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ABSTRACT

Introduction WHO reports that 78 of the 140 low-income
and middle-income countries (LMICs) do not have a
registration system for suicides and attempted suicides.
Absence of data on suicide and attempted suicide in
LMICs, which account for 79% of suicides worldwide, is a
major impediment in understanding the magnitude of the
problem and formulating prevention strategies to reduce
suicide and self-harm. A comprehensive surveillance
system has the potential to address this data gap. The
objective of this study is to describe the development of
a comprehensive surveillance system in rural India by
adding a community based component and reflect on its
added value in obtaining data on suicide and attempted
suicide compared with relying only on hospital and police
records.

Method The comprehensive system consists of three
components. Community surveillance involved collecting
information on suicides and attempted suicides from third
party key informants such as village heads, teachers,
priests, shopkeepers, private physicians, private hospitals
and community health workers. The second component
consisted of data from public health facilities. The final
component consisted of suicide data from police records.
Information was collected for a period of 12 months from
August 2018 to July 2019 from 116 villages (population
377276) in Gujarat, India.

Results An average of 710 community informants were
interviewed each month (mean: 6.72 informants per
village). The community surveillance system identified

67 cases of suicide compared with 30 cases by hospital
and police records (Cochran’s Q test 67.9p<0.01) and 70
attempted suicides compared with 51 from the hospital
and police records (Cochran’s Q test 66.6 p<0.01).
Discussion This is the first report of implementing a
large-scale comprehensive surveillance system for suicide
and attempted suicide in a LMIC. The combination of
community surveillance system and official data from
hospital and police records addresses the problem of
under-reporting of suicide and suicide attempts in India
and other LMIC.

INTRODUCTION
Suicide is a global public health problem
accounting for 1.4% of all deaths worldwide,

Strengths and limitations of this study

» The study shows a community surveillance system
collecting granular monthly data on suicides and at-
tempted suicide with the help of community-based
third-party informants is feasible in a low-income
and middle-income country (LMIC).

» Community-based informants can identify suicides
more comprehensively than hospital and police
records.

» Third-party reporting can help overcome the barrier
of stigma and minimise under-reporting, but authen-
ticity of the information needs to be substantiated
through triangulation.

» Community surveillance system, coupled with hos-
pital and police records, is a useful tool to address
under-reporting of suicide and attempted suicides in
India and other LMIC.

» Community surveillance may underestimate at-
tempted suicides as compared with a household
survey.

making it the 18th leading cause of death in
all age groups and the second leading cause
of death among young adults between 15
and 29 years of age.' Suicides occurring in
low-income and middle-income countries
(LMIC) contribute to 79% of the suicides
globally.?

Compared with other countries, suicides
rates are higher in the South Asia region®;
WHO has estimated that WHO South-East
Asia Region accounts for 39% of global
suicides and represents 26% of the world
population." Of the total estimated 817000
global deaths by suicide reported in 2016,
India alone accounted for 36.6% of global
suicides in females and 24.3% in men and
suicide is the leading cause of death among
Indians aged 15-39 years of age.*

A recent WHO report on suicide preven-
tion states that only 60 of 172 member coun-
tries have good-quality data on suicide, and
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78 out of the 140 LMIC do not have any vital registration
systems in place.” WHO has developed a manual on case
registration which extensively describes the processes to
establish a registration system at the structural/institu-
tional level.’

The stigma associated with suicide, illegality of suicide
in some countries and inefficient or absence of registra-
tion systems lead to gross under-reporting of suicides in
LMIC. Lack of reliable data on the number of deaths by
suicide and attempted suicides in LMICs is an important
barrier to measuring effectiveness of suicide preven-
tion strategies." Accurate and reliable data on suicides
is crucial in informing policy makers in making effective
decisions and investments in suicide prevention efforts,
in quantifying the public health costs of suicide and to
enact strategies that combat stigma-related issues.”

Suicide data in India are officially recorded and
publicly reported on an annual basis by the National
Crime Records Bureau (NCRB) which collates suicide
data from police records across the country, but does
not record attempted suicides. In 2018, the NCRB esti-
mated India’s suicide rate at 10.2 per 100000,” whereas
the WHO estimate was 16.3° suggesting that NCRB data
are a significant underestimate of the true rate. The
Million Death Study'” also concluded that NCRB under-
estimates suicide deaths in males by at least 25% and
females by at least 36%. Research has shown that under-
reporting happens due to classification of deaths due to
suicide under various ‘hidden’ causes® ' '* such as acci-
dental deaths, illnesses and/or undetermined deaths,
largely made up of drug poisoning and intoxication'
due to stigma associated with suicides and attempted
suicides.

There is no official record of the numbers of attempted
suicides in India, as this is not collected systematically by
any governmental agency regionally or nationally. Avail-
able research on suicide attempts is limited to several
small clinic-based studies reporting sociodemographic
features of individuals who attempt suicides.'** Esti-
mates from across the world show that for each death
by suicide, there are likely to be 20 or more non-fatal
attempts.'’ Attempted suicide was a punishable offence
in India until 2017, which created a significant barrier to
suicide reporting.'” This also resulted in those attempting
suicide and their families avoid seeking help from formal
health services or reporting other reasons. India has
enacted a new law, the Mental Health Care Act, 2017,
making India’s archaic law redundant.

