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Summary



This research was about the situation regarding suicidal patients in the Duncan Hospital in Raxaul, India. The central question of this research was:

What is the clinical profile of the patients admitted to the Duncan Hospital with a suicide attempt in the past three years and what are the motives behind these attempts? What kind of aftercare does the Duncan Hospital provide to patients admitted with a suicide attempt and what do recent studies show about the aftercare for these patients?

To give an answer to the central question, a quantitative and a qualitative research were done. The qualitative research existed of a retrospective and a prospective part. The quantitative research looked at a clinical profile of suicidal patients admitted to the Duncan Hospital in the past three years. The clinical profile existed of the aspects of gender, age, country, marital status, religion, year of admission, month of admission, ICU care, method, outcome of suicide attempt, counselling, recurrent, motive and reported to police. It was found that most suicide attempts occurred in the age group of 20-25 years. The male and female suicide rate was almost equal. The majority of the suicidal patients came from Nepal. Organophosphorus poisoning was the most common used method. The most common motives behind the suicide attempts were conflict with family and marital conflict. 
The qualitative research existed of interviews with the persons involved in the aftercare the Duncan Hospital provides to suicidal patients. It was found that several teams are involved in this aftercare. Aftercare is provided in the Emergency, in the wards and in the Out Patients Department. The Duncan Hospital provides acute physical care in the Emergency. In the wards those with suicidal intent are identified and counselling is provided. Suicidal patients with a psychiatric disorder are requested to come back after discharge to the Out Patients department for a check-up. Recent studies about aftercare for suicidal patients were reviewed and compared with the aftercare the Duncan Hospital provides for these patients. 

This research was a descriptive research to give an overview of the clinical profile of suicidal patients admitted to the Duncan Hospital and the aftercare the hospital provides. Because this was a descriptive research, the recommendations were mainly focused on further research. Further research for prevention of suicidal behaviour for the founded risk groups was one of the main recommendations. 
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1. Introduction



1.1 Background

Recent studies show that the suicide rate in India increased in the last two decades (Vijaykumar L. et al; 2007; pp. 81-84). Hospitals in India experience the consequences of this problem. The Duncan Hospital, located in Raxaul, in the state Bihar, frequently handles suicidal patients. The hospital is situated near the Indian-Nepali border. The Duncan Hospital is a 200-bedded mission hospital and is also involved in several community health projects. In these days, the Duncan Hospital provides care for three districts in North Bihar and for Southern Nepal. These districts include 9 million people.
Until now there has been no information available about the clinical profile of the suicidal patients in the Duncan Hospital and the motives behind the suicide attempts. The hospital has assumptions about the clinical profile and the motives of these patients because of their experiences. However, these assumptions have never been confirmed by research. The Duncan Hospital wants to gain insight into the clinical profile and the motives behind the suicide attempts, so that they can improve their care and aftercare for these patients. For this reason the Duncan Hospital requested research about this issue.

This research was focused on giving insight into the current situation regarding suicide attempts in the care district of the Duncan Hospital. It clarified the clinical profile such as age, gender, marital status and religion of the patients admitted with suicide attempts. It also gave insight into the motives behind these attempts and the aftercare the hospital provides. The aftercare the Duncan Hospital provides to suicidal patients is described and compared with recent studies. 

To gain insight into the clinical profile, this research was focussed on two target groups. The first group contained all the suicidal patients admitted to the Duncan Hospital in 2007, 2008 and 2009. The other target group consisted of all the suicidal patients admitted to the Duncan Hospital January 10th 2010 through March 10th 2010. 

1.2 Objectives

To give insight into the clinical profile of the patients admitted to the Duncan Hospital with a suicide attempt in the past three years and the motives behind these attempts, so that the Duncan Hospital gains insight into the situation regarding suicide attempts. 

To describe the aftercare the Duncan Hospital provides to patients admitted with a suicide attempt and to compare this with recent studies, so that the Duncan Hospital can improve their aftercare for these patients.

1.3 Central question

What is the clinical profile of the patients admitted to the Duncan Hospital with a suicide attempt in the past three years and what are the motives behind these attempts? What kind of aftercare does the Duncan Hospital provide to patients admitted with a suicide attempt and what do recent studies show about the aftercare for these patients?

1.4 Sub-questions

1. What are suicide attempts? 

2. What is the situation regarding suicide attempts in India?

3. What do recent studies say about aftercare for patients who attempted suicide? 

4. What is the clinical profile of the patients who were admitted to the Duncan Hospital with a suicide attempt in the past three years?

5. What are the motives behind the suicide attempts of the patients who were admitted to the Duncan Hospital in the past three years?

6. What kind of aftercare is the Duncan Hospital providing to patients admitted with suicide attempts and how does this compare to recent studies? 

1.5 Defining

The terms suicide and suicide attempt were central to this research. In order to clarify the meaning of these two terms, the following definitions by Andriessen were chosen:

Suicide is: an act with a fatal outcome which the deceased, knowing or expecting a potentially fatal outcome, has initiated and carried out with the purpose of bringing about wanted changes (Andriessen, K.; October 2006; pp. 533-538). 

A suicide attempt is: a non-habitual act with non-fatal outcome that the individual, expecting to, or taking the risk, to die or to inflict bodily harm, initiated and carried out with the purpose of bringing about wanted changes (Andriessen, K.; October 2006; pp. 533-538).

Another important term in this research was aftercare. When aftercare is mentioned in this research, it includes all the activities that are done for patients after a suicide attempt. In relation to aftercare, counselling is often mentioned. In this research, counselling means spiritual, emotional or psychological care given by the Christian Counselling Centre (CCC-team), the Whole Person Care-team (WPC-team), the social workers or the doctors at the Duncan Hospital.

1.6 Hypotheses
A hypothesis is the expected result or outcome of a research (Verhoeven, N.; 2007). In this paragraph the hypothesis is described as a possible outcome of the central question. The hypothesis consists of two parts. One describes the expectation ﴾the alternative hypothesis) and the other one describes all the other possible outcomes ﴾the null hypothesis). Because this was the first research for the Duncan Hospital about suicide attempts, it was very difficult to describe in advance all the different aspects that influence a suicide attempt. That is the reason why the researchers describe only a few aspects in this hypothesis. These aspects are already clarified through different studies in India or worldwide and are experienced in the Duncan Hospital by the researchers. 

The first part of the central question was:

What is the clinical profile of the patients admitted to the Duncan Hospital with a suicide attempt in the past three years and what are the motives behind these attempts?
The null hypothesis was: there is no or little connection between the aspects of gender, age and country and committing a suicide attempt. The patients who attempted suicide do not have specific motives or methods they use.

The alternative hypothesis was: there is a connection between the aspects of gender, age and country and committing a suicide attempt. The patients who attempted suicide have specific motives and methods they use. 

The expectation was that the suicide rate was the highest in the age group of 20–25 years. Recent studies show that the suicide rate among youth is increasing. This is called ungreying of suicide. Currently more people in the age group of 5 to 44 years commit suicide rather than people of 45 years and older (Bertolote, J.M. et al; 2002; pp 6-8). 

The expectation was that suicidal patients admitted to the Duncan Hospital mostly came from Nepal, rather than India. The researchers expected this because of legal issues around this matter. The Duncan Hospital is located nearby the Nepali border. If Indian patients are admitted to the Duncan Hospital with a suicide attempt, the hospital has to report this to the police. The police will investigate these suicide attempts and will take legal action against these patients (World Health Organisation [WHO]; 2009). Concerning foreign patients the hospital does not have to report this. The Nepali hospitals have the same rules. So for Nepali people who attempted suicide it is disadvantageous to go to a Nepali hospital because of the legal action against them. They rather choose to go to an Indian hospital. 

The expectation was that more women than men attempted suicide. The female literacy rate in Bihar is only 33.6%. The female work participation rate in rural areas in Bihar is 12.3% against the national average of 28.8%. In urban areas the work participation rate is 8.7% in Bihar. Such low levels of literacy and work participation rates are an important social and economic issue. Deep frustrations of the women about their opportunities and a form of protest from distress could explain their suicidal behaviour (Mitra S. et al; 2008; pp. 1713-1723). Because of these facts, the expectation was that women attempted more often suicide than men. 

The researchers expected that the patients had specific motives to attempt suicide. The expected common motives behind these attempts were poverty, hopelessness, unemployment and domestic fights. A survey in 101 suicide cases in a northwest region of India (Chandigarh) shows that psychosocial stressors were found in 60.3% of the persons who committed suicide. 47.5% Of the subjects said that interpersonal stressors were the cause and 8.9% had financial problems (Chavan B.S. et al; 2008; pp. 34-38).

The expectation was that the most common used method for attempting suicide was poisoning. The researchers have observed this during their internship in the Duncan Hospital. The ministry of Home affairs India shows that the most common used methods in India are poisoning 38% and hanging 29% (National Crime Research Bureau; 2003).
The second part of the central question was:

What kind of aftercare does the Duncan Hospital provide to patients admitted with a suicide attempt and what do recent studies show about the aftercare for these patients?

The null hypothesis was: there is no or little difference between the aftercare the Duncan Hospital provides and the aftercare recent studies recommend about aftercare to suicidal patients. The aftercare the Duncan Hospital provides is the same as the recent studies recommend.  

The alternative hypothesis was: there is a difference between the aftercare the Duncan Hospital provides and the recent studies about aftercare to suicidal patients. The researchers expected this because new developments regarding this subject are coming up very quickly. The fact that the hospital requested research and recommendations for the aftercare they provide indicates that they suspected there would be a difference between their aftercare and the new developments.   

2. Methodology



This chapter describes the methodology of this research. The literature review, population, measurement instruments, types of research and the analysis will be described. Also the reliability and validity will be described. 

2.1 Methodology    

Literature review

The literature reviews provided information regarding the sub-questions 1, 2 and 3 of this research. The information for these reviews was found using the database MedLine and the search engine Google Scholar.
Population

This research was focused on three different populations. The first group consisted of all the suicidal patients of 10 years and older admitted to the Duncan Hospital in 2007, 2008 and 2009. The second group consisted of all the suicidal patients of 10 years and older admitted to the Duncan Hospital January 10th 2010 through March 10th 2010. These two populations were chosen at the hospital’s request. The last group consisted of the persons who are involved in the aftercare the Duncan Hospital provides for suicidal patients. These persons are part of the counselling team, the Whole Person Care-team, social work or the Out Patient Department. They were approached because they all contribute to the aftercare for suicidal patients. 

Measurement instruments

The research consisted of a quantitative and a qualitative part. For every measurement instrument, the reason for a quantitative or a qualitative method will be identified. 

Retrospective research
This research contained a retrospective and a prospective part. The retrospective part was done quantitavily, because all data could be made numeric (Verhoeven, N.; 2007). A format was used to gather information about the suicidal patients admitted to the Duncan Hospital in the past three years. This format contained the aspects of inpatient number, outpatient number, gender, age, country, marital status, religion, year of admission, month of admission, ICU-care, method, outcome of suicide attempt, counselling, recurrent, motive and reported to police. These aspects were requested by the hospital. 

Before the chart review, the inpatient and outpatient numbers were collected from the admission books of the past three years. With these numbers the needed charts were found. Only the admission books of the Male Medical Ward, the Male Surgical Ward and the Intensive Care Unit were used because these are the wards where suicidal patients are usually admitted. The counselling copy was used to find out which patients received counselling. The next step was a test of 10 cases to check the usability of the format. After that all the collected data was brought into SPSS 16.0.  

Prospective research

Besides the retrospective research, a prospective research was conducted. This prospective part was also a quantitative research. A form was used to gain information about suicidal patients admitted to the Duncan Hospital in the past two months of 2010. This form contained the aspects of outpatient number, age, gender, country, district, religion, marital status, number of children, occupation, monthly income, method, motive, recurrent, outcome of the suicide attempt and counselling (appendix III). This information had also been requested by the hospital. The aspects of reported to the police and needed ICU-care were added while the data was brought into SPSS. This was done to create a possibility to compare this data to the retrospective research. 

Before the start of the prospective research, the form was introduced in a doctors’ meeting. The form was also introduced to the nurses of the Male Medical Ward, the Male Surgical Ward and the Intensive Care Unit. Every day there was a check to see if there were suicidal patients admitted to these three wards and if the form was filled in. With these forms all the needed data was collected and brought into SPSS 16.0. 

In-depth interviews

To get an overview of the aftercare the Duncan Hospital provides to suicidal patients, a qualitative research was done. This qualitative research existed of in-depth interviews with the persons who are involved in the aftercare. A qualitative research with in-depth interviews was chosen because this is a suitable way to go deeper into the experiences and opinions of the involved persons (Verhoeven, N.; 2007).

After the interviews were carried out, detailed summaries of the interviews were written. The relevant information was taken out of these summaries and comparisons were made. The interviewed persons checked the outcome and agreed with the content.

Analysis

The data of the retrospective and prospective research was analyzed by the use of SPSS 16.0. With SPSS it was possible to calculate percentages and to make graphs and tables. The in-depth interviews were summarized, compared and analyzed. 

2.2 Reliability
For the reliability of this research it is important to know if this research can be repeated in the same way. During research it is possible to make mistakes. This paragraph describes the reliability of this research. Which difficulties were faced that could influence the reliability? And which decisions were made to ensure a reliable research? This research is done using different methods. For each method mention will be made regarding which decisions were made to make this research more reliable. 

Literature study

Because many different definitions exist, it was difficult to find one useful and complete definition for the terms suicide and suicide attempt. For this research it was necessary to use one definition. A decision was made based on a literature study that combined the most common used definitions worldwide.

Another difficulty was to deal with studies about suicide rates in India. The focus of this research is the care district of the Duncan Hospital. This district consists of a part of the state Bihar in India and a part of Nepal. There is a lack of information about suicide rates in Bihar, but it is known that Bihar is only comparable with a few states in India. This explains that literature reviews about non-comparable states in India are excluded from the literature study of this research. 

There is almost no literature available about aftercare for suicidal patients in India. To create the possibility to compare aftercare methods with the aftercare the Duncan Hospital provides, a research study from the West was used. To make this more reliable, this study was compared to a study from the World Health Organisation (WHO). This research of the WHO was focused specifically on developing countries. Both studies used the same structure for aftercare. 

Retrospective research

To make the retrospective research reliable, several actions were taken. Two persons looked together through the admission books to find out all the in- and outpatient numbers of the suicidal patients. This was done by two people to prevent cases being overlooked. 

While searching for all the charts of the suicidal patients, many charts were missing. A note was made of all missing charts. To find as many charts as possible the list of missing charts was given to the person who is responsible for all charts. This person explained that many charts were stored in a secure place because these were reported cases to the police. Because of this discovery more charts were found. In total 410 charts were found. This large subject makes this research more reliable.

Before starting the chart review a format was developed and checked by the supervisor of this research. This format was used for the review of all the charts. Also a test was done to determine if it was possible to get all the needed information out of the charts with this format. During the chart review it was sometimes difficult to read the handwriting of the doctors. There were also doubts about the suicidal intent of some patients. These questions were brought to the supervisor of this research, who clarified the questions. This resulted in excluding some charts because there was no suicidal intent. 

