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Message

Suicide is becoming a major health problem throughout the World particularly among young age 
group. In Bangladesh it is a public health concern also. It is certain, suicide is a complicated 
action that is mired in a multiplicity of causal variables, and it is preventable. With the visionary 
leadership of H.E. Sheikh Hasina, Honorable Prime Minister of Bangladesh, we are on the right
track to achieve the SDGs. I strongly believe, in the journey to reach SDGs, we will decrease the 
rate of suicide within 2030 as per direction of SDG 3.4.2.

To prevent suicide, we need to address the causes and risk factors of suicide. By engaging in 
research, all the stakeholders can work toward understanding suicidal behavior and thereby 
uncover the risks and pursue the best ways to prevent it. The evidences gathered from any 
research can create awareness and give the right directions to the policy makers.

I am congratulating National Institute of Mental Health Team for successful conduction of the 
survey titled ‘Epidemiology of suicide and suicidal behavior amongyouth and adults in 
Bangladesh’. I express my thanks to Non-Communicable Disease Control Program of DGHS 
for the initiative of this essential survey. I also express my heartfelt thanks to WHO, Bangladesh 
and other stakeholders who contributed to the survey.

I believe, if all of us work together, we can increase public awareness to prevent suicide. The 
evidences generated from this research work will also play a pivotal role in this regard. I wish 
every success of the survey team.

Lokman Hossain Miah

iii

Senior Secretary
Health Services Division

Ministry of Health and Family Welfare
People’s Republic of Bangladesh



Message

Suicide is one of the leading causes of death among the adolescents and youth worldwide. 
Approximately 1.5% of all deaths worldwide are by suicide. In a given year, this is roughly 12 per 
100,000 people. In Bangladesh, Suicide is a public health concern also.  Suicide is preventable, 
but to prevent suicide, we need to identify the warning signs and risk factors of suicide. Only 
research can identify these.

National Institute of Mental Health, Dhaka with financial support from Non-Communicable 
Diseases Control Program of DGHS and technical support of WHO Bangladesh conducted 
survey titled ‘Epidemiology of suicide and suicidal behavior among youth and adults in 
Bangladesh’. My heartful congratulations to National Institute of Mental Health and all the stake 
holders for successful conduction this time demanding survey. 

I hope, findings of this study will help to identify the epidemiology of suicide and suicidal behavior 
among adolescents and youths and provide a right direction to the policy makers.

Professor Dr. Abul Bashar Mohammad Khurshid Alam

iv

Director General
Directorate General of Health Services

Government of People’s Republic of Bangladesh
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Line Director
Non-Communicable Diseases Control Program

Directorate General of Health Services
Ministry of Health & Family Welfare

Government of the People's Republic of Bangladesh

Message

Suicide is one of the leading cause of death among young adolescents and adults. It has already 
been recognized as a major health issue and addressed in the SDG goal 3.4.2 as a target to 
‘reduce suicide mortality rate’ by 2030. It is found that in every 40 seconds, one person commits 
suicide in the world. Bangladesh is also sharing the burden of this unwanted event. As there is 
no well-established surveillance system for suicide in our country, national level research like this 
is the key tool for generation of substantial evidence for policy adoption, program design and 
suicide prevention. This multicentered stratified nationwide study sheds a light on the suicidal 
behavior of our context. Special attention should be given to the suicidal tendency and thoughts 
among the adolescents and young population as this is the triggering factor for the problem. An 
evidence-based strategy is needed to reduce the number of suicidal death. This study conducted 
by a group of dedicated, skillful and hardworking psychiatrist, psychologist and social workers 
will lay the path for the above mentioned policy level advocacy, formulating evidence based 
strategy and help reducing the suicidal mortality in the country and thus achieving the SDG goal 
by 2030. I wish all the success of  the study and the researchers and persons involved with it.

