A STUDY ON THE PATTERN OF SUICIDE IN KARACHI PAKISTAN

ZAKI-UD-DIN AHMAD,! KHALIL MOBIN2 AND SYED MOHAMMAD MAQSOODs3
1Department of Forensic Medicine, Hamdard Medical and Dental College Departments of Community Medicine
2Karachi Medical and Dental College 3Dow International Medical College, Karachi

ABSTRACT

Suicide is a serious public health issue. It affects families and in large, societies badly. Suicide is a com-
mon problem of the world, even greater in the developed world.! Suicide rates are on rise; alarming sit-
uation is that it is more common phenomenon in young age group. Between ages 15 — 24 years it is trip-
led in past few decades in USA.! Its causes are complex and culture oriented. Pakistan is no difference
but negligence in reporting system makes it unreliable. Karachi is a big cosmopolitan city of Pakistan
reflecting all communities and ethnic groups. The present study was conducted in Karachi with object-
tives: to graduate the pattern of suicide in Karachi, and its association with gender, residence, age gro-
up, marital status, employment status and monthly income.

Materials and Methods: This is a descriptive analytical study which is based on five years Police record,
taken from 18 Towns of Karachi. Fifty four Police Stations, three from each Town were randomly selec-
ted. Purposefully ten suicide cases were taken from each Police Station. Forty cases were rejected as ha-
ving incomplete information. A total of 500 suicide cases from police record were taken. Further 200
attempted cases of suicide from National Toxic Centre, JPMC were included making a total of 700 sui-
cide cases.

Results: There were 2.46 suicide cases per 100,000 population per year. The mean age was 28.19 years
in males (SD = 8.79) and in females it was 26.07 years (SD = 8.25). The suicide was committed mostly
by males (n = 450). There has been continuous increase in suicide from 2001 to 2005. Married (48.57%)
and young people (26%) committed more suicide. Regarding occupation, unemployed were on top
(40.1%). Highest suicide rate was in urban areas (71%). Hanging was the main method of suicide in
males (35.7%) and in females it was poisoning (45.5%). There was no significant association of gender
and marital status with suicide group (P = 0.11 and P = 0.061 respectively). However residence, age and
employment status showed significant association; P = 0.00, P = 0.02 and P = 0.03 respectively.
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INTRODUCTION
The word Suicide comes from the Latin Sui (of oneself)
and cide or cidium (a killing).* Suicide has been the su-
bject of numerous studies dating back to Emile Dur-
kheim. He says “Suicide is applied to all cases of death
resulting directly or indirectly from a positive or nega-
tive act of the victim himself, which he knows will pro-
duce this result”.2 Suicide is an enigmatic and discon-
certing phenomenon, which eludes easy explanation.
The literature on suicide, however, has gradually ex-
panded.3

Allah was explicitly in the Quran, “And do not kill
yourselves. Surely, Allah is Most Merciful to you”.4 In
last few years suicidal rate has increased in Muslims
living in Non-Muslim countries, like America and Bri-
tain.5

Frequency of suicide is 2/100,000 in Pakistan.t
More than 1 million people commit suicide in the wor-
1d every year. It is the 13t leading cause of death wor-
Idwide, with China, India, and Japan accounting for al-
most half of all suicides.”

Contemporary research on suicide generally focu-

ses on demographic, epidemiological, biological, neu-
rological, psychological and socio-cultural issues. The
epidemiological study of suicide focuses on rate of sui-
cide, why, how, or where. The data on suicide rates,
the causes or motivations of suicide, and methods of
suicide shows different dimensions of the phenome-
non of suicide.89

In the context of epidemiology of suicide in Pakis-
tan, a number of studies are reported. In a study con-
ducted in Faisalabad the incidence of suicide came out
to be 1.12 / 100,000 with male preponderance.© A stu-
dy in determining suicide rates in six cities gives diffe-
rent findings. The authors stated, “these figures under-
estimate suicide rates in Pakistan”.tt The cases of sui-
cide in Karachi, and rest of the country, show that sui-
cide is a serious problem. Unexplained deaths are tak-
en to medico-legal centers for autopsy, the police are
required to conduct inquiry of such cases, declare it as
suicide or otherwise.

It is common in people who are living with chronic
mental illness. Individuals with severe clinical depress-
sion and alcohol use are at highest risk if untreated.:2
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Table 1: Basic Demography (N = 700).