Prospective research

For the prospective research a form was developed. This form was checked by the supervisor of this research and the persons involved in the aftercare at the Duncan Hospital. The form was introduced to all the doctors in a doctors’ meeting. It was also introduced to the nurses of the involved wards. Every day a check was made to see if there were new suicidal patients admitted and if the form was filled in. In this way the highest results were guaranteed. The form was used for all the suicidal patients admitted to the hospital in the past 2 months, January 10th 2010 through March 10th 2010. The total subjects were 35 suicidal patients. It is a small group, but includes all the admissions of suicidal patients of those months. This prospective research could be compared with the retrospective research because the format and form contains the same aspects. The possibility to compare these two parts increases the reliability of the outcome.

Interviews

It is difficult to measure the reliability of the interviews because they exist of opinions of the interviewed persons. In this research separated interviews were taken from the persons who are involved in the aftercare at the Duncan Hospital. One person from each group that provides a part of the aftercare is interviewed. Through individual interviews comparisons could be made out of the given information. For each interview a voice recorder was used, so the interviews could be reviewed in full and to increase the accuracy of the interpretations. The summaries of the interviews were checked by the interviewed persons to make the outcome more reliable. 

2.3 Validity
The reliability is a precondition to describe the validity of a research. Important questions regarding validity are: do the results give a good reflection of the research population? In which way can the results be generalised? 

The quantitative part of this research is useful for the Duncan Hospital. The results give a clear overview of the clinical profile of the suicidal patients admitted in the past 3 years. The results cannot be generalized for other hospitals. The focus of this research was only the Duncan Hospital, so the results are a comprehensive reflection of this research population. 

The qualitative part of this research is also useful for the Duncan Hospital. It gives an overview of the aftercare the hospital is providing to suicidal patients, which was the goal of this research. The results do not reflect aftercare provided in other hospitals.

4. Literature review 


This chapter contains three literature reviews that provided an important background for this research. The topics of these reviews were: suicide and suicide attempts, situation regarding suicide in India, aftercare following suicide attempts. 

4.1 Suicide and suicide attempts

Introduction

The purpose of this literature review is to clarify the terms suicide and suicide attempt. This review will go into the recent definitions of suicide and suicide attempts. Some insight in the history of these definitions will be given. There are also many terms that are closely related to suicide, like deliberate self-harm, suicidality, suicidal intention and motivation. This review will give more insight in these terms and how they are related to suicide.
Key words used for this literature review: suicide, suicide attempt, suicidal intent, intention, deliberate self-harm.

Definitions and history

There are many different definitions circulating about suicide and suicide attempts. For example, according to the World Health Organisation (WHO) the definition of suicide is: the result of an act deliberately initiated and performed by a person in the full knowledge or expectation of its fatal outcome (www.who.int). Bridge et al however, use the following definition of suicide: suicide is a fatal self-inﬂicted destructive act with explicit or inferred intent to die (Bridge, J.A. et al; 2006; pp. 372–394). These are only two examples of the difficulty to formulate a clear definition of the exact meaning of suicide. 
The need for an exact definition of suicide has existed for a long time. It was early recognized and discussed that there is a need for uniform definitions to classify suicide (Andriessen, K.; October 2006; pp. 533-538). In the 1980’s the United States Centers for Disease Control called together a broad working group. This working group consisted of medical examiners, statisticians and public health agencies. The goal of this working group was to find criteria for a definition of suicide and to develop guidelines to classify suicide. They came up with the following three criteria: suicide is a (1) death arising from (2) an act inflicted upon oneself (3) with the intent to kill oneself. These became the so-called Operational Criteria for the Determination of Suicide (OCDS) (Andriessen, K.; October 2006; pp. 533-538). This definition however, gave no space for both suicides that succeeded (fatal suicide) and attempted suicides (non-fatal suicide). 

Later, more studies were done regarding definitions of suicide. It was found that most definitions of suicide have common aspects. The most important aspects are: (1) behaviour with fatal outcome; (2) self- initiated, which includes self-inflicted acts, and active/passive acts; and (3) intention or expectation to die (Andriessen, K.; October 2006; pp. 533-538). After studying all these definitions, definitive definitions were formed. These three aspects also allowed the formulation of suicide attempt in addition to suicide. The results of this study were useful definitions for both suicide and suicide attempts. Suicide is an act with a fatal outcome which the deceased, knowing or expecting a potentially fatal outcome, has initiated and carried out with the purpose of bringing about wanted changes. Non fatal suicidal behaviour (also known as suicide attempt) was defined as a non-habitual act with non-fatal outcome that the individual, expecting to, or taking the risk, to die or to inflict bodily harm, initiated and carried out with the purpose of bringing about wanted changes (Andriessen, K.; October 2006; pp. 533-538). With these two definitions, it is clear when an act is suicide and when it is a suicide attempt. This is why these definitions are chosen as a basis for this research about the situation regarding suicide attempts at the Duncan Hospital. 

Suicidality and deliberate self-harm

A term that includes both suicide and suicide attempts is suicidality. According to Bridge et al, suicidality means all the suicide related behaviours and thoughts. This includes committing and attempting suicide (Bridge, J.A. et al; 2006; pp. 372–394). It is also important to make the distinction between suicidality and deliberate self-harm (DSH). The term deliberate self-harm contains different types of behaviour associated with varying levels of suicide intent and a wide variety of motives. Intent to die at the time of a self-harm episode is associated with risk of successive suicide (McAuliffe, C. et al; August 2007; pp. 379-408). So DSH is the general term for all intentional behaviours of self-harm. It contains both suicide and suicide attempts, but also for example parasuicide. Parasuicide is non-suicidal self-harm. It commonly involves self-cutting without suicidal intent (Bridge, J.A. et al; 2006; pp. 372–394). 
Intention and motivation
Regarding suicide and suicide attempts, two aspects are very important. These two aspects are the intention and the motivation. These two words are sometimes mixed, but have in fact very different meanings. According to Andriessen intent is: the purpose a person has in using particular means (e.g., suicide) to effect a result (Andriessen, K.; October 2006; pp. 533-538). Bridge et al describe the suicidal intent as the extent to which the suicide attempter wishes to die (Bridge, J.A. et al; 2006; pp. 372–394). So in a more simple way you could say that the intention refers to the goal someone wants to achieve by committing or attempting suicide. The motivation of someone to commit or attempt suicide is another aspect. According to Andriessen the motive is: the cause or reason that moves the will and induces action (Andriessen, K.; October 2006; pp. 533-538). Clearer is the definition Bridge et al give for motivation: motivation is the reason given by the patient and family for the suicidal act (Bridge, J.A. et al; 2006; pp. 372–394). Common motives in India to commit or attempt suicide are marital conflicts and other family problems. Also job loss and financial problems are often seen (Wei, K.C. et al; 2008; pp. 434–440).  
Suicidal intention

All the different definitions mentioned above contain aspects referring to the intent to die. According to Hasley, intent to die is the most important element in the definition of suicide. It is the first criteria used to clarify if the thoughts and behaviours of a person really are related to suicide (Hasley, J.P. et al; October 2008; pp. 576-591).

Although intention to die is a very important aspect in the definition of suicide and suicide attempts, the term is quite vague. It has been discussed that intention does not reach scientific standards and that the concept would be too vague to be included in the definition of suicide. It is also recognized that people can have different intentions at the same time or that the intention can change during the suicidal process. The person can be ambivalent or hesitant regarding his or her own intention to die. Death can certainly be one of the intentions, but it can also be a method to reach another goal. Other goals (intentions) of people who attempt suicide can be for example: to make others know how desperate they feel, to make others pay for how they treated them or to make someone feel guilty (McAuliffe, C. et al; August 2007; pp. 379-408). Nobody knows how it is to be dead. So how can someone really wish to be dead? But in the eyes of the suicidal person, it can be just a more appealing option than living (Andriessen, K.; October 2006; pp. 533-538). Nevertheless, intention to die appeared to be so important, that almost all recent definitions of suicide contain the element intention to die (Hasley, J.P. et al; October 2008; pp. 576-591). According to Bridge et al, the suicidal intent is also a powerful predictor for repetition of suicide attempts (Bridge, J.A. et al; 2006; pp. 372–394). 
Based on research, it can be concluded that intent is a very important aspect in suicidality. So it is important to measure the intent of suicidal people. But as described before, intention is a vague concept. However, there is a commonly used method to measure the suicidal intention, the Beck Suicide Intent Scale (Beck SIS). Although this is worldwide the most commonly used scale, it is not able to give a clear view of the real intention behind the suicides and suicide attempts (Hasley, J.P. et al; October 2008; pp. 576-591)

4.2 Situation regarding suicide in India
Introduction

In the last two decades the suicide rate in India has increased from 7.9 to 10.3 per 100 000 (Vijaykumar L. et al; 2007; pp. 81-84). In India suicide is illegal, which means a big chance for under reporting. So this makes the problem even bigger than it looks. It is against the law to attempt suicide in India. Section 309 of the Indian penal codes states says that: Whoever attempts to commit suicide and does any act towards the commission of such an offence shall be punished with simple imprisonment for a term that may extend for 1 year or with a fine or with both (Vijaykumar, L. et al; 2007; pp. 82).

This literature review will describe global facts and facts specific to India about suicide rates. It will show some aspects of the clinical profile of suicidal patients in the different states in India and specifically the situation in Bihar regarding suicide attempts. The aspects described in this literature review correspond with the aspects the researchers used in this research regarding suicidal patients in the Duncan Hospital. 

Key words used for this literature review: suicide India, suicide Bihar, suicide epidemiology and demographic data suicide. 

Suicide worldwide 

The website of the World Health Organisation (WHO) shows that worldwide almost 1 million people die every year as a result of suicide. In the last 45 years suicide rates have increased worldwide by 60%. Suicide is among the 3 leading causes of death among the age group of 15-44 years in some countries and the second leading cause of death in the age group of 

10-24 years (www.who.int). These figures do not include suicide attempts, which are up to 20 times more frequent than completed suicide. Given the size of their population, almost 30% of all suicide cases worldwide are committed in China and India alone. And as mentioned before, this is an increasing problem. According to the WHO, 1.53 million people will die as a result of suicide in 2020 and the expectation is that in the same year 10 to 20 times more suicide attempts will occur. This means that every 20 seconds a person dies because of suicide and that every 1 to 2 seconds someone attempts suicide (Bertolote, J.M. et al; 2002; pp. 6-8).

Worldwide there is a new development coming up which is called ‘ungreying of suicide’.  Currently people in the age group of 5-44 years commit suicide more frequently than those in the 45 years and over group.. Also more young people die as a result of suicide (Bertolote J.M. et al; 2002; pp. 6-8). According to Bertolote et al there is a difference in suicide rates according to religion. In countries where Islam is the most common religion 0.1 per 100 000 commit suicide. When the religions Hinduism or Christianity is the most common this rate is 10 per 100 000. In countries where Buddhism or Atheism is the most common religion, respectively 17.9 per 100 000 and 25.6 per 100 000 commit suicide (Bertolote, J.M. et al; 2002; pp. 6-8).

Suicide in India

Suicide occurs often in India and is a significant problem. It is increasing every year. Chavan et al showed in one of their studies that the population increased by 25% in the last decade whereas the suicide rate increased by 60% (Chavan, B.C. et al; 2008; pp. 34-38). As described previously, there is a big chance of under reporting because suicide is illegal in India. 

Table 1 shows an overview by the WHO about the epidemiology of suicide in Asian countries. It is obvious that India belongs to the countries with a high suicide rate and that there is almost no difference between the male and female rate. The table shows that suicide occurs more often in the rural areas of India and the most common used methods are poisoning and hanging.

There is a large difference between the suicide rates of the different states of India. Vijaykumar et al show in a study that the southern states like Kerala, Karnataka, Andhra Pradesh and Tamil Nadu have a suicide rate of more than 15 per 100 000. In contrast with the northern states like Bihar, Punjab, Uttar Pradesh, Jamu and Kashmir, which have a suicide rate of less than 3 per 100 000. Lower literacy rates, an inferior reporting system, higher external aggression, lower socioeconomic status and lower expectations could be a reason for the lower reported suicide rates in northern states (Vijaykumar, L. et al; 2007; pp. 81-84). Other studies showed also that the suicide rate in the rural areas of India is often 3 to 4 times higher than reported by the government. So this means that the official suicide rate reported for the country India is significantly lower than the actual rate (WHO; Hendin, H. et al; 2008; pp. 7-17). Table 2 shows the rates of official reported poisoning cases in India.  

The statement that more young people commit suicide is true for India. 37.8% Of the suicide attempts in India are committed by people younger than 30 years (Vijaykumar, L. et al; 2007 81-84). Recent research by Khan et al also found that 40% of the cases were in the age group of 20-24 years (Khan, F.M. et al; 2005; pp. 73-78). According to the WHO the most vulnerable group consists of children, women, workers in the informal sector and poor farmers (WHO; Dewan, A. et al; 2009; pp. 1-74).  

Suicide attempts among poor farmers is a big problem in India. The WHO showed that in the 5 years prior to 2001, the average of reported farmer suicides was 15 750 cases per year. This is increased to 17 366 cases in 2007. This is the same as one suicide attempt every 30 minutes. These farmers often use insecticide poison to attempt suicide. Insecticide is widely used and easily available in India. The Food and Agriculture Organization (FAO) and the WHO have encouraged countries to stop the use of pesticides. Many Asian countries have banned the use of dangerous pesticides, but in India pesticides are still produced, used and exported. The people in India have the perception that pesticides are necessary (WHO; Dewan, A. et al; 2009; pp. 1-74). This makes the problem suicide attempts among farmers even more difficult.

In India the suicide rates among men and women vary across the different states, though the majority of Indian states have a higher male suicide rate. Mitra et al explain some of the reasons for a higher suicide rate among men in India in the article What suicide reveals about gender bias. Though women suffer from depression at a higher rate than men, they are more effective in expressing their emotions whereas men suppress their feelings. Women are expected to successfully deal with multiple roles and they have greater support networks. In general, men tend to use more violent and assured methods for suicide whereas women use less aggressive methods like sleeping pill overdose. Apart from these reasons another cause for higher male suicide rate in developing countries might be the fact that in most cases men have the sole responsibility of being breadwinners. Therefore they have to face greater stress and uncertainty (Mitra, S. et al; 2008; pp. 1713-1723).

A recent study in the Sundarban region in India showed that 72.2% of the patients admitted to the hospital with a suicide attempt were married and 27.2% of the total subject was single. This research was done among 1277 patients admitted for deliberate self-harm (DSH) in six different Block Public Health Centre’s. This study also showed that 90.9% of the subject was Hindus and the rest was Muslims and from other religions. The most common used method was pesticide (88.7%) and the outcome was that 77.7% survived their attempt and 11.9% died (Banerjee, S. et al; 2009; pp. 213-219).
Suicide in Bihar
Table 2 shows there is a lack of research about suicide attempts in the state Bihar. There is little data available about the rate of suicide in Bihar and the motives behind these attempts. 

Mitra et al say in an article about gender bias and suicide that Bihar is one of the states in India where the male to female suicide rate difference is less than 1. The female literacy rate in Bihar is only 33.57% and the female work participation rate in rural areas in Bihar is 12.3% against the national average of 28.8%. The work participation rate in urban Bihar is 8.7%. These low levels of literacy and work participation are an important social and economic issue. Mitra et al made a comparison between Bihar and China. In China the high suicide rate among women is a form of protest because of their low status and deep frustrations about their lack of opportunities (Mitra, S. et al; 2008; pp. 1713-1723).
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Figure 1: Epidemiology of suicide in Asian countries (WHO, 2008, pp. 7-17)

Figure 2: Officially reported pesticide poisonings in India (WHO, 2009, pp. 1-74)
4.3 Aftercare following suicide attempts 

Introduction 

This is a literature review about the aftercare for suicidal patients, the importance of aftercare and describes a general method of giving aftercare. This review explains the Instrument for Psychosocial Evaluation and Observation (IPEO) 1 and 2. This model was developed by a medical university in Belgium. Because hospitals in low or middle developed countries have fewer facilities to provide aftercare, this review also describes a method for these countries.