Considering the gross underreporting of suicide and
attempted suicide in India and other LMIC, establishing
a comprehensive surveillance system to gather data on
suicidal behaviour is crucial to more accurately assess the
effectiveness of suicide prevention interventions. The
current study reports on the added value and process of
establishing a comprehensive surveillance system in India.
This system was established to collect baseline data on
suicidal behaviour as part of the Suicide Prevention and
Implementation Research Initiative (SPIRIT) project.'®

The objectives of the study were twofold: (1) To assess
the feasibility of adding community-based surveillance
data collection to hospital and police records to create
a comprehensive suicide surveillance system and (2) To
assess the added value of the community surveillance in
obtaining additional suicide and attempted suicides data
by comparing it to data from hospital and police records.

METHODOLOGY

Context

The SPIRIT is a US National Institute of Mental Health-
funded study on suicide prevention using an integrated
community suicide-prevention intervention. The study is
being implemented in the district of Mehsana in North
Gujarat, India. This study has been described extensively
elsewhere."

From the pool of 614 inhabited villages, 124 villages
were randomly chosen. Village councils were approached
for participating in the SPIRIT trial and allow imple-
mentation of SPIRIT’s suicide surveillance system in the
villages. Of the 124 villages, 54 villages in the intervention
arm and 62 villages in the control arm agreed to partici-
pate in the trial.

Duration
The study period for development and implementation
of the comprehensive surveillance system was August

2018 to July 2019.

Development of the community suicide surveillance system
Design

This surveillance system is based on the methodology
used to establish surveillance systems for disease moni-
toring and has been used for collecting data on suicidal
behaviour previously in India.'” It involves collecting
information on suicide attempts and suicides from third-
party key informants. Although verbal autopsy has been
conducted in other studies,10 we chose to use community-
based third-party informants for two reasons (1) the
death registration system is poor in India, as only 79.6%
of deaths are registeredw; and (2) this was a feasible and
preferred way to obtain regular monthly data on suicide
attempts in the community. Informants were identified
based on a mapping exercise to understand contextual
factors and a pilot conducted in four non-study villages.
These informants were the residents of the village and
information was collected on a monthly basis. They
resided at a caste-based hamlet (vaas in Gujarati) in a
village. One key informant was chosen from each of
these hamlets to ensure adequate coverage. These infor-
mants were knowledgeable about the village dynamics,
geography, sociocultural factors, births and deaths in the
villages. Informants included village council head, school
principal, community-priests, leader of the milk coopera-
tives, private physician, shopkeepers and other members
of the community. They also included community health
workers such as accredited social health activists (ASHA),
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Anganwadi workers, (the focal point for implementation
of all the health, nutrition and early learning initiatives at
grassroot level in India), female health workers and multi-
purpose health workers and private hospitals. Informants
were approached every month by trained staff (research
officers, RO) to gather details about individuals who have
attempted suicide or have died by suicide in their villages.
Informed consent was obtained from all the informants.
Confidentiality was assured for every informant given the
sensitive nature of the information they share. Collected
data were triangulated and analysed.

Patient and public involvement

Community-based informants were involved in mapping
and identification of other potential informants in the
villages who could be familiar with the health-related
emergencies and other day-to-day happenings in the
vicinity, who could inform about the incidences taking
place in previously under-represented hamlets. They were
also consulted for identification of nearby health facilities
where attempters or individuals who died by suicide could
be taken for treatment or other medical investigations.

Selection and training of ROs

Six ROs with master’s degree in social work or psychology
and at least 6 months of field experience in health
programmes were selected. They underwent a 2-day
training on establishing rapport with the informants,
interviewing skills, completing case record form, plan-
ning data collection and risk mitigation. Each RO was
allotted 20-23 villages for data collection. Prior to data
collection, villages were mapped for understanding local
contextual factors. The mapping exercise enabled the
ROs to identify key informants from different geograph-
ical areas within the village. A training manual outlining
the processes of community surveillance was developed
and piloted in four villages not included in the SPIRIT
project and appropriate modifications were incorporated.
ROs received continuous mentorship and supervision.

Community data collection

A semistructured interview schedule, a standardised tool
for recording every informant’s response (see online
supplemental annexure 1 part-1) was used for collecting
data on suicide attempts and suicides in a village every
month. This interview began by asking the informants if
they were aware of any suicides/attempted suicides that
occurred in their village in past month. If the response
was affirmative, then the informant was asked to provide
further details of the concerned person, details of the
incident, and whether the person was taken to any health
facility for care. ROs were trained to record as much infor-
mation as provided by the key informants, as not all infor-
mants were able to give all of the above details. Details
of each case reported by a key informant were recorded
in an individual case report form (CRF) (see online
supplemental annexure 1 part-2). As under-reporting of
suicide attempt or suicide is quite common, even if one

informant reported an incident, it was recorded in the
system. Incidents reported retrospectively (beyond past
1 month but within 3months) were also recorded. An
Enhanced Usual Care Template listing local resources
available in that region for mental healthcare was given to
the key informant at the end of the interview. Informants
were instructed and encouraged to share this document
with anyone in distress.

