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uicide is one of the major public health concerns

today in both the adult and adolescent population.

Asia accounts for 60% of the suicides worldwide out
of which 40% occurs in low and middle-income countries
[1]. A systematic review of population-based studies
among 513,188 adolescents revealed that 9.7% participants
reported that they had attempted suicide at some point in
their lives [2]. One-third of the adolescents with suicidal
ideation developed plan among whom 33.9% attempted
[3]. Despite its high prevalence and known risk factors,
suicidality is often undetected. A national mental health
survey of Nepal reported a 3.9% prevalence of current
suicidal thoughts among adolescents above thirteen years
and 0.7% adolescents reported of performing a suicide
attempt [4]. In adolescents, suicidal behavior is associated
with an interplay between genetic, psychological,
cognitive, and social factors, with particular risks related
to childhood adversities [5]. Rather than mental disorders
such as depression, socio-cultural stressors have shown to
play a greater role in suicide in Asian countries than they
do in Western countries [6].

In the case of adolescents, a suicide attempt has
a strong relation with emotional regulation and family
support [7]. Family environment, mainly the support
and the difficulties, can be an important predictor of
suicide and a potential target in suicide management
[8, 9]. Another important aspect in adolescent suicide
is self-esteem. Low self-esteem is associated with
higher levels of depression, hopelessness, suicidal
ideation, and an increased likelihood of having
previously attempted suicide [10]. An evaluation on the
moderating effect of family support on the relationship
between self-esteem and suicide risk behaviors among
849 potential high school dropouts showed that family
support moderated the impact of self-esteem on suicide
risk; the ameliorating effect of self-esteem was stronger
among adolescents with low versus high family support
[11]. Targeted suicide screening and identification of
correlates of suicide is feasible and can help in better
understanding of this behavior that in turn would
provide help in devising strategies for prevention [12].
There is a dearth of literature in Nepalese context
regarding the association between self-esteem and
suicidal ideation, and between family support and
suicidal ideation. Hence, our primary objective was to
find out the prevalence of suicidal ideas and attempts
in school-going adolescents of the community schools
of Kathmandu valley. Our secondary objective was to
find out the association between suicide screen-positive

adolescents with self-esteem and family support.

METHODS

n this cross-sectional study,
adolescents between 12 - 18 years of age studying in
grades eight, nine and ten in two community schools
of Kathmandu valley were enrolled using a purposive

211 school-going

sampling method. After permission from the research
committee of the Department of Psychology, Padma
Kanya Campus, and approval from the principals of
respective schools, the enrolment began. The Declaration
of Helsinki 1975 was followed throughout the study. On
the day of data collection, a brief session (15 minutes)
for suicide awareness was taken in each class. The paper
prints of information related to the study were then
distributed to all participants and written informed assent
was taken. Any doubts and concerns raised by the students
were cleared. The questionnaire was distributed, and the
data were collected. The students were encouraged to
give their genuine responses without discussing them
with fellow students. The students were also suggested
to seek professional help if they felt they had problems.
The participants had the right to withdraw their consent
at any time during the study. They were assured that their
identity would remain confidential.

The following tools were used for data collection:

i. Semi-structured proforma: This consisted of
basic socio-demographic profile including the variables
like age, gender, religion, and education.

ii. P4 suicide screener: This was originally
developed for use by primary care physicians [13].
The four Ps indicate past suicide attempts, a plan,
probability of completing suicide, and preventive
factors. This tool has been used in multiple trials and
has been regarded as a useful tool in assessing potential
risks in clinical care and non-clinical research [14]. This
screener consists of four items related to the suicide. In
our study, we have excluded the first screen question to
rule out the confusion among students. We asked the
students to fill up the questionnaire themselves so that
the socially desirable response could be controlled to a
certain degree. No other changes had been done.

iii. Nepali family support and difficulties scale:
Nepali family support and difficulties were measured
using 10-item Nepali family support and difficulty
scale (Cronbach’s alpha=0.87) [15]. For each item, the
students were asked to rate how true each statement
was for their own family on a four-point Likert scale
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ranging from “Not at all” (0) to “All the time” (3). After
reversing the scores for negatively formulated items
(i.e., measuring negative family interaction), the total
score was derived by using all items, with higher scores
indicating greater perceived family support (instrument
range: 0-30) [16]. The Nepali family support and
difficulties scale has a good psychometric property [17].

iv. Rosenberg Self-esteem scale: Self-esteem was
measured using 10-item Rosenberg self-esteem scale.
For each item, respondents were asked to rate on a
four-point Likert scale ranging from “completely agree”
to “completely disagree”. The scale demonstrates a
Guttman scale coefficient of reproducibility of 0.92;
test-retest reliability over 2 weeks reveals correlations
of 0.85 and 0.88, indicating good stability [18].

