQ)
assessed meaning of life, suicidal ideation by Beck Suicide Scale (BSS), past
suicide history was determined by using the item of the Suicidal Behaviour
Questionnaire-Revised (SBQ-R). After series of negative binomial regression, it
was found that the presence of meaning in life would predict lower level of
suicidal ideation in an individual. To evaluate the predictive power of groupings of
factors over and above other factors, we entered the predictors in four steps. In the
first step, demographic information then in second step baseline suicidal ideation
and suicide risk factors were added. In the third step, resiliency factors (such as
gratitude and social support) and in the fourth step, the presence of and search for
meaning in life were added. We employed a collection of binary logistic regression
models to test our second hypothesis, which proposed that the presence of meaning
in life would be associated with lower lifetime odds of attempting suicide (because
of dichotomous outcome) predicting a suicide attempt. The model followed the
same format as the model for the initial hypothesis. Both look for meaning in life,
and the presence of meaning in life strongly predicted reduced levels of suicidal
ideation. We discovered that having a meaningful life was linked to a decrease in

suicidal thoughts and hence decrease lifetime risk of suicide attempt. 1
Religiosity and Spirituality

Religiosity is defined as the extent to which an individual can believe in God of a
particular religion, practices the teaching of religion, and actively participates in

religion-related activities’™

Religious persons frequently turn to spiritual direction to understand their life's

difficulties and use their religious convictions to deal with their difficulties ".
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Dervic et al., 2017 studied the effect of religiosity among 371 individuals with
major depressive disorder. Aim of the study was to study association between
religion and suicide. In this study individuals belong to one specific religion is
compared with individuals having no religious affiliation. Brief psychiatric rating
scale is used to assessed psychiatric symptoms, depression is assessed by Hamilton
Depression Rating Scale, the Beck Depression Inventory, hopelessness is assessed
by Beck Hopelessness Scale, Stressful life events were evaluated with the St. Paul-
Ramsey Scale, Lifetime history of suicide attempts was recruited from the
Columbia Suicide History, suicide ideation is assessed by Scale for Suicide
Ideation. To investigate the relation of moral objection for suicide with suicidal
behavior and religious affiliation 3 step procedure is used. First, they looked at the
bivariate relationship between religious affiliation and suicide attempt and if its
strength changed when moral objections to suicide were statistically controlled.
Second, we into whether moral opposition to suicide was related to one's religious
affiliation. Finally, examined the existence of moral prohibitions against suicide.
Subjects without a religious affiliation were more likely to have attempted suicide
in the past, report having more suicidal thoughts, and had relatives who had died
by suicide. This study concludes that the strongest indicator of future suicide or
attempts was a history of prior suicide attempts, which was less likely among
respondents who identified as religiously affiliated. Additionally, in a clinical
sample of depressed individuals, higher moral objections to suicide that may
reflect conventional religious views modulated the protective impact of religious
affiliation against suicidal behavior. Despite having similar levels of depression,
negative life events, and hopelessness at the time of examination, people who

identified as religious also reported reduced suicidal ideation.”

Wang et al., 2013 conducted a study to assess reasons for living, life satisfaction,
and religious awareness as a protective predictor for suicidal thoughts and
behaviour in depression in 340 Black college students who are Christian by
religion. Suicidal Behaviours Questionnaire-Revised is used to distinguish between
participants with suicide risk and no suicidal participants, Centre for
Epidemiological Studies Depression Scale—(CES-D) was used to evaluate
depression, for measuring life satisfaction, Satisfaction with Life Scale—(SWLS)
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is used, The Reasons for Living Inventory for Young Adults—(RFL-YA) used to
evaluate the various domains related to the reason for living like Positive self-
evaluation, relationships with family and peers, coping principles, and future
expectations, The Spiritual Assessment Inventory—(SAI) is used to measure to
assess awareness of God and quality of the relationship with God. Participants who
were women said that 68.4% of them had never considered suicide, 20.4% had a
fleeting suicidal thought, 6.4% had at least one suicidal plan but didn't try to carry
it out, 4.0% had at least one plan but seriously wanted to die, and 0.8% had made
an attempt at suicide in the past. Approximately 81.3% of men said they had never
considered suicide, 16.5% said they had a fleeting suicidal thought, 1.1% said they
had thought about it at least once but didn't try to carry it through, and 1.1% said
they had planned to commit suicide themselves at least once. Logistic regression
was used. The study concluded that, when included alone (or along with life
satisfaction) after depressive symptoms, religious awareness was in fact a
significant inverse predictor of suicidal thoughts and behaviours in women. When
helping Black American women cope with suffering, mental health providers
should also encourage the client to analyse how their personal criteria (such as life

satisfaction) may connect with their religion.”

A randomized controlled trial by Ebrahimi et al.,2014 on 51participants
diagnosed with Major depressive disorder with suicidal ideation from Razi
Hospital Iran. Demographic details were collected and to assess suicidal ideation
Beck Suicide Ideation Scale was applied. 10 psychotherapy group session for 1
hour duration 3days a week, conducted over experimental group. Post test was
conducted after 2 weeks of last session. Total 9 sessions were held related to
introduction, advantage of group therapy, religious practices, patience, reliance on
God. The data were analyzed using SPSS software. In order to compare the two
groups' thoughts of suicide before and after the test, an independent t-test was
applied. As well thorough investigation and to manage the impact of ANCOVA
was utilized for the pre-and post-test. Independent t-test results showed no
distinction between the two groups in before to intervention, but following the
trial, there is a statistical difference. Additionally, the result of the ANCOVA test
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revealed a substantial correlation between spiritual group therapy and a decline in
suicidal thoughts, make up 57% of the variation in the experimental group's
suicidal ideation as reported protective effects of religiosity and spirituality against
suicide in depression as suicidal ideation was reduced with religiosity and

spirituality psychotherapy. 2

Mosqueiro et al., 2021 conducted a 6- month prospective study of 277 tertiary
care patients with major depressive disorder. The study examined the association
between several religious components and baseline suicide risk scores in Brazilian
tertiary care depression patients as well as the resolution of depressive symptoms
during a prospective 6-month follow-up. To evaluate religiosity Duke University
Religion Index is used in which three dimensions of religiosity (organizational
religiosity, non-organizational religiosity, intrinsic religiosity) is assessed,
Childhood Trauma Questionnaire (CTQ) is used to assess childhood traumatic
experiences, Maudsley Staging of illness (MSM) is used to measure severity of
current depressive episode and treatment-resistant depression, social support is
measured by Medical Outcomes Study Social Support Survey (MOS), World
Health Organization Spirituality and Religiousness and Personal Beliefs instrument
(WHOQOL-SRPB) used to measure Spiritual quality of life and Hamilton
Depression Scale (HAM-D) is used to evaluate for severity of depression.
Different R/S domains were tested for their effects on baseline continuous scores
for suicide risk using multilinear regression models. In a 6-month follow-up, the
effect of religiosity dimensions (DUREL) and WHOQOLSRPB (total score) on the
likelihood of remission of depression symptoms was assessed using a logistic
regression model. At baseline, there was an inverse relationship between
WHOQOL-SRPB scores, intrinsic religiosity, and religious attendance.
Furthermore, a 6-month follow-up of depressed people revealed that religious
attendance was the key indicator of remission. Hence reported a protective role of

spirituality on suicidal behavior in depression ™
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INDIAN STUDIES

Literature from India regarding protective factors against suicide is sparse as
compared to studies on risk factors of suicide. As suicide is preventable cause of
death it is necessary to assess the role of various protective factors against suicidal

ideation in depression.

A multicentric cross sectional study was conducted by Grover et al., 2018 on 488
geriatric patients (age >60 years) with depression and suicidal ideations. All
participants are assessed only once by tools. UCLA Loneliness Scale was used to
assess feeling of loneliness as well as social isolation, social connectedness is
evaluated by Revised Social Connectedness Scale, severity and intensity of
suicidal ideation is measured by Columbia Suicide Severity Rating Scale, Geriatric
Depression Scale (GDS-30) is used to evaluate depression and Generalized
Anxiety Disorder scale 7 (GAD-7) is used to assess anxiety symptoms. For
continuous variables, mean and standard deviation (SD) with a range were
calculated during the descriptive analysis. For ordinal or nominal variables,
frequency and percentages were calculated. Pearson's correlation and Spearman’s
rank correlation coefficient was used to assess the relationship between loneliness
and social isolation. This study suggested that higher the loneliness lower is the
social connectedness. Social connectedness is positively linked with self-happiness
and subsequently decreased the severity of depression and protects individuals

from suicide.

Another recent study was conducted by Chatopadhya et al., 2020 on 150
adolescent students from Varanasi City. A self- reported questionnaire was given
for assessment of emotional regulation, suicidal behavior and coping. The study
concluded that if expressive suppression is higher (decreased emotional regulation)

then the risk of suicidal behavior is also increased. "

Another study was conducted by Raj etal., 2019 on 30 adolescents diagnosed with
depression and having suicidal ideations of Gangtok, Sikkim. All participants were
assessed with self- reported questionnaire Beck’s Depression Inventory (BDI) for

depression, Modified Scale for Suicidal Ideation (MSSI) for suicidal ideation and
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Satisfaction with Life Scale for life satisfaction. The 175 teenagers who scored
between 9 and 29 on the Beck Depression Inventory and above 9 on the Modified
Scale for Suicidal Ideation were chosen for the study. The research team members
and their respective counselors informed the chosen adolescents about the study,
and only those adolescents who agreed to participate voluntarily were ultimately
recruited for it. After that all participants were provided with 12 sessions of
“Mindfulness-based Cognitive behavioral therapy” over the period of 16 weeks.
Sessions of 45 minutes to 1 hour were taken weekly. Firstly, focused was on
bringing participants attention to their internal experiences and made them
realizing the upcoming changes in this process. After that participant was
motivated to practice mindfulness to deal with life difficulties. The complete
intervention program focused on eight themes mainly: building a supportive
environment, dealing with barriers, mindfulness of the breath and the body in the
moment, being in present, acceptance and allowing, thoughts are not facts, how
can one best take care of oneself, how to deal with future mood fluctuations. This
study concluded that CBT enhances life satisfaction and that ultimately causes
decreased suicidal ideation in depression. There was significant decrease in mean

scores of depression, by enhancing life satisfaction. ”’

A qualitative study conducted by Wagani et al., 2018 on 160 Indian students from
North India of age group 17-25 years. Most of the participants (86%) practice
Hindu religion. Participants were divided in 4 groups. One group included only
male participants, the other only females, while the other two groups had
individuals split equally between the sexes. Since the goal of the study was to
learn more about how spirituality affects wellbeing, they used both qualitative and
quantitative methodologies that reflected a multifaceted understanding of
spirituality. In first stage The Spirituality Religiousness and Personal Beliefs and
WHO Quality of Life self- reported instruments were used. Questionnaire had one
separate section of open-ended questions for youth suicide. The second stage
involves recordings of focus groups discussions (FGDs) based on activities about
suicide prevention and religion/spirituality. The qualitative data collected were

analyzed using thematic analysis. This study showed that Spirituality and
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Religiosity as protective factors against suicidal behavior. Many students reported
that spirituality has helped them in the formation of meaning in life. They
acknowledge that the use of spiritual techniques and practices helps them to find

solutions to their problems or deal with negative emotional states. ™

A study conducted by Dua et al., 2021 compares individuals with first-episode
depression with suicidal ideation to those who have recently made an attempt at
suicide in order to determine their levels of religion and spirituality. A second goal
was to assess the level of spirituality and religion among first-episode depressive
patients compared to that of healthy controls. Purposive sampling was used for
recruitment. The participants in the study were divided in three groups i.e. Group 1
with suicidal ideation and recent suicide attempt, Group 2 with suicidal ideation
alone and Group3 was healthy participants. The Centrality of Religiosity Scale
(CRS), the Duke University Religion Index (DUREL), the Brief Religious Coping
Scale (R-COPE), and the Spiritual Attitude Inventory were used to evaluate
patients with single episode depression with suicidal ideation and healthy controls
(SAI). The degree of the depression was equal between the patients who had
attempted suicide and those who had not. On CRS and SAI assessments, no
significant difference was found between the two patient groups' levels of
spirituality and religiosity. When compared to healthy controls, both depression
groups in the CRS had lower religiosity levels. In comparison to healthy controls,
the two groups likewise scored worse on the SAI component measuring "feeling of
hope." Participants with suicide attempts employed negative religious coping more
frequently than patients without suicide attempts (i.e., ideators group) and healthy
controls. The CRS's ideology domain was linked to the total number of lifetime
suicide attempts in the attempt group. Depression sufferers had lower levels of
spirituality and religiosity than healthy controls. Higher negative religious coping

behaviour is linked to suicide attempts when depression intensity is comparable.”

In a study conducted by Kumar, 2004 depending on their psycho-socio-
demographic profile, this study aimed to separate suicide attempters from
completers. A specially created proforma was used to evaluate suicide attempters

admitted to Govt. Medical College, Kozhikode between January 1 and December
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31, 2001, and retrospective chart reviews were used to gather data on completions.
Using the proper statistics, the parametric and non-parametric variables were
compared in these two groups were compared. Male attempters and completers
were in their forties, whilst females were in their thirties. Among the victims,

young married women and housewives were overrepresented. &

A study was conducted by Shrivastav et al., 2005 to evaluate the frequency of
suicide ideation and attempt among people with major depressive disorder and to
determine the relationship between the two. The study enrolled 60 patients with
major depressive disorder who had suicide thoughts. Ten of them had previously
attempted suicide or were currently attempting suicide. Both the Hamilton Rating
Scale for Depression (HAM-D) and sociodemographic information were assessed.
According to data analysis, 16.6% of patients with suicidal ideation made an effort
to end their lives. According to statistics, people under 30 were shown to have a
higher probability of making an attempt at suicide. Higher education was also a
vulnerability factor, as were single men, married women, and students who
attempted suicide more frequently. The study concluded that not all patients who
express suicidal thoughts actually make an attempt. Young depressed individuals
are more prone to attempt suicide if they have strong suicidal ideation and agitation

or paranoid symptoms, especially single men, married women, and students.®*
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AIMS AND OBJECTIVES

AIM

To study the role of protective factors (Psychological Flexibility, Resilience, Social
Connectedness, Emotional regulation, Satisfaction with life, Meaning in life,
Religiosity and Spirituality) against suicidal behaviour among patients with

depression.

OBJECTIVES

1. To compare various demographic, clinical and protective factors among
patients with depression who never had suicidal ideations and patients

presented with suicidal ideation and suicidal attempt.

2. To assess the association of various socio-demographic, clinical and

protective factors with suicidal behaviour among patient with depression.
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MATERIALS AND METHODS

STUDY SETTING
Outpatient and Inpatient setting of Psychiatry, All India Institute of Medical

Sciences, Jodhpur, Rajasthan

STUDY DESIGN

Cross sectional study
All the participants were assessed on following measures:

Demographic: Name, age, gender, religion, marital status, educational status and

employment status, socio-economic status.

Clinical: Age of onset of depression, duration of illness and actual time spent with
illness, number of depressive episodes, family history of psychiatric illness
including depression and suicide, and severity of illness, depressive cognition
(ideas of hopelessness worthlessness helplessness), death wish (current episode /
lifetime), suicidal ideation (Current episode or lifetime), suicidal plans (current
episode / lifetime), suicidal attempt (Current episode or Lifetime), details of
current treatment (current medications details, including psychological
interventions in current or past and duration of treatment), experience of side

effects with medications, engagement in faith healing etc.

Psychological: Psychological Flexibility, Resilience, Social Connectedness,
Emotional regulation, Satisfaction with life, Meaning in life, Religiosity and
Spirituality.
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STUDY PARTICIPANTS:

INCLUSION CRITERIA: -

. Patients diagnosed with depression as per International Classification of Diseases,
Eleventh Revision (ICD-11)

. Patients score > 14 on Hamilton depression rating scale (HAM-D) (for moderate to
severe depression)

. 180 50 years of age

. Able to read and understand Hindi or English.

EXCLUISON CRITERIA: -

. Presence of bipolar depression, co-morbid psychiatric disorders or organic brain
syndromes

H/O chronic medical disorder, epilepsy, head injury and neurological illnesses

. Patient with intellectual disability or significant physical disability.

. Patient with substance use disorder.
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SAMPLING AND SAMPLING SIZE:
Purposive sampling

Thomas E. Elis found a negative correlation of r = - 0.24 between psychological
flexibility and suicidal ideation. Using this for calculation, we estimate a sample
size of 134 depressive patients at alpha value of 0.05 and beta value (power) of
0.20.

