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Background  

Abstract 

Background 

Knowledge of someone else's suicidal behaviour significantly increased the risk of similar acts. Though Sri Lanka 
has implemented a national policy and an action plan to prevent suicides and attempted suicides, in 1997, the 
number of deliberate self-harm (DSH) incidents is increasing. We conducted a case-control study to identify the 
precipitants and to assess the possible impact of a contact history for acute deliberate self-poisoning (DSP) in view 
of identifying possible interventions.  

Materials and Methods 

We interviewed two hundred DSP patients, admitted to the medical wards of Teaching Hospital Anuradhapura 
(THA), during June - August 2004. Patients were randomly selected from a block of two consecutively admitted 
consenting DSP patients and an interviewer-administered questionnaire was completed. Age and sex-matched 
patients, who had no history of attempted suicide, admitted to medical wards of THA were interviewed as controls. 

Results 

Majority of DSP occurred among adolescents and young adults. Conflicts within the family and simple conflicts 
with someone else were the triggers for the majority (n=123, 61.5%, 95% CI 58.1-64.9%) of DSP. Our study showed 
that DSP was common among people who had not completed primary education (OR 4.5, 95% CI 2.5-7.9, 
p<0.0001) and having a history of DSH in an immediate family member or spouse (OR 5.7, 95% CI-2.2-14.7, 
p<0.0001).  

Conclusions 

DSP behaviour in rural Sri Lanka seems to be a learned response of vulnerable adolescents and young adults to deal 
with stressful situations. An in-depth exploration of this finding is needed in order to use it as a key factor in the 
identification of risk groups for DSP prevention. 
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Background 

Deliberate self-harm (DSH) is a global public health 
issue that is responsible for nearly one million deaths 
annually (1). Studies showed that people engage in non-
fatal suicidal behaviours 10 to 40 times more when 
compared to suicide (2,3).  Rural areas of  Sri Lanka have 
had a persistently high incidence of deliberate self-
poisoning (DSP) since the early 1980s (4-6). Ingestion 
of poison or taking an overdose of drugs with suicidal 
intent accounts for more than 80% of deliberate self-
harm in Sri Lanka (7). North Central Province (NCP) is 
one of the severely affected provinces with annual 
incidence rates of DSP and fatal self-poisoning being 
447 (5) and 27 (8) per 100,000, respectively, in 2010 and 
2002. 

Knowledge of someone else's suicidal behaviour 
significantly increased the risk of similar acts (9). The 
rate of suicide attempts and suicidal ideation is high 
among first-degree relatives (10). Moreover, those who 
had a family history reported significantly higher levels 
of impulsivity (11). 

Sri Lanka implemented a national policy and an action 
plan on suicide prevention in 1997. There is a general 
agreement among researchers and stakeholders that the 
suicide rate in Sri Lanka is decreasing while the number 
of DSH is increasing (12-16). Background knowledge 
concerning the epidemiology of suicide in Sri Lanka is 
limited despite DSP being an increasingly common 
response to emotional distress in young adults. The 
objectives of this study were to explore the association 
between contact history, socio-cultural factors, and acute 
DSP in NCP. 

Materials and methods 

Study Design and Study Setting 

This case-control study was conducted at Teaching 
Hospital, Anuradhapura (THA), Sri Lanka. THA is the 
main referral centre in NCP, which has a capacity of 
2092 beds (17), and the majority of acute DSP patients 
in the NCP are managed in this hospital (8,18).  

Procedure 

Two hundred acute DSP patients admitted to the medical 
wards during June, July, and August 2004, were selected 
randomly from a block of two consecutively admitted 
consenting DSP patients as cases. They were 
interviewed on the day of discharge, and an interviewer-

administered questionnaire was completed. The 
questionnaire consisted of questions to assess the 
demographic characteristics, educational risk factors, 
contact history of attempted suicide or suicide within the 
last 12 months, exposure to stressful life events and 
circumstances. Age and sex-matched patients, who had 
no history of attempted suicide, admitted to the medical 
wards of THA were used as controls. This enabled us to 
choose the controls from a similar socio-cultural group. 
Selected determinants of DSP were analyzed using a 
binary logistic regression model. 

Results 

During the selected period, 575 (323[56%] males and 
252[44%] females) patients were admitted with acute 
DSP and 29 (5%, 95% CI 4.1 – 5.9%) of them died. The 
study sample consisted of 97 (48.5%) males and 103 
(51.5%) females. Sixty-three (31.5%, 95% CI 28.2 – 
34.7%) of the cases were less than twenty years of age 
and one third (n=66, 33%, 95% CI 29.6 – 36.3%) were 
between 20 and 29 years of age. Control group consisted 
of participants with same age and sex distribution. Out 
of the cases, 58 (29%, 95% CI 25.8 – 32.2%) had not 
completed their primary education and 102 (52.3%, 95% 
CI 47.5 – 54.4%) were dependents. Majority of the cases 
(n=116, 58%, 95% CI 54.5 – 61.5%) were never married. 
Eighty-three (41.5%, 95% CI 38.0 – 45.0%) cases were 
married and, out of them, three (1.5%, 95% CI 0.6 – 
2.4%) were separated at the time of the event. Previous 
event(s) of self-harm was reported by 24 (12%, 95% CI 
9.7 – 14.3%) cases: one previous attempt by 19 (9.5%, 
95% CI 7.4 – 11.6%), two previous attempts by three 
(1.5%, 95% CI 0.6 – 2.4%), three or more previous 
attempts by one (0.5%, 95% CI 0.0 – 1.0%) patient. 
Majority of the cases (n=80, 40.0%, 95% CI 36.5 – 
43.4%) were unemployed. Out of the cases, 79 (39.5%, 
95% CI 36.0 – 52.9%) were skilled agricultural or 
fisheries workers, and, 22 (11.0%, 95% CI 8.8 – 13.2%) 
were students. 