The scales used were in Nepali language. The fam-
ily support and difficulties scale was available in Nepali
language. The P4 suicide screener and the Rosenberg
Self-esteem scale were translated into Nepali followed
by blind back translation. The co-authors finally ex-
amined the blind back-translation and consensus was
reached for the final version of the questionnaire.

Socio-demographic data
tabulated and descriptive analysis like percentages,
central tendencies and tests for normal distribution
were performed initially. The Q-Q plots were done for
every data and accordingly the comparisons were done
using parametric and non-parametric tests whichever
were applicable. As the data collected had non-normal

and clinical were

distribution, the Mann Whitney U test was applied
for continuous variables. The Fisher exact test was
used for categorical data. Data was analyzed by SPSS,
a statistical package software (version 16.0; SPSS Inc.
Chicago, IL, USA).

RESULTS

he data collected from all 211 students were

complete. The female outnumbered the male. The

age of the participants (mean + SD) was 15.08 +
1.17 years. Maximum students were Hindu and from
Chhetri and Tamang ethnicity (Table 1). The P4 screener
showed 27.96% of the students to be positive (Table 2).
When the risk stratification was performed, maximum
percentage (76.3%) of screen positive students had higher
risk. Only 20.3% and 3.4% of the screen positive students
had minimal and lower risk. Similarly, the scores (mean
+ SD) for family support and difficulties scale was 23.66 +
3.25 and for self -esteem scale was 21.79  4.22.

The Mann-Whitney U test indicated that family
support and difficulty scale score [median (IQR)] was
significantly greater (U = 3493.5, p = 0.012, Z = -2.5)
for suicide screen positive [23 (6)] than for suicide
screen negative [25 (4)]. However, the test indicated
the self-esteem score was not significantly different (U
= 3960.5, p = 0.187, Z = -1.32) for suicide risk screen
positive [22 (5)] and screen negative students [21 (5)]
(Fig. 1).

Table 1: Socio-demographic profile of the participants (n = 211).

Parameters Number Percentage
Gender Male 88 41.7
Female 123 58.3
Religion Hindu 145 68.7
Buddhist 46 21.8
Muslim | 0.5
Christian 18 8.5
Others | 0.5
Education Class 8 43 20.4
Class 9 40 19
Class 10 128 60.2
Caste Brahmin 26 12.3
Chhetri 6l 28.9
Newar 13 6.2
Tamang 60 284
Magar 21 10
Dalit 8 38
Others 22 16.4
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Table 2: Suicide Screen, family support and difficulty
scale score, and self-esteem score. Values are presented
as number (%) or mean % SD.

Variables Categories Values
Suicide Screen Positive 59 (27.96%)
Negative 152 (72.03%)
Suicide Risk Minimal Risk 12 (20.3%)
Lower Risk 2 (3.4%)
Higher Risk 45 (76.3%)
Family Support and Difficulties Scale Score 23.66 £ 3.25
Self Esteem Scale Score 21.79 £4.22

The Fisher Exact Test showed that the number of
suicide screen risk positive female students (n = 41) was
significantly higher (p = 0.04) than suicide risk screen
positive male students (n = 18) (Table 3). There was
no significant difference in the family support and
difficulties scale score between the male and female
groups. The Mann-Whitney U test indicated that family
support and difficulty scale score [median (IQR)] for
male [24 (5)] and female [25 (4)] was not significantly
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Figure 1: Box plot for median scores of a. family strength and
difficulty and b. self-esteem as per suicide screen.

different (U = 4702, p = 0.1, Z = -1.63). Similarly, the
test also indicated that the self- esteem score [median
(IQR)] for male [22 (5)] and female [21 (5)] was not
statistically different (U = 5345, p = 0.88, Z = -1.53)
(Fig. 2).

DISCUSSION

he present study aimed at finding the prevalence of

suicide risk, the degree of risk, and its correlation

with family strength and difficulty and self-esteem
using standardized questionnaire among students from
two community schools of urban Nepal (Kathmandu). The
percentage of students having a risk of suicide or screen-
positive was 28%. The number of female students with
risk was higher than male students with risk. This finding
is similar to the finding in a study from USA where the
percentage of students with suicidal risk was 29% and the
female to male ratio was 2:1. This study was done on 1323
students using suicide risk screen [19]. The percentage of
risk is also similar to the result of the study done in New
York using Columbia suicide screen in 1729 students [20].
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Figure 2: Box plot for median scores of a. family strength and
difficulty and b. self-esteem as per gender.
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Table 3: Comparison between male and female students
for suicide (n = 211). Values are presented as number (%).