Calculation steps:

Total sample size, n = [(Za+ZB)/C]2 + 3 =134

Where,
Za: The standard normal deviate for o= 1.9600
Z: The standard normal deviate for B = 0.8416

C =0.5* In[(1+n)/(1 -1)] = 0.2448

STUDY DURATION:

After obtaining Ethics approval from Institutional Ethics Committee, the study was
conducted between 1% January 2021 till 30™ June 2022 at Department of
Psychiatry, All India Institute of Medical Sciences, Jodhpur, and Rajasthan
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OPERATIONAL DEFINITIONS

Person with Suicidal Ideation: defined as a person who experienced current or

lifetime suicidal ideation but had never attempted suicide

Person with Suicidal attempt: defined as a person with history of past suicidal

attempts (one or more).
Measures

List of data tools: Detailed description of each tool is given below

Domain Measure Brief description
Demog_ra_phlc Socio-demographic and | Semi-structured, specifically
and clinical - .
; clinical profile sheet | prepared for the study
variables
. Hamilton depression | 21 ltems scale
Depression - .
rating scale It is an open access data tool
Suicidal Columbia-Suicide Permission has been obtained from
ideation Severity Rating Scale | author to use this data tool.
Psychological | Acceptance and Action | 7 Item scale.
Flexibility Questionnaire It is an open access data tool.
6 Item scale.
Resilience Brief Resilience Scale | Permission has been obtained from
author to use this data tool
. . 20 Item Scale.
Social Social connectedness L .
: Permission has been obtained from
connectedness Scale Revised .
author to use this data tool.
Emotional Emotional Regulation 10 Ite_m _Scale .
Regulation Scale Permission has _been obtained from
author to use this data tool.
Satisfaction Satisfaction with Life | 5 Item Scale
with Life Scale It is an open access data tool.
Meaning in Meaning in Life 10 Item scale
Life Questionnaire It is an open access data tool.
o Centrality Religiosity | 1> Item Scale. .
Religiosity Permission has been obtained from
Scale .
author to use this data tool.
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1. Demographic and Clinical profile sheet (APPENDIX 5&6)

2. Hamilton Depression Rating Scale (HAM-D) — It is a 21-item clinician-
reporting questionnaire for evaluating the severity of depression in normal
population and patients with psychiatric disorders. Participants are rated on
either 3 point or 5-point Likert type scale. Scoring is based on the first 17 items
only. Questionnaire is used to rate the severity of depressive illness in adults.
Score of 0-7 is normal, 8-13 is mild depression, 14-18 is moderate depression,
19-22 is severe depression, >/= 23 indicates very severe depression.
(Cronbach’s alpha = 0.85) 82

3. Columbia-Suicide Severity Rating Scale (C-SSRS) — It is a clinician
administered rating scale measuring past and current suicidal ideation and
behavior. It measures four dimensions of suicidality: severity, intensity,
behavior, and lethality. The C-SSRS includes items that assess frequency,
duration, and controllability of ideations, and it has shown excellent internal
reliability and good convergent, divergent, and predictive validity. In terms of
suicidal behaviours, the scale is divided into several categories [3]: actual
attempts, interrupted attempts, aborted attempts, and preparatory acts or
behaviours. Interviewers establish the presence or absence of these behaviours
and, where applicable, the number of attempts, both over the course of a
lifetime and in the period of interest (the last week or month). Similarly, five
aspects of suicidal ideation are required: the wish to be dead, nonspecific active
suicidal thoughts, active ideation without intent to act, active ideation with
some intent to act, and active ideation with specific plan or intent. The presence
and frequency of these different thoughts are evaluated. (Cronbach’s
coefficient =0.89) %

4. Acceptance & Action Questionnaire (AAQ) — The 7-item scale and each item
has score from 1-7 and all item score ranges from 7 — 49. Final score obtained
by adding 7 items. Each item has 1-7 likert scoring ranging from 1 never true
to 7 always true for three domains- acceptance, psychological flexibility, and
experimental avoidance). More the score more is the psychological
inflexibility. (Cronbach’s alpha= 0.92)%*
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10.

Brief Resilience Scale (BRS) - It consists of 6 items and each item has a score
from 1-5 and all item score ranges from 6 — 30. Final score is obtained by adding
up the individual scores and taking an average of it by dividing the score obtained
with 6. Items 1, 3, and 5 are positively worded, and items 2, 4, and 6 are negatively
worded. The BRS is scored by reverse coding items 2, 4, and 6 and finding the
mean of the six items. Higher score represents greater resilience. (Cronbach’s
alpha=0.80-0.91). %

Social Connectedness Scale (revised) — It is 20 item scale and each item has
scoring from 1 (Strongly disagree) to 6 (Strongly agree). Reverse score items
3,6,7,9,11,13,15,17,18,20 and sum all 20 items. Higher score represents greater
social connectedness. (Cronbach’s alpha=0.88). %

Emotional Regulation Scale- It is 10 item scale and each item has score from 1-7
and all item score ranges from 10-70. Final score obtained by adding 10 items
(Cognitive reappraisal 6 items and Expressive suppression 4 items). All items are
answered on a 7-point Likert Scale, ranging from 1 (strongly disagree) to 7
(strongly agree) with higher scores indicating higher usage of that strategy.
(Cronbach’s alpha for Cognitive Reappraisal is 0.89-0.90 & Expressive
suppression is 0.76-0.80 ).

Satisfaction with life Scale- It has 5 statements with which patient may agree and
disagree and can be interpreted in terms of absolute as well as relative life
satisfaction. Each item score from (1-7) (Strongly disagree to strongly agree) and
total score categorize as 26-30- strongly satisfied, 21-25 slightly satisfied, 15-19
slightly Dissatisfied, 5-9 extremely dissatisfied (Cronbach’s alpha= 0.79 — 0.89).%
Meaning in life Questionnaire (MLQ) — It is 10-item questionnaire designed to
measure two dimensions of meaning in life: Presence of Meaning (how much
respondents feel their lives have meaning), and Search for Meaning (how much
respondents strive to find meaning and understanding in their lives). Respondents
answer each item on a 7-point Likert-type scale ranging from 1 (absolutely true) to
7 (absolutely untrue) (Cronbach’s alpha 0.87 to 0.94).%°

Centrality of Religiosity Scale (CRS) — It is 15 item scale designed to measure
five dimensions of religiosity i.e. public practice, private practice, religious

experience, ideology, and the intellectual dimensions. It has 3 items per dimension.
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The items score from 1 to 5 for these with 5 answer questions. CRS total score
ranges from 1-5. 1-2 (not religious), 2.1-3.9 (religious), 4-5 (highly religious)
(Cronbach’s alpha=0.92 — 0.96) *°

The WHO translation method cross-language equivalence procedure was followed
to adapt the Hindi Version of the various standard questionnaires. The tools were
translated in Hindi, reviewed by an expert panel following which a refined version
was back translated in to English by an independent health professional not verse
with the questionnaire. Thereafter final Hindi version of all the patient rated/self-

rated tools were used.
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METHODOLOGY

Patient seeking treatment for depression

Screening based on specified inclusion/exclusion criteria

Meets inclusion criteria (HAM-D Score > 14)

Study rationale explained and written informed consent

Assessment of various psychosocial protective factors (Psychological
Flexibility, Resilience, Social Connectedness, Emotional regulation,
Satisfaction with life, Meaning in life, Religiosity)

Data Coding and Analysis
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ETHICAL CONSIDERATION

After getting approval from the department, it was submitted after seeking
permission from the institutional ethics committee.

Informed written consent was obtained from the study participants.
(APPENDIX 2)

For the use of various scales and questionnaires and to translate the same in
Hindi language, permission has been sought from their respective authors.
Patients presenting with active suicidal ideation or recent suicide attempts
was managed sensitively by providing brief supportive session. Proper
liaison for further psychiatric/psychological management was done with
treating team.

There was no potential risks for the patients participating in the study.
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DATA ANALYSIS

The statistical package for social sciences (SPSS version 21, Chicago, US) was
used to analyses the data. Demographic data, clinical variables, scores in the
mentioned scales (Psychosocial factors), Mean and standard deviation was
calculated for the continuous variables and frequency and percentages was
calculated for the ordinal or nominal variables. Chi-square Test was used for
categorical sociodemographic variables and clinical variables. Shapiro Wilk Test
was used to test for normality of the data and p value was found to be less than
0.05 suggestive of deviation from normal distribution. Since data was not normal
in distribution, non-parametric test was used for analysis. Comparison of variables
based on ordinal or categorical data was done by Kruskal Wallis test or Mann U
Whitney test accordingly. Spearman’s correlation (rho) was used to assess
correlation. After checking for the essential assumptions, logistic regression was
applied for identification of potential predictors of suicide attempt. The p value less

than 0.05 was deemed significant.
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RESULTS

A total of 134 participants, as per the calculated sample size were recruited after
considering the inclusion and exclusion criteria. Sociodemographic and clinical
details were obtained. As per inclusion criteria participants with moderate to severe
depression (HAM-D >14) were recruited. Based on CSSRS assessment, patients
were classified in-to three groups i.e., patient having depression who never had
suicidal ideation nor suicide attempt (Depression), patients presented with
depression with suicidal ideation (Depression + Sl) and depression with suicidal
attempt (Depression + SA). Scores on Hamilton depression rating scale (HAM-D),
Columbia-Suicide Severity Rating Scale (CSSRS), Acceptance and Action
Questionnaire (AAQ II), Brief Resilience Scale (BRS), Social connectedness Scale
Revised (SCSR), Satisfaction with Life Scale (SWLS), Emotional Regulation
Scale (ERS), Meaning in Life Questionnaire (MLQ), Centrality Religiosity Scale
(CRS) were obtained. Out of 134 participants, 21 participants never had suicidal
ideation, 45 had suicidal ideation and 68 people had suicide attempt.

58



Table 1A: Sociodemographic Variables (Categorical)

Chi-
Socio- Depression Depression Depression+SA Total Square
demographic (n=21) +Sl (n=68) Test
- (n=45) (134) Value
characteristics
(p Value)
Sex
Male 7 (33.3) 30(66.7) 29(42.6) 66(49.3) 8.776
Female 14(66.7) 15(33.3) 39(57.4) 68(50.7) | (0.012) *
Marital Status
Single 9(42.9) 22(49.9) 31(45.6) 62(46.3) 0.235
Married 12(57.1) 23(51.1) 37(54.4) 72(53.7) | (0.889)
Locality
Urban 13(61.9) 28(60.9) 56(83.6) 97(72.4) 8.408
Rural 8(38.1) 18(39.1) 11(16.4) 37(27.6) | (0.015) *
Occupation
House-
wife/Household | 10 (47.6) 8 (17.8) 18 (26.5) 36(26.9) | 11.054
Unemployed 6 (28.6) 14 (31.1) 30 (44.1) 50 (37.3) | (0.026) *
Employed 5 (23.8) 23 (51.1) 20 (29.4) 48 (35.8)
Family type:
Nuclear 19 (90.5) 31(68.9) 49 (72.1) 99(73.9) 4.369
Extended 0(0.0) 4(8.9) 7(10.3) 11(8.2) (0.358)
Joint 2(9.5) 10(22.2) 12(17.6) 24(17.9)
Religion
Hindu 20(95.2) 44 (97.8) 66 (97.1) 130(97) 3.742
Muslim 1(4.8) 0(0.0) 2(2.9) 3(2.2) (0.442)
Christian 0(0.0) 1(2.2) 0(0.0) 1(0.7)

p< 0.05 (Significance:*)

Among the 134 participants, 66 were males, while 68 were females. Among the

suicidal ideation group (45), males were almost twice the number of females i.e.,

(66.7%) and (33.3%) respectively. In the case of the suicidal attempt group,

females were in higher proportion than males i.e., (57.4%) and (42.6%)

respectively. Female participants were more number in the depression group and

suicidal attempt group (66.7%) and (57.4%) respectively. Post hoc analysis

revealed no significant difference between male and female across the groups.

In the study, (53.7%) of participants were married, while (46.3%) were single. In

the suicide attempt group (54.4%) participants were married and (45.9%) were
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unmarried. It was found that suicidal ideation is equally present among married

and single participants.

The majority (72.4%) of the participants belonged to the urban background. In the
suicide attempt group, the participants were almost five times more from urban
(83.6%) than rural background (16.4%). While in the suicidal ideation group and
depression group, people were more from urban background compared to rural.
Post hoc analysis revealed significant difference between suicide ideation group

and suicide attempt group in terms of whether they belonged from urban or rural.

A significant number of participants in the study were unemployed (37.3%).
Nearly (24%) of the participants were employed in depression group. Whereas,
significant participants in suicidal attempt groups were unemployed (44.1%). Post
hoc analysis between the groups i.e., depression and suicide ideation group,
depression and suicide attempt group and suicide ideation and suicide attempt
group showed that being unemployed didn’t have any significant difference
between them. In participants who do household work there was significant
difference between depression and suicide ideation group. In employed patients

there was significant difference between depression group and suicide ideation

group.

In this study most of the participants (73.9%) belonged to nuclear families, (8.2%)
belonged to extended families. The rest of them (17.9%) belonged to joint families.
Thus, as compared to extended family participants were more from joint family
background i.e., (8.2%) and (17.9%) respectively. Nearly (70%) of the participants
in each of the groups belonged to nuclear family.

The majority of the study participants (97.1%) were Hindu by religion. (2.2%)
were Muslims and (0.7%) were Christians. Nearly (97%) of the population in each
of the groups belonged to Hindu Religion.
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Table 1B: Sociodemographic Variables (Continuous)

. Depression Depression
Depression
. . d + Sl + SA
Sociodemographic (n=21) _ _
Variables Mean + SD (n=45) (n=68)
(Medi_an) Mean + SD Mean + SD
(Median) (Median)
Age 29.52+ 10.157 27.98 + 7.691 28.97 £ 8.089
g (28) (26) 7)
Education Years 14.90+8.18 14.40 + 3.762 13.63 + 4.246
u (14) (15) (15)
Falg“"yegc‘g‘e 53095.24+55087.11 | 54911.11+36422.91 | 51235.29+33250.98
( r‘i}%n th‘; (40000) (50000) (40000)

Table 1C: Sociodemographic Variables (Continuous)(Kruskal Wallis test)

Mean Rank (df=2)
Socio- Depression | Depression | Depression Test p value
demographic + Sl + SA statistic
Variables (21) (45) (68)
Age 2 1 3 0.513 0.774

Education 1 3 2 0.310 0.857

Family 1 3 2 1.532 0.465

Income

The mean age of participants recruited in all three groups was around (30) years.

Among the suicidal attempt group means age was found to be (28.97) years and in

the suicidal ideation group, it was (27.98) years. The mean age in the depression

group is (29.52) years.

The mean year of education attained by a participant in the suicidal attempt and

suicidal ideation groups were (13.63) years and (14.40) years respectively. The

mean year of education attained in the depression group was (14.90) years. The

mean family income in all three groups was similar (~52000) Rs. However, the

suicidal ideation cases had higher per capita income (~55021) Rs.
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When compared between depression, depression with Suicidal Ideation and

depression with suicide attempt groups, there was no significant difference

amongst these socio-demographic variables.

