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ABSTRACT: BACKGROUND: Suicide is among the top three causes of death among youth
worldwide. Hanging is among the most common modes of suicide. OBJECTIVES: The purpose of
this prospective study is to determine the Suicidal hanging in urban youth and determine the
prevalence of suicidal hanging in our community. METHODS: In this descriptive, prospective,
cross sectional study, all patients who presented to the department of emergency medicine with
suicidal hanging during this study period of 12 months from January 2010-December 2011 in.
were included. RESULTS: Total number of males in the study is 32 (64%), females in the study
is 18(36%). Mean age of the youth was 22.50+8.15(SD) years, Male 18.50+12.15(SD) years,
Females 20.50+5.25(SD) years; predominantly the patients were in the age group of 22-26
years. Number of male smokers in the study was 26 (81.25%) female smokers were 4(22.22%),
number of male alcoholics were 27(84.37%) whereas female alcoholics were 6(33.33%), number
of patients with pallor in males were 16(50%) whereas females with pallor were 12(66.66%),
number of males with skin changes were 6(18.75%) when compared to females who had
8(44.44%) skin changes, number of males wit oedema were 4(12.5%) and 6(33.33%) of females
had oedema, the mean weight among males were 48+8.34kgs when compared to females which
was 42+6.56kgs. Most of the patients who attempted suicide had varied personality issues from
mood disorders to psychosis. CONCLUSION: There is significant percentage of patients who
attempt suicide by hanging.
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INTRODUCTION: Suicide is among the top three cause of death among youth worldwide.
According to the WHO, every year, almost one million people die from suicide and 20 times more
people attempt suicide; a global mortality rate of 16 per 100,000, or one death every 40 seconds
and one attempt every 3 seconds, on average. Suicide worldwide was estimated to represent
1.8% of the total global burden of disease in 1998; in 2020, this figure is projected to be 2.4% in
countries with market and former socialist economies. According to the most recent World Health
Organization (WHO) data that was available as of 2011.1

Hanging is one of the most reliable methods of suicide, as for firearms, it is not 100%
effective - studies would suggest 77% - 88% effective 2 Suicide by hanging is the next most
frequent method in India.>> The profile of victims comprises married females or unmarried males
in the age group of 21-30 years, faced with stressors in the form of unemployment, harassment
for dowry, prolonged illness, failure in examinations, financial duress, or interpersonal problems.®

MATERIALS & METHODS: STUDY DESIGN: Prospective, cross sectional study.
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SAMPLE SIZE: 50 cases over a span of 12 months from January 2010-December 2010 in. were
included.

METHOD OF COLLECTION OF DATA: The data for the purpose of the study was collected in a
predesigned and pretested proforma which include various socioeconomic parameters like age,
sex, occupation, religion, etc. About 50 cases were selected on the basis of the simple random
sampling method.

The statistically data was analyzed with the help of software SPSS.16.0, ANOVA, factor
analysis and Chi-square test

INCLUSION CRITERIA: Patients with attempted complete Suicidal hanging.

EXCLUSION CRITERIA: Patients with incomplete suicidal hanging, strangulation or other
methods of suicide.
Questionnaires, physical, radiographic examination was done in all patients.

RESULTS:

Table 1 shows total number of males in the study is 32(64%), females in the study is 18
(36%). Mean age of the youth was 22.50+8.15(SD) years, Male 18.50+12.15(SD) years, Females
20.50 £ 5.25 (SD) years.

Table 2 shows predominantly the patients were in the age group of 22-26 years.

Number of patients in the age group 16-18 years was 7(14%), 19-21years was 9(18%), 22-24
years was 16(32%), number of patients in 25-27 years was 11(22%) and number of patients in
the age group 27-29 years was 7(14%).

Table 3 shows number of male smokers in the study was 26(81.25%) female smokers
were 4(22.22%).

Table 4 shows number of male alcoholics was 27(84.37%) whereas female alcoholics
were 6(33.33%).

Table 5 shows number of patients with pallor in males were 16(50%) whereas females
with pallor were 12(66.66%), number of males with skin changes were 6(18.75%) when
compared to females who had 8(44.44%) skin changes, number of males wit oedema were
4(12.5%) and 6(33.33%) of females had oedema.

Table 6 shows the mean weight among males were 48+8.34kgs when compared to
females which was 42+6.56kgs.

Most of the patients who attempted suicide had varied personality issues from mood
disorders to psychosis. All the patients were from lower middle class.

The educational level of all patients was between class8 to class 12.