Data from health facilities

Data on attempted suicide and suicide were collected
from the regional public and private health facilities that
had inpatient care facilities, which constitute healthcare
facilities where people from SPIRIT study villages may
have sought care or been referred to in the event of a
suicide attempt. Some health facilities already record this
data systematically, whereas other facilities had no data
reporting system in place, or the system did not collect
adequate data of the index case. To support the latter
group of health facilities, the project team introduced
a data collection system based on the CRF (see online
supplemental annexure 2). Data from health facilities
were collected every 3 months.

Data from police records

Data for all unnatural deaths recorded at police stations
in Mehsana district was collected annually for the study
period. Of these, records for the SPIRIT villages were
identified and segregated into accidental deaths, suicides
and undecided cases. The police reports of the unde-
cided cases were further perused, content analysed and
discussed by two independent researchers to reach a
consensus whether these cases were suicides or otherwise.

Triangulation of data

Details of each case reported by a key informant were
recorded in an individual CRF (see online supplemental
annexure 1). Data collected from multiple informants
were compiled together, cross-verified and triangulated
by independent trained research staff who were not
involved in data collection. This was done to arrive at an
index episode of suicide attempt or suicide. Similarly,
information received from public health facilities and
police records were also reviewed and triangulated by
independent research staff. For every unique case, a trian-
gulation sheet with unique ID was maintained at the site.
The triangulated data were deidentified and recorded
in a customised electronic data capture interface. At the
same time, a personally identifiable information sheet
was also maintained to distinguish between a new unique
case or an already identified case (duplicate or common
case). In order to identify a common case, village, sex,
method, date of the incidence and age were primarily
considered as the most reliable variables to be matched
across all the data sources. If there was a discrepancy in
the data obtained from the three sources, preference was
given to the data obtained from the hospital and police
record. Accordingly, corrections were incorporated in
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the triangulation sheets as well as data entered electron-
ically. Similarly, when a common case was found, correc-
tions were done in the triangulation sheets and the data
entered electronically. In case of suicides reported only
by community surveillance, we verified these deaths using
village-level death registry at the end of the year. Four
villages refused to share the data and in one village the
register was sent to the district. Initially we perused the
aggregated death registry at the district office and found
that the details were sketchy. Hence, we decided to get
the information from individual register maintained by
the Talati (Village Accountant).

To maintain quality of data collection, planned and
unplanned visits were scheduled to the key informants
every month. Accuracy of the triangulation was reviewed
for all the cases recorded. Data entry as well as data correc-
tions was monitored through an audit trail built into the
electronic data capture interface.

Informed consent of all the key informants was
obtained.

Data analysis

All the data are presented as categorical variables and
summarised as frequency counts and percentages. As
this is nominal data, hypothesis testing was done using
non-parametric tests. The Fisher’s exact test was used to
see differences in age, sex and methods of suicides and
attempted suicides between the three sources of the infor-
mation (community surveillance, hospitals and police
records and common cases). To assess the added value
of community surveillance in obtaining additional data
on suicide and suicide attempts by comparing it to the
data from hospital and police record, we used Cochran’s

Others - community
volunteers, shopkeepers,
leaders of self-help
groups
13%

Private doctor
6%

Village temple priest
6% .

Leader - milk cooperative
10%

\

Auxilliary Nurse
Midwives/mulitpurpose
health workers

11% oK
(]

Figure 1

Village head (Sarpanch)

School Principal

Anganwadiworker

Q Test, a non-parametric test to find differences in
matched sets of three systems (community surveillance,
hospital records, police records) proportions. The test
assesses whether the proportion of case/non-case is same
between all the three systems.'” Further, post hoc McNe-
mar’s % statistic was used to check statistically evidence of
differences.” The individual alpha level is adjusted using
the Bonferroni method to control the overall error rate.

RESULTS

Of the 124 villages, the community suicide surveillance
system was implemented in 116 villages which consented
to participate in the study, covering 377276 adults.

Community surveillance

In total, 833 informants initially participated in the
community surveillance system, out of which 109 (13%)
dropped out. On average, 710 informants were inter-
viewed every month with a mean of 6.72 informants per
village. Informants’ categories are detailed in figure 1.
Almost half (44%) of the informants were village heads,
community health workers and Anganwadi workers.
Shopkeepers and community volunteers constituted 13%
of the informants.

The number of informants for each suicide/attempted
suicide ranged from 1 to 8. Cases where there was only a
single informant for a case of suicide/attempted suicide,
these informants were mostly ASHA and Anganwadi
workers. Overall, 42 attempted suicides and 26 suicides
were identified by single informants.