Table 2A. Clinical Variables (Categorical)

Chi
Depressi Square
on Depression | Depression Test
(n=21) + S + SA Total Value
(n=45) (n=68) (p
Clinical Variable (%) (%) (%) (n=134) Value)
Psychiatric
Disorders in
Family:
No 20(95.2) | 31(68.9) 57(83.8) | 108(80.6) 7.276
Yes 1(4.8) 14(31.1) 11(16.2) 26(19.4) | (0.026) *
Diagnosis
RDD 5(23.8) | 15(33.3) 37(54.4) | 57(42.5) 8.495
Single Episode 16(76.2) | 30(66.7) 31(45.6) 77(57.5) | (0.014) *
Side Effects:
No 20(95.2) | 44(97.8) 56(82.4) | 120(89.6) 7.747
Yes 1(4.8) 1(2.2) 12(17.6) | 14(10.4) | (0.021) *
Faith Healing:
No 20(95.2) | 42(93.3) 60(88.2) 122(91) 1.400
Yes 1(4.8) 3(6.7) 8(11.8) 12(9) (0.497)
Psychological
Intervention:
No 19(90.5) | 38(84.4) 48(70.6) | 105(78.4) 5.222
Yes 2(9.5) 7(15.6) 20(29.4) 29(21.6) (0.073)
Family history of
suicide/attempt:
No 21(100) 40(88.9) 58(85.3) | 119(88.8) 3.491
Yes 0(0.0) 5(11.1) 10(14.7) 15(11.2) (0.175)

p< 0.05 (Significance: *)
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Table 2B Clinical Variables (Continuous)

Depression Depression + SI | Depression + SA
Clinical (N=21) (N=45) (N=68)
Variables Mean + SD Mean £ SD Mean + SD
(Median) (Median) (Median)
Duration of 30.86+38.426 31.09+40.761 37.94+50.402
illness (Months) (12) (12) (24)
Number of 2.14+2.455 1.56+1.078 2.09+1.760
Episode (1) (1) (1)
Duration of 10.95+23.357 5.80+2.801 7.54+6.550
Episode (Months) (6) (5) (6)
Duration of 3.52+3.265 2.22+1.664 2.71+4.368
Treatment 3) 2 @)
(Months)
Age of Onset 26.81+ 8.310 25.51+ 6.687 25.22+ 7.885
(Years) (27) (23) (24)

Table 2C Clinical Variables (Continuous) (Kruskal Wallis test)

Mean Rank (df=2)
Clinical | Depression Depression | Depression T(:?St. p value
Variables 21) + Sl +SA statistic
(45) (68)
Duration
of illness 2 1 3 1.529 0.466
(Months)
Number of 2 1 3 4.670 0.007
Episode
Duration
of Episode 2 1 3 1.278 0.528
(Months)
Duration
of
Treatment 3 1 2 2.052 0.358
(Months)
Age of
Onset 3 2 1 0.676 0.713
(Years)
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Table 2A and 2B describe different clinical variables in depression, suicidal
ideation, suicide attempt groups. Among the total 134 participants recruited for the
study, the (57.55%) of patients were diagnosed as having single episode depressive
disorder and (42.5%) as having recurrent depressive disorder. Among the suicidal
ideation group (66.7%) had a single episode depressive disorder at the time of
presentation, in depression group (76.2%) had single episode depressive disorder,
whereas in suicidal attempt group (54.4%) had recurrent depressive disorder. Post
hoc analysis revealed no significant difference between the groups in terms of
whether the patients were diagnosed with having recurrent depressive disorder or

single episode depressive disorder.

The mean age of onset of depressive illness in all the three groups was during the
young adulthood (~25) years. Among the suicidal ideation group the mean age of
onset of depressive illness was found to be (25.51) years whereas in the suicidal
attempt group it was found to be (25.22) years. Among the depression group, the
mean age of onset was found to be (26.81) years. Participants in the suicidal
attempt group had a longer duration of illness (37.94) months and number of
depressive episodes (2.09). The mean duration of illness in the suicidal ideation
group was (31.09) months. The mean number of depressive episodes in the suicidal

ideation and depression only group was (1.56) and (2.14) respectively.

In the depression group, the mean duration spent in episodes was (10.95) months
which was longer than suicidal attempt group i.e., (7.54) months and suicidal

ideation group was (5.80) months.

The mean duration spent in treatment was longer in depression group i.e., (3.52)
months followed by suicidal attempts group and suicidal ideation group i.e., (2.71)

months and (2.22) months respectively.

In this study it was found that (19.4%) participants had positive family history of
having psychiatric illness. This was higher in suicidal ideation group (31.1%) as
compared to suicidal attempt group i.e. (16.2%). However, post hoc analysis did

not reveal the significant difference among the groups. Family history of suicide or
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suicidal attempt was highest in suicidal attempt group (14.7%) and in suicide

ideation group it was (11.1%).

The mean duration of treatment was found to be higher in proportion in depression
group as compared to suicidal attempt group i.e., (3.52) months and (2.71) months.
Side effects of medications were experienced by (10.4%) of the total participants.
Among suicide attempt group (17.6%) reported side effects and in suicide ideation
group (2.2%) reported side effects. Post hoc analysis revealed significant
difference between suicide ideation and suicide attempt group in terms of whether
participants experienced side-effects or not.

Faith healing practices had been subjected to (11.8%) participants in suicidal
attempt group as compared to (6.7%) in suicidal ideation group. In depression
group (4.8%) underwent faith healing practices. Psychological intervention was
imparted to (21.6%) participants in suicide attempt group as compared to suicidal

ideation and depression only group i.e., (15.6%) and (9.5%) respectively.

When compared between depression, depression with suicidal ideation and
depression with suicide attempt groups, there was no significant difference

amongst these clinical variables as shown in (Table 2C).
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Table 3: Comparison of Psychosocial Variables (Kruskal Wallis test)

_ Test
Mean Rank (df=2) statistic | P value
Psychosocial Depression | Depression | Depression
Variables * Sl * SA
(21) (45) (68)
HAM-D 1 2 3 22.866 | <0.001**
Acceptance
and Action 1 2 3 16.251 | <0.001**
Questionnaire
(AAQ I
Brief
Resilience 3 2 1 3.609 0.165
Scale (BRS)
Social
connectedness 3 1 2 19.579 | <0.001%*
Scale Revised
(SCSR)
Emotional
Regulation 2 3 1 2.841 0.694
Scale (ERS)
Satisfaction
with Life Scale 3 2 1 67.311 | <0.001**
(SWLS)
Meaning in
Life o
Questionnaire 3 1 2 15.310 |<0.001
(MLQ)
Centrality
Religiosity 3 1 2 6.287 0.040*
Scale (CRS)

p< 0.05 (Significance: *) p< 0.001 (Significance: **)
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When compared between depression, depression with suicidal Ideation and
depression with suicide attempt groups, there was significant difference amongst
all the variables mentioned in Table 3A between the groups except for resilience
and emotional regulation. Participants in depression with suicide attempt group
were found to have higher score on AAQ Il (p<0.001) and HAM-D (p<0.001) as
compared to other groups. Along with this social connectedness (p<0.001),
satisfaction with life (p<0.001), meaning in life (p<0.001) and religiosity
(p=0.040) had higher score in the depression group as compared to the other
groups. Post Hoc analysis revealed significantly higher AAQ Il score in depression
with suicide ideation group (adjusted p=0.019) as compared to depression group.
Higher scores of AAQ Il (adjusted p<0.001) where seen in depression with suicide
attempt group as compared to depression group. While significantly higher HAM-
D scores (adjusted p<0.001) were seen in suicide attempt group as compared to
depression group and depression with suicide ideation group. Along with that
higher MLQ score (adjusted p<0.001) was seen in depression group compared to
depression with suicide ideation group and suicide attempt group (adjusted
p<0.001). Significantly higher score on SWLS (adjusted p<0.001) was seen
between all the three groups. The higher score on CRS outcome (adjusted
p=0.044) was found in depression group as compared to depression with suicide
ideation group. SCRS outcome was significantly higher (adjusted p<0.001) in

depression group when compared to suicide ideation and suicide attempt group.
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Association of Variables with Sociodemographic Factors

Table 4A: Comparison of Psychosocial Variables according to Sex (Mann
Whitney U test)

Mean Rank st;rt?::ic p value
Psychosocial Variables Fe(gglle I\(/é%I;

HAMD 67.89 67.10 2270 0.906
QAS:EE%%G. f‘e”?AAA%"I’?) 75.20 59.57 2767 0.020*
Brief Re(Sé'FifSr;ce Scale 62.65 72.50 1914 0.139
SOCia:Q‘;?/?:e?t(es‘g‘gés)sca'e 69.70 65.23 2393 0.506
Emogggfg (Féegg;a“o” 62.46 72.70 1901 0.127
Sa“;g‘ig‘zg\yv":fg)'-ife 69.57 65.37 2384 0.530
Qu';’;fﬁ‘)rr‘]'r:‘zgr'e” (k/'lfo) 66.26 68.77 2160 0.708
Ce”tg‘z‘gltg (FéeFLig)iOSity 73.76 61.05 2670 0.058

p< 0.05 (Significance: *)

As shown in Table 4A, there was no significant difference amongst the mentioned
psychosocial variables across either of the sexes except for psychological
flexibility. Higher score of AAQ Il i.e. psychological inflexibility was found
among females as compared to males (p=0.020).
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Table 4B: Comparison of Psychosocial Variables according to Residence (Mann
Whitney U test)

Mean Rank Test statistic | p value
Psychosocial Variables Rural | Urban
(37) 97)

HAM-D 7181 | 65.86 1954 0.425
Acceptance and Action 56.85 71.56 1400.5 0.050
Questionnaire (AAQ I11)

Brief Resilience Scale (BRS) 75.80 64.34 2101 0.123
Social connectedness Scale 70.24 66.45 1896 0.613
Revised (SCSR)
Emotional Regulation Scale 73.96 65.04 2.197 0.234
(ERS)
Satisfaction with Life Scale 71.19 66.09 1931 0.495

(SWLYS)

Meaning in Life Questionnaire 71.84 65.85 1955 0.424

(MLQ)

Centrality Religiosity Scale 63.53 | 69.02 1647 0.464
(CRS)

When compared between participants from urban and rural background, there was
no significant difference found in any of the psychosocial variables mentioned in
Table 4B.
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Table 4C: Comparison of Psychosocial Variables according to Marital Status
(Mann Whitney U test)

Mean Rank
Married | Unmarried et p value
; ; arrie statistic
Psychosocial VVariables (72) (62)
HAM-D 67.37 67.65 2222 0.966

Acceptance and Action
Questionnaire (AAQ 11) 71.10 63.32 2491 0.247

Brief Resilience Scale

(BRS) 67.47 67.53 2230 0.993
Social connectedness Scale
Revised (SCSR) 64.65 70.81 2027 0.360
Emotional Regulation
Scale (ERS) 65.40 69.94 2081 0.500
Satisfaction with Life
Scale (SWLS) 70.37 64.17 2438 0.354
Meaning in Life
Questionnaire (MLQ) 68.08 66.82 2274 0.851
Centrality Religiosity -
Scale (CRS) 74.91 58.90 2765 0.017
p< 0.05 (Significance: *)

The Participants were also compared for any differences based on their marital
status. As shown in Table 4C, married people were found to have significantly
higher CRS scores (p=0.017) signifying a higher level of religiosity among
married peoples as compared to those who were single.
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Table 4D: Comparison of Psychosocial Variables according to Family Type

(Kruskal Wallis test)

Mean Rank (df=2)

Test
Psychosocial Nuclear | Extended | Joint | statistic | P Valué
Variables (99) (11) (24)
HAM-D 2 3 1 3.401 0.183
Acceptance and
Action Questionnaire 3 2 1 2.790 0.248
(AAQ 1D
Brief Resilience Scale -
(BRS) 1 2 3 6.917 0.031
Social connectedness
Scale Revised (SCSR) 2 3 . 2.818 0.244
Emotional
Regulation Scale 2 1 3 2.034 0.362
(ERS)
Satisfaction with Life
Scale (SWLS) 2 1 3 316 0.854
Meaning in Life
Questionnaire (MLQ) 2 1 3 4.313 0.112
Centrality Religiosity
Scale (CRS) 1 2 3 2.096 0.351

p< 0.05 (Significance: *)

When compared based on type of family as shown in Table 4D, people belonging

to joint families were found to have a higher score on BRS (p=0.031). Meaning

people living in joint families are more resilient as compared to those living in

nuclear and extended families. Post hoc analysis revealed significant difference of

resilience between nuclear and joint family.
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Table 4E: Comparison of Psychosocial Variables according to Religion (Kruskal

Wallis test)
Mean Rank (df=2)
Psychosocial Hindu | Muslim | Christian | statistic | P V&Y€
Variables (130) (3) (1)
HAM-D 2 3 1 0.270 0.874
Acceptance and
Action Questionnaire 2 1 3 0.041 0.980
(AAQ I
Brief Resilience Scale
(BRS) 2 3 1 3.500 0.174
Social connectedness
Scale Revised 1 2 3 2.873 0.238
(SCSR)
Emotional
Regulation Scale 3 1 2 1.236 0.539
(ERS)
Satisfaction with Life
Scale (SWLS) 3 1 2 0.997 0.608
Meaning in Life
Questionnaire (MLQ) 2 3 1 1.607 0.448
Centrality Religiosity
Scale (CRS) 1 2 3 0.124 0.940

Although the number of participants belonging to religion other than hindu were
limited, it was found that there was no significant difference in any of the
psychosocial variables as mentioned in table 4E with the respect to religion of the

participant.
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Table 4F: Comparison of Psychosocial Variables according to Employment

(Kruskal Wallis Test)

Mean Rank (df=2)
Psychosocial Chi House Unemplo
Variables Squares Wife yedp Employed | P Value
(36) (50) (“48)
HAM-D 2.138 3 2 1 0.343
Acceptance and
Action
Questionnaire (AAQ 0.088 2 3 1 0.957
1))
Brief Resilience
Scale (BRS) 5.053 1 2 3 0.080
Social connectedness
Scale Revised 0.096 3 1 2 0.953
(SCSR)
Emotional
Regulation Scale 8.139 1 3 2 0.017*
(ERS)
Satisfaction with
Life Scale (SWLS) 2.876 3 1 2 0.237
Meaning in Life
Questionnaire (MLQ) 0.295 3 2 1 0.863
Centrality
Religiosity Scale 6.474 3 1 2 0.039*
(CRS)

p< 0.05 (Significance: *)

Across different categories of employment, significant difference was seen in ERS
scores (p=0.017), CRS (p=0.039) as shown in Table 4F. Post Hoc analysis
revealed higher scores on ERS (adjusted p=0.024) in the unemployed category as

compared to the household category. Higher scores were seen in CRS (adjusted

p=0.033), in household category as compared to unemployed category as shown in

Table 4F.
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Table 4G: Comparison of Psychosocial Variables according to Diagnostic

Categories (Mann Whitney U test)

Mean Rank st;_t?::ic p Value
Psychosocial Variables F§5|37|)3 SingliYE??isode

HAM-D 69.80 65.80 2063 0.554
QASZSEEB?]T; ri”?A’:‘gi??) 70.25 65.47 2038 0.481
Brief Riggesr;ce Scale | 6468 69.59 2355 0.465
SOCia'R‘;‘\’/ri‘S”ee(;:t(escg‘se;S)Sca'e 58.89 73.88 2685 | 0.027*
Emogzgfg éelgg;a“"” 76.46 60.87 1684 | 0.021*
Sa“;‘;ﬁtei‘zgv"\‘;:fg)'-ife 60.56 72.64 2590 0.074
Qu'ggfi?)?]i:gi ;‘e‘ E_l\i/TEQ) 63.39 70.55 2429 0.291
Centrality Religiosity | 75 14 63.30 1871 0.145

Scale (CRS)

p< 0.05 (Significance: *)

When compared across different diagnostic categories,

scores of social

connectedness (SCSR) (p=0.027) were found to be significantly more in

participants diagnosed as having single episode depressive disorder as shown in
Table 4G. The participants diagnosed as RDD had higher score on ERS (p=0.021)

as compared to participants having first episode of depression.
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Table 4H: Comparison of Psychosocial Variables according to Psychological

Intervention (Mann Whitney U test)

Mean Rank Test
(Psychological e p Value
- statistic
Intervention)
. . No Yes
Psychosocial Variables (105) (29)
HAM-D 69.41 60.57 1723.5 0.275
Acceptance and Action
Questionnaire (AAQ 1) 64.34 78.95 1190.5 0.073
Brief Resilience Scale
(BRS) 69.60 59.88 1743.5 0.229
Social connectedness 54 46 28.50 12035 0.085
Scale Revised (SCSR) ' ' ' '
Emotional Regulation
Scale (ERS) 68.30 64.59 1607 0.648
Satisfaction with Life «
Scale (SWLS) 72.16 50.64 2011.5 0.008
Meaning in Life
Questionnaire (MLQ) 69.54 60.10 1737 0.246
Centrality Religiosity
Scale (CRS) 69.56 60.03 1739 0.242

p< 0.05 (Significance: *)

Psychosocial variables of the patients were also compared with regard to whether
they had received any prior psychological intervention as shown in table 4H.
SWLS scores (p=0.008) were higher in participants having no exposure to

psychological intervention.
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Table4l: Comparison of Psychosocial Variables according to Family History of

Psychiatric lliness (Mann Whitney U test)

Mean Rank Test p Value
(Family history of statistic
psychiatric illness)
Psychosocial Variables NO YES
(108) (26)

HAM-D 67 69.58 1458 0.760
Acceptance and Action 68.82 62 1261 0.421
Questionnaire (AAQ I1)

Brief Resilience Scale 66.92 69.92 1467 0.721
(BRS)
Social connectedness 68.84 61.92 1259 0.414
Scale Revised (SCSR)
Emotional Regulation 64.50 79.98 1728.5 0.068
Scale (ERS)
Satisfaction with Life 69.45 59.38 1193 0.233
Scale (SWLYS)
Meaning in Life 71.30 51.71 993.5 0.021*
Questionnaire (MLQ)
Centrality Religiosity 71.38 51.40 985.5 0.018*
Scale (CRYS)
p< 0.05 (Significance: *)