Key words used for this literature review: suicide, aftercare, suicide aftercare, suicide aftercare strategy, suicide aftercare India. 

What is aftercare?

A clear definition of aftercare is not available. Every suicidal patient needs a different kind of aftercare. A report of the World Health Organisation (WHO), published in 2008, describes that: suicidal individuals have a range of needs, from information to counselling to medication. Combinations of brief supportive counselling and medications to treat depression and other behaviours are often indicated (WHO; Bertolote, J. M. et al; 2008; pp. 3). 

Aftercare includes all the activities done for a patient after a suicide attempt. It focuses not only on the need for physical care. The aftercare focuses also on the emotional counselling, cognitive therapy and assessing the suicidal behaviour and intention. Also family counselling is a part of the aftercare (WHO; Fleischmann, A. et al; 2008; pp. 703-709).

Aftercare is a long process and does not stop after the discharge of a patient. It can be divided into three periods of care. The first phase is the acute care of the Emergency. The second phase is the time in the hospital, where the patient is exposed to counselling and physical care. The last and longest period is after discharge. In this phase the patient returns to the old situation with the same circumstances (Vanhove, R. et al; 2007; pp. 6). In this review, the term aftercare is used for all the activities done for a patient after a suicide attempt, to reduce the risk of a new suicide attempt.

Aftercare for the patient

There is no doubt about the importance of providing aftercare. Different studies show that the first day and the first week after discharge are high-risk periods. 43% Of the suicidal patients who did not receive aftercare attempted suicide again in the first month after discharge (Hunt, I. M. et al; 2008; pp. 443-449). When patients attempt suicide again, the risk of dying increases. But the patients who received counselling for psychological and social issues, were less inclined to attempt another suicide (Vanhove, R. et al; 2007; pp. 4). The research of Hunt et al, published in 2008, confirmed this by saying: patients who were detained for compulsory treatment at last admission, or who were subject to enhanced levels of aftercare, were less likely to die by suicide (Hunt, I. M. et al; 2008; pp. 443-449). 

The WHO also completed a research about this topic and compared two similar groups of suicidal patients. One group received counselling and had nine contact moments within 1 ½ years. The other group received a treatment in the hospital that was focused on the physical care. After two years the rate of death by suicide of both groups was compared. The first group, who received counselling, had a suicide rate of 0.2%. In the second group the suicide rate was 2.2%. It is possible to reduce the suicide rate in populations at risk by maintaining regular contact with patients (WHO; Fleischmann, A. et al; 2008; pp. 703-709).

Aftercare for the family 

Aftercare is not only important for the patients but also for the family. One out of 60 inhabitants in India are affected by suicide of a close family member or friend. Suicide is not only the problem of the suicidal patient, but also a major public problem (Vijaykumar, L.; 2007; pp. 81).

The families of the patients need counselling. Often they are confused and have feelings of guilt. Expressing those feelings and getting advice on how to handle the situation is a part of the counselling a hospital should provide. Being exposed to a suicide attempt of a family member or a close friend increases the risk of suicidal thoughts (WHO; Bertolote, J. M.; 2006; pp. 4). Family counselling is a part of prevention.

During the aftercare period, the assessment must also include the availability of family and peer support. After a suicide attempt, family and friends are an important preventive factor of a new attempt. A strong support from family, friends and other significant relationships reduce the risk of (a new) suicide (WHO; Bertolote, J. M.; 2008; pp. 3). 

First phase of aftercare 

Because aftercare can reduce the risk of more suicide attempts, it is recommended to use a model for the different contact moments with the suicidal patients. The first moment of contact between the caregivers and the suicidal patient is usually in the ambulance or at the Emergency. The acute treatment like detoxification, trauma treatment and other lifesaving treatment is of course the first priority in such a situation. But this is not the only task of the Emergency staff. Vanhove et al recommend that the first psychosocial treatment of the patients and the relatives should also be given at this time (Vanhove, R. et al; 2007; pp. 6).

The psychosocial treatment can be done with the use of an instrument, for example the Instrument for Psychosocial Evaluation and Observation of suicidal patients (the IPEO). The first part of this instrument is used at the Emergency and gives information for diagnosing, treating and providing aftercare. While using the IPEO 1, the staff assess the physical damage, the cognitive functions, capacity to reflect, the present emotions, behaviour and probable mental diseases. The assessment of the willingness for treatment is also a part of this first phase. The patient is asked to give information about the suicidal attempt like the suicidal ideation and previous attempts. In the IPEO 1 the nurses and other health workers report their experiences and observations (Clerck, S. de, et al; 2006; pp. 19).
The first observation and counselling is not always possible, for example when a patient is unconscious. Sometimes a patient is too restless, then the nurse should realise that the emotional care to calm down is more important. But questions like: “How do you see the future” and ”Are there positive or negative situations which you have to face” should not be ignored in the first contact with the patient. Being open and willing to listen to the background of the patient’s suicide attempt in this first phase is also important for the patient. 
Second phase of aftercare

The second part of the IPEO is used when the patient is admitted to the ward. This conversation takes more time. During this phase there is the possibility to fill in a problem checklist. The patient can estimate a problem on level of difficulty. Issues like problems with family, loneliness, lack of social relations and economic problems are asked during this second phase. During this phase the social worker will explore possible problems and the patients gain more insight into the difficulties they experience. 

In the IPEO 2, the Reasons for Attempting Suicide Questionnaire (RASQ) and the Suicide Intent Scale (SIS) are included. These assessments are useful for the patients as well as for the professionals who provide the aftercare. Both the patients and the professionals gain insight into the motives and the intent of the suicide attempt. The assessments clarify the need of aftercare (Clerck, S. de, et al; 2006; pp. 19). 

By using this model suicidal ideation may be discovered. Because this is a longer conversation, the psychiatric previous history and the presence of drug and alcohol abuse can be examined. It makes a difference in the further aftercare if a patient is addicted to alcohol. The use of alcohol is a common risk factor for suicide attempts (Vijaykumar, L.; 2007; pp. 82).

In the IPEO 2 there is the opportunity to examine the social environment of the patient and to ask about the needs of the family. The last part of the IPEO 2 is the assessment of the risk of repetition. This influences the care given to the patient. 

Third phase of aftercare 

The focus of the third phase of aftercare depends on the resources of the hospital and the community. In the West there is the opportunity to refer a suicidal patient to psychiatric or psychological care. The General Practitioners can be key figures in the care for the patients and can arrange the continuity of care. This continuity is also important in reducing the risk of suicidal attempts (Vanhove, R. et al; 2007; pp. 4). After discharge the aftercare is still going on. Before leaving the hospital the patients are encouraged to keep in contact with their General Practitioner, commencing this within a week after discharge (Vanhove, R. et al; 2007; pp. 5). If this does not happen, the General Practitioner has to contact the patient. Because the first week after discharge is a high-risk period, this contact moment is important. 

Aftercare method for low or middle developed countries

In the research of the WHO, which was done in different non-Western countries, they used a different organisation for the third phase of aftercare. The way they arranged this aftercare is more useful for developing countries. The group who received aftercare received nine follow-up information sessions. These were done by professionals with clinical experience like doctors, nurses or psychologists. These sessions took place in the first period after the suicide attempt and followed each other frequently. After a while, the frequency decreased. These information sessions were about suicidal behaviour as a sign for psychological and social distress, risk and protective factors, basic epidemiology, repetition, alternatives to suicidal behaviour and referral options (WHO; Fleischmann, A. et al; 2008; pp. 3-709). During these sessions the interviewer could decide if there was a need for more intensive treatment.

Because suicide is a major public problem, the aftercare should not only be an issue for the health workers. Important preventive and aftercare interventions are in force for the whole society. For example, the media can have a major role in the prevention of suicide. The Non Governmental Organisations can be stimulated and trained in counselling suicidal patients. The primary care workers and special mental health services should be trained in counselling so that their capacity improves. Also the professionals who can recognise suicidal ideation in the society like teachers, police officers and practitioners of alternative systems of medicine and faith healers should be trained (Vijaykumar, L.; 2007; pp 83). If they are able to recognise and deal with suicidal ideations, the low and middle developed countries can provide proper aftercare that is suitable in their situation. 

5. Results retrospective research



This chapter describes the results of the retrospective research regarding suicidal patients who were admitted to the Duncan Hospital in the past three years. It gives an overview of the clinical profile of the suicidal patients and provides a background to the suicide attempts, such as the motives and methods used. It also gives insight into the counselling provided, cases reported to the police and needed ICU care.

Subject

The subjects of this research were 410 suicidal patients who were admitted to the Duncan Hospital in 2007, 2008 and 2009. The missing values were excluded from the results. When it is relevant, the missing values will be mentioned.

Year of admission
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Figure 3: Year of admission

The graph shows a large increase in the number of suicidal patients over the years. 82 Patients (20%) were admitted to the hospital in 2007. In 2008, 126 patients (30.7%) were admitted and in 2009, 202 patients (49.3%). 

Month of admission
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Figure 4: Month of admission

The graph shows that the fewest suicides occurred in the months January, February and October. The month of November had the highest number of suicide cases.

Age group 

	age group
	percent
	frequency

	10-15 years
	7,3 %
	30

	15-20 years
	20,5 %
	84

	20-25 years
	26,6 %
	109

	25-30 years
	18,3 %
	75

	30-35 years
	10,0 %
	41

	35-40 years
	5,6 %
	23

	40-45 years
	3,9 %
	16

	45-50 years
	2,9 %
	12

	50-55 years
	1,7 %
	7

	55-60 years
	1,5 %
	6

	60-65 years
	0,5 %
	2

	65-70 years
	0,7 %
	3

	70-75 years
	0,2 %
	1

	75-80 years
	0,2 %
	1

	Total:
	100,0 %
	410


Figure 5: Age groups

The highest percentage of suicide attempts occurred in the age group of 20-25 years (26.6%). The age groups 15-20 years, 20-25 years and 25-30 years contained together 65.4% of the total subject. Less than 2% of the total subject was 60 years and older. 

Gender

48% Of the subjects were male and 52% were female. These results show that overall the female suicide rate was slightly higher compared to the male suicide rate in the area around the Duncan Hospital.
The figure below shows the association between gender and the different age groups. [image: image3.png]percent
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Figure 6: Gender compared to age groups

In the age group of 15-20 years and 20–25 years the male suicide rate was higher than the female rate. The male rate was respectively 22.8% and 27.9%, the female rate was 18.3% and 25.4%. The male suicide rate was also higher in the age group 30–35 years. However, the female suicide rate was higher in the age group of 25–30 years. In this age group the female rate was 21.1% compared to 15.2% for the male rate. In the age groups 35–40 years through 50–55 years the female suicide rate was also higher than the male suicide rate.

Marital status

Out of the 410 subjects 63.2% was married and 10% was unmarried. The marital status of the other 110 subjects (26.8%) was unknown. These 110 missing values are excluded from the following results. 92% Of the male subjects and 84% of the female subjects who attempted suicide were married. 

Country

The missing value was 0.5% and is excluded from the following results. 115 Patients (28.2%) who were admitted to the Duncan Hospital with a suicide attempt came from India. 293 Patients (71.8%) came from Nepal. 

Religion

The missing value was 1.5% and is excluded from the following results. Out of the 404 patients 84.7% were Hindu and 15.3% were Muslim. These are respectively 342 and 62 subjects. 

	motive
	frequency
	percent
	valid percent

	conflict with family
	36
	8.8 %
	33.3 %

	marital conflict
	18
	4.4 %
	16.7 %

	psychiatric disorder
	17
	4.1 %
	15.7 %

	conflict with parents
	14
	3.4 %
	13.0 %

	conflict with parents-in-law
	9
	2.2 %
	8.3 %

	others 
	8
	2.0 %
	7.4 %

	conflict with others
	6
	1.5 %
	5.6 %

	total
	108
	26.3 %
	100 %

	missing value
	302
	73.7 %
	


Motives behind the suicide attempts

Figure 7: motives behind the suicide attempts
The missing value was 73.7% and is excluded from the following results. The table shows that overall conflict with family was the most common motive for attempting suicide (33.3%). Marital conflict was 16.7%, psychiatric disorder was 15.7% and conflict with parents was 13.0%. 

The figure below shows the association between gender and motives.
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Figure 8: Gender compared to motive

The figure shows that the motives behind suicide attempts of the male subjects differed from the female subjects. Psychiatric disorder was the reason for 22% of the male suicide attempts. The motive conflict with parents was also 22%. On the contrary, for women psychiatric disorder was only 10.3% and conflict with parents was 5.2%. A high percentage of the motives conflict with parents-in-law (12.1%), marital conflict (24.1%) and conflict with family (37.9%) were seen among women. These percentages were much higher compared to the male rates.

Methods of suicide attempts

	method
	percent
	frequency

	organophosphorus
	37,3 %
	153

	unknown poison
	23,9 %
	98

	phosphides
	11,7 %
	48

	unknown pesticides
	7,1 %
	29

	pyrethroid
	5,4 %
	22

	combination of pesticides
	2,9 %
	12

	sedative drug overdose 
	2,7 %
	11

	non sedative drug overdose 
	2,7 %
	11

	hanging
	1,7 %
	7

	others
	1,7 %
	7

	other pesticides
	1,5 %
	6

	unknown drug overdose 
	1,0 %
	4

	corrosives
	0,5 %
	2

	total
	100,0 %
	410


Figure 9: Methods of suicide attempts

The most common method used for suicide attempts was poisoning (90.2%). 37.3% Used organophosphorus poison, 23.9% used unknown poison and 11.7% used phosphide poison. Less common methods were sedative and non-sedative drug overdose (each 2.7%) and hanging (1.7%).

Outcome

The missing value was 0.5% and is excluded from the following results. Out of the 408 patients, 90.7% improved, 0.7% were discharged in poor condition and 5.6% expired. 1% Left with LAMA (Leaving Against Medical Advice), 1% absconded and 2% of the patients were referred to another hospital or clinic.

Combining the aspects method and outcome, some similarities were found. The subjects who used the methods pyrethroid poisoning, combination of pesticides poisoning, other pesticides poisoning, non-sedative drug overdose, unknown drug overdose and corrosives were all discharged in improved condition. 5.6% Of the total subjects expired. Out of these 23 patients, 43.5% used the method organophosphorus poisoning, 43.5% used phosphides and the other 13% expired patients were found in the categories unknown pesticides and others.

Recurrent

Out of the 410 subjects it was known that 8 patients (2%) committed a previous attempt and 4 patients (1%) did not commit a previous attempt. For the other 398 subjects (97.1%) no data was available about previous attempts.

Reported cases to the police

Out of the 410 patients, 24.4% were reported to the police and 75.6% were not reported. 

The missing value of the aspect country was 0.5% and is excluded from the following results. There was a significant difference in reported cases between the countries India and Nepal. 86.1% Of the Indian suicide cases were reported and 13.9% were not. 0.3% Of the Nepali suicide cases were reported and 99.7% were not.