In the present study, the most prominent triggering factor 
for acute DSP was conflicts within the family (n=73, 
36%, 95% CI 33.1 – 39.9%), the next being the inability 
to cope with impulsive emotions following a simple 
conflict with someone else (n=50, 25%, 95% CI 21.9 – 
28.1%). Other triggering factors were problems related 
to love affairs (n=26, 13%, 95% CI 10.6 – 15.4%), 
economic problems (n=20, 10%, 95% CI 7.9 – 12.1%), 
previously diagnosed psychiatric condition (n=8, 4%, 
95% CI 2.6 – 5.3%), chronic organic diseases (n=7, 
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3.5%, 95% CI 2.2 – 4.8%) and education related 
problems (n=3, 1.5%, 95% CI 0.6 – 2.3%).  

The main methods used by subjects for attempted suicide 
included pesticide ingestion (n=105, 52.8%, 95% CI 
48.9 – 56.0%) and consumption of yellow oleander 
(Thevetia peruviana) seeds (n=53, 26.5%, 95% CI 23.4 
– 29.6%). Overdose of drugs was the chosen method of 
11 (5.5%, 95% CI 3.9 – 7.1%) DSP patients, and a 
similar number of patients presented with self-ingestion 
of Kerosene oil. Five (2.5%, 95% CI 1.4 – 3.6%) patients 
presented with self-ingestion of other biological 
substances. Seventeen percent of cases (n=34, 95% CI 
14.3 – 19.7%) had a contact history with an immediate 
family member, including spouse, and 57% (n=114, 95% 
CI 53.5 – 60.5%) did not have any such contact (Figure-
1). Out of the male subjects, 47.4% (n=46, 95% CI 42.3 
– 52.5%) were under the influence of alcohol at the time 
of the incident. 

 

Figure 1: Contact history prior to attempted 
suicide/suicide 

The effect of the contact history of DSP among 
immediate family members, including spouse, on DSP 
among the study participants, was 5.7 (95% CI,2.2 - 
14.7, p<0.0001). Being married showed a 3.8 times 
higher risk (95% CI 2.28-6.61, p<0.0001) of DSP 
compared to being unmarried. DSP was common among 
people who had not completed primary education 
compared to those with higher educational attainments 
(OR 4.5, 95% CI 2.5-7.9, p<0.0001). Being unemployed 
or being a student carried 1.6 times the excess risk (OR 
1.6, 95% CI 1.1 - 2.4, p=0.019) for DSP (Table 1). 

Discussion 

Most of the DSH occurred among young people, and the 
incidence peaked in the 21–30 year age group. Similar 
age distribution patterns were reported by a study 
conducted in NCP in 2010 (5) and different districts in 
Sri Lanka. The self-reported recalled lifetime repetition 
rate of DSH was closer to the reported rates in similar 
settings. 

Table 1: Risk factors for deliberate self-poisoning 

 

Several studies conducted in the western part of the 
world have shown that suicide rates are higher in 
widowed or divorced people, and there is a protective 
effect of marriage on suicide (19). However, our study 
identified marriage as a risk factor. The reason for this 
difference may be the fact that divorces are less common 
in the Sri Lankan culture. Conflicts within the family 
were the most common triggering factor for DSP, and 
probably they have chosen DSP instead of a divorce. 
Similar phenomena have been proposed to explain 
suicide proneness in alcohol use through alcohol-related 
problems, negative life events, and depressive 
symptoms. (20). All these factors may explain this 
finding. Suicidal behaviour is significantly related to 
having fewer years of formal education. Studies 
conducted in geographically different and culturally 
diverse centres reported that a lower level of education 
was associated with a higher risk for suicidal behaviour 
(21-23). 

Simple conflicts with someone else were the second 
most common triggering factor for DSP. Some studies 
also show that the majority of adolescents use DSP as the 
preferred method of dealing with difficult situations or 
simply as a way to manipulate a situation to one's own 
advantage without having a real intention to die (which 
was not studied in our study) (24). A previous study 
showed that more than 90% stated that they knew 
someone who had harmed themselves, and 90% knew 
someone who had killed themselves (25). If knowing 
someone who has committed suicide is a risk factor for 
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deliberate self-harm, all the communities in Sri Lanka 
are at very high risk (26). Our study showed that having 
a contact history of DSH with an immediate family 
member or spouse increases the DSP risk 5.7 times. 
Moreover, similar findings were reported by a study 
conducted in 2013 at socio-economically similar 
Kurunegala district (6,27). 

Based on the observations made on the socio-
demographic pattern, triggering factors, contact history 
of DSP, DSP behaviour in rural Sri Lanka seems to be a 
learned response of vulnerable adolescents and young 
adults to deal with stressful situations. This vulnerability 
may be associated with a low level of education and 
inadequacy of coping skills necessary to deal with 
problems (28,29). Screening of immediate family 
members of DSH for risk factors, socio-economic 

development of rural communities, and coping skills 
training may have a positive impact on DSH prevention 
in rural Sri Lanka. Even though the findings have limited 
generalizability, in-depth exploration of these findings is 
important because most of these causes are treatable, and 
suicides are preventable. 

Conclusion 

Having a contact history of DSP and having fewer years 
of formal education were shown as strong predictors of 
DSP in the present study. DSP behaviour in rural Sri 
Lanka seems to be a learned response to deal with daily 
living challenges. An in-depth exploration of this finding 
is needed in order to use it as a key factor in the 
identification of risk groups for DSP prevention.  
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