Participants psychosocial variables were compared as per the presence or absence
of family history of psychiatric illnesses. Significant higher score was found on
MLQ (p=0.021) and CRS (p=0.018) among participants having family history of

psychiatric illness as compared to those who did not have, as shown in table 41.
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Table 4J: Comparison of Psychosocial Variables according to Side Effects
(Mann Whitney U test)

Mean Rank Test p Value
(Side Effect) statistic
Psychosocial Variables None Yes
(120) (14)

HAM-D 68.54 58.57 965 0.361
Acceptance and Action 64.27 95.18 452.500 0.005*
Questionnaire (AAQ I1)

Brief Resilience Scale 69.02 54.50 1022 0.182
(BRS)
Social connectedness Scale 66.52 75.93 722 0.390
Revised (SCSR)
Emotional Regulation 68.51 58.86 961 0.378
Scale (ERS)
Satisfaction with Life 71.02 37.29 1263 0.002*
Scale (SWLS)
Meaning in Life 68.36 60.11 943 0.451
Questionnaire (MLQ)
Centrality Religiosity 68.71 57.14 985 0.291
Scale (CRS)

p< 0.05 (Significance: *)

When psychosocial variables were compared with regards to whether patient
experienced any side-effects with medications or not in the past, it was found that
AAQ Il score (p=0.005) were more in participants having side effects as compared
to participants who didn’t experience any side-effects with medications. Hence,
psychological inflexibility is seen more in participants who have experienced side
effects with medications. SWLS Score (p=0.002) was more in patient with no prior
history of side effects with medications as compared to those who had side effects

as shown in table 4J.
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Table4K: Comparison of Psychosocial Variables according to Family h/o
Suicide Attempt (Mann Whitney U test)

Mean Rank Test p Value
(Family History of statistic
suicide Attempt)
Psychosocial Variables NO YES
(119) (15)

HAM-D 65.58 82.73 1121 0.105
Acceptance and Action 66.18 78 1050 0.266
Questionnaire (AAQ I1)

Brief Resilience Scale 67.88 64.50 847 0.749
(BRS)
Social connectedness Scale 67.19 70.20 933 0.775
Revised (SCSR)
Emotional Regulation 66.69 73.93 989 0.495
Scale (ERS)
Satisfaction with Life 70.96 40.07 481 0.004*
Scale (SWLS)
Meaning in Life 68.78 57.33 740 0.281
Questionnaire (MLQ)
Centrality Religiosity 70.17 46.30 574.500 0.025*
Scale (CRS)

p< 0.05 (Significance: *)

Comparison of psychosocial variables were done based on whether there was
history of suicide attempt in patient’s family members or not. Higher scores were
found on the SWLS (p=0.004), CRS (p=0.025) among participants who didn’t
have any history of suicide attempt in their family as compared to those
participants who had history of suicide in their family. Hence participants who did
not have any family history of suicide were found to be more satisfied and more

religious as compared to with those who had history of suicide in their family.

78




CORRELATION BETWEEN THE CONTINUOUS VARIABLES

Table 5 summarizes the correlation between different continuous variables used in
this study. It was found that Resilience of the participant was significantly
correlated with Psychological Inflexibility (p<0.001) as well as Number of suicide
attempts (p=0.028). There was also significant positive correlation between
Resilience of the participant and Satisfaction with Life (p=0.004), as well as with
Meaning in life (p=0.004). This suggest that people who had higher resilience also
have higher psychological flexibility. People who are more satisfied with their life
have higher resilience and they have greater meaning of life. Similarly, number of

suicide attempts are more common in people who are less resilient.

HAM-D scores were found to be negatively correlated with Social Connectedness
(p=0.008) and Satisfaction with Life (p<0.001). HAM-D scores also positively
correlated with Number of suicide attempts (p<0.001). This suggests that, people
with more severe depression have significantly lesser social connectedness. Also,
number of suicide attempts has direct relation with the severity of depression.
Higher the severity of depression had higher probability of the increasing attempts
of suicide. Hence more severe the depression can increase the risk of suicide

attempts.

Psychological Inflexibility were negatively correlated with satisfaction with life
(p=0.037) as well as Meaning in Life (p=0.003). Psychological Inflexibility on the
other hand was positively correlated with number of suicide attempts (p<0.001).
This means that people having higher satisfaction with their life are more
psychologically flexible. People with higher meaning in life are more
psychological flexibility. And that, higher psychological flexibility in patients with

depression can lead to decrease in the frequency of suicide attempts in them.

Satisfaction with life correlated positively with Meaning in life (p=0.004) as well
as Religiosity (p=0.001). Satisfaction with life was also found to have a significant
negative correlation with number of suicide attempt (p<0.001). Hence people
having higher satisfaction with their life are more likely to find higher meaning in

their life. People who are more satisfied, have higher level of belief in their
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religion. Frequency of suicide attempt is lesser in people who have higher

satisfaction with life.

Meaning in Life correlated positively with Religiosity (p=0.015). Religiosity is
positively correlated with duration illness (p=0.029) and age of onset (p=0.024).
Hence, people having onset of illness during later age of life and with longer

duration of illness are more religious.

Duration of illness was positively correlated with number of depressive episodes
(p<0.001), duration of the depressive episode (p=0.006), duration of treatment
(p=0.008), age of the participant (p<0.001). Hence people who have an early age
of onset of illness have higher probability of having longer duration of illness in
case of both single and recurrent depressive disorder. And people with early age of
onset of illness are more likely to have greater number of depressive episodes in
case of RDD.
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Table 5: Corelation between continuous variables (Spearman’s corelation)

Spearman’s corelation rho (p)

HAM-D | AAQ BRS SCRS ERQ SWLS MLQ CRS DOI NOE DOE DOT NO OF AGE
ATTEMPT
AAQ 0.38 -
(0.662)
BRS 0.091 -0.353%* | --
(0.296) (0.037)
SCRS -0.228 -0.109 -0,30 -
(0.008) (0.210) (0.735)
ERQ -0.85 0.064 0.070 -0.67 -
(0.330) (0.464) (0.419) (0.443)
SWLS -0.404 -0.181* | 0.193 0.94 0.034 -
(<0.001) | (0.037) (0.026) (0.278) (0.693)
MLQ -0.145 -0.252%% | 0.244%* | 0.142 0.060 0.245%* | -
(0.094) (0.003) (0.004) (0.101) (0.488) (0.004)
CRS -0.126 -0.085 0.161 0.006 -0.040 0.285** | 0.210% -
(0.146) (0.327) (0.062) (0.943) (0.645) (0.001) (0.010)
DOI 0.005 -0.031 -0.085 -0.037 -0.070 -0.163 -0.061 0.188* -
(0.954) (0.718) (0.331) (0.674) (0.423) (0.060) (0.482) (0.029)
NOE -0.102 0.024 -0.131 -0.045 0.055 -0.103 -0.038 0.148 0.665%* | -
(0.241) (0.779) (0.130) (0.606) (0.531) (0.237) (0.661) (0.087) (<0.001)
DOE 0.009 0.161 -0.131 0.048 -0.145 -0.066 -0.062 -0.060 0.239** | -0.150 -
(0.915) (0.063) (0.132) (0.579) (0.095) (0.452) (0.476) (0.492) (0.006) (0.084)
DOT -0.146 0.087 -0.105 0.149 -0.105 0.094 -0.031 0.017 0.230%* | 0.243** | 0.202* -
(0.093) (0.317) (0.225) (0.087) (0.228) (0.279) (0.720) (0.842) (0.008) (0.005) (0.019)
NO OF 0.418** | 0.298** | -0.189* | -0.035 -0.137 -0.600%* | -0.143 -0.084 0.103 0.211* 0.107 0.043 -
ATTEMPT | (<0.001) | (<0.001) | (0.028) (0.689) (0.115) (<0.001) | (0.100) (0.337) (0.234) (0.015) (0.221) (0.622)
AGE -0.006 0.054 -0.029 -0.042 -0.082 0.031 -0.045 0.127 0.348** | 0.292** | 0.014 0.098 0.056 -
(0.948) (0.533) (0.735) (0.627) (0.348) (0.720) (0.603) (0.143) (<0.001) | (0.001) (0.874) (0.258) (0.519)
AOI 0.027 0.045 0.011 -0.082 -0.120 0.162 0.036 0.195* 0.020 -0.070 -0.031 -0.025 -0.052 0.836**
(0.758) (0.608) (0.904) (0.344) (0.166) (0.061) (0.678) (.024) (0.821) (0.421) (0.719) (0.773) (0.548) (<0.001)

DOI: Duration of illness, NOE: Number of the episode, DOE: Duration of the episode, DOT: Duration of treatment, AOI: Age of onset of illness
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LOGISTIC REGRESSION

Logistic regression was conducted to examine the predictive value of significant
variables. To minimize the possibility of collinearity, spearman’s correlation test
was conducted, to assess the correlation between all statistically significant
continuous Vvariables. Spearman’s correlation > 0.7 was taken as indicator of
possible collinearity during logistic regression. No such variable was identified.
Further, using clinical judgment, variables for logistic regression were selected.

Binomial logistic regression was conducted for identification of potential
predictors of suicide attempt. The variables that were removed from regression
analysis after clinical judgement were age of onset of illness, education, number of
suicide attempts, duration of illness, family history of psychiatric illness, and
family history of suicide as no significant association was found in suicide attempt
group. The variables that were tested by logistic regression were: Occupation,
Diagnosis, HAM-D Score, psychological inflexibility, social connectedness,

satisfaction with life, meaning in life and religiosity.
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Table 6A: Beginning block, the constant only model

Classification Table®

Predicted
Observed Suicide Attempt Percentage
NO YES Correct
NO 0 66 0.0
Attempt
Step 0 YES 0 68 100.0
Overall Percentage 50.7

a. Constant is included in the model.

b. The cut value is 0.500

Table 6B shows Omnibus tests for model coefficients. The chi-square value for the

Omnibus tests of model coefficients was 80.529 (degree of freedom = 9; p-value =

<0.001). Hence, the model with predictors is significantly better than a model with

constant only. The p value less than 0.05 indicates that the current model

outperforms the null model.

Table 6B: Ombius Tests for Model Coefficients

Omnibus Tests of Model Coefficients
Chi-square df Sig.
Step 1 Step 80.529 9 <0.001
Block 80.529 9 <0.001
Model 80.529 9 <0.001

df- degree of freedom, sig.- significance

As shown in Table 6C, the Nagelkerke R Square value for the model is 0.602,

which estimates the model’s goodness of fit.
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Table 6C: Goodness of fit of model

Model Summary

Step 1

-2 Log Cox & Snell R Nagelkerke R
likelihood Square Square
105.204° 452 .602

a. Estimation terminated at iteration number 7 because parameter

Estimates changed by less than .001.

As shown in table 6D, Hosmer and Lemeshow test demonstrates that the model fits
the data. (Chi-square = 4.192, degree of freedom = 8 and p = 0.839).

Table 6D: Hosmer Lemeshow Test

Hosmer and Lemeshow Test

Step

Chi-square df

Sig.

4.192 8

0.839

Thus, as shown in table 6E, the logistic regression model reasonably predicts

suicide attempt versus no suicide attempt, i.e., 86.8 % versus 75.8%, respectively.

Overall, 81.3 % of participants were correctly classified into suicide attempt and

no suicide attempt groups by the model.

Table 6E: Model Predictions

Classification Table?

Predicted
Observed Suicide Attempt Percentage
NO YES Correct
NO 50 16 75.8
Attempt
Step 1 YES 9 59 86.8
Overall Percentage 81.3

a. The cut value is 0.500
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Table 6F shows that satisfaction with life scale, Psychological Flexibility are
significant predictors of suicide attempt in patients with depression. The other
predictors: HAM-D score, meaning in life, Social Connectedness, Religiosity,
Occupation, Diagnosis were not significant in the model. Satisfaction with life is
significant predictor of suicide in depression (OR = 0.660 95% CI1 0.534 — 0.816; p
= <0.001). Thus, one unit increase in the score of Satisfaction with Satisfaction
with life score reduces the odds of suicide attempt by 34% in patients with
depression.

Psychological Inflexibility was also found as predictor of suicide, higher
psychological inflexibility was associated with increased Odds of suicide attempt
(OR=1.069, 95% CIl 1.009-1.131; p=.023) For one unit increase in score of
Psychological Inflexibility with AAQ Il score, increase the Odds of suicide by

6.9% in patients with depression.

Table: 6 F Output of logistic Regression

95% C.l.for
EXP(B)
B | S.E. | Wald |df| Sig. |Exp(B) L ower Upper
HAM-D | 0.124 |0.071] 3.038 | 1 | 0.081 | 1.132 | .85 1.302
AAQ 0.066 [0.029 5.199 | 1 | 0.023 | 1.069 | 1.009 1131
SCSR  |00110.027| 0.154 | 1| 0.694 | 1.011 | 0.959 1.066
MLQ | 0018 |0.034] 0.260 | 1] 0.610 | 1.018 | 0.951 1.089
SWLS  |-0.415]0.108|14.810| 1 |<0.001| 0.660 | 0534 |  0.816
CRS 0.099 [0.319] 0.096 | 1 | 0.756 | 1.104 | 0591 |  2.063
(Occupation) | 539 0 674| 0.639 | 1 | 0.424 | 1.714 | 0.457 6.427
Household
(Snc:r‘:]g?;g;’erg 0.709 |0.550| 1.661 | 1 | 0.197 | 2.032 | 0.691 5.976
(Diagnosis)RDD | 0.953 |0.538| 3.141 | 1 | 0.076 | 0.386 | 0.134 |  1.106
Constant -0.55413.648| 0.023 | 1 | 0.879 | 0.574

Variable(s) entered on step 1: HAM-D(, AAQ II(Acceptance and Action Questionnaire
SCSR(Social Connectedness Scale Revised), SWLS(Satisfaction with Life Scale),

MLQ(Meaning in Life Scale), CRS(Centrality of Religiosity Scale), Occupation, Diagng

),

DSIS.a
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DISCUSSION

The purpose of this study was to find the association of various socio-demographic
factors, clinical variables, and protective factors with suicidal behavior in
depression.

Socio-demographic factors and depression

As per the existing literature, multiple socio-demographic variables are associated
with suicide in depression. However, findings in most studies are not consistent.
This inconsistency may be explained by (1) the difference in criteria of depression
used in various studies, (2) the difference in method of diagnosis, i.e., interview-
based or questionnaire-based, (3) the difference in the instruments used, i.e., self-
reported or clinician- rated, (4) the socio-cultural-economic differences among
various populations.

In this cross-sectional study, we examined the association of sociodemographic
variables with the suicide attempt as well as analyzed their role in prediction of
suicide in patients with depression.

In the index study, it was found that there was statistically significant association
of suicidal behavior with sex of the patient. Females were more likely to have more
suicide attempts as compared to males. Higher percentage of male have suicidal
ideation as compared to female. However post hoc analysis revealed that there was
no significant difference between any group with sex of participants. Similarly, no
significant difference was found between males and females in an Indian study
conducted by the Shrivastav.”® However, Kesseler et al., found that female patients
attempted suicide more compared to males. In a study conducted by C.T Sudhir
Kumar et al., in south India it was found that number of suicide attempt are more
in females but, intent of suicide is more in males. Which is similar to our study.*
In a study conducted by Chan et al., the comparison of age and gender was done
between two groups, i.e. with suicide ideation, with suicide attempt, the study
concluded that there was no significant association with sex and age of
participants.*?

In another systemic review article by Thatcher et al., it was found that males are
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more seen to be more prone for attempting suicide in most studies which were
conducted on patients with depression having suicidal ideation and attempts.**?
Similarly higher number of suicide attempts were found in urban as compared to
rural population. In this study it was seen that suicide attempts are almost five
times more common in people living in urban compared to rural area. This finding
is in-consistent with the study conducted by Shrivastav in India, that found that
suicide attempts were more in the participants from rural background. *® Study
conducted by Narang et al had similar findings. *°

In the current study there was statistically significant association between
occupation of the patient and suicide. The participants who were unemployed had
higher suicidal ideation and they were more prone to attempt as compared to
participants who were doing household work or employed. In a study conducted by
Milner et al., it was found that access to means for suicide at work increases the
probability of suicide attempt among employed people. They also discovered that
those who worked in professions where they had access to certain techniques
(firearms, pharmaceuticals or medication, and carbon monoxide) were more likely
to use them to end their lives than those who did not.”

In the systemic review conducted by Klingelschmidt et al., it is emphasized the
necessity of developing suicide prevention strategies that are tailored to this
particular group of employees. Also reported that unemployed population are more
prone for suicide attempts. **

The current study didn’t find association of any other sociodemographic variables
which were studied including marital status, family type, and religion of
participants, age, years of education, and annual family income with suicide in
participants with depression.

However older age, being single, lower number of educational years, low family
income, belonging to a nuclear family are linked with increase in suicide attempts
in patient with depression.