To assess the validity of the community surveillance
system, we matched the suicides detected only by

15% = Village head (Sarpanch)
0

= School Principal
= Community health worker - ASHA

Anganwadi worker
10%

= Auxilliary Nurse Midwives/mulitpurpose health
workers

= Leader - milk cooperative

Community health
worker - ASHA

14% = Village temple priest
o

= Private doctor

= Others - community volunteers, shopkeepers,
leaders of self-help groups

Details of the informant categories. ASHA, accredited social health activist .
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community surveillance (N=55) which were not recorded
in the public hospital or police records, to the village level
death register kept by Talatis. The information from the
death registers (maintained by the Talatis, a local admin-
istrative officer) consisted only of demographic details
of the deceased along with the details of the person to
whom the certificate was issued. The Talathi records do
not contain details of the cause of death, as these records
are merely meant to serve as a record of death certifi-
cates issued by the Talati. We did not find a match for
10 cases (18.1%). These 10 cases mainly belonged to the
two major categories: other backward classes (50%) and
scheduled caste (40%). Qualitative information from the
ROs revealed that individuals in these castes are more
likely to have a low socioeconomic status and thus may
have been reluctant to approach officials, for fear of
harassment, which is not uncommon.

Hospital and police records

Forty (22 private and 18 public health facilities) out of
53 health facilities in the district agreed to share data on
suicides and attempted suicides who had sought care; 13
private facilities did not consent to share data; this may
be due to attempted suicide being a medico-legal issue in
India warranting legal compliance to report these cases
to the police.

Data on all unnatural deaths filed under Section 174 of
the Code of Criminal Procedure during the study period,
from official police records, were received by the project
team. Of the 32 unnatural deaths recorded during this
study period, 46.8% were suicides, 21.8% were acci-
dents, and of the rest, 6.2% were reassigned as suicides
by researchers and 25% were in the undecided category.

Number of suicide attempts and suicides

There were 118 suicide attempts and 82 suicides recorded
from 116 villages using community surveillance system,
public hospital and police records. Based on the collected
data, the crude suicide rate and attempted suicide rate
were calculated as 21.7 per 100000 and 31.3 per 100000,
respectively.

Demographic details of suicide attempters and suicides

Although suicides (76.8%) and suicide attempts (60.2%)
among males were high, there was no statistical evidence
of a difference for sex found between the source of data
(three systems). We had data on age for 191 cases (113
suicide attempts and 78 suicides). The majority of suicide
attempts (69.0%) were among individuals under 35 years
of age, one-fourth (24.8%) were between 35 and 55 years
and rest were above 55 years (6.2%). Around half of
deaths by suicide (46.2%) were among individuals below
35 years of age, one-third (37.2%) were individuals aged
35-55 years and 16.7% were above 55 years of age.

Methods used for suicide and suicide attempts
The method of suicide attempts and suicide emerging
most frequently in the data were poisoning (83.1%

attempts; 31.7% suicides), of which 65.3% attempts and
69.2% suicides used pesticide ingestion as a means.

The other methods were hanging (4.2% attempts; 41.5%
suicides), drowning (3.4% attempts; 15.9% suicides), self-
infliction of injury (3.4% attempts; 2.4% suicides) and
self-immolation (3.4% attempts; 2.4% suicides). Other
less commonly used methods (2.5% attempts; 6.1%
suicides) were acid pouring, overdose (medication) and
jumping in front of a train.

We also assessed whether there were any differences
in age, sex or method of suicides and attempted suicide
between the three sources of information, however, there
was no statistical evidence of a difference (table 1).

Comparison of the ability of community surveillance in
obtaining additional data (suicide and attempts) versus
hospital and police records

Of the 118 suicide attempts, 67 cases were reported via
community surveillance and 48 from the hospital records.
Three cases of attempts were common among commu-
nity surveillance and hospital records. Of the 82 suicides,
55 were recorded only through community surveillance,
8 were identified only from hospital records and 6 cases
were identified only from police records. Two cases of
suicides were common from all three systems. Two cases
were common in community surveillance and hospital
records. Eight cases were common in community surveil-
lance and police records. Only one case was common
among hospital and police records (table 2).

Table 3 illustrates that there was statistical evidence
of a difference in the proportion of case/non-case for
suicide attempts recorded through all the three systems
(Cochran’s Q: 66.6p<0.01). These differences were
further assessed using post hoc McNemar’s test for
all three combinations (community surveillance and
hospital records, community surveillance and police
records, police records and hospital records). There was
no statistical evidence of a difference between commu-
nity surveillance and hospital records (p=0.09). Whereas,
there was statistical evidence of a difference (p<0.01)
between community surveillance and police records, and
hospital records and police records.

Table 4 shows that the community surveillance system
identified 67 suicides compared with 30 (13 plus 17) from
the hospital and police records and the result was signif-
icant (Cochran’s Q test 67.9p<0.01). Additionally, out of
the 67 suicide attempts identified by community surveil-
lance, informants reported that 58 individuals were taken
to hospital for treatment, 8 were not taken to a hospital
and for one case there was no information available.