In a study conducted at seven US schools a dose —
response relationship was found between the number

Gender and Age of manifestations of distress and recent suicidal ideat-
ion or serious thoughts of dropping out.13
G F % Mean 1, -
roup requency ° Age (yr) wr) A study conducted in US army showed total of 255
soldiers committed suicide in 2007—8 (2008 rate 20.2
Male 64.3 28.19 8.79 per 100,000). Factors associated with higher suicide
Female 35.7 26.07 8.25 risk included_ male gender, lower enlisted }‘ank an<_i me-
ntal health disorders treated on an outpatient basis.™
Total 100 Regarding suicidal thoughts and unsuccessful sui-
.. cide attempts a cross — sectional survey of 17,016 you-
Suicide Group :
th aged 15 — 24 years was conducted in rural and ur-
Group Frequency % ban areas of Hanoi (Vietnam), Shanghai (China) and
— Taipei (Taiwan) in 2006. The 12 month prevalence of
Complete suicide 500 71.42 suicidal ideation and attempt was 8.4% and 2.5% ac-
Attempted suicide 200 28.57 ross all thre_e cities, respectlvely.IS
The rationale of this study was to find out pattern
Total 700 100 of suicide in the biggest and the mega city of Pakistan.
Marital Status Relation of different factors with suicide was also
studied to understand the phenomenon of suicide
Group Frequency % explicitly.
Married 340 48.6 MATERIALS AND METHODS
Unmarried 300 46 Subjects: Deceas.,ed re.co;'ds apd attempted suicide
persons records with their interviews.
Divorce 10 1.4 Apparatus: Police records, National Toxic Centre (JPMC),
Widow 5 0.7 questionnaire.
Method:
Unknown 23 3-3 Study Design: Descriptive analytical study.
Total 700 100 Study Setting: Police Stations of all 18 towns of Kar-
» achi, and National Toxic Centre, JPMC.
Monthly Income Study Duration: One year, February 2006 till
Group Frequency % January 2007.
No earning 108 28.3 Sampling Technique: Multistage sampling.
Sample Size: 700 suicide cases (500 completed sui-
Dependent 321 45.9 cide and 200 attempted suicide).
< 20,000/m 18 16.9 Sample Selection: Inclusion Criteria: Complete
suicide from police record and attempted suicide from
> 20,000/m 44 6.3 poisoning were included.
Unknown 19 2.7
3 1q
Total 700 100 284
2.68
Employment Status 251 .46
2.27
Group Frequency % 21 2.06
Employed 137 19.6 1.5 4
Unemployed 280 40.1 1 4
House Wife 152 21.8 0.5 -
Student 103 14.7 0
Retired 26 3.7 2001 2002 2003 2004 2005
Total 698 999 Figure 1: Suicidal Rate / 100,000.
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Exclusion Criteria: Those who
opted for participation in the study;

Table 2: Association of gender, residence, age group, marital status
and occupation with suicide group.

however according to ward doctor,

JPMC they had the tendency to Complete | Attempted P-
. . Group £ X Total
show abnormal reaction during pro- Suicide Suicide value
bing. Male 318 132 450
Ethical Consideration: Permi'ss— Gender Female 182 68 250 0.60
ion was jcaken from SHOS: (station Total 500 200 700
house officer) of police stations after Th o .
clarifying the purpose of the study. Sr an . 39 1 512
Anonymity, Autonomy, Beneficence Residence emi urban 104 11 115 0.00
and Confidentiality of attempted su- Rural 0 73 73
ici.daI. participants were givel_l top Total 500 200 700
priority. They had comp}ete hbert_y Up to 20 132 50 182
not to answer any question or quit 01— o 100 "
during the study at any time. 6 5 39 32
26 - 30 10 1

Data Collecting Procedure: Three 3 0 32 4
Police Stations were selected rando- 31-35 77 3 13
mly Stations were selected randomly Age Group 36 — 40 41 21 62 0.02
from each of the 18 towns of Kara- (yr) 41— 45 35 7 42
f:hi. Ten. suicide cases from each _Pol— 46 — 50 6 6 12
ice Station were then selecteq in a 51-55 o 5 5
purposeful manner; however, in re- 6 and above o R R
cord of few Police Stations there we- 5
re insufficient information. There- Total 500 200 700
fore, 40 cases were excluded. The in- Married 242 98 340
formation gathered from police re- Unmarried 224 98 322
cord was coded and filled in a Per- Marital Divorce 10 o 10 ot
forma. In attempted suicide cases Status Widow 4 L 5 .
the information was collected from I
National Toxic Centre, Ward V, JP- Unknown 20 3 23
MC. Interviewers taking information Total 500 200 700
from attempted suicide cases were Employed 89 48 137
trained. Unemployed 197 83 280
Data Analysis: The data from fil- Housewife 108 44 152
led questionnaires were entered into gatmtployment Student 86 17 103 0.03
SPSS — 17. Frequencies were calcula- atus .