The study conducted by R. L. Narang et al., concluded that low socioeconomic
status, lower level of education, and belonging to a nuclear family, with patients
doing household work are at greater risk for suicide in people under 30 years of

age. The possible reason for an insignificant interaction of other above mentioned
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variables with suicide in patients with depression might be the lesser sample size of
individual groups, as well as the unequal distribution between them in this study. %
Study conducted by Shrivastava and Kumar found that higher educated people
commit more suicide. More educated group were found to be more likely to
attempt suicide as compared to the less educated population.” In the Indian studies
Narang et al found the similar findings. Kesseler et al., found that poorly educated
people are more likely to attempt suicide than highly educated people.®’

Age group didn’t have significant association with suicidal attempt in depression.
It was found that age across all three groups were approximately similar. Hence in
current study there were no difference in age between groups. The similar findings
were reported in the study conducted by the Manjeet Singh Bhatia et al., in Punjab,
i.e. because the suicidal ideates, attempters and completers did not differ in age
group. % Lal and Sethi found that rate of suicide is more in the ae group less than
30 years. Similarly in a study by Badrinarayana et al., found that the younger age

group from (15-30) years are more prone for depression and suicide. *

Additionally, in a study conducted by Gururaj et al., in Bangalore, it was found
that individual-level research has linked factors like lack of religious belief to
increased risk of suicide.

Suicide is not as well understood in Hinduism. While it generally condemns
suicide, suicides carried out for religious or other related reasons have been
permitted. Uncertainty exists regarding suicide trends in relation to Hinduism.
Hindu-dominated India has a recorded suicide rate of 10.8 per 100,000 people,
which is comparatively low.'®

Bhagavad Gita condemns self-inflicted suicide and asserts that such a death is
ineligible for "shraddha," the crucial final rites. The Brahmanical viewpoint is that
those who make suicide attempts should fast for a set amount of time. The Holy
Scriptures, known as Upanishads, strongly oppose suicide and warn that those who
commit it will enter impenetrable darkness after they pass away. The Vedas,
however, allow suicide for religious reasons and believe that giving one's own life

is the greatest sacrifice. It was believed that committing suicide by starving, also

88



known as "sallekhana," would lead one to "moksha."'%

On the contrary, marital status has been seen to be significantly associated with
suicide attempts in depression across multiple studies, also that married patients
are less likely to be diagnosed with depression than single patients. Study
conducted by R. Ponnudurai in Madras city found that single persons were more
prone for suicide as compared to married person, which may be due to less
emotional support and lesser connectedness and belongingness.'®* The protective
role of marriage in reducing risk of suicide attempt in depression may be attributed
to their positive effects on the overall social support of the patient. In the study
conducted by A.S. Shrivastava it was found that the married women are more
likely to attempt suicide. As per them the stress related to interpersonal issues, low
emotional support might be the contributing factor for suicide attempts in married
women.*® In another study conducted in Ludhiana by R. L. Narang it was found
that married women and single men were more prone to commit suicide.” Lal and
Seth also found the similar findings in their study.

Asian countries have a greater ratio of female suicides than European and
American countries, which may be partially explained by cultural attitudes toward
the role of women in marriage. Another study conducted by Gururaj et al., saw that
the social and familial pressure on a woman to stay married even in violent
situations appears to be one of the variables that raises the risk of suicide among
women in societies where arranged marriages are frequent. *®°

In the index study, a higher proportion of patients diagnosed with depression with
lower monthly family income were more prone for attempting suicide. In the
earlier studies, depression has been found to be more common in patients with
poor financial situation and unemployment. This association may be explained by
the limited treatment opportunities available to people with lower income and
overall poorer quality of life due to poor financial situation. The predicament of the
poor is higher in developing countries like India as the out-of-pocket expenditure
for health care is high and health insurance coverage is minimal.

In a study on farmer’s suicide in the Vidarbha region, Behere and Behere

employed the psychological autopsy method to understand the phenomenon. They
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identified the following reasons which may be responsible for farmer’s suicide (1)
chronic indebtedness and inability to pay debts accumulated over the years (2)
economic decline that leads to complications, family disputes, depression,
alcoholism, etc. (3) compensation following suicide helps the family repay debts
(4) grain drain and (5) rising costs of agricultural inputs and falling prices of

agricultural produce.*®

Clinical variables and Suicide

Index study examined the association of various clinical variables as predictors of
suicide in patients diagnosed with depression. Family history of mental illness,
patient’s diagnosis, side effects due to medications, duration of treatment in
months, number of suicide attempts are variables significantly associated with
suicide attempts in depression.

Diagnosis of depression as per the Eleventh revision of International Classification
of Diseases and Related health problems (ICD-11) criteria was found to have a
significant association with the suicide attempt in patient diagnosed with
depression. Patients who were presented with recurrent depressive disorder were
likely to have more suicidal attempts, as compared to those with single episode of
depression, which is in line with the clinical history of the participants in the study.
In a study conducted by Caroline BB et al., it was found that number of suicides
was higher in proportion in RDD as compared to single episode depression. A
higher degree of suicidal ideation was associated with increased severity of
depressive symptom over time.!® Similarly in this study there significant
association was found between the duration of treatment seeking with suicide
attempt. It was found that patients with longer duration of treatment had more
prevalence of suicide attempts.

It was found that suicide attempts were more in the recurrent depressive disorder as
compared to single depressive disorder. This might be due to long duration of
illness and because of recurrent depressive episodes patient might feel helpless and
hopeless that leads to suicidal ideation in patient. That increased risk of suicide
attempts in patients. In a study conducted by Bulik et al., on logistic regression it

was found that recurrent depressive disorder was a strong predictor of suicide
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attempt as compared to single episode depression. Which might be due to the fact
that self-harm attempt or ideation in previous depressive episode can increase the

risk of suicide attempt in current episode.***

The current study also found a significant association between family history of
mental illness i.e., patients with positive family history of mental illness were less
likely to have suicide attempts which is contradictory with the previous studies
conducted to evaluate the role of family history of mental illness as a predictor for
suicide in the patient. On the contrary in other studies, it is seen that suicide
attempts were more in the patients having positive history of psychiatric illness in
family members. This might be due to predominant sample in this study i.e., 80.6%
did not have any history of mental illness in their family members. However, a
study conducted by Trivedi et al., evaluating the association of family history of
depression with depression in patients, found a positive family history of
depression was associated with earlier age of onset, a longer duration of illness,
higher risk of co-morbid psychiatric illness and prior suicide attempt. A study
conducted by Ping Qin, reported that completed suicide and psychiatric problems
in family members are risk factors for suicide in the patient, and the impact of a
family's history of suicide is irrespective of any familial cluster of mental diseases.
Thus, while assessing the risk of suicide, family history of suicide should also be
considered. '

In current study no significant association was found between the family history of
suicide attempt with the suicide attempt in patient with depression. It might be due
to increased awareness in the family members regarding mental illness, timely help
seeking and medical interventions reduces the incidence of suicide attempt. These
findings contradict with the previous studies conducted to evaluate the role of
family history of suicide as a predictor for suicide in the patient. However, it was
seen that in few studies patients who have suicides in their family were more prone
to suicide as compared to who didn’t have family history of suicide.

In index study no significant association was found between suicide attempts and
faith healing practices in patient with depression. In the current study the connect
with religious and cultural practices were also assessed on basis of religion of the

patient. In a study conducted by Brandon Johnson et al., reported that faith healers’
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groups are the perfect place to talk about suicide, encourage help seeking, and
organize caring volunteers to help individuals who are in need, in order to
strengthen the capability and start the dialogue about suicide prevention in
communities of religion. All congregations, churches, mosques, synagogues,
temples, and other places of worship are encouraged by these initiatives to pray for
those people whose lives have been affected by suicide. This straightforward act of
prayer builds hope, a sense of connection, and communicates a supportive
community ready to offer both spiritual and practical help, whether it be for a
parishioner or congregant who is dealing with suicidal thoughts, a suicide attempt,
or suicide loss. Shohib et al., reported that as faith healing is directly related to
spirituality it may help in decreasing the suicide attempts in the people struggling
with mental illness and believer of faith healing.'®®

Psychosocial Factors and suicide

The index study evaluates many psychosocial factors for prevention of suicide in
patient diagnosed as moderate to severe depression. Various psychosocial variables
include psychological flexibility, social connectedness, emotional regulation,
resilience, satisfaction with life, meaning in life and religiosity. Among these
psychosocial variables apart from resilience, it was found to have significant
association with the suicide attempt in depression.

Social Connectedness and Suicide

Social connectedness was found to have a significant association with suicide
attempt as patients with high social connectedness show lesser suicide ideation and
attempt. However post hoc analysis revealed that participants in depression group
have more social connectedness as compared to suicide ideation and suicide
attempt group. In index study no significant difference was found between suicide

ideation and suicide attempt group.

Connectedness is a condition of belonging in which people feel appreciated,
trusted, and respected by other people and communities (such as peers, families,
schools, or social clubs). Numerous positive consequences of connection include
enhancing social connections, psychological well-being, prosocial conduct,
effective coping mechanisms, and minimizing distress-causing behaviors.

Contrarily, having strong human ties (i.e., interacting with others) can be protective
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against suicide and promote survivability. Social isolation can raise the risk of
suicide. Reaching out to lonely and isolated people and providing them with help
and a listening ear could be a big effort to save the valuable lives. At the
individual, familial, institutional, societal, national, and global levels, fostering
positive (i.e., health-promoting, protective) connectivity is crucial for preventing
suicide and fostering resilience. In the present study higher mean score of the
SCSR was seen in the depression group and suicide ideation group. This finding
suggests that social connectedness might be a protective factor against suicide in
patient with depression. However, we couldn’t find any study from India regarding

association of suicide with the social connectedness.

A study conducted by John F. et al., conclude that youth who had higher parental
connectivity and social integration ratings were less likely to have suicide
thoughts. Increase in perceived school connectivity ratings shielded young people

who had expressed suicidal thoughts from making an attempt.

Resilience and Suicide

The study also examined the possible association of resilience with the suicide
attempt in the depression. Resilience did not have a significant association with
suicide in depression. The results of the index study lie in line with the predictive
role of resilience in suicide attempt group. That indicates patient without suicide
ideation and suicide attempt are more resilient than patient having suicide ideation
and suicide attempt. In a study conducted by Ram et al., conclude that cognitive
resilience is the ability to withstand the damaging effects of setbacks and the stress
they cause on cognitive performance or function. Participants who have higher
scores on cognitive resilience scale i.e., individual having higher resilience are less
prone to suicide attempt.“%® Hence, it was conclude that resilience is a protective
factor for suicide attempt. It is comparable to the study conducted by Rosetti et al.,
in which it was found that resilience was higher in the non-suicidal group. In the
study it was conclude that the various patterns of between-group correlations
encompassed two resilience dimensions: social resources and family cohesion.
Stress, adversity, shame, and sadness may be particularly detrimental to social

resources and family cohesion in suicidal patients; conversely, a lack of social
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resources and family cohesion may make people more susceptible to suicide
intentions,>>°3°5:6:57

Psychological Flexibility and Suicide

In the index study it was found that psychological flexibility was significantly
associated with suicide attempts in depression. The mean score of AAQ I
(29.95£8.91) was higher in the suicide attempt group as compared to the suicide
ideation and depression group. Hence, Psychological Inflexibility is a risk factor
for suicide. Post hoc analysis revealed that there was significantly higher score of
AAQII in depression with suicide ideation group and suicide attempt group as
compared to depression group. Similar to index study, study conducted by Debeer
et al., also found that the AAQ score was on higher side in the suicide attempt
group, these findings showed that, after taking into account known risk variables,
psychological rigidity predicted the intensity of suicidal thoughts at both the
baseline and at one-year follow-up. There are many risk factors for suicide among
veterans, including suicidal ideation, history of a previous suicide attempt, mental
health issues like depression, psychosocial issues, low resilience, low social
support, hopelessness, childhood physical or sexual abuse, chronic pain, and
physical injury. Psychological rigidity is a significant predictor of the likelihood of
having suicidal thoughts and may be the focus of interventions aimed at preventing

suicide.*”’

Psychological rigidity is the predominance of avoidance-based psychological
reactions to unpleasant internal experiences, such as emotions, thoughts, and
physical sensations, as opposed to the role of values in determining behavioral
choices. Experiential avoidance, which happens when a person is unwilling or
unable to remain in contact with unwanted internal experiences and takes steps to
avoid, escape from, or alter the experience, is a closely related but more specific

concept that is included in the broader category of psychological inflexibility.

In another study conducted by Thomas E. Ellis et al.,2018 showed that mean of
AAQ score in the suicide attempt group was 14.54 + 8.62 which were comparable
to the index study 29.95 +8.91. The comparatively higher scores of psychological
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inflexibility in the current study could be explained by socio-demographic and
socio-cultural differences between the participants of the two studies. In that study
it was found that experiential avoidance upon admission was the same for
respondents and non-responders. However, at discharge, indicated a substantial
difference, with responders scoring significantly lower on the AAQ-Il compared to
non-responders. These findings imply that a) experiential avoidance may play a
significant role in the development of suicidal ideation, and b) focusing on
experiential avoidance in suicidal people (in an effort to increase psychological
flexibility) may help to reduce suicidal ideation and the risk of suicide that goes
along with it, without affecting depression or hopelessness levels.*’ Similar

4 However there is

findings were echoed in multiple studies in literature.
scarcity in the Indian literature.

Emotional Regulation and Suicide

The study also examined the possible association of emotional regulation with the
suicide attempt in the depression. Emotional regulation did not find a significant
association with suicide in depression. But, findings of index study indicate that
patients in depression group have better emotional regulation than patient having
suicide ideation and suicide attempt. In the index study it was found that the mean
score of the ERQ in depression with suicide ideation group was 40.07+10.94
which is lesser as compared to other two groups. Similar to this, a study conducted
by the Nagashree Vasudev et al., in the Bangalore, to determine the emotional
reappraisal score (ERS) and emotional suppression score (ESS), sums of all the
reappraisal and suppression items were independently calculated. It was found that
mean score of reappraisal was 3.63+4.43 and emotional suppression score was
4.43+1.33. Study conclude that the greater mean suppression score compared to
mean reappraisal score indicates that a person's capacity to handle stressful
situations is impaired and that suicidality may be more likely as a result of an
increase in emotional suppression and a decrease in cognitive reappraisal.’®* The
mean score was higher in the index study for emotional reappraisal and emotional
suppression i.e., 23.20 £ 6.65 and 16.7+ 6.33 respectively. The comparatively
higher scores of emotional suppression and emotional reappraisal in the current
study may be explained by socio-demographic and socio-cultural differences
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between the participants of the two studies. In our study the emotional reappraisal
score was low as compared to other 2 group but it was higher than the emotional
suppression scores. That might be due to the cultural difference, as this population
might be more emotionally expressive than the population in other study. So,

patients having poor emotional regulation are more prone to attempt suicide.

Similar to present study, the study conducted by Kharsati et al., observed that those
who have self-harm have trouble in controlling their emotions. Additionally,
people who have self-injured might not be as adept at managing their emotions and
might resort to unhelpful behaviours like self-injury when their adaptive coping
mechanisms become ineffective. The current results help us understand these
processes better because they show that self-injuring youth have significantly
higher levels of non-acceptance of emotions, difficulty focusing on goals,
problems with impulse control, lack of emotional awareness, limited access to
emotion regulation techniques, and hazy emotional states. The current findings
highlight the specific role that impulsivity plays in elevating the risk for self-
injuring behaviours, which has been specifically identified as an important
construct in SIBs according to theoretical proposals. Hence, good emotional
regulation can decrease the emotional impulsivity and ultimately decreased the
self-injurious behaviour leading to the decrease in probability of suicide attempt.
So emotional regulation is a very important protective factor for suicidal ideations

in patient with depression.'%°
Satisfaction with life and suicide

Satisfaction with life was found to have strong significant association in the group
having suicidal behaviour with depression. It was found that the people who are
satisfied in their life have lesser suicidal ideation and they were less likely commit
suicide. However post hoc analysis revealed that satisfaction with life score has
significant difference in between all three groups. Hence, satisfaction of life was
higher in depression group when compared to suicide ideation and suicide attempt
group. It was found that participants in suicide ideation group were more satisfied

when compared to suicide attempt group.
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In a 20 year follow up study conducted by Heli Koivumaa et al., it was found that
throughout the 20-year follow-up period, the age-adjusted risk of suicide was
considerably higher among the unsatisfied (life satisfaction score=12—-20) than the
satisfied (score=4-6) participants measured on the 10 item Life satisfaction
scale.'® Scoring of Life satisfaction scale which was used in this study positively
correlated with suicidal behaviour. Similarly, in our study satisfaction was assessed
by satisfaction with life scale and score of the SWLS was seen to be negatively
correlated with suicidal ideations. In current study SWLS score for suicide attempt
group was approximately 11 which is less as compared to 14 in suicide ideation
group and 28 in depression group. Hence, it can be concluded that satisfaction with
life reduces the risk of suicide ideation and attempt. In current study on logistic
regression, it was found to be a strong predictor of suicide in depression.