DISCUSSION

The aims of this study were to develop and implement
a comprehensive surveillance system for suicides and
attempted suicides consisting of community surveillance,
hospital data and police records, examine the feasibility
of implementing a community surveillance system and
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Table 2 Number of suicide attempts and suicides from
community surveillance, hospital records and police records

CS and CS CS HR

HR and and and and
Cases CS HR PR PR HR PR PR Total
Suicide 67 48 - - & - - 118
attempts
Suicide 55 8 6 2 2 8 1 82
cases

CS, community surveillance; HR, hospital records; PR, police
records.

evaluate the value of adding a community surveillance
component in reducing under-reporting of suicides and
attempted suicides as compared with only collecting
such data from public hospitals and police records. The
study reveals that the community surveillance system was
able to identify additional 55 suicides and additional 67
attempted suicides compared with only 27 suicides and 51
attempts recorded in the hospital and police records in
the 116 villages. The results suggest that adding a commu-
nity surveillance component significantly improved the
comprehensiveness of the suicide data and reduced the
under-reporting of suicides as compared with relying
solely on records from hospitals and police. Hence estab-
lishing such a system in addition to the existing official
system is an effective mechanism to obtain a more compre-
hensive suicide data in rural India. This methodology may

Table 3 Comparison of ability of community surveillance in
obtaining additional data on suicide attempts compared with
the hospital and police records

Non-case Case Test statistics
Community 48 70 Cochran’s
surveillance Q test 66.6
Hospital records 67 51 (p<0.01)
Police records 118 -
Post hoc McNemar’s test statistics
Community Hospital records McNemar’s
surveillance Nerm-caee Case x2 test 3.14
(p=0.09) NS
Non-case - 48
Case 67 3
Police records McNemar’s
2
Community Non-case Case X test63.0
surveillance (p<0.07)
Non-case 48 -
Case 70 -
Hospital records  Police records McNemar’s
Non-case Case z‘rig‘:’f; ;19'0
Non-case 67 -
Case 51 -

NS, not significant.

Table 4 Comparison of the ability of community
surveillance in obtaining additional data on suicide
compared with the hospital and police records

Non-case Case Test statistics

Community surveillance 15 67 Cochran’s
Hospital records 69 13 Q t‘ésé_?7-9
Police records 65 17 (p<0.01)
Post hoc McNemar’s test statistics
Community surveillance Hospital records  McNemar’s
2
Non-case Case X test37.1
(p<0.01)
Non-case 6 9
Case 63 4
Community surveillance Police records McNemar’s
2
Non-case Case X test35.6
(p<0.01)
Non-case 8 7
Case 57 10
Hospital records Police records McNemar’s
Non-case Case Xz test 0.67
(p=0.41) NS
Non-case 55 14
Case 10 &

NS, Not significant.

be particularly relevant to other LMIC with inadequate
official reporting and recording systems for suicide and
attempted suicide.

Results also reveal that there were 82 deaths by suicide
and 118 attempted suicides during the study period. A
large national epidemiological study from India* found
that the attempted suicide:suicide ratio was 14.51 nation-
ally, 8.90 in Gujarat and much lower at 1.43 in the present
study. The epidemiological study mentioned above used
household survey for estimating suicide attempts, while
this study used third-party community informants. This
may explain the lower rate in our study, as third-party
informants may only be aware of serious suicide attempts.
Community surveillance may, therefore, not be as effec-
tive in capturing all attempts, including medically non-
serious attempts.

Sustainable Development Goal 3 (Health)?* aims to
reduce premature mortality from non-communicable
diseases by a third, and suicide rates are one indicator
(3.4.2) of this goal. In order to reach this target, it is
essential that reliable data are collected by countries
on both suicide and self-harm. WHO has produced two
resources for registering suicides and self-harm behaviour
(including attempted suicides); however, these are based
on data obtained via official health records.' Commu-
nity surveillance systems, such as the one described in
this study, are an additional strategy to complement or
augment the health system or registration system records
and provide data where such systems do not exist. Further
this could also be useful to monitor local trends and eval-
uate suicide intervention strategies.

Vijayakumar L, et al. BMJ Open 2020;10:¢038636. doi:10.1136/bmjopen-2020-038636

1yBLAdoo Aq paroaloid 1senb Aq 0Z0Z ‘0T JoquiaAoN uo /wod fwg uadolwgy:dny woly papeojumoq ‘0202 JaqUIBAON 6 U0 9£98£0-0202-Uadolwag/ogTT 0T St paysiiand 1siy :uado cNg


http://bmjopen.bmj.com/

There are several challenges to developing and imple-
menting a community surveillance system. First, infor-
mants were initially wary of sharing information about
their community members, expressing concerns about
confidentiality of such information resulting in conflict
with survivors and their families if such information
became public. Second, the possibility of getting entan-
gled in legal problems either with police or with survi-
vors and their families was also an issue. Repeated contact
to establish rapport, assurance of privacy and confiden-
tiality, and consistent approach towards data collection
helped informants share the information without fear of
legal or social conflicts.

LIMITATIONS

The use of third-party informants is a major limitation,
and direct confirmatory interviews with survivors or their
families were not done to ensure informant confiden-
tiality. Verbal autopsy was considered unfeasible as we
wanted to design a system which could be easily replicated
in routine practice with regular monthly data collection
and scaled up in situations of limited resources.