Intensive Care Unit

Out of the 410 patients, 53.4% needed ICU care. 52.1% Of the patients who needed ICU care consumed organophosphorus poison, 12.3% consumed phosphides and 16.4% took unknown poison. 
Counselling

Out of the 410 subjects 197 (48%) patients received counselling during their admission in the hospital. The counselling the hospital provided to suicidal patients increased during the past three years. In 2007 14.6% of the patients received counselling, 45.2% in 2008 and 63.4% in 2009.

6. Results prospective research



This chapter describes the results of the prospective research about suicidal patients who were admitted to the Duncan Hospital in January 10th 2010 through March 10th 2010. This chapter gives an overview of the clinical profile of these suicidal patients. The same aspects used for the retrospective research were used for the prospective research. Four new aspects were added to the prospective research, namely children of suicidal patients, occupation, monthly income and district. 

Subject

The subjects of this research were 35 patients, who were admitted to the Duncan Hospital between January 10th 2010 and March 10th 2010. The missing values were excluded from the results. When it is relevant, the missing values will be mentioned.

Age group 

The highest percentage of suicide attempts occurred in the age group of 20-25 years (22.9%). The age group 25-30 years followed with 20.0%. After these age groups the suicide rate decreased. 

Gender

57.1% Of the subjects were male and 42.9% were female.

Marital status

The missing value was 5.7% and is excluded from the following results. Out of the 33 subjects 72.7% was married and 27.3% was unmarried.

Children of suicidal patients

	number of children
	frequency
	percent
	valid percent

	no children
	14
	40.0%
	58.3%

	1 child
	1
	2.9%
	4.2%

	2 children
	5
	14.3%
	20.8%

	3 children
	4
	11.4%
	16.7%

	total
	24
	68.6%
	100.0%

	missing value
	11
	31.4%
	


Figure 10: Number of children of suicidal patients

The missing value was 31.4% and is excluded from the following results. The table above shows that 58.3% of the suicidal patients had no children and 20.8% had 2 children. The table shows that it was less common among these suicidal patients to have 1 child (4.2%). 
Occupation

	occupation
	frequency
	percent
	valid percent

	housewife

	9
	25.7%
	39.1%

	farmer
	4
	11.4%
	17.4%

	student
	4
	11.4%
	17.4%

	tailor
	2
	5.7%
	8.7%

	shopkeeper
	1
	2.9%
	4.3%

	teacher
	1
	2.9%
	4.3%

	electrician
	1
	2.9%
	4.3%

	no occupation
	1
	2.9%
	4.3%

	total
	23
	65.7%
	100.0%

	missing value
	12
	34.3%
	


Figure 11: Occupation

The missing value was 34.3% and is excluded from the following results. The table above shows that 39.1% of the suicidal patients were housewives. Farmers and students both with 17.4%, follow this.

Monthly income

To describe the results of the monthly income, the Below Poverty Line (BPL) was used. Official national studies show that the BPL in rural areas of India is Rs. 356 per person per month (Haub, C., et al; 2010; www.prb.org). Out of the total subjects no suicidal patients lived below this poverty line. The lowest known monthly income of the subjects was Rs. 500 and the highest monthly income was Rs. 18 900.
Country and reported cases to the police

25.7% Of the subjects came from India and 74.3% came from Nepal. 66.7% Of the Indian suicide cases were reported and 33.3% were not. No Nepali suicide cases were reported to the police.

District

	district
	percent
	frequency

	Parsa2
	37.1%
	13

	East Champaran1
	22.9%
	8

	Bara2
	22.9%
	8

	Sarlahi2
	8.6%
	3

	Chapkaiya2
	2.9%
	1

	Routahat2
	2.9%
	1

	West Champaran1
	2.9%
	1

	total
	100.0%
	35


Figure 12: District
1 District in India; 2 District in Nepal
Most subjects came from the districts Parsa (37.1%), East Champaran (22.9%) and Bara (22.9%). 

Religion

Out of the 35 patients 91.4% was Hindu and 8.6% was Muslim.

Motives behind the suicide attempts
	motive
	frequency
	percent
	valid percent

	marital conflict
	6
	17.1%
	26.1%

	conflict with family
	5
	14.3%
	21.7%

	others
	4
	11.4%
	17.4%

	conflict with parents
	4
	11.4%
	17.4%

	psychiatric disorder
	2
	5.7%
	8.7%

	conflict with parents-in-law
	2
	5.7%
	8.7%

	total
	23
	65.7%
	100.0%

	missing value
	12
	34.3%
	


Figure 13: Motives behind the suicide attempts

The missing value was 34.3% and is excluded from the following results. The table shows that marital conflict was the most common motive for attempting suicide (26.1%). Conflict with family was 21.7%, conflict with parents was 17.4% and others were 17.4%. The motive others consist of all other motives behind suicide attempts. These motives will be described in chapter 10.4.

Methods of suicide attempts
	method
	percent
	frequency

	organophophorus
	25,7%
	9

	unknown pesticides
	17,1%
	6

	unknown poison
	17,1%
	6

	phosphides
	14,3%
	5

	other pesticides
	8,6%
	3

	sedative drug overdose
	5,7%
	2

	combination of pesticides
	2,9%
	1

	non-sedative drug overdose
	2,9%
	1

	hanging
	2,9%
	1

	others
	2,9%
	1

	total
	100,0%
	35


Figure 14: Methods of suicide attempts

The most common method used for suicide attempts was poisoning. 25.7% Used organophosphorus poison, 17.1% used unknown pesticides, 17.1% used unknown poison and 14.3% used phosphides. Less common used methods were combination of pesticides, non-sedative drug overdose, hanging and others (each 2.9%).

Outcome
The missing value was 5.7% and is excluded from the following results. Out of the 33 patients, 93.9% were discharged in improved condition, 3.0% expired and 3.0% left with LAMA (Leaving Against Medical Advice).
Recurrent

Out of the 35 subjects it was known that 4 patients (11.4%) committed a previous attempt and 19 patients (54.3%) did not commit a previous attempt. For the other 12 subjects (34.3%) there was no data available about previous attempts.

Intensive Care Unit
The missing value was 5.7% and is excluded from the following result. 57.6% of the suicidal patients needed ICU care.
Counselling

The missing value was 20.0% and is excluded from the following results. 21.4% Of the suicidal patients received counselling once, 21.4% received counselling twice and 10.7% received counselling 3 times. For the majority of the subjects it is unknown how many times they received counselling (42.9%) and 3.6% did not received counselling at all.

7. Results interviews



This chapter describes the results of the interviews about the aftercare the Duncan Hospital provides to their suicidal patients. These results are gained from interviews with representatives of four groups. The interviews can be found in the appendix V, VI, VII and VIII. There are four different organised initiatives, which provide aftercare. These four groups are the Christian Counselling Centre, the Whole Person Care-team (WPC-team), the social workers and the Out Patients Department (OPD). This chapter describes what kind of aftercare these four groups provide, how they are organised and indentifies their plans and dreams for the future. It also goes into the similarities and the differences between the aftercare providers. 

7.1 The Christian Counselling Centre

The Christian Counselling Centre (CCC) is a part of the Duncan Hospital. One of the main focuses of this centre is to provide counselling to the patients admitted to the Duncan Hospital. Other tasks are providing counselling to staff at the Duncan Hospital and to outpatients who come on their own initiative to the CCC. The CCC has a team that provides counselling. This team is known in the hospital as the CCC-team. The CCC-team exists of two people: Pastor Bagh and Sister Aruna. Pastor Bagh completed the Bachelor of Theology. A part of this study was pastor counselling. In 2002 he attended a course about Whole Person Care (WPC). Sister Aruna followed parts of the Bachelor of Theology. Pastor Bagh has been providing the counselling in the Duncan Hospital since 1993, Sister Aruna since 2009.

Responsibilities and structure 

During the doctors’ round in the wards, the doctors can request counselling for suicidal patients. The nurses will write these requests in a notebook on the ward and inform the CCC-team. When the CCC-team has counselled a patient on the ward, they sign this in the same notebook. The CCC-team also keeps their own records where they write down what the problem was and what kind of counselling they gave. Besides the requested counselling, they also visit patients in the wards on their own initiative. They look at which patients are there and if they need counselling. 

The counselling the CCC-team provides is based on the Whole Person Care principle. This means that they sit with the patients and listen to them. They try to know and understand the problem and the reason for the problem. The counselling is focused on several aspects. Important aspects are: sharing the gospel, reconciliation between family members and how to handle the situation after discharge. Mostly the family is also involved in the counselling. Prayer takes an important place in the whole counselling process. The CCC-team prays before they counsel the patients. They also pray with the patients if the patients want this. 

There is no real difference in the focus of counselling for suicidal patients and other patients. But there is a difference in how the members of the CCC-team approach the suicidal patients. They are very careful and sensitive when they speak with them. Mostly the suicidal patients are grieved, hurt and injured people. The CCC-team tries to visit these patients 2, 3 or 4 times to give them counselling before they are discharged.

Difficulties and dreams 

The members of the CCC-team sometimes face the difficulty that the patients do not tell everything. They hide the real problem because they are afraid it will be reported to the police. So it takes sometimes a long time for the patients to trust the CCC-team and tell them their problems. 

In the future, the CCC-team would like to visit the patients also at home after discharge. In this way they can see how they are doing and if they are able to deal with their problems. For this follow-up they want to cooperate with, for example, the social workers. 

Pastor Bagh thinks that it would be helpful to keep the records of the suicidal patients separate and to try to know more about them. For example why they attempted suicide. In this way they can focus more on specific counselling for suicidal patients. 

7.2 The Whole Person Care-team

The Whole Person Care-team (WPC-team) exists of 30 members and is supervised by Dr. Latha. The WPC-team is mainly focused on the emotional care for patients. It is a completion of the physical care the nurses and doctors provide and the spiritual care the CCC-team provides. In 2002, Dr. Latha and Pastor Bagh attended a course about Whole Person Care. After this course they wanted to implement this concept in the Duncan Hospital. Some members of the team were selected to join the WPC because of their skills and qualities. Others became members of the team because of their personal interest. The profession of the person is no precondition for joining the WPC-team. Important preconditions are the capacity to use social skills and the will to help patients. Some members of the WPC-team attended a workshop for two days about Whole Person Care. Once in every three weeks there is a special meeting for all the team members. In these meetings they share their experiences with each other and parts of the workshop are explained again to refresh their knowledge.

Responsibilities and structure
Basically the task of the WPC-team is to listen to the patients. They listen to the personal, social or family problems of the patients. According to Dr. Latha, this is the most important task of the WPC-team. Dr. Latha said: emotional healing contributes to the quickening of physical healing. During their contact with patients, the WPC-team also looks for opportunities to share the gospel. 

Each ward has two WPC-team members who are responsible for the emotional care of the patients. They go after their duty to the wards to talk with the patients. The WPC-team members are only available after duty times. The female members of the WPC-team go to the female patients and the male members to the male patients. 

If there is a counselling request from the doctor, this will first go to the CCC-team. If they are not available, the WPC-team will take care of the counselling. There is much cooperation between these teams.

Mostly the WPC-team will go more then once to a patient. Building a relationship is in their point of view an important value for counselling. If it is necessary for the counselling process, a patient could be asked to stay one day longer, even if the medical treatment is completed. The emotional care the WPC-team is providing is based on the Whole Person Care principle. Important aspects of this WPC principle are: 

· Listening skills; listening is more important then talking

· Give the patients freedom to share what is on their minds

· Do not give advice

· Do not try to push them towards your own ideas

· Be the link between the medical and the whole care of a person

The WPC-team is also involved in Community Health. Every block has two WPC-team members allocated to it. They are responsible for Whole Person Care in that block. Each block consists of several villages.

The WPC-team is planning to report the counselling they give. Until now, they do not use an own reporting system. They sign the counselling notebook in the wards after they give the counselling. 

Difficulties and dreams
The members of the WPC-team face the problem that not all the patients respond to the counselling. Another difficulty is a lack of time to spend with the patients. 

The WPC-team has a few dreams for the future. They would like:

· to report the counselling they are giving. 

· to have more people involved. 

· to know more about the effect of emotional counselling on the healing process. 

· that the concept of Whole Person Care will become a culture in the hospital so that

the staff will practice this principle during their work. Currently this program is separated from work, but it should be the work attitude of all staff towards the patients.


7.3 The social workers

The social workers also provide a part of the aftercare for suicidal patients at the Duncan Hospital. Mr. C.P. Masih and Mr. Shyam Das are working as social workers in the hospital. Mr. C.P. Masih is a qualified counsellor. Mr. Shyam Das completed his degree in Economics and worked as a Community Health worker for several years. Mr. Shyam Das has worked for 1.5 years as a social worker at the Duncan Hospital.

The responsibility of the social workers is to explain and answer the questions of the patients and relatives. The social workers function as mediators between the staff and the patients. Their work is located inside the hospital. The social workers visit the patients randomly and walk around in the different wards to see which patients need help. The main objective of the social workers is to serve the poor, the needy and marginalised people. They want to show love to the patients and have a relationship with them.

Mr. Shyam said: I don’t believe in methods. My method is to touch the heart of the patients. The social workers don’t use any specific method for counselling. If the social workers give counselling to suicidal patients they always involve the relatives. The social workers do not write reports about their work, which is related to a main problem they face daily. This problem is that they do not have any job description or an in-charge. Another problem they face is the limited time to talk with the patients. Mr. Shyam said: These patients need more than the aftercare the Duncan Hospital is providing inside the hospital. They need seminars at school and awareness programmes. This will take care of prevention of suicide in the villages.

7.4 The Out Patients Department / doctors 
The Duncan Hospital is not providing counselling for suicidal patients in the Out Patients Department (OPD). Mostly the doctors do not expect patients to come back to the OPD for counselling, because the patients and relatives do not see the need for counselling. For most patients it is difficult to come to the OPD because they live far away from the hospital. Patients with a high suicidal intent are requested to come back for a medical treatment. According to the doctor, these are patients with depression or psychosis. But until now, the experience is that they never come back. 

Responsibility of the doctors
If a suicidal patient is admitted to the hospital, the medical treatment is the primary focus. Therefore counselling is not given at the Emergency or the Intensive Care Unit. On the ward, the doctor assesses the suicidal intent and social problems. For this assessment the relatives are invited to participate. The assessment exists of questions like: Why did you take poison? How did you take it? Did you plan the attempt? Also the state of depression is clarified. If the suicidal intent is high, the patient is exposed to further medical treatment and counselling. According to the doctors, patients with a psychiatric disease often have a high suicidal intent. 

The hospital is able to provide medical treatment for depressive or psychotic illness. However, the hospital rather refers these psychiatric patients to their own psychiatric hospital if requested by the patient. 

Difficulties and dreams
One of the difficulties the doctors have to face is the language barrier. The legal issue around suicide attempts is another difficulty in the aftercare for suicidal patients. Most suicidal patients come from Nepal to avoid the police. Most suicidal patients from India go to a Nepali hospital. This insensitive legal system scares those who have attempted suicide, which decreases the follow-up rate in the OPD and suicidal patients will not access counselling services in India. Improving legislation around suicide attempts would improve the aftercare at the Duncan Hospital. 

To improve the aftercare and prevention, there could be training for Community Health workers. Community Health could be an important part in the prevention of suicide. Community Health workers meet patients with a high suicidal risk and they can identify depression at the early stages. These health workers should be aware of which kind of people have an increased risk of suicide attempts. 