In another study conducted by Chery Roy et al., conducted with the purpose to
investigate how depression, life satisfaction, and social interest are related. It was
found that the higher the score on the SWLS i.e., higher satisfaction with life is
associated with less depressive symptoms and good social interest. Hence, it
indicates satisfaction with life as a protective factor for suicide attempt in

depression.

A study conducted by Saurabh Raj et al., saw the effects of mindfulness based
cognitive behavioural techniques on the life satisfaction and the life orientation and
further with depression and suicidal ideation. Baseline depression and life
satisfaction score were assessed. After which for 8 weeks CBT sessions were
provided to participants followed by assessment of same measures. It was found
that there was significant improvement in life satisfaction score as well as

reduction in depressive symptoms and suicidal ideation.”’

A study conducted by Andres Rubio et al., investigated the relationship between
affective states (both positive and negative) and suicide thought and attempt, given
that affectivity serves as the fundamental foundation for how people assess their
level of life satisfaction. It was found that people who are satisfied in the life are

more passionate and less prone to suicide attempt**
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Meaning in Life and Suicide

Meaning in life is an important variable which has been found to have significant
association with the suicidal behaviour in depression. In current study the mean
values of the meaning in life in suicide attempt group is 38.55+ 7.68 which is less
as compared to people with depression only i.e., 49.381+ 12.00. Post hoc analysis
revealed that higher meaning in life was seen in depression group compared to
depression with suicide ideation and suicidal attempt group. It concludes that the
individuals who have higher meaning for life are less likely to attempt suicide. A
study conducted in London by Hesel et al., assessed the association of suicidal
ideations with reason of life and meaning in life. Multiple regression was done and
it was found that after adjusting for demographic and detrimental psychological
characteristics, RFL and MIL were both significantly negatively linked with
suicidal ideation. Our findings also showed that MIL strongly moderated the
relationship between RFL and suicidal ideation, pointing to a critical role ‘meaning
recognition’ plays in fostering the understanding of reason to live and also lowers

the risk of suicidal thoughts in later life.%

In a study conducted by Dogra et al., it was found that future expectations, coping
beliefs about reasons to live, and the presence of meaning in life act as common
factors for both hope and suicidal ideation. Furthermore, meaning in life influences
hope and suicidal ideation more than other factors combined. Hence, meaning in
life of an individual enhances hope and happiness in an individual and they were
better able to cope up with difficulties in life. Hence, meaning of life is also

protective factor in case of suicide in depression.*?

Another study conducted by the Lew et al., compared the search of meaning and
presence of meaning in life among students having depression, suicide ideation and
suicide attempt. Study reported that meaning in life, including both having it and
seeking it out, can be effective preventative measures against suicidal thoughts and

actions.*?
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Religiosity and Suicide

Religiosity has also been found to have a significant association with suicide
attempt in depression in the present study. The mean value of religiosity in the
suicidal attempt group is 2.88+£0.927 which is less than the other two groups. In the
index study it was found that there was significant difference in religious belief in
patient without suicidal ideation and suicide attempt as compared to patient with
suicide ideation. Post hoc analysis revealed that the higher score on CRS outcome
were found in depression group as compared to depression with suicide ideation
group. No significant difference was found between suicidal ideation and suicide
attempt group. It was found that those who had suicidal ideation and suicide

attempt were less religious.

Similar to current study, study conducted by Dua et al., assessed the role of
religiosity and religious coping between two groups i.e., patient having only
depression and other group having suicidal ideation along with depression. Both
the suicidal ideation group and the suicidal attempt group demonstrated
significantly reduced religiosity in certain of the CRS dimensions when compared
to healthy controls. Both the suicidal ideation group and the suicidal attempt group
demonstrated significantly reduced religiosity in certain of the CRS dimensions
when compared to healthy controls. Hence, religious convictions and spirituality
are regarded to have an impact on suicidal conduct on a sociocultural level. Both of
these are well-known to have a significant impact on whether suicide is seen

favourably by society or as a sin across cultural boundaries. "
Predictors of Suicide

In the current study psychological inflexibility was found to be a strong predictor
of suicide attempt in patients with depression. Hence, increase in psychological
inflexibility will increase the risk of suicide attempt in patient suffering from
depression. This, might be because of less acceptance and increased avoidance.
Similar to the index study in a study conducted by Debeer et al., it was found that
psychological inflexibility an important longitudinal predictor of the intensity of

suicidal thoughts at both the baseline evaluation and the 12-month follow-up.
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These results' showing likelihood of attempting suicide with being Inflexibility in

one's thinking is a sign that one is trying to avoid suffering from it."%’

In the current study, it was also found that life satisfaction is a strong predictor of
suicide in the patient having depression. Similar to current study in a study
conducted by Thatcher et al., it was found that individuals having less satisfaction
with life had higher risk for suicide attempt. So, study concluded that less

satisfaction with life leads to higher risk of suicide attempt.**®

Thus, Psychological inflexibility, Satisfaction with life are strong predictors of

suicide attempt in patients diagnosed with depression.

Strengths Of The Study

e The present study is one of the few Indian studies that examined the
association of psychosocial factors as protective factors against the suicidal
behavior among patients with depression.

e This is a single study which highlights multiple psychosocial factors and their
association with the suicide behavior in the depression as protective factors.

e Columbia-Suicide Severity Rating Scale (CSSRS) was applied to the patients

diagnosed with depression to assess the suicide behavior of patients.

Limitations Of The Study

e Relatively small sample size of depression without suicidal ideation and
attempt group.

e Apart from depression, the personality related factors for suicide attempt were
not assessed.

e Sample being homogenous as the majority of participants belonged to one
region of the country so the generalizability of results in other settings is an
issue due to cultural effects and different clinical profile in the different

societies.
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Implications and Future directions

Given the high prevalence of suicide attempt in patients with depression, screening
for suicidal behaviour in all patients with depression should be considered. Hence,
priority should be given to patients with older age, single/divorced, urban
residence, poor social support and maladaptive coping skills, as they are more
likely to suffer from depression and vulnerable for suicide attempt so the protective
factors assessed in the study can be focussed in the psychosocial interventions.
Given the nature of protective factors reported in the study such as psychological
flexibility, social connectedness, and meaning in life, this can be inculcated at an
early age in children and adolescents so that these positive characteristics can
prevent them from depression and associated suicide. Future research can be
focused on confirming the above findings with large scale studies and increased
sample size. There is need to study the possible role of personality traits, coping
skills, the family dynamics with the prospective studies evaluating role of

psychosocial factors for suicide in depression.
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CONCLUSION

This study has reconfirmed and furthered the known socio-demographic and
clinical predictors of suicide in depression. The study holds the strength of being
the pioneer in evaluating psychosocial variables as the protective factors against
suicide in depression in the Indian population. It considered the role of
psychological flexibility, social connectedness, meaning in life, satisfaction with
life and religiosity as a protective factor for suicide in depression which very few
studies have assessed in the past.

Study results suggest that lesser level of social connectedness leads to increased
risk of suicide in depression. Hence social connectedness is protective against the
suicide in depression. Participants with psychological flexibility, who are satisfied
with their life and find meaning in life, are at lower risk for attempting suicide.
Patients who believe in God and have connections or involvement in religious
activities have less vulnerability to suicide. Hence, it can be concluded that
psychological flexibility, social connectedness, satisfaction with life, meaning in
life along with religiosity are possibly protective against suicide ideation and
suicide attempt in depression. So, emphasis must be laid on enquiring and
imparting knowledge to enhance these psychosocial factors in case of depressive
disorder to decrease the risk of suicide.

The study also found associations of other variables like sex, locality, occupation,
family history of psychiatric illness, diagnosis and side effects of medications
which need to be further studied by conducting more large-scale prospective
studies to improve literature on suicide in depression.

Lastly to conclude, the above variables can be used in day-to-day clinical practice
to evaluate patients having depression with suicidal behaviour, which would ensure
a more comprehensive assessment regarding the suicidal behaviour and other
psychosocial factors. It can instil hope in patients who have these constructs and
their thorough assessment will enable us to work proactively to build those

protective factors to prevent them from attempting suicide.
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APPENDIX-1

PATIENT INFORMATION SHEET

Title of the study: Role of protective factors against suicidal behaviour among
patients with depression — A cross sectional study.

Name of the patient: Patient ID.:

. Aim of the study: To assess various socio-demographic (Name, age, gender,
religion, marital status, educational status and employment status, socioeconomic
status), clinical (Age of onset of depression, duration of illness and actual time
spent with illness, number of depressive episodes, family history of psychiatric
illness and severity of illness depressive cognition (ideas of worthlessness,
hopelessness, helplessness) suicidal ideation and attempt. Current or lifetime),
psychological (Psychological flexibility, Resilience, Social Connectedness,
Emotional Regulation, Satisfaction with Life, Meaning in Life, Religiosity and
Spirituality).

. Study site: Out-patient and In-patient setting of Department of Psychiatry, All
India Institute of Medical Sciences, Jodhpur, Rajasthan.

. Study procedure: All the above mentioned variables will be assessed by self-
report from the patients after establishing the diagnosis through clinical interview.
Patients fulfilling the inclusion criteria will be assessed on various self-report
measures to assess different psychological attributes.

Likely benefit: Study will help identifying the role of various positive
psychological attributes in suicidal behavior among patients with Depression. It
will help us to understand the factors that act against suicidal behavior.
Confidentiality: All the data collected from each study participant will be kept
highly confidential.

Risk: Enrollment in above study poses no substantial risk to any of the study
participant and if any point of time participant wants to withdraw him / herself, he/
she can do so voluntarily at any point of time during the study.

For further information or questions, the following personnel can be contacted: Dr.
Dhanashri Gohad, Junior Resident, Department of Psychiatry, All India Institute of
Medical Sciences, Jodhpur, Rajasthan. Phone Number: 9405909333
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APPENDIX-2

Informed Consent Form

Title of Thesis/Dissertation: Role of protective factors against suicidal behaviour
among patients with depression — A cross sectional study.

Name of PG Student: Dr. Dhanashri Gohad Tel. No.: 9405909333

Patient/ VVolunteer Identification No.

I, S/o or D/o

R/o

give my full, free, voluntary consent to be a part of the study “ROLE OF PROTECTIVE
FACTORS AGAINST SUICIDAL BEHAVIOUR AMONG PATIENTS WITH
DEPRESSION — A CROSS SECTIONAL STUDY™, the procedure and nature of
which has been explained to me in my own language to my full satisfaction. I confirm that
I have had the opportunity to ask questions.

I understand that my participation is voluntary and is aware of my right to opt out of the
study at any time without giving any reason.

I understand that the information collected about me and any of my medical records may
be looked at by responsible individual from All India Institute of Medical Sciences,
Jodhpur. | give permission for these individuals to have access to my records.

Date:

Place: Signature/Left thumb impression

This to certify that the above consent has been obtained in my presence

Date:

Place: Signature of PG Student
Witness 1 2. Witness 2

Signature Signature

Name: Name:

Address: Address:
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APPENDIX 3
Patient information sheet (Hindi)

NG / MY g &1 M Mefarea thaed &1 UM & AR & 3mcHsTa &

TR A JNTE
Al g g
Y T AT
9T 3T

1.

IS P 3% i grATiareh-saaieady @&, 3y, oo, a4,
danfees FEUfA, Afde Fufa 3R 99 &r ufa, arefae 3nfde ufd)
T HTeheled L & foIT, ATl (3redTg & o3, fIANT & 3rafe 3R
grEdfas HT & @) S & T1Y, Jaaeasd tids it I,
HARNT 1 aiRaTes sfderd 3R fAN H 7R rqareaeadr gafd
(cadar, faRmem, 3Ferdar & fJaR) ey fTarR 3R garE| ada- /
Saadre, FAARNAAG  (FAAGAAD ooy, FTATod  FHATAT,
HradATcHD fafagaa, ordionad, Shaa & §qfE, sfiaa # 319, arfdiean),
HEIYA TYel: AANI FIHTT, W ARAT I GEA, NG,
TSTEAT & qof Jard |

e ufehdn: dAaifae ATeTchR & AT & g 6 T & arg
3Uh W T TII-RUIE gRT HedTehel fhT ST | FATALA ATAGS bl G
e arel IS D AT A<D AATAT3NT P vl da & forw
fafdie Ta-RA1e 3t © FHediena fvar smuam|

T o9 37T 3adre & AT & T 3cHard) agr & Afdea
HPRIcHD FAATTAD fAATATIHT T ${fHhT P Ugarad axa F FAeg |
TE TH 3 BRPI DI GASTA H HAGE BRI S HTcHLTAT deR & f&erw
BT P B

MYAIAT: FAP HeIIA UTAHEN & T fohu a0 AT 37 ol 37cFTAH
TG T@T ST |

SNTEH: WD AT H ATHID I JeTIA & ot off ufasmeht o w5
ATy SR 2 i & 3R I 13 o gfasmeh 38 auw o arear &, ar
aE TCTTA F GRIA Forel ot T TA=oT & AT IR Tl & |

3 AP / gst & forg, Aeafaf@a sfAd & dud fear s aar §: sf
g Mers | SfAwR Wrde, AARNT e, 3@ ARG 3T G-,
SIIYY, TSTEATT | Ph: 9405909333
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APPENDIX 4
Informed consent form (Hindi)

3 IEC RS REIRAE]
NTHT / M ua<T 1 Mep: Uiefaea haed o1 BUAA & AJT A AT &
TIIER H JTeI
TSl ©1F &l A19: 3F | U4 MeTs dol |  .: 9405909333
f / TIIQdR SESIE TET:
I, S/odrD/o
R/o HEIIA &I Uh

MY g o1 MNYep : MefFea thaed o1 BT & A & 3TcAIT & TTasr
H AT

S MY B G UfhAT & TR A HH AL AT H FHASIAT AT E | A GI¥ 1 §
fep HS FaTer ot ol 3T TR B

H gaSTdar g 6 A #rfiell ®dfToes € 3R foar fee oot & feel o g
TG Y AT [Aehorad &b A 3PN 8 391 g

H FHETar § o6 A 3R AR et off Aferer RS & ar F wapfAa STaerly
31T HRAR JYFdeTTa dEU, ShuqR & fSFeR cafh gRT @1 ST Fehell
¢ 3 g7 caihal &l 31U ReplS e Ugel Y 3geafd S gl

featian -

STITE: TEATET] / 91T 391G ol TARMA

I YATTOIT it & T b A Uy &f 30 Teafa urg Hr s ¥

ﬁﬂ'i?ﬁ:

TAT: WSl ©TF & FEATER

1. grefr 2. qrafr
SEATETL: SEATET :
ATH : ATH:

adar Udr .
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APPENDIX 5
All India Institute of Medical Sciences
Jodhpur, Rajasthan
Declaration by the PG Student

I hereby declare that:

The study will be done as per ICMR/ GCP guidelines.

The study has not been initiated and shall be initiated only after ethical clearance
Voluntary written consent of the volunteers/patients will be obtained.

In case of children and mentally handicapped volunteers/patients, voluntary written
informed consent of the parents/guardians will be obtained.

The probable risks involved in the study will be explained in full to the
subjects/parents/guardians in their own language.

Volunteers/patients/parents/guardians will be at liberty to opt out of the study at
any time without assigning reason.

| will terminate the study at any stage, if | have probable cause to believe, in the
exercise of the good faith, skill and careful judgement required for me that
continuation of the study/experiment is likely to result in injury/disability/death to
the volunteers/subject.

Date: (Signature of PG Student)

Department

(Signature of Guide/Supervisor/s)

Department
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Appendix 6
DEMOGRAPHIC DATA

OPD NO..uiiiiiiiieiieiieeiiinienteecnecnsensescnsnns Age.... Years Sex-M/F
Education years.......