Variables Male Female p-value
Suicide Positive 18 (8.5) 41 (19.4) 0.04*
Screen Negative 70 (33.2)  82(38.9)

* Fisher’s Exact Significance

When Fischer exact test was applied it was seen that the
female students had a significant suicide risk as compared
to male students and this finding keeps with most of the
published literature. As per a 10 years review on youth
suicide it was seen that female youths were more at risk
for suicide than male youths [21]. However, it has been
seen that the completion of suicide is higher in male youth
as compared to female [22]. This higher risk of suicide
among females in Nepalese context may be explained
by the adversities faced by female gender in social and
cultural context. It might be also explained on the basis of
hormonal and neurobiological vulnerability of female as
compared to male.

It is a well-known fact that family environment,
alone as well as in interaction with psychopathology,
plays an important role in determining suicide and
suicidal behavior [23]. It has been suggested that family
support has a protective effect on suicidal behavior in
youth and adolescents. In this current study, it was
seen that the group of students who had no suicidal
risk had a significantly higher score on family support
and difficulty scale as compared to the students with
suicidal risk. This indicates that better family support is
protective against suicidal risk. This finding is similar to
the study done by Fleming et al. among 9570 randomly
selected 9 to 13-year-old students from 114 schools in
New Zealand using the New Zealand Adolescent Health
Survey where multivariate analyses showed that family
support was a protective factor [24]. Similar findings
about the family support were replicated in another
study done among potential high school dropouts (n
= 849), using questionnaires and in-depth assessment
interviews which showed self-esteem, family support,
and peer support were negatively correlated with suicide
risk (r = -0.47, -0.25, and -0.30, respectively; p < 0.001)
[25]. However, in our study the self-esteem scale score
didn’t show any significant difference between students
with suicide risk and students without suicide risk. This
result is in contrast to a study among 939 adolescents of
grades 8 and 11 students in South Africa which showed
self-esteem was associated with suicide attempts [26].
In another study done on 116 patients with depression
it was seen that self-esteem was significantly decreased

by suicide ideation and suicide attempt history. One
reason of this study being in contrast to our study could
be we did not take sample with depression. As it is a
well-known fact that depression decreases self-esteem
and accounts for suicide risk, taking the random school
children would have contributed to our finding. Several
studies have provided evidence that suicidality is no
longer significantly associated with low self- esteem
when depression is controlled for [27 - 29]. However,
other researchers have found that low self-esteem
remains significantly associated with suicidality in
adolescents even when depression is taken into account
[30]. The first finding could be one of the possible
reasons to justify our results. A few researchers
have suggested that self-esteem might moderate the
relationship between depression and suicidality, with
depression being more strongly related to suicidality in
adolescents who are also low in self-esteem [31].

In another aspect, we looked at the family strength
and difficulties in male and female students and found
no statistically significant difference. Although we
couldn’t find any study that looked at the family support
in male and female adolescents, our result is interesting
in the sense that both male and female children and
adolescents feel similar support from the family. In
one study the perceived family support in 220 suicidal
adolescents had no difference in male and female [32].
This finding is important in our society because this
can give indirect evidence that male and female child
are treated equally by the families, and this also gives
us a general notion of awareness in the family of urban
school children about gender equality. When we looked
at the self-esteem of male and female students there
was no significant difference. As per Sahlstein and
Allen’s suggestion that research on gender differences
in self-esteem should focus on how they are formed.
It was hypothesized that they might change with age.
On the basis of past research, it was predicted that self-
esteem might be higher for girls than for boys during
childhood, but higher for men than for women during
adolescence and adulthood [33]. The present research
was cross-sectional and could not reveal changes with
age in the same participants. However, one study done
in 227 participants across elementary schools, high
schools and university showed that male participants
scored generally higher on self-esteem than female
participants [34]. This result from the present study is
also encouraging as this gives indirect evidence to the
gender equality.
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This study is one of the very few studies that
have looked at school mental health evaluating the
suicidal risk. In another aspect, this also looked at
the correlation of family support and difficulties and
self-esteem with the suicide risk. This might help in
designing the intervention in the school children while
working for suicide prevention. Although this is one of
the few studies from Nepal there are limitations to it.
The questionnaires used here are not validated in the
school population of Nepal. Similarly, a cross-sectional
application of screening instruments doesn’t give a
diagnosis. The school of a municipality in Kathmandu
might not be representative of all the school children.
However, the study could play an important role in
laying the foundation for further studies as the findings
here give some idea about the problem statement and
its correlates.
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