Another wish of the doctors is to have a clinical psychologist at the Duncan Hospital. A professional with special counselling skills and the ability to provide psychotherapy would add to the service of the hospital. A dream for the future is the regulation of the availability of pesticides in this area.

7.5 Conclusion

Counselling process

During their time in the Duncan Hospital suicidal patients receive counselling. The aim is to provide at least two counselling sessions to suicidal patients by the CCC-team. There are no follow-ups for suicidal patients regarding counselling after discharge. The most common process of arranging counselling for the patients is the following:

1. The doctor tries to find out the suicidal intent and requests counselling 

2. The nurse writes the name of the patient down in the counselling copy and informs the CCC-team

3a. The CCC-team gives counselling or

3b. The CCC-team asks the WPC-team to counsel the patient

4. The counsellor signs the counselling copy

Besides the counselling of the CCC-team, it is likely that the social workers and the WPC-team visit the suicidal patients admitted to the Duncan Hospital.

Similarities

There are a few similarities in the objectives and focuses of the different groups involved in the aftercare. According to the social workers and the WPC-team, touching the heart of the patients is the main objective of their work. Besides, all the groups speak and listen to the patients to help them with emotional problems and difficulties. The CCC-team, the WPC-team, the social workers and the doctors give a part of their time to build a relationship with the suicidal patients. If possible, they all involve the family. A similarity between the CCC-team and the WPC-team is that they both use the Whole Person Care principle in the counselling they provide.

Differences

As described above there are similarities between the different aftercare providers, but there are also differences. An important focus of the CCC-team is to share the gospel, while the WPC-team is mainly focused on listening to patients. The CCC-team is always available, because this is a part of their occupation. The WPC-team members are available after duty, they provide counselling in their spare time. The social workers are continuously available. Another difference is that both the CCC-team and the WPC-team have clear tasks. The social workers are there to offer every kind of help to the relatives and the patients. They do not have a particular job description. The CCC-team has an own record to report the counselling they give. The other aftercare groups do not report.

Cooperation

The CCC-team is a part of the WPC-team, so these two teams merge together. They both know from each other how they work and what they do. The doctors and the CCC-team have also a kind of cooperation. The doctors request the CCC-team for counselling. When the counselling is provided, there is no report given to the doctors or the nurses. There is no cooperation between the social workers and the other aftercare providers. Because there is no counselling provided on the OPD, there is also no cooperation between the OPD and the other groups. 

Future 

All the different aftercare providers want to improve the aftercare. They all see the importance to provide aftercare to suicidal patients. They would like to have more follow-up moments, more WPC-staff and more cooperation. For example the CCC-team would like to have more cooperation with the social workers. The WPC-team would like to implement a way to report the counselling. 

Another desire is that the Whole Person Care principle becomes an attitude of the staff of the hospital. The staff should use this principle in the care they provide. In this way it will become a part of their working attitude.

A mental health care department is a desire of the doctors. They would regard this as an improvement in the aftercare for suicidal patients, especially for depressive suicidal patients. The CCC-team and the doctors also see opportunities in the community. The CCC-team would like to visit people at home to provide counselling as a follow-up. The doctors see important opportunities in training the Community Health workers. This could make them aware of the risk groups for suicide attempts, so suicidal ideations will be early recognised. Regulating the availability of pesticides and decreasing the influence regarding legal issues are more broad improvements the doctors would like to achieve. 

8. Conclusion



This chapter gives answers to the sub-questions and the central question. First the sub-questions will be answered using the gained results. The answer to sub-question 3 is placed after sub-question 5 because these two questions are closely related. 

8.1 Answer on sub-question 1

Sub-question 1 was what are suicide attempts? Through literature study an answer was found to this sub-question (Chapter 4). The literature confirms there is a difference between suicide and suicide attempts. 
Suicide is: an act with a fatal outcome which the deceased, knowing or expecting a potentially fatal outcome, has initiated and carried out with the purpose of bringing about wanted changes (Andriessen, K.; October 2006; pp. 533-538). 
A suicide attempt is: a non-habitual act with non-fatal outcome that the individual, expecting to, or taking the risk, to die or to inflict bodily harm, initiated and carried out with the purpose of bringing about wanted changes (Andriessen, K.; October 2006; pp. 533-538).
8.2 Answer on sub-question 2

Sub-question 2 was what is the situation regarding suicide attempts in India? Through literature study an answer was found to this sub-question (Chapter 5). The main focus of this literature review was the situation in India regarding suicide attempts. The literature was also searched for information regarding suicide attempts in the state of Bihar, because this research was conducted in Bihar. There was little information available about the suicide rate in Bihar and the motives behind the suicide attempts.
In the last two decades the suicide rate in India has increased. In India suicide is an illegal act, which increases the chance of underreporting. Section 309 of the Indian penal codes states says that: Whoever attempts to commit suicide and does any act towards the commission of such an offence shall be punished with simple imprisonment for a term that may extend for 1 year or with a fine or with both (Vijaykumar, L. et al; 2007; pp. 82).

Worldwide, India is one of the countries with a very high suicide rate. In India there is almost no difference between the male and female suicide rate. Most suicides occur in the rural areas of India and in the age group 20-24 years. The most common used methods are poisoning and hanging. Another vulnerable group are poor farmers in India. In the last years there has been a large increase of suicide attempts among poor farmers. They often use insecticide poison as a method because this is easily available to them.

8.3 Answer on sub-question 4

Sub-question 4 was what is the clinical profile of the patients who were admitted to the Duncan Hospital with a suicide attempt in the past three years? To answer this sub-question retrospective and prospective research were done. Both were used to gain insight in the clinical profile of the suicidal patients admitted to the Duncan Hospital. The retrospective research focused on the years 2007, 2008 and 2009. The prospective research was started January 10, 2010 and completed March 10, 2010. The prospective research was done to compare the results with the retrospective research. 
Retrospective research

The retrospective research shows a large increase in admissions of suicidal patients in the Duncan Hospital during the past three years. This result matches with the increasing suicide rate in India. The most suicides attempts were found in the age group 20-25 years. This result matches with the literature, which says that most suicides in India occur in the age group 20-24 years.
This research shows a slight difference between the suicide rates of males and females. The female suicide rate is slightly higher. The literature shows that overall in India the male suicide rate is slightly higher than the female suicide rate, but the opposite was true for the state of Bihar. This matches with the results of this research. Literature says that the reasons behind the higher female suicide rate may be a low literacy rate and a low work participation rate among women in Bihar.

Most suicidal patients admitted to the Duncan Hospital came from Nepal. The Indian patients who were admitted are mostly reported to the police, while almost no Nepali patients were reported to the police. These results are logical because of the legal issues around this matter and were described in the hypotheses.

Most suicidal patients admitted to the Duncan Hospital used poisoning as a method. Of all the different poisons, organophosphorus poison was used the most. Hanging is one of the least used methods. These results match partially with the national figures, because studies showed that poisoning and hanging are the most common methods in India.

This research shows that most suicidal patients admitted to the Duncan Hospital were discharged in an improved condition. The counselling the Duncan Hospital provided to these patients has increased greatly during the past three years. More than half of the total subject needed ICU care. Approximately half of the patients in the ICU used the method organophophorus poison.
Prospective research

The prospective research showed that most suicide attempts were found in the age group 20-25 years. This matches with the conclusion of the retrospective research. This research showed that more male subjects attempted suicide compared to the female subjects. This result differs from the retrospective research. 
The highest percentage of the subject was housewife. Literature study showed that the female work participation rate in Bihar is low. This low work participation among Bihari woman can cause deep frustrations about their opportunities. This may explain the higher suicide rate among housewives. A high suicide rate is also seen among farmers, which matches with the literature. The literature indicated high suicide rates among poor farmers in India. Pesticides are cheap and easily available in India. This may be one of the reasons for the high suicide rate among poor farmers.
Most suicidal patients admitted to the Duncan Hospital came from Nepal. The Indian patients who were admitted were mostly reported to the police, while no Nepali patients were reported. These results match with the hypotheses. 
The most common used method for attempting suicide was organophosphorus poisoning. Hanging was one of the least used methods. Both results match with the retrospective research. The prospective research showed that most suicidal patients admitted to the Duncan Hospital were discharged in an improved condition, which matches with the results of the retrospective research. The majority of the subjects received counselling once or twice during their admission to the Duncan Hospital. 
8.4 Answer on sub-question 5 

Sub-question 5 was what are the motives behind the suicide attempts of the patients who were admitted to the Duncan Hospital in the past three years? When the results of the retrospective and prospective research were combined, the same motives were found for the suicide attempts of the subjects. There were many different motives, which were combined in clusters for this research. The clusters named below are in order of prevalence according to the retrospective research. 
The motive conflict with family was the most common motive for attempting suicide. Conflict with family includes conflicts with sons, daughters, brothers, grandparents or other relatives. These conflicts were for example about study or work. An example was a 21 year old married female who was anxious about being scolded by her relatives. The reason for this would be the severe punishment she gave to her children. Another subject, a 24 year old tailor with two children, attempted suicide after a fight with his brother. His brother refused to buy a new motorcycle for him.

The motive marital conflict was the second most common motive for suicide attempts. Some marital conflicts consisted of physical abuse by the husband for reasons such as suspecting the wife of infidelity. Another marital conflict was because the husband had forbidden his wife to do something. 

The next reason for the suicide attempts was a psychiatric disorder, such as depressive illness, psychotic illness, bipolar affective disorder or posttraumatic stress disorder. An example of a subject with a post-traumatic stress disorder was a 27 year old married farmer with two children. One year earlier he witnessed his father being beaten by the Maoists in Nepal, which caused the post-traumatic stress disorder.  

Conflict with parents was another motive behind suicide attempts. Some conflicts included being scolded by the mother or father, for example because of ill-treating a child. Another example of conflict with parents was a 14 year old student who had a quarrel with his mother because of difficulties in his studies. Other conflicts were caused by financial problems. For example a 14 year old student attempted suicide because he was beaten several times by his mother. She had not allowed him to play cricket because he had to help in the shop. His elder brother started recently to work as a teacher, so he was the only available person to help his mother in the shop. 

Another motive was conflict with parents-in-law. Out of the known results, conflicts with mothers-in-law occurred more often than conflicts with fathers-in-law. For example, a 35 year old teacher with two boys took organophosphorus poison after a conflict with her mother-in-law. This conflict was because she felt she did not get adequate support from her husband. Five years earlier she also attempted suicide, now she has plans to go to a psychiatric hospital.

The motive others contained a variety of different emotions and situations. Emotions were for example anger, loneliness and feelings of disappointment or shame. An example of a situation was a 20 year old male whose father had a psychiatric illness and his mother died in a road traffic accident. Another young man was upset with himself because he took alcohol for the first time in his life. A 25 year old electrician was betrayed by the girl he loved. He also faced a disappointment in his job; he did not get a visa for Dubai because of a medical reason. The combination of these factors resulted in him deciding to consume rat poison.

The final motive behind suicide attempts was conflict with others. For example, a 20 year old female attempted suicide after a quarrel with the second wife of her husband. Another example was a 65 year old married man who took poison after a fight with a village neighbour. 

8.5 Answer on sub-question 3
Sub-question 3 was what do recent studies say about aftercare for patients who attempted suicide? Through literature study an answer was found on this sub question (Chapter 6). 
Aftercare is not only focused on physical care, but also on emotional care. Aftercare includes all the activities that are done for patients after a suicide attempt. Because aftercare can reduce the risk of a subsequent suicide attempt, it is recommended to use a model for the different contact moments with suicidal patients. The aftercare is a process that can be divided into three phases. The first phase is the acute care at the Emergency. This care is mainly focused on the physical treatment of the suicidal patients, though it is also important to pay attention to the emotional counselling. In the second phase the counselling is provided in the ward. In this phase information is collected about the background of the suicide attempt, like motives and intention. During this period the patients can gain insight into their own problems and difficulties. The third phase is the last and longest part of the aftercare process and starts when the patient is discharged. The first month after discharge is a high-risk period for subsequent suicide attempts. Suicidal patients who received aftercare after discharge were less likely to die by suicide. In this phase it is important for these patients to have regular contact with health workers about coping strategies. Strong support from family and friends can also reduce the risk of another suicide attempt.
8.6 Answer on sub-question 6
Sub-question 6 was what kind of aftercare is the Duncan Hospital providing to patients admitted with suicide attempts and how does this compare to recent studies? 

Aftercare at the Duncan Hospital

If suicidal patients come to the Duncan Hospital, they first go to the Emergency. The aftercare at the Emergency is focused on the physical care. No counselling is provided. 

After the Emergency the patient is admitted to the ward, where the physical care is continued. During the doctors’ round the doctor tries to find out the suicidal intent and requests counselling by the Christian Counselling Centre (CCC-team). The CCC-team consists of two people who are specialized in counselling. The counselling they provide is focussed on sharing the gospel, prayer, reconsolidation between family members and coping strategies for the period after discharge. The CCC-team strives to counsel suicidal patients at least two times.
Besides the CCC-team there is also the Whole Person Care-team (WPC-team). This team consists of approximately 30 people who are interested in providing emotional and spiritual care. These people visit patients in the wards after their regular work duties. They go to the wards and ask the nurses about the condition of the patients, after which they speak with them. Sometimes the CCC-team requests the WPC-team to visit certain patients. The counselling of the WPC-team is based on the Whole Person Care principle. This principle is focused on listening to the patients and giving them the freedom to share what is on their minds. 
The social workers provide another part of the aftercare for suicidal patients. This team consists of two social workers. They go randomly to the patients in the wards and function as a mediator between the staff and the patients. They speak with the patients, answer their questions, look after their needs and help them in practical ways. 

The last phase is the phase after discharge. If the suicide attempt was caused by a psychiatric disorder, the patient is requested to come back to the Out Patients Department (OPD) for a medical check-up by the doctor. However, the experience is that these patients rarely return. If the suicide attempt was not caused by a psychiatric disorder, the patient is not requested to return. 

Aftercare at the Duncan Hospital compared to literature

The literature recommends using a model for providing aftercare to suicidal patients. The Duncan Hospital does not use a specific model for providing aftercare.

According to the literature, the first phase of aftercare for suicidal patients takes place at the Emergency. The main focus is on the acute physical care, but it is also important to pay attention to the emotional counselling. The Duncan Hospital provides only the physical care at the Emergency.
The Duncan Hospital provides counselling to suicidal patients in the second phase. This matches with the recommendation of the literature to provide counselling in the ward. According to the literature, it is helpful to use a checklist to make an assessment of the problems of the patients as a part of the counselling. Issues like problems with family, loneliness, lack of social relations and economic problems are included. This assessment is done by a professional counsellor in one conversation. In the Duncan Hospital these kind of problems are also assessed, but without a formal checklist. This is not done by one counsellor or in one conversation, but more people are involved. Only some of these people are professional counsellors. Because the Duncan Hospital does not use a certain checklist, it is more likely that problems are overlooked.

The literature also recommends assessing the motive and intention of the suicidal attempt during the counselling on the ward. This can be done with questionnaires like the Reasons for Attempting Suicide Questionnaire (RASQ) and the Suicidal Intent Scale (SIS). Even though the hospital does not use questionnaires like these, they attempt to determine the motive and the intention of the suicide attempt. Mostly the CCC-team finds out the motive, while the doctor figures out the suicidal intent. According to the literature it is very important to involve the family of suicidal patients in the counselling. This matches with the principle of the Duncan Hospital to strive to involve the family during this process. 