Marital status: 0) single 1) married

Occupation: 0) professional 1) clerical, shop owner/farm 3) skill worker 4) semi-
skilled / unskilled worker 5) unemployed 6) house wife/house hold 7) retired 8)
student 9) not known

Family Income (Monthly per capita): ........cccovevevuininnnnn (INR)

Religion: 0) Hindu 1) Muslim 2) Sikh 3) Christian 4) others 5) not known

Family type: 0) nuclear 1) extended 2) joint 3) others 4) not known

Locality: 0) urban 1) rural 2) town/suburban
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APPENDIX 7
CLINICAL HISTORY SHEET

Patient id: Name of patient:

Psychiatric diagnosis:

Physical diagnosis: Age of onset of illness
............. (years)

Duration of illness :.......... ( months) No. of depressive episodes:
Duration of total period spent in episodes/ exacerbations :........... ( months)

Duration of treatment (medication) taken (months):
Current medications
H/o Psychological interventions: yes/no

Experience of side-effects with medications: yes/no (If yes, please also provide
details)

Engagement in faith healing: yes/no if yes, specify:

Death wishes: Present/Absent  (Current episode/ Lifetime)

Suicidal ideas: Present/Absent  (Current episode/ Lifetime)

Suicidal plans: Present/absent  (Current episode/ Lifetime)

Suicidal attempts: Present/absent (Current episode/ Lifetime)

If present, add details for measures of self-harm, number of attempts and last
attempt:

Family history of any psychiatric disorders: Yes/ No
If yes, Specify diagnosis:

Family history of suicide/ suicidal attempt: Yes/No
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APPENDIX 8

(HAMILTON DEPRESSION RATING SCALE HAM-D)

1. DEPRESSED MOOD

(Gloomy attitude, pessimism about the future,
feeling of sadness, tendency to weep)

0 = Absent

1 = Sadness, etc.

2 = Occasional weeping

3 = Frequent weeping

4 = Extreme symptoms

2. FEELINGS OF GUILT

0 = Absent

1 = Self-reproach, feels he/she has let people
down

2 = Ideas of guilt

3 = Present illness is a punishment; delusions
of guilt

4 = Hallucinations of guilt

3. SUICIDE

0 = Absent

1 = Feels life is not worth living
2 = Wishes he/she were dead

3 = Suicidal ideas or gestures

4 = Attempts at suicide

4. INSOMNIA - Initial
(Difficulty in falling asleep)
0 = Absent

1 = Occasional

2 = Frequent

5. INSOMNIA - Middle

(Complains of being restless and disturbed
during the night. Waking during the night.)
0 = Absent

1 = Occasional

2 = Frequent
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6. INSOMNIA - Delayed

(Waking in early hours of the morning and
unable to fall asleep again)

0 = Absent

1 = Occasional

2 = Frequent

7. WORK AND INTERESTS

0 = No difficulty

1 = Feelings of incapacity, listlessness, indecision and vacillation

2 = Loss of interest in hobbies, decreased social activities

3 = Productivity decreased

4 = Unable to work. Stopped working because of present illness only. (Absence
from work after treatment or recovery may rate a lower score).

8. RETARDATION

(Slowness of thought, speech, and activity;
apathy; stupor.)

0 = Absent

1 = Slight retardation at interview

2 = Obvious retardation at interview

3 = Interview difficult

4 = Complete stupor

9. AGITATION

(Restlessness associated with anxiety.)
0 = Absent

1 = Occasional

2 = Frequent

10. ANXIETY - PSYCHIC

0 = No difficulty

1 =Tension and irritability

2 = Worrying about minor matters
3 = Apprehensive attitude

4 = Fear

11. ANXIETY - SOMATIC
Gastrointestinal, indigestion
Cardiovascular, palpitation, Headaches
Respiratory, Genito-urinary, etc.

0 = Absent
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1=Mild

2 = Moderate

3 = Severe

4 = Incapacitating

12. SOMATIC SYMPTOMS -
GASTROINTESTINAL

(Loss of appetite , heavy feeling in abdomen;
constipation)

0 = Absent

1= Mild

2 = Severe

13. SOMATIC SYMPTOMS - GENERAL
(Heaviness in limbs, back or head; diffuse
backache; loss of energy and fatigability)

0 = Absent

1=Mild

2 = Severe

14. GENITAL SYMPTOMS

(Loss of libido, menstrual disturbances)
0 = Absent

1 =Mild

2 = Severe

15. HYPOCHONDRIASIS

0 = Not present

1 = Self-absorption (bodily)

2 = Preoccupation with health
3 = Querulous attitude

4 = Hypochondriacal delusions

16. WEIGHT LOSS
0 = No weight loss

1 = Slight

2 = Obvious or severe

17. INSIGHT
(Insight must be interpreted in terms of patient’s
understanding and background.)
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0 = No loss
1 = Partial or doubtfull loss
2 = Loss of insight

18. DIURNAL VARIATION
(Symptoms worse in morning or evening.
Note which it is.)

0 = No variation

1 = Mild variation; AM () PM ()

2 = Severe variation; AM () PM ()

19. DEPERSONALIZATION AND
DEREALIZATION

(feelings of unreality, nihilistic ideas)
0 = Absent

1= Mild

2 = Moderate

3 = Severe

4 = Incapacitating

20. PARANOID SYMPTOMS

(Not with a depressive quality)

0 = None

1 = Suspicious

2 = ldeas of reference

3 = Delusions of reference and persecution
4 = Hallucinations, persecutory

21. OBSESSIONAL SYMPTOMS

(Obsessive thoughts and compulsions against which the patient struggles)
0 = Absent

1= Mild

2 = Severe

TOTAL ITEMS1TO 17:

0 -7 =Normal

8 - 13 = Mild Depression

14-18 = Moderate Depression

19 - 22 = Severe Depression

> 23 = Very Severe Depression
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APPENDIX -9

COLUMBIA-SUICIDE SEVERITY RATING SCALE (CSSRS)

SUICIDAL IDEATION

Ask questions | and 2. If both are negative, proceed 1o Sm:‘r{h;'ﬂ'r.ﬁawcr s‘e\d‘mn {f:.’remwrmqmrmi'u "yex,

ask questions 3, 4 and 5. If the answer fo question | and/or 2 is “wves " y iy exf Fdh " section below. 5 "-"is= .!:'S:
1. Wish to be Dead

Subject emdorses thoughts aboul o wish 1o be dead or not alive anymore, or wish o fall asleep amd not wake up, Vies  No
Have pow wished pow were dead or wished yaw cowld go e sheep and mor wake up® =) o
If yes, deseribe:

2. MNon-Specific Active Sulcldal Thoughts

Cieneral, non-specific thoughts of wanting i end one’s life'commil suicide (eg. "/ v thoughr abow illimg mysel™) withoul theghts of ways bo kill Yes  No
anasiassocimed mcthads, intent. of plan during the msscssmen! persod. o O
Have yow M way af killing T

I yes, describe:

3. Active Suicidal Ideation with Any Methods (Mot Plan) without Intent to Act

Subject endorses thoughts of suicide and bhas thought of at leasi one method daning the assessmvent period. This is differeni than a specific plan with time, Yes No

plece or method detalls worked out (o8 thought of metied 1o kil self b not & specific plan). Includes person who would say, “F thosgply abour ralkieg os o O
ervergdoay buf | never mady @ gpecific plon as o when, where or how | would ectrelly do i ared T would never go Nerowgh with ir”
Have pow been thinking abour kow yoir selpht do rhis?

I yes, describe:

4. Active Suicidal Ideation with Some Intent to Act, without Specific Plan
Active suicidal thoughts of killling oneselll and subject reports having some intent 1o act v such thoughts, a opposed to “f have the thoughts but 1 Yes  No
dgyiniredy wil nor obs aveyrielng abour thes . o 'm]
Have por bad thev thomples awd had some intewtion of acriag om diem?

I yes, describe:

5. Active Suicidal Ildeation with Specific Flan and Intent
Thoughts of killing oneself with details of plan fully or partially worked out and subject has some intent to canry it out. Yes No
Have pow starred o werk omt or worked own the desadls of Bowe g R yoseselfT Do yos Dmewd o carry oot this plan® O 's]

If yes, describa:

INTENSITY OF IDEATION

The following fearures showld be rated with respect fo the most severe hpe of deation (e, I-5 from above, with | being the least severe
v § being the mosi severe ).

Mlost
Most Severe Ideation: Severe
Type # (1-5) Descriprion af fdeation
Frequency
Heow many times have you bad these thoughs?
A1) Less than once a week  [2) Once a week (3] 2-5 times in week  (4) Diwily or almaost daily (5] Many tisses each day
Duration
When you have ive thoughis, how long do they lasi?
(1) Fleeting - few seconds cr minuies {4} 4-8 hours/mesi of day
{2) Less than | hour'some of the time (5) Minee than § howrspersistent or contismous
{3} 1-4 hours’a lot el time
Controllability
Conuld Ao you stop thinklng abowr killing yoursell or sanning ro die if you want 0¥
1) Easlly able 1o control thoughts mwwwwwmh-lomfdlfﬂwhy
{2} Can control m-wllh Ninde daMiculey (5} Usabde uwx control
{3} Can vontrol thoughis with some difficulty tﬂanﬂ.dilmrﬂh:mﬁnlﬂuJ&hts
Deterrents
Are there things - anpene or anything (e.g. fawily, refigion, pain of death) - that stopped you from wanting fo die or scing on
Tlpmdernhrbw,wﬁmmm“i:ide {4} Deterrents most likely did not stop you —
{2) Deierrents probably siopped you (5) Deterrents definively did not stop you
(3) Uncertain that deterrents sopped vou 10 Dioes ot spply

Heasons for Ideation

Wirat sarf of reasons did you have for thinking abowt wanting to die or killing pourself? Was if to end the pain or stop tie way

you were feeling (in other words you conldn 't go o livieg with this paie or how pou were feeling) or was it fo ger afiention,
ar @ reaction from oters? Or both?

{1} Completely to get attention, revenge of & resction from odvers. (4 Mostly 10 end or stop the pain {you couldn's go on R
ATh Memsly o et altention, revenge of a nesction (iom others. linimg wiith the pain or bow you were fecling),
(3) Equally to get amention, revenge or a reaction from others 5y Completely 1 end or stop the pain (you couldn™ go on

amd 0 end'siop the pain. liwing with the pain or how you were feeling).

00y Dees not sppldy
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lethality: put gun in mouth and pulled the trigger but gun fails to fire so no medical damage; laying on train tracks wnh oncoming train but pulled away before
run over).

0 = Behavior not likely to result in injury
1 = Behavior likely to result in injury but not likely to cause death
2 = Behavior likely to result in death despite available medical care

SUICIDAL BEHAVIOR Since Last
(Check all that apply, so long as these are separate events; must ask about all types) Visit
Actual Attempt'

T ially self-injurious act itted with at least some wish to die, as a result of act. Behavior was in part thought of as method to kill oneself. Intent Yes  No
does not have to be 100%. If there is @my intent/desire to die associated with the act, then it can be considered an actual suicide attempt. There does not o [l
have to be any injury or harm, just the potential for injury or harm. If person pulls trigger while gun is in mouth but gun is broken so no injury results,
this is considered an attempt.

Inferring Intent: Even if an individual denies intent/wish to die, it may be inferred clinically from the behavior or circumstances. For example, a highly lethal
act that is clearly not an accident so no other intent but suicide can be inferred (e.g., hot to head, jumping from window of a high floor/story). Also, if
someone denies intent to die, but they thought that what they did could be lethal, intent may be inferred.
Did you do anything to try to kill yourself or make yourself not alive anymore? What did you do?
Did you hurt yourself on purpose? Why did you do that? Total # of
Did you as a way to end your life? Attempts
Did you want to die (even a little) when you ?
Were you trying to make yourself not alive anymore when you ' 4 e
Or did you think it was possible you could have died from ?
Or did you do it purely for other reasons, not at all to end your life or kill yourself (like to make yourself feel better, or get
something else to happen)? (Self-Injurious Behavior without suicidal intent)
If yes, describe:
Yes No
Has subject engaged in Non-Suicidal Self-Injurious Behavior? 8 0
Yes No
Has subject engaged in Self-Injurious Behavior, intent unknown? B B
Interrupted Attempt: Yes No
When the person is interrupted (by an outside circumstance) from starting the potentially self-injurious act (if not for that, actual attempt would have
occurred). H B
(Overdose: Person has pills in hand but is stopped from ingesting. Once they ingest any pills, this becomes an attempt rather than an interrupted attempt.
Shooting: Person has gun pomtcd toward self, gun is taken away by else, oris hy d from pulling trigger. Once they pull the trigger,
even if the gun fails to fire, it is an attempt. Jumping: Person is poised to jump, is grabbed and taken down from ledge. Hanging: Person has noose around neck
but has not yet started to hang - is stopped from doing so. Total # of
Has there been a time when yau started to do something to make yourself not alive anymore (end your life or kill yourself) but nterrupted
or hing d you before you actually did anything? What did you do?
If yes, describe:
Aborted Attempt or Self-Interrupted Attempt: Yes No
When person begins to take steps toward making a suicide attempt, but stops themselves before they actually have ged in any self-d ve behavior.
Examples are similar to interrupted attempts, except that the individual stops him/herself, instead of being stopped by something else o o
Has there been a time when you started to do something to make yourself not alive anymore (end your life or kill yourself) but you | Total # of
changed your mind (stopped yourself) before you actually did anything? What did you do? aborted
If yes, describe: or self-
interrupted
Preparatory Acts or Belnvlor. Yes No
Acts or prep ly making a suicide attempt. This can include anything beyond a verbal or thought, such as assembling a specific
method (c £, buying pills, purchasing a gun) or preparing for one’s death by suicide (e.g., giving things away, writing a suicide note). B @&
Have you done anything to get ready to make yourself not alive anymore (to end your life or kill yourself)- like giving things away,| Towal # of
writing a goodbye note, getting things you need to kill yourself? preparatory
If yes, describe: acts
Suicide:
Death by suicide d since last Yo No
e I
Most Lethal
Attempt
Date:
Actual Lethality/Medical Damage: Enter Code
0. No physical damage or very minor physical damage (e.g., surface scratches)
1. Minor physical damage (e.g., Itlhlrglc speech; first-degree burns; mild bleeding; sprains)
2. Mod physlcal damag needed (e.g., but sleepy, somewhat responsive; second-degree burns; bleeding of major vessel)
3. Mod y severe physical di medical hospital and likely care required (e.g., with refl intact; third-degree burns less
than 20'/. of body; extensive blood loss but can recover; major fractures) —
4. Severe physical damage; medical hospital with care required (e.g., without refl third-degree bumns over 20% of body;
extensive blood loss with unstable vital signs; major damage to a vital area)
5. Death
Potential Lethality: Only Answer if Actual Lethality=0 Enter Code
Likely lethality of actual attempt if no medical damage (the following examples, while having no actual medical d had p | for very serious
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ACCEPTANCE AND ACTION QUESTIONAIRE (AAQ-I11)

APPENDIX 10

Below you will find a list of statements. Please rate the truth of each statement in

the column

on the right, using the following scale:

Very Almost
Never | Seldom | Seldom | Sometimes | Frequently | always Always
True True True True True True True
Items 1 2 3 4 5 6 7
1. My painful

experiences and
memories make
it difficult for me
to live a life that
I would value

2. I'm afraid of
my feelings

3. I worry about
not being able to
control my
worries and
feelings

4. My painful
memories
prevent me from
having a
fulfilling life

5. Emotions
cause problems
in my life

6. It seems like
most people are
handling their
lives better than |
am.

7. Worries get in
the way of my
success.
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APPENDIX 10
ACCEPTANCE AND ACTION QUESTIONAIRE (AAQ-II)

1 agd & g

2 Qe & wel

3 - T

4 HFER T

5 SIITHIT THT §I
6 THATHT

7 AscA wT AT AL ©

1. A &&ATh 31egHa 3R A M forw wep Ut Tt S fReper aar &t § forgenr #
el Al §

2. 3 37U AT A AT

3. 3 370l I3 3R A3l oy Tt w18t ahe urey & e 3 fefem et §

4. 3 eEATR ATE A U Toiga Sy & Aepelr &

5. HTEATE A STaet 3 FHAEATT UeT el §

6. T SI9TeT & o JTTRAShTer AT 310 Sfaet T ST deaR A § HHTA & &

7. TRIATT 3 Aol o e 3 3Tl &
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APPENDIX 11

BRIEF RESILIENCE SCALE

Please rgspond to each item by St_rongly Disagree Neutral | Agree Strongly
marking one box per row Disagree Agree
BRS 1 I tend to bounce bfiCk quickly after hard 1 2 3 4 5
times
BRS 2 | have a hasrt(:etgg;slrrelsmg it through 5 4 3 2 1
BRS 3 It does not taléirg\sgfll?lngvte% tr.ecover froma 1 2 3 4 5
re | Memmmmewambonn |4 | s |2 |
BRS 5 I usually come ItiTtrl?autgrgudbig_icu” times with 1 2 3 4 5
BRS 6 I tend to take a long time to get over set- 5 4 3 5 1

backs in my life.
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BRIEF RESILIENCE SCALE

APPENDIX 11
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APPENDIX 12
SOCIAL CONECTEDNESS SCALE (REVISED)