DISCUSSION: Suicide by hanging has increased in India and a number of other countries over
the last 30 years. Hanging is a highly lethal method of suicide in that around 70% of those who
attempt suicide using this method die. It is to be noted that only half of those who die by hanging
are found fully suspended with their feet above the ground. Ligature points used by those in
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prisons and hospitals are often below head height. Most hanging deaths occur in the community-
only around 10% occur in prisons and psychiatric hospitals.

Improved pre-hospital and acute medical management of victims may have some impact
on the current death toll as around 20% of those who die from hanging are found alive.

Sociocultural factors undermine the veracity of these records. Suicide attempt is a
punishable offence under the Indian Penal Code (IPC Section 309); this results in under-
reporting. Deaths in rural areas are certified by village headmen (“panchyatdars”) though all
cases are investigated by the police. The process of registering a death is particularly inefficient in
rural areas. Eventually, only about 25% of deaths are registered and only about 10% are
medically certified.”®

Although suicide rates were commonly highest among older adult males, rates among
young people have been increasing. Young adults are a particularly vulnerable group and
currently show the highest rates of suicide the world over. Suicide is responsible for 6% of all
deaths among young people.’

An Indian study showed that the suicide rate was highest in the 15-29 years age group
(38 per 100,000 population) followed by the 30-44 years group (34 per 100,000 population).

Youth in the age group 15-29 years accounted for the largest proportion (34.5%) of
suicides followed by those in the age group 30-44 years (34.2%). Other studies in India also
indicate that young adults are at increased risk, with ages 20-24 years followed by 25-29 years
showing the highest rates of suicide in a psychological autopsy study*®

Globally, attempted suicide is commoner in women and completed suicide is commoner in
men.!!

The male: female suicide ratio is 3.8, 3.9, 4.1, and 3.4 in Australia, Canada, the United
States, and the UK, respectively!? and it is lower in Asian countries.!?

In one study of attempted suicide in India, 55.5% were uneducated.!* In another study,
54% of suicide attempters had received high school education or higher.15Women attempting
suicide tended to have a lower educational status compared to men.®

The suicide rate is generally reported to be higher in urban areas because of a variety of
stressors related to living and working in cities, including overcrowding and social isolation. In
India, during the year 2000, though the suicide rate for the country was 10.8, the rate in urban
areas was slightly lower at 9.94. ¢ There has since been an increase in urban suicide rates to
11.4% in 2005, around 13% in 2006 and 2007, and 12.1% to 12.5% in 2008 and 2009.'’ Studies
in recent years are consistent in this regard: suicide '° and attempted suicide were more common
in persons living in urban areas.

Multiple suicide attempts of low intentionality and lethality are typically associated with
maladaptive coping and impulsivity in personality disorders. The rate of personality disorders
among those who attempt suicide in India ranges from 7 to 50% in various studies. 820

The most fruitful approach to tackling the rise in hanging suicides may therefore be
through population-based initiatives to reduce the popularity of this method. This may be
achieved through working with the media to reduce the portrayal of fictional suicides by hanging
and the reporting of hanging suicides.
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Group | Number of patients | Percentage (%)
Males 32 64
Females 18 36
Total 50 100
Age groups(yrs) No. Patients (%) Total (n=50)
16-18 7(14%) Male Female
7 0
19-21 9(18%) 8 1
22-24 16(32%) 9 7
25-27 11(22%) 4 7
27-29 7(14%) 4 3
Total 50 32 18

Gender | Smoking | Non-Smoking | Total | P-value
Males | 26 (81.25%) | 6 (18.75%) 32 | (p<0.63)
Females | 4 (22.22%) 14(77.77%) 18

Table 3: Showing smoking in present study

Gender | Alcoholism | Non-alcoholic | Total | P value
Males | 27(84.37%) | 5(15.62%) 32
Females | 6(33.33%) 12(66.66%) 18
Table 4: Showing Alcoholism in present study

(p< 0.891)

Males Total number
GPE (n=32) Females (n=18) of patients (n=50) P-value
Pallor 16(50%) 12(66.66%) 28 (56%) <0.001
Skin changes | 6(18.75%) 8(44.44%) 14(28%) <0.63
Edema 4(12.5%) 6(33.33%) 10(20%) <0.86

Table 5: Showing Signs on General physical examination in present study
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Groups Mean body weight (in kg) P-value
Males (n=32) 48+ 8.348 (SD)
Females (n=18) 42 + 6.86 (SD) (p< 0.22)
Total (n=50) 44 + 7.143 (SD)

Table 6: Showing means body weight distribution in different groups in present study
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