The other limitation is obtaining third party infor-
mation on suicide attempts. The gold standard is to
do a household survey but that was not feasible as a
routine method for data collection every month across
large geographical areas, as is the case in the present
study. We were keen to test the feasibility and utility of
adding community surveillance to the existing hospital
and police records to reduce under-reporting of suicide
attempts. The only indirect validation we can provide
is that there was no difference in age, sex or method
between community surveillance data and hospital and
police data. However, as majority of the suicide attempts
have been reported by community health workers like
ASHAs and Anganwadi workers, who we believe are
likely to be the more reliable sources of information.

Another limitation is that not all suicide attempts
registered at the hospitals were picked up by community
surveillance and this highlights the need to combine
community surveillance with hospital data for more
comprehensive data on attempted suicides. A possible
explanation could be that the visit or stay in the health
facility was kept confidential or attributed to other
health conditions by the family. It is also not known
where the 58 attempters identified by the surveillance
system were treated. As Ahmedabad (the nearest city)
was just 1 hour away, many attempted suicide cases may
have sought care there, as there are better medical facil-
ities and also a large urban city away from the village
could have provided anonymity to the individual and
their families. It is also possible that these attempts may
have received treatment from private practitioners or
practitioners of traditional and alternate systems of
medicines in neighbouring villages which are not part
of the study villages. Further research is needed to iden-
tify the gaps in the system.

A final limitation is that in 68 cases the information was
from a single informant. However, the majority of single
informants were ASHAs and Anganwadi workers who
live in the community and are knowledgeable about the
community members.

Despite these limitations, such a community surveil-
lance system is important in capturing additional sources
of suicide attempts and suicides in an LMIC like India,
where suicides are a leading cause of death, particularly
among young people. Strengths of the study are the variety
and number of informants used thus ensuring coverage
of entire villages, triangulation of data to avoid attempts
or deaths being counted more than once, collecting
data each month to avoid recall bias and builtin fidelity
checks within the surveillance system to ensure quality of
data collection.

The community surveillance system also enables
capturing more frequent and real-time sort of data on
suicide attempts and suicides. WHO also supports the
idea of obtaining suicide data on a monthly basis from
sources of information such as hospital records, general
practitioners, community health workers, teachers, reli-
gious leaders, other gate keepers.”

CONCLUSION

This is the first report of implementing a community
suicide surveillance system for suicide and attempted
suicide in an LMIC. Community surveillance systems
added to hospital and police records can be an effective
tool to obtain more comprehensive data on suicide and
attempted suicide, understand local trends and methods
of suicide, and obtain insights into the impact of interven-
tions on suicide attempts and suicide in a specific catch-
ment area. Ultimately, the combination of a community
surveillance system and data from health system records
are likely to address the problem of underreporting of
suicide and attempted suicide in LMIC.
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ANNEXURE 1

Case Report Form — Suicide Surveillance System - Part 1
3 RUWE 5l —vlenscllell (el Hizell @Zlatel cacal (Juie's Uddad Ren)

A. Village Code: B. Taluka: [J Intervention
oUHell 8ls: dlgsl
Village name: O Control
UMl ollH:

C. Code of the Surveillance Officer: D. Date: 3lut:

[ARlatal s2et2 sl Sls

D |D M (M Y|Y|Y|Y

E. Consent of the informant obtained? F. Study ID (Copy from the consent form):
HR AL 2uuettz WAL AHQ lda B2 RMQ wasHigl sidl s):

O Yes O No
al all

Source of information (tick one option only):

B Al B : (818 uel Asell WA (V) oll (Rauell 5)

O Head of the village (Sarpanch) O School principal/teacher O Dudh Mantri
AUHeAL ASL(URU ) lLetl AU/ RS g 1ol
00 Community /Village Temple Priest O Police O Anganwadi worker
UMl H(ERetl yost3l Wl LSttt sHARA
L] Private physician LAccredited community health workers (ASHA)
wLato(l coflot (S1seR) Hiocll Yl AHURBS 1Rl 512153
01 Auxiliary Nurse Midwife 01 Others; specify:
(MPHW/FHW) dsl25 o(] ol ; AU 53

Do you know of someone who has either attempted suicide or died by suicide in your village in the past
month? 9 dA Acll cAlsclal Q0 Ol ¥ FA oLl H(EA AHIRL AUHML MlHS R sclloll Yl s

WYl lHsRU 53 B?

OYes [ONo OUnsure
sl sl AlssU o2l

If Yes, O Attempted Suicide 01 Death by Suicide
Aol cdl, WHERUA YAR BUlLHERU 53| &l
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Number of cases: ___ No. of attempted suicide: ____ No. of deaths by suicide: ____

Note: For every informant reporting an attempted suicide or suicide, complete part 2 of the CRF separately.
Similarly, complete separate CRFs for every instance reported.

Write specifications of the informant’s work.

For example, if you are interviewing a community priest who is specifically involved in the cremation
practices, write 2-3 sentences about his work — where he works [name of the village(s)], for which
communities (whether he works for all the communities or any specific ones), number of times a
week/month he is involved in this work, etc.