Professor Md Robed Amin



Message

In Bangladesh, suicide is becoming a major mental health problem particularly among young 
and adolescent group of people. Suicide is also a major public health problem around the world. 
For this reason, Sustainable Development Goal (SDG) indicator 3.4.2 emphasized the issue of 
suicide prevention. To formulate policy and programs for prevention of suicide, it is mandatory to 
have adequate evidences generated through population studies. The survey ‘Epidemiology of 
suicide and suicidal behavior among youth and adults in Bangladesh’ is such a piece of work that 
would be an effective instrument in terms of policy context and evidence generation. For the first 
time, such a national level population based survey on suicide was conducted in Bangladesh. An 
expert group of researchers, physicians and experts of National Institute of Mental Health, 
Dhaka was involved with this survey. I think this is a commendable work in this field. I wish proper 
application of all the evidences generated from this research work.

Professor Dr. Bidhan Ranjan Roy Podder

vi

Director-cum-Professor
National Institute of Mental Health & Hospital

Sher-e-Bangla Nagar, Dhaka-1207



Message

As a part of global problem, suicide appeared to be one of the major mental health issues in 
recent times, particularly among young and adolescent group of people in Bangladesh. This 
group of people is particularly vulnerable for suicide due to multidimensional causes like 
emotional and social stresses, impulsive behavior and peer pressure. Unfortunately, there was 
no national level data on suicide epidemiology till date in Bangladesh. This is the first time a 
nationwide population-based survey was conducted to see the prevalence and epidemiological 
aspect of suicide in Bangladesh. The study was conducted by National Institute of Mental Health, 
Dhaka with the involvement of a group of experts, young psychiatrists, doctors and many more. 
Undoubtedly, without their help, dedication and hard work it would have been impossible to 
conduct the study. Despite many limitations, evidences generated from this study hopefully will 
play an important role in formulating policy and programs on suicide which ultimately will 
contribute to achieve the sustainable development goals by 2030.

Dr. Helal Uddin Ahmed

vii

Associate Professor
National Institute of Mental Health & Hospital

Sher-e-Bangla Nagar, Dhaka-1207
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Principal Investigator (PI)
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Summary  

Suicide is one of the leading causes of death among adolescents and youths. Successful 

prediction and timely intervention is of utmost importance as within every 40 second a person is 

committing suicide. Among the various warning signs and precipitating factor, suicidal related 

behavior are important predictors of suicide. Hence, adequate culture and community specific 

information is necessary to prepare a holistic plan and successful implementation of this plan 

in the country. Though every year suicide is cost thousands of lives in Bangladesh, a large-

scale community level national study was missing. 

This is the first population-based nationwide study that explored suicidal behavior in 

Bangladesh. 

This study was a multi-centric, representative, stratified nationwide survey conducted on 

randomly selected 1744 adolescents and youths (10-24 years) of either sex in Bangladesh. 

Adapted version of the instrument WHO Multisite Intervention Study on Suicidal Behavior 

(SUPRE-MISS) was used for data collection, in addition to sociodemographic questions. This 

household survey was conducted from October 2018 to June 2019. 

The survey revealed 4.7% of adolescent and youth population had suicidal thought and 1.5% 

had suicidal plans and attempted suicide at least once. Female had more serious suicidal 

thought than male (2.6% vs 6.6%) and suicide related thoughts were more frequent among 

urban people than rural people (8.2% vs 3.7%). The mean age of first attempted suicide was 

17 years. It was also observed 49.1 % household members had a history of suicidal behavior 

and suicidality. 

The suicidal tendency and thoughts among the adolescents and young population of 

Bangladesh needs special attention from the health policy makers. We need to develop an 

evidence-based strategy to reduce the number of death every year due to suicide and this study 

will help in designing and implementing the strategies.   
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Introduction  

Self-harm in adolescent is a major public health concern, eventually which may end up by 

suicidal attempts (1).  Suicidal behaviors are enlisted as leading causes of death worldwide, 

especially among adolescents and young adults (2). The World Health Organization (WHO) 

marked suicide as the second leading cause of death for the youths aged between 15 to 29 (3). 