According to the literature, the phase after discharge is an important phase in the aftercare for suicidal patients. This phase is focused on the emotional counselling. The recommendation is to have regular contact moments between the patients and health workers about coping strategies to reduce the risk of repetition. The Duncan Hospital encourages medical check-ups for psychiatric suicidal patients. There is no emotional counselling provided after discharge.

8.7 Central question

The central question of this research was:

What is the clinical profile of the patients admitted to the Duncan Hospital with a suicide attempt in the past three years and what are the motives behind these attempts? What kind of aftercare does the Duncan Hospital provide to patients admitted with a suicide attempt and what do recent studies show about the aftercare for these patients?

From the clinical profile of the suicidal patients admitted to the Duncan Hospital in the past three years, several aspects were significant. Most suicide attempts occurred in the age group 20-25 years. The male and female suicide rate was almost equal. The majority of the suicidal patients came from Nepal. Organophosphorus poisoning is the most common used method. Approximately half of the subjects needed ICU care and almost all the suicidal patients were discharged in improved condition. The motives conflict with family and marital conflict were the most common motives behind the suicide attempts. 

The aftercare the Duncan Hospital provides to suicidal patients starts with the acute physical care at the Emergency. In the ward, the doctor tries to find out the suicidal intent and requests counselling by the Christian Counselling Centre. The counselling provided by the Christian Counselling Centre is focused on sharing the gospel, prayer, reconsolidation between family members and coping strategies for the period after discharge. The Whole Person Care-team and the social workers are also involved in the aftercare in the ward. The Whole Person Care-team is mainly focused on listening to the patients and giving them the freedom to share what is on their minds. This counselling is based on the Whole Person Care principle. The social workers speak with the patients, answer their questions, look after their needs and help them in a practical way. The literature recommends using a model for providing aftercare to suicidal patients. According to the literature, aftercare is a process that can be divided into three phases. The first phase is the acute physical care at the Emergency and should also include emotional counselling. In the second phase counselling is provided in the ward and insight into the background of the suicide attempt is gained. The last phase occurs after discharge and includes regular contact moments with health workers about coping strategies. 

9. Discussion



This chapter contains the discussion about the retrospective research, the prospective research and the interviews.

9.1 Retrospective research

There were several factors that influenced the results of the retrospective research. After looking for all the needed charts it was clear that many charts were missing, so these charts could not be used for this research. Also all the charts of the first two months of 2007 were not included in this research, because these charts were too difficult to collect. This missing data influenced the suicide rates, especially of the first two months of 2007. The finding that the least suicides occurred in the months January, February and October are probably influenced by these excluded charts. 

During the chart review it was difficult to find all the needed information in the charts. Every doctor reports in a different way so not all the necessary information was written down in the charts. This caused high missing values for several aspects of this research and less reliable results. The unclear handwriting of the doctors also made it difficult to go through the charts. It is possible that information was overlooked or wrongly interpreted. 

Several results of the retrospective chart review were difficult to interpret. Because of the legal issues it is difficult for suicidal patients to be honest about the country where they come from. To avoid the legal matters, it is possible that Indian suicidal patients report that they come from Nepal. This probably influenced the results about the aspect country.

Information regarding the patients’ motive was very limited. The charts did not provide clear or in-depth understanding to the real background or motives of the suicidal patients. It is expected that the motives written in the charts were the last trigger for these patients to attempt suicide. However, the question can be asked if these are the real motives behind the attempts. A second problem concerns legal issues. As described previously, patients are afraid of the legal issues around suicide. This could influence their attitude and trust towards doctors. This means that the motives they report may differ from the real motives behind the suicide attempts. A third problem considers psychiatric disorder. A few times psychiatric disorder is given as a reason for a suicide attempt. The literature shows that psychiatric disorder is a risk factor for committing suicide. In this research psychiatric disorder is considered a reason, but there may be other motives behind these attempts.
The results of the aspect recurrent had a high missing value. This caused an inaccurate result of this aspect. Whether the patients received counselling during their admission to the hospital was also highly under reported in the charts. To gain more information about the provided counselling to suicidal patients, the counselling copies in the wards were used. In these copies the names of the patients were written down by the nurses. Normally a counsellor gives a signature when the counselling is provided. Looking through the counselling copies it was obvious signatures were missing. Does this mean that these patients did not receive counselling? Or did the counsellors forget to write down their signature? In this research the decision was made to assume that a patient did not receive counselling when there was no signature on the copy. When the name of a patient was not written down on the counselling copy, the decision was made to assume that this patient also did not receive counselling. However, the question can be asked if this is accurate. The decision could also have been made to mark the aspect counselling of these patients as unknown. 

Marital status was also a difficult factor to clarify. Similar to the aspect counselling, marital status was missing in many charts. Sometimes it was possible to find out the marital status by the names of the patients. During the chart review advice was asked of an Indian person. With this advice the following decisions were made: if a woman is called Kumari, it means that she is unmarried. If a woman is called Devi, it means that she is married. If Mrs. was written down in the chart, the woman is married. If there was written down Ms., the woman is unmarried. When Mrs. Kumari was written, the word Mrs. determined she was married. For male subjects the guidelines were: between 12 and 25 years old the marital status of a man is unknown. Boys of 12 years old or younger are unmarried. Male subjects above the 25 years old are married. These guidelines may not be precise, but because of a lack of information a decision was needed.

Another subject under discussion was the aspect of needed ICU care. The decision was made to include in this aspect all the patients who were admitted to the ICU. Later it was discovered that there were different reasons why the patients were admitted to the ICU. Some patients were only admitted for observation, while other patients needed specific ICU equipment, like a ventilator. Because there was no distinction made between these reasons for admission to the ICU, the outcome of this aspect did not give an exact reflection of the seriousness of the condition of the patients.

9.2 Prospective research
Some of the difficulties described for the retrospective research were also faced during the prospective research. For the prospective research the form Profile patient admitted with suicide attempt was used. Blank forms or forms with missing answers influenced the results of this research. Specifically the monthly income was often not filled in, so the results did not give a clear view of the monthly income of the total subject.

9.3 Interviews 

Effort was made to conduct and analyse the interviews about the aftercare in a professional manner. Still there were a few aspects that influenced the results of the interviews. The original plan was to interview all the persons who are involved in the aftercare for suicidal patients at the Duncan Hospital. However, this plan turned out to be unrealistic, because not all the involved persons were available. It is possible that important information is missing. Another difficulty was the fact that all the interviewed persons gave different answers about the provided aftercare for suicidal patients in the Duncan Hospital. Observations of the aftercare and conversations with suicidal patients would have added more to this research. However, the language barrier hindered this. 

Despite all the difficulties during this research, the main goal was achieved. By using the results of the retrospective and the prospective research, a clear view was formed about the clinical profile of suicidal patients admitted to the Duncan Hospital. The interviews gave insight into the aftercare the Duncan Hospital provides to suicidal patients. With the results and conclusions it was possible to write recommendations for the Duncan Hospital. 

10. Recommendations



In this chapter recommendations are described that resulted from this research. The recommendations are separated into recommendations for further research,  aftercare for suicidal patients, Whole Person Care principle and reporting. This research was a descriptive research to give an overview of the clinical profile of suicidal patients admitted to the Duncan Hospital and the aftercare the hospital provides. Because this was a descriptive research, the recommendations are mainly focused on further research. 

10.1 Further research

This research provided a basis for further research. Recommendations for further research are:

· This research showed the clinical profile of suicidal patients admitted to the Duncan Hospital. The clinical profile gave insight into the risk groups for suicide attempts in the care district of the Duncan Hospital. Based on this information it is recommended to do further research about prevention of suicide for these risk groups. 
· In this research it was mentioned that Community Health projects could play an important part in the prevention of suicide. Further research can be done about which role the Community Health projects can play in the prevention of suicide.  
· The literature shows three phases in the aftercare for suicidal patients. The first phase takes place at the Emergency. The aftercare the Duncan Hospital provides at the Emergency is focused on the acute physical care for the suicidal patients. It is recommended to involve also emotional counselling in the aftercare at the Emergency. The third phase takes place after discharge. The Duncan Hospital only requests psychiatric suicidal patients to come back to the Out Patients Department for a check-up. It is recommended to have regular contact moments with all the suicidal patients during the first month after discharge. Further research is necessary to find out in which way the Duncan Hospital can provide the recommended aftercare in the first and third phase. 

· This research showed that the CCC-team, the WPC-team, the social workers and the doctors have a prominent role in the aftercare for suicidal patients. However, nurses in the wards take care for suicidal patients daily. Therefore, further research about the role nurses can have in the aftercare for suicidal patients is recommended. 

· A problem of this research was the high missing value in the retrospective part. Because of the high missing value a prospective research was done. In the prospective research a form was used to collect additional information. The experiences of this research were used to improve the form (appendix 4). It is recommended to use this improved form for further prospective research.

10.2 Aftercare for suicidal patients

This research showed the different groups involved in the aftercare for suicidal patients at the Duncan Hospital. The Christian Counselling Centre (CCC-team), the Whole Person Care-team (WPC-team) and the social workers are important teams in the aftercare. It can be concluded that some of these teams work closely together. Between other teams there is a lack of cooperation. All these teams have a desire to work more closely together. A better cooperation can be helpful for the development of the aftercare. According to the literature there are three phases of aftercare. It is important to clarify the responsibilities and tasks of the teams in each phase. When the responsibilities are clear, opportunities for cooperation between the different teams in each phase can be found. To improve this cooperation it can be recommended: 

· to develop specific descriptions of the tasks of the different teams. In this way the involved teams know their own responsibilities and those of the other teams. 

· to appoint one person as a supervisor of the CCC-team, the WPC-team and the social workers. This supervisor can make plans and formulate goals in dialogue with the different teams. These plans and goals can be for example about the structure and the cooperation of the teams. This supervisor can distinguish the tasks and responsibilities of the different teams. All the involved groups can approach this supervisor with their questions. 

· to have regular evaluation meetings with all the involved teams. During these meetings the cooperation and the process of aftercare can be evaluated. 

10.3 Whole Person Care principle

This research showed that the counselling provided by the WPC-team and the CCC-team is based on the Whole Person Care principle. The WPC-team exists of approximately 30 members who are enthusiastic about the Whole Person Care principle. The desire of the Duncan Hospital is to make the Whole Person Care principle a part of the culture of the hospital. It is recommended:

· to organise regular trainings for all staff at the Duncan Hospital about the Whole Person Care principle

· to include to Whole Person Care in the curriculum of the School of Nursing at the Duncan Hospital

10.4 Reporting

During the research it became clear that there was a significant difference between the reports of the doctors on admission. There is no clear guideline for writing reports on suicidal patients at admission. To form a clear view on the situation of the suicidal patient and to create the opportunity for further research, it is recommended to use a standard guideline for reporting on admission. It is not always possible to report all aspects of the guideline due to the condition of the patient. However, it is recommended that missing aspects are completed before discharge. This guideline exists of: 

1. place
place of suicide attempt
2. time
time of suicide attempt
3. method
method used for the suicide attempt

4. signs/symptoms
main presenting complaints (max. 3) 

5. motive 
the reason why the patient attempted suicide

6. lethal intent
how serious was the attempt? (mild/moderate/severe) 

7. recurrent 
number of suicide attempts in the past
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Appendix I

Literature review the Duncan Hospital

This appendix describes the background of the Duncan Hospital. It describes the organization Emmanuel Hospital Association (EHA), their vision, the mission statement and the core values. The history and the present situation of the Duncan Hospital will also be described.

EHA
The mission statement of the Emmanuel Hospital Association is: EHA is a fellowship of Christian institutions and individuals that exists to transform communities through caring, with primary emphasis on the poor and the marginalized (http://www.eha-health.org/about). The EHA was founded in 1970 as an indigenous Christian health and development agency, serving the people of North India (http://www.eha-health.org/about). The organization wants to transform the communities in a sustainable way. To reach this goal they use community health programs to invest in the health and wellbeing of people of Northern India. 

History of the EHA
The ages 1950 - 1970 are called the dark ages of medical mission in India. The foreign missionaries left many mission hospitals and churches, because the government requested this after the Independence. This period had a huge impact on the health care in India, because one-third of the hospitals in India were mission hospitals (http://www.eha-health.org/history).  

In the 1960’s a group of national and international leaders and health care workers wanted to improve 13 mission hospitals, which already existed. Those hospitals were facing difficult times, because the government of India was not supporting mission hospitals. One of these hospitals was the Duncan Hospital. During these years the EHA grew to be a medical missionary movement, operating in 11 states of India. Currently, in 2010, the EHA has a network of 20 hospitals and 30 community health projects. 

Vision
The vision of the EHA and all the included hospitals is Fellowship for transformation through caring  (http://www.eha-health.org/vision-mission-a-values). This caring exists of providing appropriate health care and empowering communities through health- and development programs. But also spiritual ministries and leadership development is a part of the care. The vision of the EHA clarifies that they operate in the name and spirit of Jesus Christ and manifest Him through word and deed (http://www.eha-health.org/vision-mission-a-values).
Core Values
The core values of the EHA are:

· we strive to be transformed people and fellowships

· our model is servant leadership 

· we value teamwork

· we exist for others, especially the poor and marginalized

· we strive for the highest possible quality in all our services

The Duncan Hospital

The Duncan Hospital is located in Raxaul, in the state Bihar in India. The hospital is nearby (0.5 km) the Indian – Nepali border and is a main route from India to Nepal.

History

The Duncan Hospital is founded in 1930 by the missionary Dr. H. Cecil Duncan. The main objective was to reach out to the people of Nepal. The hospital started with 30 beds. Between 1941 and 1947 the hospital was closed because of a lack of medical staff. But in 1947 a new chapter opened with the arrival of an Irish couple: Dr. Trevor Strong and his wife Dr. Patricia Strong. After this period the hospital widened progressively its availabilities of treatment and specialties. The services diversified and the infrastructure expanded (Duncan Hospital; Annual Report; 2008 – 2009; pp. 4).
Another highlight of the hospital is the start of the Nursing School in 1965. This was started by Mr. Irene Stephenson and is still running. The hospital was managed by Regions Beyond Missionary Union, but in 1974 it was handed over to the EHA. In these days, the Duncan Hospital provides care for 3 districts in North Bihar and for Southern Nepal. These districts includes 9 million people. The people of rural north India are extremely needy and have almost no access to reasonable levels of health care. The majority of the patients admitted of the Duncan Hospital belongs to the socio-economically disadvantaged sections of the society. (EHA; Govaki, S.; 2009)

Secondary care

In 2010 the Duncan Hospital provides secondary care in 7 wards. The total bed strength is 200 beds, which makes the Duncan Hospital the biggest hospital of the EHA. In 2008 - 2009 the number of In-Patients was 17,101. These patients were admitted in the different wards like the Male Medical Ward, the Male Surgical ward with the Burn Unit and the Female Ward. Also in the Labour Room, the Nursery, the Children Ward and the Intensive Care Unit the hospital provides secondary care. In 2008 - 2009 there were 138,978 patients who visited the Out Patient Departments (OPD). There are different OPD's like the Antenatal Clinic, the Well Baby Clinic, the DOTS (TB) clinic and the Sundarpur Clinic (Duncan Hospital; Annual Report; 2008 – 2009; pp. 10).
Primary Care

The Community Health Projects are a part of the primary care the hospital provides. These projects are mainly focused on the poor and the marginalized. Different projects like the Aids Care and Treatment project (ACT) and Community Based Rehabilitation project (CBR) are focused on a specific target group, like people who are infected with aids or disabled kids. The CHETNA-program is a broader programme that stands for Community, Health, Education, Training, Networking and Awareness. Another Community Health Project is the urban project RHOSNI that stands for Raxaul Overall Social & Health Needs Initiative Project. This project is mainly focused on the 5 poorest districts in Raxaul (Duncan Hospital; Annual Report; 2008 – 2009; pp. 22-26).