HIB AL uUstiRetl st QA [Qotd et HlEl 2.

GELEAU A3, B A %l AR dUMatl 3 AYELaatl YAIloll YAlsicd deS @ sl ¥ @ uildl y3l
usclloll Ysaumi Asnudd 8 Aed ¥ Rl 1 H@dlall Yuaald 8 dl di dxetl [@QAs{l [Qotdl
Al 2L cltsANHL L A AVl — AR 22U 51U 5 B A U Mo ollH, AB sl Aol WAl UYELRA HIR
SIH 52 8 (AUl oLl % UHELAotl ASL HIZ 51 53 B acl 518 Als (AR el HR 51 52 B),
A WA Y3 wisattofl 2 Ylsauui 1dett el msauslau 12 Wdlell 32l A slnd 8, ddlR
Rl HE A, MRl 2uetx WAl yind sl
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Case Report Form — Suicide Surveillance System Part 2
[] Intervention [] Control

Month of incidence ............ Month of surveillance............ Month of storage.........

Study ID (Copy from the consent form):
AHAQ wasuiell sl s2):

Date: cll3w:

D|D| |M |M Y[Y|[Y|Y
Village name/ OUHOUL GLLH: vevvvvvrrrrrrrrreeeeeerereereeereeeeeeeeeeeeeeeeeeeeeeeeeeeessemasssssnns
TAlUKA/ALESL: .oeivireeieeeeeeeeeeiiirreeeeeeeeeeeeeessrarreeeeeeeeeeeesssssnsssreeeeeesssssenns
Code of the Surveillance Officer/(31&1QL 520112 UASIZA SUS: eeveeeeeeeeeeeereeennnne

Note: olltl

Use separate form if more than one case of attempted suicide or suicide is reported.
B A§ Sl AY WLHSRUAL YA HUA WULHSRU HLoll U ollelldl Sl L A €5 HLS A

U 3 RUE Sloll Guot 53w AMl Aofl Aygl (Aot galal.

Information about the person who has attempted suicide or has died by committing suicide
UlLHS U Y s2A[ Sl el AleHscl 53] 8l Al culset (Qo{l i3l

1. Name:
ollH

2. Age (years): GHQ(C{Q)
0 Known, specitfy,
AlssU L B, g2l

OUnsure (specifyrange: )
AlssU o 2fl, 2ure 53

CINot known
QL ol
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3. Gender: [OMale OFemale OOther
UG EERYEN =l ol

4. Religion: U3

OHindu @oﬁ, OMuslim H@H OChristian (326t
CIBuddhist/Neo- Buddhist 6l (Jain %ot OSikh 2(lwt

Jewish ags\él OParsi/Zoroastrianism U2

LOther, specify 3oL, ¥UX 5. [INo religion 5165w otell

[ Not known Qlctl o1&l

5. Caste: st

O General/Open RIEIENE [0 OBC el ULl clol

[ Scheduled Caste iR sld [ Scheduled Tribe ajy(Act %atosi(d

O Nomadic Tribe (A2l sstost(d [ Not known 18l o1&l

O Not applicable G119 USd el O Other (Specify: )

6. Marital Status: aC{lPeS R

O Unmarried AU @.d U Currently Married Uﬁ@d

00 Married but Gauna/Aanu not performed R @.d 8 el “ULR]” SR M ol vl

0] Separated (no legal separation) %) elac O Divorced Q&l@Sl A

O Widowed/Widower (Qua/[Ay? OStatus not known dcll(@s RA(A{ sl otell

7. Education: @.&lQl
L1 Known, specify/ %18l ], eallal

1 Not Sure/ Not known/ %183l oAl / AssU otell

8. Vaas code:
aldsls

If others (code 26), specify/ % Sl&5 U 815 &lal Al Aol RUR $3:

9. Employment Status (tick multiple options if applicable):
cldAURs RAQA(As sl auR (V) Rausdl 531 asiay
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LIStudent [ISalaried person USelf-employed LHousewife
@Qeuel WIURELR A8l -0 o)(zull
ODaily wage earner OUnemployed CRetired CNot known
2(als Actot 50UR AReSOUR A oL ot el

OOther; specify/ ¥o2l; U 53

10. Date of attempt of suicide/suicide:
Wellal sl uglatsl slat wael

DI DIMM|Y|Y |Y|Y

UlHsRU 531 8l Aofl Adlw:

If not known, tentative date (mention range):
ol AssU AW ALE of Sl cl, WA dAMal ALE dlat A Atlw il