Although international variation exists, 10% of adolescents irrespective of socio-demographic 

level reported self-harmed from community-based studies (4). Worldwide 804,000 suicidal 

deaths occurred globally in 2012, representing age-standardized suicide rate of 11.4 per 100000 

population (15.0 for males and 8.0 for females) (5). In developed countries, three times as many 

men die of suicide than women do, but in developing countries the male-to-female ratio is 

much lower at 1.5 men to each woman (5). However, due to social and cultural stigma, actual 

rate of suicide is believed to be under-reported in developing country. Despite the scope and 

seriousness of the problem, relatively little is known about the prevalence, correlates, or 

treatment of suicidal behavior (ie, suicidal ideation, plans, and attempts) in developing country 

like Bangladesh. 

Suicide takes approximately 10,000 lives each year, and is one of the major causes of death in 

young adult females in Bangladesh (6). Although the overall estimated average rate of suicide 

in Bangladesh is 7.3 per 100,000 of the population per year, the rate in adolescents (15 - 18 

years) is much higher, at 17.1 in males, and 22.7 per 100,000 in females (7). The estimation of 

suicide attempts made by adolescents is 100-200 for each completed suicide (8). A prior suicide 

attempt is considered as a risk factor for death by suicide (9). Persons who have attempted 

suicide before are at risk of dying by suicide than those who have not attempted before (10).  

However, the suicide related problems not only kill the person but also leave a life-long trauma 

towards the family members. The factors that provoke or precipitate suicide may arise from the 

family, society or community level. Being a religious country, suicide is stigmatized; therefore, 

suicide deaths might be hidden by the family (11,12). Nevertheless, in rural areas, adolescent 

females were found to be most vulnerable to commit suicide (6). The prevalence of suicide 

varies widely in different age, sex, socioeconomic and geographic contexts. Besides, some 

other problems including physical health problems, mental disorders, interpersonal difficulties, 

harming others and greater treatment service utilization (13–15). 

South East Asian countries account for nearly 40 % of global suicides and 8 countries 

contribute for highest number of suicides at national and global levels. Suicide rates have been 
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increasing and are an established public health problem in recent years in India, Nepal, 

Thailand, Myanmar, Bangladesh and other countries. Suicide affects the young population and 

the region is affected significantly in all countries. The spectrum of suicides varies and includes 

those with suicides, suicidal attempts and suicidal ideations. There is an urban–rural variation 

and risk factors are several, both within and outside an individual. Many social, economic, 

cultural, and environmental related risk factors contribute significantly to suicide apart from 

health status and conditions of an individual for driving an individual to a stage of helplessness, 

hopelessness, and worthlessness. Among mental health conditions, depression, alcohol, other 

mental health conditions contribute to a greater extent. Childhood adversities history of abuse, 

neglect, growing up in dysfunctional families increases the risk for suicidal attempts and 

suicidal ideation among the youth and adolescents (16–18). In an addition to that, through 

various studies it is evident that, the adolescents who are prone to suicide have marked 

psychosocial deficit including low self-esteem, impulsivity and hopelessness (19–23). The 

world Health assembly has set a global target of reducing suicides by 10% by 2020 and suicide 

prevention is included under SDG goals to be achieved by 2030. Suicide is a major public 

health problem in South East Asian Region that is unrecognized and hidden amidst socio-

cultural, economic and political complexities. Even though, suicides are recognized as a public 

health problem in many HICs, the recent recognition of the same in South East Asia Region is 

a noticeable feature. Undoubtedly, suicides are a societal problem and is often referred as the 

pulse of society. While the debate continues on the multidimensional nature of suicides, they 

are intricately linked to social and mental health of populations.  Some mental health conditions 

like depression, schizophrenia, substance use disorders are major recognized risk factors for 

suicides and addressing these risk factors will result in suicide reduction. Good quality and 

robust data on suicides is very much essential to develop a comprehensive understanding of 

the problem for developing policies and programmes that address prevention, care and related 

services.  