Appendix II

Whole Person Care principle 
Introduction

The counselling provided for suicidal patients admitted to the Duncan Hospital is based on the Whole Person Care principle. This principle will be explained in this appendix.

The biblical model

The Whole Person Care principle is based on the biblical model (see figure 1). It shows that there is a connection between the spiritual, physical and emotional part of a human being. When a person has a physical illness, emotional problems like fear, shame or remorse are mostly seen. Also spiritual problems, like being angry to God, can be recognized during this period. Emotional and spiritual problems affect the body and make the healing more difficult. Therefore, patients need care for the soul, the mind and the body. 

According to this biblical model, doctors and nurses provide the physical care. A counsellor provides the emotional care and a pastor or chaplain provides the spiritual care. It is important that these disciplines are communicating and working together.




Figure 1: The Biblical model

Whole Person Care principle

Figure 2 shows the use of the biblical model at the Duncan Hospital. All the staff provides good medical care. If it is possible, the staff provides also emotional, psychological and spiritual care and encouragement through words and deeds. Patients with a need of further counselling are identified and referred to the Whole Person Care-team. If appropriate, this team shares about Christ’s healing power and prays for and with the patients.


Figure 2: The Whole Person Care-principle


Appendix III

Used form Profile patient admitted with suicide attempt
Profile patient admitted with suicide attempt

HIN nr.:………………………………………………………………………………………….

Age:……………………………………………………………………………………………...

Sex: 

· Male

· Female

Country:…………………………………………………………………………………………

District:………………………………………………………………………………………….

Religion:……………………………………………………………………………………......

Marital status:.................................................................................................................

How many children:........................................................................................................

Occupation:....................................................................................................................

Monthly income:....................Rs. (Indian / Nepali).

What kind of suicide attempt?........................................................................................

Describe the reason of the suicide attempt:...................................................................

........................................................................................................................................

........................................................................................................................................

Other suicide attempt(s) in the past:

· Yes, what kind of attempt(s)................................................................................

· No

What was the condition of the patient by discharge?.....................................................

........................................................................................................................................

Counselling given:

· Yes, how many times:..........................................................................................

· No

Appendix IV

Improved form Profile patient admitted with suicide attempt
Profile patient admitted with suicide attempt

HIN nr.:…………………………………
IP nr.:…………………………………………......

Age:………………………………………………………………………………………………………

Gender: 

· Male

· Female

Country and district:………………………………………...………………………………………….

Address:…..………………………………………………..……………………………………………

Religion:……………………………………………………………………………………...................

Marital status:.............................................................................................................................

Occupation:.................................................................................................................................

Monthly income:....................Rs. (Indian / Nepali)

Method of suicide attempt:…......................................................................................................

Describe the motive behind the suicide attempt:........................................................................

....................................................................................................................................................

....................................................................................................................................................

Lethal intent (how serious was the attempt?):

· Mild

· Moderate

· Severe

Other suicide attempt(s) in the past:

· Yes, how many attempts:…............................................................................................

· No

Was ICU-care needed?

· Yes, describe reason for ICU-care (e.g. respiratory support, observation):…................

…………………………………………………………………………………………………...

· No

Condition of the patient by discharge:........................................................................................

Counselling given:

· Yes, how many times:.....................................................................................................

· No

Appendix V

Summary interview CCC team - Pastor Bagh
23-02-2010

Introduction 
The interviewer explains the reason and the goal for this interview and shortly explains the background of the research. 

How we work

Usually we pray first. Then we visit the wards. On our own initiative, but sometimes we are called to focus on particular patients. Patients also come to us by themselves and patients from the OPD also sometimes. On our own initiative we visit the wards and see what is happening. But at the same time doctors call us to come. The notebook is also there. We visit also the family to find out the problems. When I visit patients or family, I ask what happened, what is happening and what is the problem? And then we pray. I do this work since 1993. Sr. Aruna is joining since 9 months. Before she joined, Mr. C.P Masih was there. In the history, sometimes someone joined me, sometimes I was alone. Sr. Aruna is very helpful for me to handle the female side. People don’t have problems to speak with us. They think we are doctors. The doctors like Dr. Phillip and Dr. Geogy tell the patients I am ‘the big doctor’. So they don’t mind to express themselves to me. Because when we tell them I am a pastor they are not able to understand that.  So it is helpful if they think I am a doctor also. We report the counselling we gave in a book. We write down name, HIN, what is the problem and how we gave counselling. 

Whole person care

I went together with Dr. Latha to a training about whole person care in Herbertpur. It was a 10 days training from EHA. Since then we are focusing on the Whole Person Care ministry. Counselling was known, but the Whole Person Care was not known. So we improved ourselves a little more, especially in listening. In this way we keep on teaching and learning. 

Education

I did the seminary for being a pastor. One part of my study was pastor counselling. I have also attended a course about counselling in Delhi. From time to time I join meetings and conferences. Mostly counselling is an important focus in these meetings, because counselling is a need nowadays. I also read a lot of books about counselling. On my own I study and try to improve myself. 

Sr. Aruna did also the seminary. Besides, I teach her and also Dr. Latha teaches her. She went also to the WPC training. 

WPC and CCC     

We work together, Dr. Latha of the WPC and I of the CCC. We don’t work separately. Previously I was in charge of the WPC, but now I am retired. So we work together, but she is responsible now of the WPC. And she is involved in teaching. She can teach very nicely. But practically I am doing all the things, because she doesn’t have time for all this.  But she spends time to teach and equip the people. In WPC and CCC we use the same principle: the Whole Person Care principle. We just sit, listen and try to know the problem and the reason. And sometimes we focus on reconciliation if it is needed. For example if a husband and wife had a quarrel or some relatives have done something wrong. Then we call all the people together, we talk and reconcile. Sometimes we bring them to the church; sometimes they need the word of God. And then we pray.

The role of a pastor

I India people have a lot of expectations of a pastor. Doctors, housewives, staff, they usually go to the pastor and tell the problem if something happened. They ask the pastor to pray. They have the idea that a pastor is a person who can listen and can keep things secretly. So that idea is very helpful for my work as a pastor. Whenever I go to people they are used to open their heart. 

Getting in contact with suicidal patients 

Mostly doctors inform us to visit suicidal patients on the wards. But sometimes I visit the ICU, without they tell me, and find out there are also suicidal patients. Sometimes I start counselling there. When the patients are shifted to the medical ward, the doctors ask me to come and then I come again. If patients cannot talk because they are unconscious we only pray with them and sometimes they are healed. Afterwards I teach them then how to pray. I teach them to pray for forgiveness.

Counselling to suicidal patients

We don’t want to speak in the first meeting about Jesus.  That is my principle. I first need the ground. Later I tell them about God, about Jesus. If they want to know more, they can ask me and I will tell them. They can ask me to pray for them also. If they want, then I will do it. It is up to the patients. I want to know for sure that they want it by themselves. That they don’t say yes because of their difficult situation, but only because they want it deep inside their heart. I also tell the patient about the difference between physical healing and the healing of the soul, the total healing. That is really the Whole Person Care. Sometimes people come back to me. If they come on the OPD, or sometimes people who live nearby call me or come back to me. Or sometimes if they call me I will visit them, for example people from Birganj. 

Focus of counselling

So one focus is sharing the gospel with the patients. Another focus is how the patients will handle their situation after discharge. We tell them how they can handle. First of all, they have to forgive everything and start again. If parents are involved I also tell them not to be angry, but handle their child and the situation in a loving way. So I help them to know how to deal with the situation when they come home. 

Motives and intentions of suicidal patients

When I speak with suicidal patients, I always ask the reason. Mostly the reason is a relationship problem. Problems between husbands and wives, or with in-laws. Mostly fights or quarrels. The problem with this is also that they don’t have people by whom they can pour out their heart. That is why I often advice people to speak freely about their problems with someone they trust, like their mother. A problem in this matter is also that it is so easy for the people here around to take poison. Most of them are farmers. Farmers keep the poison in their houses to use it on the land. In this way, it is very easy for them to take the poison. If the poison wouldn’t be there, they wouldn’t take it. 

I don’t think it is always the patients’ intention to die if they take poison. Mostly I ask people after a suicidal attempt if they really wanted to die. Sometimes it is to teach the people around them something.  Most people come from Nepal and they mostly take poison, because they are farmers. Some people attempt suicide by hanging, but mostly there is a mental problem involved by these people. They are not fully conscious. 

Result of the counselling

I think the counselling is very helpful for the patients. If we approach the patients nicely, they will tell us their problems. But the problem is if the same situation will happen if they come home. We are not sure about that. We can only tell them that that kind of situation should not take place. We try to tell them and to help them, but sometimes they go back into the same situation and a second suicidal attempt takes place. But most cases don’t come back, they don’t try again. Only a few people attempt twice or trice. 

Focus on counselling to suicidal patients

I think it will be good to keep the records of the suicidal patients separate. It would be helpful to know more about them. Why they commit and how. Now there is not really a separate focus to counsel suicidal patients. But there is a difference in how we deal with them. We have to be very careful with them. They are very sensitive, they are grieved, hurt and injured people. So we have to be very careful. Also, if we have time, we have to go 2, 3, or 4 times to them. If we already talked to them on the ICU, it is easier to speak with them on the medical ward. Then sometimes they recognize me and ask me to come.   

Teamwork

Since Dr. Geogy and Dr. Phillip are here, more counselling is given in the hospital. Before they came here, it was less. But now it is increasing and improving. They encourage me also in my work. Because of our cooperation, we are able to give the good care. They ask, they call and show their concern for the patient. It is teamwork. It is not only doctor’s work or pastor’s work, but it is teamwork. 

Future

Now I am retiring. I give some tasks away. But this work I will keep doing as long as I am here with the church. Maybe I don’t do it then with the CCC anymore, but I will keep visiting the patients and give the same counselling. As long as they want my help, I will keep doing it. Because this work in the hospital is also part of my job as a pastor. 

Dreams for the future

In the future I would like to visit the patients also in their houses. Sit there, see how they are doing, what is happening. More follow-up. We can work together in this with other people, like social workers. We don’t need extra staff for that, we can do it with the people who are here now. If I am still with the church, I can visit also. 

Difficulties

A difficulty I face in my work is that patients sometimes don’t tell everything.  They hide some of the real problems. Because they fear that if they tell everything, we will report it to the police. So it takes time for them to trust us and tell us. Sometimes they will not tell me, but they will tell Sr. Aruna. Or they will only tell me. It depends on whom they like. We can take advantage of this also. In all cases it is important to use our common sense. Sometimes if patients won’t tell anyone, it is just guesswork. 

Appendix VI

Summary interview WPC-team - Dr. Latha
24-02-2010

Introduction 

The interviewer explains the reason and the goal for this interview and shortly explains the background of the research. 

History of the Whole Person Care 
A director of EHA wrote the concept of WPC, in the beginning it was only mentioned for patients with HIV and AIDS.  Later they realised that this concept is useful for all kinds of patients.

You are trained for the body care and others are trained to give counselling, the soul. But there is a missing link and that is the mind. If someone comes to the hospital he or she get treatment and spiritual help. But how do we take care of the emotional condition of a patient? 

Basically Whole Person Care focuses on listening to people. When you share the problems, which are bothering you in your mind, you feel light after sharing. So emotional healing contributes quickening of the physical healing. So we started this in 2002, we have 30 people who are visiting the patients. They are enabling the patients to ventilate their personal, family or social problems. In that way we are able to help the patients. If we helped people we are able to share the gospel.

Differences between WPC, CCC and the social workers
CCC-team can be called any time. They are helping patients mainly with emotional issues. The main goal is to share the gospel and to help with the spiritual and emotional needs.
The social workers are helping the patients and relatives with any problem or questions. For example, if they can’t find the pharmacy. Or if relatives don’t know how to make the payment, they will help with it. Everything that is related to the hospital will be taken care of by the social workers. 

There is a slight difference between the CCC and the WPC. The main focus of the CCC-team is to share the gospel. The WPC is more focus on listening to the people. Those two teams are merging together. You can’t share the gospel unless you listen. 

The CCC-team is available for every moment, but the WPC-team only can go after duty. CCC-team is a main part of the WPC, so we are working together. If some one needs help during the week, the WPC is not available, anyone can directly call the CCC-team. They are available 24 hours a day, 7 days a week.

Implementing the WPC
In 2002, the EHA organised a training for the staff from different EHA-hospitals. Pastor Bagh and I went for this training, and after this we made a decision with the management that all the staff should know about this concept. In devotions we started to explain this concept and in groups. We selected a number of people and gave them a 2 day workshop about the WPC. We asked them to help us. 

There were people who were interested in this work, and we allowed two people to be responsible for each ward. In the ward there is a book in which the nurses request the counselling. 

This was going well till 2005, in this year there was a platinum jubilee, we couldn’t continue it well. In 2008 the WPC started again, so there was a gap of 3 years in between.

Now we have a new team, but the functioning is the same.  For every ward, 2 persons. Also the Community Health is involved, each block have a few villages. And for every block there are two persons responsible for the WPC.

Doctor requests counselling
If a doctor request for counselling, first the CCC is involved, because the WPC is not always present. If the CCC thinks that the WPC can manage such a problem better, they ask us to come. 

Method 
We are taught a lot of listening skills. Basically, we need people who can sit and listen. So we don’t use a model, but we emphasize listening, not giving a lot of advises. Give the patients the freedom to talk about what is in their mind, instead of pushing them to what is in our mind. 

Aims
First we find out the condition of the patient by the nurses. They give us important clues. We introduce ourselves, and what we want to achieve is that the sad look upon their face will go away. That they smile and open up a little bit. Maybe the patients don’t say that they are for 100% right now, but if there are lightened a bit, that is our aim. Not that we achieve something remarkable. Most of the patients are saying things like ‘thank you so much’, ‘please, come and visit us tomorrow’. 

There are many people who heard about Jesus and who have taken a copy of the Bible. 

Refresh courses
Once in the three weeks, we repeat a part of the workshop with the members of the WPC-team and we share our experiences. So once in the three weeks, there is a recap of some part of the workshops. The CCC-team is involved in this because it is a part of the WPC.

Reporting of the counselling
We have a book in which we are expecting to write it down. But we are not yet started with it.  We are looking forward to do this more, it is our plan. 

Structure
Usually we don’t go only once to a patient. Most people don’t open in the first meeting, so this meeting is more to become friendly with the patient and building a kind of trust and relation. The second meeting is more to open up. So we want to visit them and to come to them in a number of days, at least two days. If a patient is going for discharge after the first meeting, we spent as much time as possible with them on that day.

We always go two by two, and we are making sure that the males are going to the male-patients, the females to the female patients. 

If a patient is discharged, we don’t ask them to come back. It happened once that the patient stayed for the counselling outside the hospital. It is possible that a patient stays one day longer for the counselling. Even if the medical treatment is finished.

The members of the WPC-team
There are two sorts of people, the once we invited to join, because we knew of their skills and abilities. And some people requested to join the team, to work in Gods Kingdom. 