11. Time of attempt of suicide/suicide:
Wtal st uglatsl lat A cll wleHscllell Yl sl lat A yH2L s-ual:

OKnown, specify:
ALY, U 53

CINot Sure, tentative time of the day:
o8l A UHA (Aol QL ot Slal AL AR UHA FRUA

1 Not known
el ol

12. Method of attempt of suicide/suicide (tick one option only):

tal-gl uglascuoll Ay Buascusdl Ad:
00 Drowning in waterbody LL[Q,[D—([ §0ﬂa
O Fire/Self-immolation ¢zl 4191 UIlal
(] Hanging OLOUSLRA WlESal
O Self-infliction of injury (e.g. with knife/firearm) 2cl2iHal 81 53lal WlcHeRU s/l (G.€L. ULS/OIES
WdR?)
O Jumping (e.g. from high-rise / building) §€la\ (G.€L. QLuUAESTL Ul cdR)
O Overdose of medication €clle] At YHIQL ASA (BH ¥ ay GAlelsll oNe{lA cdAefal)
O Self-electrocution clxyclle L2t
O Intentionally jumping in front of running vehicles/train AUl¢ cAléel A AL ALY 2010{1 AR WS EHL
ULl
U] Poisoning IR

CJKnown, specify/ %18l 8, 2U $31
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[0 Not Sure/ 0554 o1l

[ Not known %18l ol

O Other means; specify
UL AU 5L

Whether the person was under the influence of any substance when the incident occurred (e.g. alcohol
or drugs)/t2ell Udl A AHA cABAN 5 olcl HIES aclo] Adel 5A & A UL 53 (El.dl.

WESE A WU $IRU):
OYes/ 8l CONo/ell  CINot known/ QL otell

13. Number of previous attempts (if known):
WOUG 5 WlHERULAL Ylollofl Auul (281 0Ll 2t A):

14. Place of attempt of suicide/suicide (if known):
(Mol sl USRS clloll Yot s dlal A =1L (%8 sl &t A):

15. How long did it take for the attempt to be first discovered (if known)?
lHS UL Yleol 500 A (Al 2l et wHounL g2uet U sl (3 et dlat A):

Minutes / Hour / Days (mark whichever applicable)
A2/ scusl / R a (o] usdl ollotdt 2sRULA)

16. Was the person taken to the health care facility / professional:
8165 uRL ARAR Y3l wsauni sl edl:

A.[OYes [ONo [INot known
8l ol oseLatedll

If yes, - %1 &, ll Y31 uiscimi wdet ARaARell ugla:

for medical treatment for admission

doflol aRenr Yl wseuni el ol € LU HT ELHE SR AL LRl §cll
Ulfor counselling CINot known

YRAHA HI2 HsEAHL ALeUL sl QL ol

B. Specify the facility / professional where the case was referred (public/private/NGO or trust):
(sclol ARAR M2 Ul HscaHl Al ocll A e 3 cuaulRls Slseedl [Qatdl 2ue s

(818 / Wlatd(l / Rt ull AUl 22):

C. If admitted, number of days of hospitalization:
| cASARA € ULl HL EIHEA SAUHL JUAE 82,
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18.

A el UAA [ arell Ao 0t du Ml
AUAA Bl A (&t Yol e (& alell Auaul el

17. Outcome on discharge: €cllWla\&(l 291 B2l Ugdlo] URRUH:
[ Survived from an attempt of suicide/ WlcH&RUoAl S YauUMIl 2elreato{l Yoyl

O Referral to another critical care facility / AY EURW HIZ Ao st WA HIsEI

0 Death/ {3

[ Other, specify/ ¥ol, U $3U
[ Not known/ %18l o1&l

L] Not applicable because person was brought dead

A Usd otell 51201 ¥, cAGARN Y W ARUML % €KLl AlclallHl AUA &l

L] Not applicable because person was not brought to the hospital.

A Usd otell 5101 ¥, cUlsAa € cllulal AlaaltHl AUAe o8l

Distance between the place of attempt of suicide or suicide and the nearest health center where the

person was taken after the incident:

UHERIL AU BlHsUlA YA 52Ul 8l A Nl Al ol sall IR Sosioll U Yelloll
AR & Al WLHERU AUl AlHERUA Y 52Ul Ul cUsclal A el 2wl ol

kilometers/ Beadler

19.

[INot known 183l o1&l

[ Not applicable. G119} USd] atell.

Informed to police: olotlcl ¥ Wellua st 53 oll:
OYes ONo OONot known

&l ol oLt

20. Police record available: Wc{ld waell 2518 (Hl[:s rﬂ) YL 8

OYes ONo ONot known
8l ol oseLatedl

Additional Notes: ol
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Annexure 2

SPIRIT Suicide Surveillance System/—3lcH&clloll [l 1ol [Adlatal ctcral (Jugs Adcou Rren)
Case Report Form for Hospitals (Attempted Suicide or Suicide)/ € cllullell HI2 3% W S RUIHE R YURAUAMLMSRIL)

Name of Hospital/Clinic: /€ AMIT] oM. ..o
OTrust facility/232 O Public facility/425(31 OPrivate/itstd(l

S Date of Name Age | Gender Village Taluka Method Attempted / Additional Notes
No. | Incidence alH Gy | el Qll"l°i ol | st A completed suicide AAlY
u2otl ol el-glo{l/alcHecl
A3ls
CIty/ &R cnerrrrrrreeeeeeeeeeeerrrrrereeeeeeeeenssnnns
Month of surveillance/ @ﬂ&{Ql SUCHIR™ e Year/AN ..,
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