. . . Retired 18 8 26
ted for categorical variables like gen-
der, age group, marital status, emp- Total . 4?8 200 698
loyment status and monthly income. (missing = 2)

Mean and SD were calculated for

age. Chi-square test of significance was applied to de-
termine association of each of the in-dependent vari-
able (gender, residence, age group, marital status and
employment status) with the dependent variable i.e.
completed or attempted suicide. P-value was conside-
red significant if < 0.05.

RESULTS

The mean age was 28.19 years in males (SD = 8.79)
and in females it was 26.07 year (SD = 8.25). Suicide
was committed more by males (64%). There has been
continuous increase in suicide from 2001 to 2005.
Married (48.57%) and young (26%) people committed
more suicide. Regarding occupation Unemployed were
on top (40.1%). Highest suicide rate was in urban are-

as (71%). Hanging was the main method of suicide in
males (35.7%) and in females it was poisoning (45.5%).
There was no significant association of gender with su-
icide group (P = .061). However residence, age, marital
status and employment status showed significant asso-
ciation; P=.00, P=.02, P=.01 and P=.03 respectively.

DISCUSSION

Epidemiology of suicide was studied globally by dif-
ferent researchers.9 In 2001 it was studied in six diffe-
rent countries and presumed that in 2020, approxima-
tely 1.53 million people will die from suicide, and sui-
cide in younger age group will go on rise.1° The present
study showed suicide rate as 2.46 / 100,000 in Kara-
chi. Other Karachi based studies are showing much
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less rate. This can be due to under reporting. In the pa-
st studies rate per thousand was found as 0.72 (1964),1!
0.11 (1981)2 and 1.12 (2002).6 In Muslims suicide is
low. Literature on suicide shows religion sanctions.!3
Study in Nijeria reported 0.4.14%5 In Non-Muslim cou-
ntries like Genera, Switzerland it is 22.75 / 100,000.15
In this study of five years the rate also is increasing
2.06 (2001), 2.27 (2002), 2.45 (2003), 2.84 (2004),
2.68 (2005).

In this study the suicide rate was more in males
64.3%. Suicide is comparatively common in females in
urban areas.2! Other international studies noticed sui-
cide more common in males. In Pakistan the findings
are nearly the same.2223 This is in consistency with the
current study. This finding may be due to changed cul-
ture in Karachi. Pakistani males are supposed to earn
bread and butter for the family.

In our study suicide is more common in young age
group up to 25 years of age (46%). Studies regarding
age and suicide relation shows younger people commit
suicide more commonly than elder people.1718 A study
in Asia and Far East and in Europe found out maxi-
mum suicide cases in age group between 25 — 30 yea-
rs.19:20 This matches with the current study. Global sui-
cidal rates in young age are a source of alarm and calls
for urgent measures to fight the menace of suicidal be-
havior. Joblessness, inflation, desire of easy living cou-
1d be the contributing factors. Young males are often
taken by miscreants who use them for their negative
purposes often making them terrorists. There has been
significant association between age group and suicide.
Successful suicide proportion was 72.27%.

Occupation determined this phenomenon of sui-
cide more common in unemployed people (40.11%).
There has been significant association between suicide
and employment status. Completed suicide in this gro-
up was 70.35%.

Marriage has insignificant effect on suicide in the
study.

As far residence is concerned 73.14% suicide were
committed in urban areas. There was found significant
association between suicide and residence. Successful
suicide rate in urban areas was 77.34%. Residence in
urban areas has multiple and complicated problems
like job, status, transport, expensive utilities, educat-
ion. In rural areas people earn bread and butter thro-
ugh farming. Crop is collected for the whole year; so
there is no problem of food as such. Environment is
clean with less number of vehicles as compared with
urban areas. Males after farming in the morning earn
money through simple work there by fulfilling their
daily needs. So frequency of suicide is less there.

It is Concluded that suicide is more common in
young, jobless males in the urban areas as compared to
their female counterparts. The problem should be
taken care of as suggested below.

SUGGESTIONS

e Inflation should be decreased.

e Job opportunities should be increased.

¢ Development of more cities to decrease burden on
already under stress cities.

¢ Media should play their role in promoting healthy
life style practices like early to bed, early to rise,
regular jogging or walking.

e Religious leaders should throw light on different
aspects of suicide.
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