Experiences with patients
We don’t have so much contact with suicidal patient, Pastor Bagh have more experiences with those patients. You have to ask this question to him. They call him for suicidal attempts. I have more experiences on the female ward.

One experience I had was about a lady who had family problems, and didn’t have children. With meeting the WPC the family became to know about Christ and the found peace and hope. The lady got more rest.

Difficulties in the aftercare 
A difficulty I face is that patients are not always reacting. Sometimes they are just not talking or answering, but we don’t know what they experience in such a moment. We don’t know what they will learn, or what happened in their heart.

Future plans
As I said, we want to start with recording the counselling we gave. The Whole Person Care should become a culture in the hospital. It is more applicably during work, not only after duty. It should not be a program, but the way in which we treat patients. It would be great if new staff will become familiar with this work-attitude. 

We also want to have more people involved, because two WPC-members are to less. And I want to know about the effect of WPC. Does it have influence on the duration of the stay in the hospital? Can patient go earlier with discharge if the whole hospital is using this concept? Does it have influence on the well being? Those things I want to improve.

Appendix VII

Summary interview social worker - Shyam Das
22-02-2010 

Introduction 

The interviewer explains the reason and the goal of this interview and shortly explains the background of the research. 

History social work

Since 1.5 year C.P. Masih and I are working as social counsellors in the Duncan hospital. Previously the staff called Pastor Bagh whenever patients needed counselling. In that period there were also a lot of problems between patients, staff and doctors. For example, if a new patient was admitted on the ward it was difficult to find a doctor somewhere. Another difficulty was the way nurses treated the patients. Sometimes it was really busy so the nurses shouted to the patients and the relatives became angry. Last year there was a high tension between the staff and the patients. 

I was working in the eye department. The programme I worked with finished in March 2004. I requested the Hospital for more work. So after that I worked six months in the OPD outside the hospital. I took care of the vehicle, made sure that there was no crowd etc. But still there were a lot of fights and arguments inside the hospital. Patients and relatives had no proper place to go with their questions. Then the hospital asked me to take care of these problems. I started together with C.P. Masih to work as a social worker inside the hospital. Today we cover almost 90% of all the patients who are admitted in the hospital. We visit them daily. My job is to know: what is their problem and do they progress? C.P. Masih and I are giving proper guidance to the patients. Social work is inside the hospital and focuses on explaining and answering the questions of patients and relatives. Questions like where is office number 3? Where can I find the pharmacy? Where is the x-ray? Where to go for payment? I function as a mediator between the staff and the patients, because often they don’t understand each other. Patients have questions like: Since long time we are here and we don’t get any medicine? Since three days the fever is not gone, how is that possible?

Education 

I have completed my degrees in economics. After that I worked as a community health worker in the CBR project (Community Health Rehabilitation) for 3.5 years. Also in the community health projects I functioned as a mediator between the locals and the government. For example, I came up for the rights of the blind people and made sure they got the opportunity to go to school. I don’t have any special degree or diploma for social work. I work now as a social worker for 1.5 year. This means I have a lot of experience. I used to run literacy programmes, provide safe drinking water and give health teachings. So in the community health projects I have a lot of experiences and it is very funny for me to work now in this hospital. It is like a very small community. I know how to counsel them and to give the patients and relatives a proper guidance. Previously I worked in an open field. This was a broad area. To work in this hospital as a social worker feels very limited. I function as a mediator and make sure there is no misunderstanding between the patients and the doctor and the patients and the nurses. This prevents that relatives or patients become angry and it will take care of a faster healing process. 

Difference between CCC-team and social work

The people of the CCC-team (Christian Counselling Centre) work as counsellors and have a diploma. They have done some course. In public I always try to be friendly and most people in Raxaul know me because of my friendly attitude. 

Whenever the wards call me to come I will go and talk with the patients. I am just adjusting my time here. I am not very keen and happy about this work, but God is with me. I am taking and doing a lot of different things, but at least I have the opportunity to talk with 50 people every day. I give them counselling. Most patients who come here have a poor home situation. They come from different backgrounds and villages. They don’t have any social network. At least I am the person who spends time to listen to the patients. What exactly happened to you? How many brothers do you have? What is your food pattern? Since how long do you have fever? How is the recovery? So they are getting attention. Nurses and doctors don’t have much time to spend with the patients. I am the person to whom they can ask their questions. At least they are getting some encouragement. The counselling team as well as the social workers are persons who counsel the patients, spend time with the patients to listen to them and help staff as well as the patients. But the difference I see is that I didn’t do a specific course for counselling and the counselling team did. C.P. Masih is also a qualified counsellor. He will retire soon and if he leaves I don’t think anybody will join the social work team. 

Contact with patients

I don’t have a specific routine. I just work randomly. I walk around in the different wards and ask the patients: When did you come? What is your problem? Are you feeling better? I continue the same routine with the next patient.

Goals

Patients are normally admitted for 3 to 7 days. In my view as a Christian, patients should at least feel love in this hospital. They come to this hospital with a difficult background. Most patients are poor, sick and have a lot of tensions in their family. In my view they need love and relationship. My main focus is to serve for the poor, the needy and marginalised people. That says the Bible and that is my intention. I am serving the community. I see the effect of my work. Through my work I show nurses their responsibilities and slowly nurses start to see it. 

Method

I find it really important to have a heart for the people. Without a heart of compassion you can forget it. I as a Christian, as educated man with a literate family have some identification in the community. Most patients don’t have this and need a person who is willing to listen to them and love them.  Because I have a diploma I can have a good job. But I know the people here and I understand their sufferings. The first thing you have to know as a social worker or as a counsellor; he is my brother and she is my sister. That is the only way you can heal the wound. Otherwise, the social worker will spend all his time on talking, but doesn’t have a relationship with the patient. I cannot do this work alone; it is a blessing from the Lord. I don’t believe in methods. Maybe in a western country or a development country they have some studies about this. My method is to touch the hearts of the patients and relatives. Another important issue is ‘trust’. A lot of patients who are admitted in this hospital come from Nepal. They could go in Nepal to a Hospital, but they come to The Duncan Hospital. The reason is that they trust us and expect quality of care. 

Counselling

It depends on the ward and the situation in which way I counsel the patient. For example on the paediatric ward I speak with. But if I go to the medical ward for example I speak with the patient himself. What happened? Did you take any drugs? In the surgical ward I would ask the patient; how was your surgery? Are you passing any stool? What kind of food are you taking? Nurses focus only on the medical side of a patient. Care has two different options. If you are giving a medical treatment/care, you can’t give care to the patient. 

If I counsel the patient I always involve the relatives. If it is a suicidal patient I always ask the relatives why the patient committed suicide. Suicidal people feel most of the time very shy and sad. They say they should not do like that. But I would like to know what is the story behind that. It is important to talk with the parents and relatives about the reason of the suicide. I used to become angry to the parents. I have a son, you have a son, but my son is not doing like that. That means they don’t have a good relationship with their son. 

Report

I don’t write a report. I don’t have any job description. I am ashamed for this. At least I should report my work to my in-charge. But who is my in-charge? I don’t know. 

Experience with suicidal patients

Most suicidal patients are in the age of 16-24 year and most of the cases come from Nepal. In Nepal it is usual that 7 or 8 families live together in one cluster. Every day they see the same people and they don’t get any input from outside. They live in remote places and don’t have any training centres where they can go. Young boys and girls don’t have the opportunity to get proper education. This gives them the feeling of hopelessness. 

The work I do in this hospital for suicidal patients feels limited. We have limited time to talk with the patients, like 3 to 4 days. These patients needs more then the aftercare the hospital is providing inside the Hospital. They need seminars at school and awareness programmes. This will take care of prevention of suicide in the villages.

Reasons

The most common reasons I saw were a lack of education and a difficult family relationship. The youth is not able to achieve the things they require. Youth from the villages compare themselves with city youth. They want to be like them and that is impossible. Then the problems start. It is a very hard life for young people. Every day they do the same things, they work hard on the land. This makes them upset. Next to this problem Nepal is a very poor country. Somehow people survive, but it is not an easy life. Early marriage and migration are also common reasons behind the suicide attempts. 

Advice

If you are doing real research it is important that you will observe the aftercare suicidal patients receive by yourself. I will say something different, C.P. Masih will say something different and Pastor Bagh or Sr. Aruna will say something different. So get your own observations.

Appendix VIII

Summary interview doctor - Dr. Geogy
23-02-2010
Introduction 

The interviewer explains the reason and the goal of this interview and shortly explains the background of the research. 

Follow up in the OPD
There are no follow-ups in the OPD. Patients are not coming back, so we try to maximize the care during the admission period in the hospital, after the most critical part. We try to find out ‘What is the suicide intent’. 

If there are social needs, the patients don’t feel the need to come back to us and we don’t expect them to come for a follow-up.

Psychiatric patients follow-up
We can’t change poverty. Interventions on the real questions the patients are facing are less. But if depression is diagnosed we sent the patients for treatment. Mostly if a patient had psychosis and he stopped the treatment for a while, we will send him to the psychiatric hospital he was before. But mostly the patients don’t think about going to a psychiatric hospital. Psychiatric disorder patients are in need of a follow-up. We ask depressive patients to come back, but mostly they don’t come! We can say that most patients are coming from Nepal. 

Counselling suicidal patients
By suicidal patients we look mainly to the intent, but also to other possible problems, especially with children. Then we are talking to parents, sometimes the parents are in need of counselling because of problems. Like a mother who almost didn’t give attention to her child, and her words were hurting him. In such a situation we talk with the mother and give advice to her.

There are situations that the whole family is involved, not only the parents. It is possible to keep a patient one day longer in the hospital for the counselling. That happened once with a boy, which parents didn’t come. Only the last day they came, so we could give counselling.

This is only in the ward, not in the OPD.

Developing the counselling
For us, it is a step forward. That we see the need of counselling and that the patients can stay longer in the hospital if necessary. In earlier years we tried to scare the patients, so they would tell the reason of taking poisoning. We said ‘we will inform the police if you don’t tell us why you took it’. Now, we give a listening ear.

Aftercare process for suicidal patients 

In the Emergency we don’t counsel patients. They are mostly not able to have a conversation about the background of the suicide attempt. The main focus in the Emergency is the physical care. We provide the gastric lavage, start IV-fluids and insert a NG-tube. After this care they are transferred to the ward. If the patient took organophosphorus poison, we give atropine. They get atropine-psychosis and in that stage they are not able to tell what happened. After the ICU, they go to the ward. Mostly we are in a hurry to discharge them. 
In the ward we want to know about the suicidal intent and about social problems. The doctor finds out the suicidal intent and the CCC-team the social problems. Those are the main things we want to talk about. We are not doing it together. We don’t see the CCC-team counselling.

In poisoning cases we don’t work so much together, but with the conversion reactions, we do. 
Suicidal patients in the OPD
We don’t expect much counselling on the OPD, because of the geography. There is not a high priority for that so we don’t expect the patients to come back. We all know, he became angry and took poisoning. With depression, it is different. Like in the West, the background of suicide is much more psychiatric. But here it is more impulsive.

Suicidal patients with psychosis, we don’t give counselling. We only give them medication. We are making sure that such a patient takes the anti-psychotic medicines properly. If he does that, he doesn’t want to commit a suicide attempt.

Patient with depression, especially older people, may try again. What we observed is that they don’t come for anti-depression treatment. We don’t know what will happen with them after discharge. The priority of the family and the patients is mostly not so high to come back. Why should you take a healthy looking person to the hospital? If someone have fever, you will go. Till now, it never happened that a suicidal patient without depression or psychiatric disorder came back to the OPD. For physical problems they come back, like weakness. Maybe because of the family is warned by the patients behaviour, and they start to treat this person more nice. 

Suicidal intention
I ask questions like: why did you take poison? How did you take it? Is it impulsive or planned? In that way I figure out the intent. Most people are taking poison impulsively. It may happen that they become very sick, but it is mostly not their intent to die. 

Prevention next suicide attempt
If a patient committed a suicide attempt before, the chance on a second one increases. The suicide intent is then stronger. Is there depression? Or is it an older patient? Depression I want to treat. Usually depressive patients are more likely to commit suicide again, but they are not coming back for a follow-up. 

Method for prevention
I make an assessment. If a patient is depressed I want to treat that patient with an anti-depression treatment. So I talk with them to see if they are improving. If they can come out of the depression or maybe they need more treatment. For that we need a psychiatric doctor. 

Collaboration with the CCC-team
There is not so much a counselling treatment, more a medical treatment. The social problems are for the CCC-team. But I don’t know if they are coming to counsel the patient. We don’t have contact.

Primary care: prevention and aftercare
In my view the best way to provide aftercare is with primary care. In the village they can be sensitive for the people who are talking about death. ‘I want to die’. They will try to commit a suicide. If a person says that he will take poison, we have to keep our eyes open. The intent is higher and not impulsive. This is preventive care, but for aftercare is it the same. The primary care is important. They can identify a depression and bring such a person for treatment. Most people don’t come to the hospital for aftercare, because they are ashamed of what they did.  And because of the legal issues around it. They are probably going to the blocks, the hospital is too far away.

Experiences with suicidal patients
I’ve learned a lot in the contact with these patients. The WPC-team gave me also input. Listening is a very strong component. I am learning as a professional about how I can take care of them. The patients have to feel that some one is listening to them, it brings confident. If they see that people care about them, it is a part of the healing process. Mostly we don’t see these patients coming back with a second attempt. And if they are committing a second attempt, they will come back to this hospital. 

Another reason why patients are not committing a suicide again is probably the painful experience to be admitted for a suicide attempt.

Causes / reasons for suicide attempt
The lack of education or prosperity is a cause for a suicide attempt. If someone is well-educated, he would not think about committing a suicide. Hopelessness, unfulfilled desires and being upset are reasons. Depression also.  

Difficulties in providing aftercare
I need the parents to be here. Especially if a child is admitted with a suicide attempt. If it is an impulsive suicide, with a low intention, this is the only bottleneck. With a depression, they need medical care. If they don’t practice the medical advice we gave, then it is a bottleneck. And the language barrier, even my Hindi sounds like English.

Improvements
Our capability to understand the people here, to understand the needs of improvement in our own country. How to counsel the patients better, and give better mental health care. How can we address this thing to the primary care? Also the legal issue is difficult, but as doctor we have to fill in the forms. So the primary care and improving the capability of the counselling team. 

Dreams for the future
I would like training for the health workers of the community. They are the eyes. Make them aware of the risk factors, what kind of patients have an increased change on suicide attempts. Regulation of the availability of pesticides. For morphine the shopkeepers have to write it down, but pesticides are free for everyone.

Changing the legal issues. At this moment the patients are scared to go to an Indian hospital. The access of medical and counselling treatment is there, but the suicidal patients won't use it. A clinical psychologist who have knowledge of treating depression and psychosis. If this person also could provide psychotherapy, it would add to the services of the hospital. He must have special counselling skills.

Appendix IX

Guideline report by admission

Suicidal patients

Guideline report by admission

1. place
place of suicide attempt
2. time
time of suicide attempt
3. method
method used for the suicide attempt

4. signs/symptoms
main presenting complaints (max. 3) 

5. motive 
reason why the patient attempted suicide

6. lethal intent
seriousness of the attempt (mild/moderate/severe) 

7. recurrent 
number of suicide attempts in the past


March 2010
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Poster invitation presentation
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