Directions: Following are a number of statements that reflect various ways in

which we view yourselves. Rate the degree to which you agree or disagree with

Strongly Mildly Mildly
] Disagree ) Agree Strongly Agree
Disagree Disagree Agree
1 2 3 4 5 6

each statement using the following scale:

1. I feel comfortable in the presence of strangers........ 123456

2. I am in tune with the world.............................. 123456
3. Even among my friends, there is no sense of brother/sisterhood...... 123456
4. 1 fit in well in new situations...................ooeennnn. 123456
S.Ifeel closetopeople.......ooevviiiiiiiiiiiiiiiiiiinn, 123456
6. | feel disconnected from the world around me........ 123456
7. Even around people I know, I don't feel that I really belong. ......... 123456
8. I see people as friendly and approachable............. 123456
9. | feel like an outsider.............cooeveviiiniiiinnnn.. 123456
10. I feel understood by the people [ know................ 123456
11. I feel distant from people..........ccooeveviiniiiiinnin 123456
12. T am able to relate to my peers..........c.cceeeeuvennnnen. 123456
13. T have little sense of togetherness with my peers..... 123456
14. T find myself actively involved in people’s lives...... 123456
15. I catch myself losing a sense of connectedness with society......... 123456
16. I am able to connect with other people................. 123456
17. Iseemyselfasaloner................cooeiiiiiiiiiin, 123456
18. I don’t feel related to most people...................... 123456
19. My friends feel like family.............................. 123456
20. I don't feel I participate with anyone or any group..................... 123456
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APPENDIX 12

SOCIAL CONECTEDNESS SCALE (REVISED)

s | gAd N7 IWEAT | AT HEAA | HeHAA A

IwEAd eAd
1 2 3 4 5 6

H rerafeat fr sufefa d Heol FATHH HIaT g 123456

# gfarar & 3rgeu § 123456

A SrEdt A oY, TS / T BT IS FATAT Al & 123456

H 73 Feufadl # 3= e A e daar g 123456

& STt & P HTGH PIATR 123456

& 37U 3T Y AT @ 37T FEHH Pl § 123456

Iei e fob Totet aett et & SATAdT &, SeAch 3maary o {37 QaT =7et 123456

oTaTdT fop & arecda # g

H il ol fFFad 3R HAAG AT 123456

H T aTedl e T AT ASHH PIAT E 123456

AT ST & Toh a1 3T 71Tt & / FAS TR 123456

& AT @ oY ATHGH PIATR 123456

H 310e @it @ Hafdd § 123456

3T 37U QAT & ATY Tehofedll &Y a5l hel THH & 123456

& ge &1 Al & Siidel A Aiohd §T & AT U1 § 123456

H G oY HHATST b AU 31 T HTEAT bl WA o TelT Tehsdl § 123456

H 317 W19l & | helere et A HaTH G 123456

HGE P FIR S FT A SEATE 123456

H SATETAR 9l @ HeI T ATHH Ao b 123456

AR T TRAR & aE Aeqd A © 123456

ST e SIITH fep 3 TRt o 1T T Tehell Tag ob 1Y HIIT el § 123456

134




APPENDIX 13

EMOTION REGULATION QUESTIONNAIRE (ERQ)

We would like to ask you some questions about your emotional life, in particular,

how you control (that is, regulate and manage) your emotions. The questions

below involve two distinct aspects of your emotional life. One is your emotional

experience, or what you feel like inside. The other is your emotional expression, or

how you show your emotions in the way you talk, gesture, or behave. Although

some of the following questions may seem similar to one another, they differ in

important ways. For each item, please answer using the following scale:

1 2 3 4 5 6 7

Strongl Mild Mild Strongl
) R Disagree ) Neutral Agree 4

Disagree Disagree Agree Agree

___ When | want to feel more positive emotion (such as joy or
amusement), | change what I’m thinking about.

| keep my emotions to myself.

_____When | want to feel less negative emotion (such as sadness or anger),
| change what I’m thinking about.

. When | am feeling positive emotions, | am careful not to express

them.

. When I’'m faced with a stressful situation, I make myself think about it

in a way that helps me stay calm.
| control my emotions by not expressing them.

. When | want to feel more positive emotion, | change the way I’'m

thinking about the situation.
I control my emotions by changing the way | think about the situation
I’'min.

. When | am feeling negative emotions, | make sure not t0 express

them.

10. When | want to feel less negative emotion, | change the way I’'m

thinking about the situation.
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APPENDIX 13

EMOTION REGULATION QUESTIONNAIRE (ERQ)

2 3 4 5 6 7
HafQ® | IrHgHAT | AT fasqer | N HeAd | HgAT | A
FEeAd AT HgAT

10.

wa 4 sl aredt areen wegE s aredn Suwd § A9 R s W owe agem
ar # frmd o # wre /g onlt § 99 awa w3 €

# sy el ®Y o wE e svah €
wa d wE R e wEgE e e wed § (9N B wenh @ ww) o &
forerad amy # wira e/ densenh € 99 anw dm A0 £

wra # areh W W we v/ grnserh € o f gwoam oW e
vora /v £ 6 8 o s 5 w6

o § Rl aemagt Ry F S /8® £ o 4 o Refy @ an ¥ o e
dreren v & fordt 5 Rer g W

¥ st smaenall W wg am @ fan o sfgaa w8 awen s awh §)

wd § ol arelt s s e e S ued € o § oRfufy & e F s
dre @ aie e oane AW )

o wraemall W owrg, sl oftfef @ an d o dren @ wie @ aeae
w¢ e s al £

e i gl e e e wE sl e /el oo 9 ae Piftes e asonh
E 6 & ot afrgam 2 %6

wa § wn @ e ey wen e Suredt § o F offefy @ e § wre
® wid B age /A E)
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1)
2)
3)
4)
5)

APPENDIX 14

SATISFACTION WITH LIFE SCALE

Below are five statements with which you may agree or disagree. Using the 1-7
scale below, indicate your agreement with each item by placing the appropriate
number on the line preceding that item. Please be open and honest in your

responding. The 7- point scale is as follows:

1 = Strongly disagree

2 = Disagree

3 =slightly disagree

4 = neither agree nor disagree
5 = slightly agree

6 = agree

7 = strongly agree

In most ways my life is close to my ideal.

The conditions of my life are excellent.

| am satisfied with my family.

So far | have gotten the important things | want in life.

If I could live my life over, | would change almost nothing.

TOTAL SCORE =
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APPENDIX 14

SATISFACTION WITH LIFE SCALE

g

4% v Py B9 gu € oER o weRa O omEEd © W 21 A 8 T 17

F A # I FE B UEE ®UF | I WeAld ®f 99 $vE & UEd
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7- HAUF HeAd
G- HEHd

5- % WeAd

4- 3ffEa

3- T8 HUEA
2- HHgHd

1- HAEE HHEHd

1. sftwar AT § B0 oigd 7 Higy offad & 44 g

2 Y ofgT #t offRufet o &
3. # 3 oiteT § HaF §
4 7 ot 7 andt o fom Aeag et @ g @18 3§ 2 el 2

5. ofg & T wiige SN W GeyES], df § Jud @HT o o
ofEea TR e
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APPENDIX 15

MEANING IN LIFE QUESTIONNAIRE

Please take a moment to think about what makes your life and existence feel

important and significant to you. Please respond to the following statements as

truthfully and accurately as you can, and also please remember that these are very

subjective questions and that there are no right or wrong answers. Please answer

according to the scale below:

Absolutely
Untrue

Mostly
Untrue

Somewhat
Untrue

Can’t
say
True or
False

Somewhat
True

Mostly
True

Absolutely
True

—_—

N

[99)

o

(62}

()]

\]

[e0)

©

. I understand my life’s meaning.

. My life has a clear sense of purpose.

. My life has no clear purpose.

. I am always looking to find my life’s purpose.

. I have discovered a satisfying life purpose.

. | am seeking a purpose or mission for my life.

. I have a good sense of what makes my life meaningful.

. I am looking for something that makes my life feel meaningful.

. I am always searching for something that makes my life feel significant.

10. I am searching for meaning in my life. Scoring: Item 9 is reverse scored.

Items 1, 4, 5, 6, & 9 make up the Presence of Meaning subscale

Items 2, 3, 7, 8, & 10 make up the Search for Meaning subscale
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APPENDIX 15

MEANING IN LIFE QUESTIONNAIRE

T Y W 9 F W wE W 9w € 9 o oftes F Aeel Aey FRan |
g frfafd ol o g, aRafie td wiEd § AR W e ey AR
| 4 gt afdora € ok ol o 9 W e Ad 2| g e e e @ e

g |
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1 Ay
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2. % HT 3T YT § ON WX ©ige B A0 g | 1 12|34 |5]s
R ELE R R 112 (3|4 |5]s
4. W O W Ua W SEed © | 112 (3| a |5]s
5. HS! UV SIWTH © [ el W91 oifad Sweaqul a4 | 1 (2 (3|4 |58 |
6. i TP wgieydd 9574 @ @iaf @Y ol © | 1 /2 (3|4 |5]|6
7. # gHen U Aot ge e & O WY oieA $ 1 /2 (3|4 |5]|s6
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EELRE CEECCE R CECECET 1 (234 |5]s

140




APPENDIX 16

CENTRALITY OF RELIGIOSITY SCALE

enfierar AT (Centrality Religiosity Scale)

1.t AR g e el & ey A A E ) F5 @ Very HFET FHT T FHr FHT FafT A
How often do you think about religious often Often Occasionally Rarely Never
issues? 5 4 3 2 9
LITFE TR TR em R fF a7 W Very HFAT FHT FH it FAT FHT T
m e d-Emaviwie wiFa e often Often Occasionally Rarely Never
To what extent do you believe that God or 5 4 3 2 1

something divine exists?

3.3y Pl ar ol et iR A A @R (R A E R R A FAEATEE | FE AT T FH Fafr
A, FHfEF U1 T A e A, Aidam A wn, | e aw F a 3 8% " aw Eril
e @ & ey T afafafiod & Remad ® | More than Once a | One or three | A few times | Less often | Never
How often do you take part in religions once a week | week times a month | a year 2 1
services? 5 5 4 3
4.3 Rl AR TG FAE TIATFER  |FRA WHAFH | GE AT T FH w4
How often do you pray? SRl a0 UF aH 3 & ax aw EE
More than Once a One or three A few times Less often MNever
once a week week times a month | a year 2 1
5 5 4 3
4b, 317 =it AN S WAL, -9 AT AT a9 AT |FRA R AT E m#gﬁs T FH Fafr
FTAT AT HATGA HT HAA AT TN FIAE | el 7 F a 3 8% " aw Eril
How often do you meditate? More than Once a One or three | A few times | Less often | Never
once a week week times a month | a year 2 1
5 5 4 3
5a. HTF F17 et aR 6 706 & FE g § B | 7% A Very HFET T T w3t FHT w3 g
HTUH! TF AEHH B § o avomarmer 2 g -2 often Often Occasionally Rarely Never
Sualr wiEa AT & e A greRT AT g 5 4 3 2 1

How often do you experience situations in
which you have the feeling that God or
something divine intervenes in your life?

Sb. T HTY R A 5H e *mawn‘lafﬁlm = G Very HET w3 Fr Fr FAT Fafr 78
HIUF! T AGHH GIATE T WU 9 A el often Often Occasionally Rarely Never
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(wfEAfam) graw § / 5 4 3 2 1
How often do you experience situations in
which you have the feeling that you are in one
with all?
6. 1T e wat Fas v & A # s i e ag?rmﬁrq.’ wTHT BE HAFT T H ﬂ‘l?rag?r famge AE |- -
# e gogw (¥E=) T Moderately Nat very Nat at all
How interested are vou in learning more Very much so | Quite a much 1
about religious topics? 5 hit 3 2
4
7. W o g @ 5w AT o Favarw s § T s ag?rmﬁl'q" FHN FE HAFT T H u‘lgra;sr-r ﬁa—f-laﬁ
FHI A1 el T FEE el gEu A g /| (@5 T Moderately Not very Not at all
To what extend do you believe in an Very much so | Quite a much 1
afterlife—e.g. immortality of the soul, 5 bit 3 2
resurrection of the dead or reincarnation? 4
8. i et (FRR A A TAUGHT AL WS ua:%:lih@a AT | AT H PRI A U @W | A A TR | @ A ag o
TS TANGHT # B e, Aamn A, wEE | v R e A Once a week | ® 3 a0 Fo A | FH Erl
A d e ) # R de s e R Several times | Once a Mare than One or Afew | &R Never
Heeaqui §/ a day day once a week three times |times a | Less
How important is to take part in religious 5 5 4 3 a month year often | 1
services? 3 2 2
9a. WO¥ fAv FEE (O W) TAUGIHT FAT ua:ﬁ:lﬁaga A |mAwE ;A wEaR | MR Aw |(FeH A Tt
e wgaget ¥ aw aw e A Once a week | & 3 & FE AW | wH &
How important is personal prayer for you? Several times | Once a More than One or A few | =X Never
a day day once a week 3 three times |times a | Less 1
5 5 4 a month year often
3 2 2
Sb. 319 F A G0 O, AT FN A AT ag?r}rﬁl'q-’ TR BT AT FT u‘lgra'as?r ﬁagmaﬁ - -
FAT AT AHEH F FIE T FA AT e wpeaet | (2EE) T Moderately Not very Not at all
# Very much so Cuite a much 1
How important is meditation for you? 5 bit 3 2
4
10a. 3y Rrereft aw &t feafer &1 e &30 § 99 w5 a0 HFAT T FHr FHE 3T 78
FHIIH I AEHE e § B s S adi-daan Very often Often Occasionally Rarely Never
v wfEE 3o WO T A mﬂa"rfu' 5 4 3 2 1
AT A
How often do you experience situations in
which you have the feeling that God or
something divine wants to communicate or to
reveal something to you?
10b. 377 et ar el Rufr w1 s F § 9 F=£ a7 Very T Fir Far T T w4 =
o e AREE g € B et S dd-daen / often Often Occasionally Rarely Never
vy wiFwat = Foeb oo A 5 4 3 2 1
How often do you experience situations in
which you have the feeling that you are
touched by a divine power?
11.3my frarelt o ufdis Rt s mat Fand w%ﬂﬂ'aga frdw |semd e |fRdwaR | WMEAw |(aw A =g =4t
Frelt AR T T & e s g E A ax Eirs ST R Once a week |& 3 @X Fo A | FA Er
e ¥, FEar R ved § W e Several times | Once a More than 3 One or A few | & Never
(Internet/Met) T SFIATH Fd § a day day once a week three times |times a | Less
How often do you keep yourself informed 5 5 4 a month year often
about religious questions through radio, 3 2 2 1
television, internet, newspapers, or books?
12. 30 I HTER 7 e wne § B s agr-rzrﬁ:a: T FE FAET T H ﬂ‘l?rag?r faage a8 |- -
Afaréval wiva w & (&FE) aF Moderately Mot very Not at all
In your opinion, how probable is it that a Very much so | Cuite a much 1
higher power really exists 5 bit 3 2
4
13.v% unffis oE. WEM, FEM A JAFNATE | " A0 FTH §E T T W | i g Faagw 7@ |- -
Torw R wgeaqoi &/ (a8e) aw Moderately Not very Not at all
How important is it for you to be connected Wery much so | Quite a much 1
to a religious community? 5 bit 3 2
4
142,39 R Wiafee g arell FUfari 4 o gaas | WA AT (R A TS (R A T E | A U AN | FEW A O | AW A | R T
oftT g T et gd @t & anman Pife s | aw T el a1 Once a week | & 3 @X FE AT | FH Er

2
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& HAmEr wmxa Several times | Once a More than One or Afew |&3R Never
How often do you pray spontaneously when a day day once a week three times | times a | Less
inspired by daily situations? 5 3 a month year often 1
4 3 2 2

5
140717 B Wi g ol Rufei a e peas | WA AT R d e | s A8 | fR AW | WA A |AE A | @ e
aRF g 3 wAw el gd Al s e A | aw a1 e A Once a week | & 3 @ FE AN | FH Er
Hay Faifta w4 R S s E Several times | Once a More than One or Afew | &R Never
How often do you try to connect to the divine | a day day once a week 3 three times | times a | Less
spontaneously when inspired by daily 5 5 4 a month year often
situations? 3 2 2 1
15.3ma Preelt AR g0 ave 5 Rufadi M aqa s § | 55 a1 Very HFAT T Fr FHT w7
o sl FpE e § Famm a1 F§ & | often Often Occasionally Rarely Never
gaan, Efawrval ufF sraow sufeam 5 4 3 2 1

How often do you experience situations in
which you have the feeling that God or
something divine is present?
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