 

The main objective of this study was to determine the prevalence of suicide and pattern of 

suicidal behaviors among adolescents and youth in Bangladesh. Besides, by understanding the 

familial, social and environmental factors related to suicidal behavior in youth and adolescents, 

this study also tried to find out the prevalence of suicidal behaviors among them. The survey 

on “Epidemiology of suicide and suicidal behavior among youth and adolescent 

Bangladesh” was conducted successfully by National Institute of Mental Health, Dhaka and 
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by the financial and technical assistance of the Non-Communicable Disease Control (NCDC), 

Director General of Health Service (DGHS) and technical support of World Health 

Organization (WHO). 

 

What is suicidal behaviour?   

Suicidal behaviors include ideation (thinking about killing oneself), planning suicide, 

attempting suicide and suicide itself. Thoughts about suicide and suicide attempts can be seen 

as preliminary stages of completed suicide. This means that there is a development from 

thoughts or ideas about suicide to attempted suicide and from attempted suicide to completed 

suicide. Completed suicide includes all deaths in which a willful, self-inflicted, life-threatening 

act has been performed which results in death. This act with fatal outcome was deliberately 

initiated and performed. The person knew or expected the fatal outcome. Through this act the 

person aimed at achieving changes he or she desired. However, the intention might be vague 

or ambiguous. This means that in most cases the person does not want to die and does not see 

death as the goal, but the person wants to stop living or the person wants to stop being 

conscious. Suicide attempt includes those situations in which a person has performed a life-

threatening act with the intent of putting his or her life into danger or giving the appearance of 

such intent. However, the life-threatening act might not result in death. Attempted suicide has 

to be seen as a cry for help. The person wants to provoke changes which should make life 

bearable for him or her. It includes interruptions by others before the actual self-harm occurs.  
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Rationale 

The extreme despair which drives the individual to self-killing may be linked to unrecognized 

or untreated endogenous illnesses; or it may have psychosocial causes within the social system. 

Several factors have been identified, such as poor education, early marriage, unemployment, 

early motherhood, domestic violence etc. (24) but more researches are needed to be performed 

to address the issue in depth. There is a need for recent population-based data that could be 

used to define the burden and epidemiology of suicide in Bangladesh, and to consequently 

address interventions for reducing rates of fatal and non-fatal suicidal behavior in Bangladesh. 

In recent years, global experience has shown that suicides are predictable and preventable. 

Many High-Income Countries have reduced the number of suicides while countries like Bhutan 

and Sri Lanka in SEAR have strengthened their existing programs or developed new activities. 

A strong national policy in close coordination with mental health or suicide prevention 

integrated into other sectors policies and programs is the need of the hour. Implementation of 

alcohol control policies, restricting access to means like control of easy availability of 

pesticides and drugs, positive media reporting, strengthening information systems are urgently 

required in the region. In addition, scaling up mental health services in terms of availability 

and accessibility and reduction of stigmatization will greatly support those with suicidal 

behavior. Decriminalization of both completed and attempted suicides will help people to seek 

help, reduce stigma and promote better understanding of suicides. Including suicide prevention 

in all welfare and economic policies will benefit region where more than 40% live in low-

income households. However, all SEAR countries have very weak and fragmented policies and 

programs. The much required intersectoral approaches, skilled human and financial resources 

are often found lacking. The easy availability of pesticides/ drugs and alcohol is a major cause 

for suicides in the region. The poor awareness combined with stigma towards suicides in a 

criminalizing environment is one of the major contributors in the absence of strong advocacy 

and awareness programs. Mental health services, especially in peripheral and rural areas, are 

deficient to a large extent. Considering all these deficiencies, it becomes vital to initiate 

working on developing a strong national policy that addresses suicide prevention policy and 

for this massive task to be accomplished, prerequisite steps such as gathering nation-wide data 

should be undertaken. 
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Methodology  

i. Study Design  

The design of the present study was multi-centric, representative, stratified (male and female, 

urban and rural population), which was based on Population Proportionate to Size (PPS 

strategy) of population in randomly selected samples. This study was principally quantitative 

in nature with a qualitative part to look for specific risk factors for suicidal behavior. 

The participants of the study consisted of 1744 individuals. Adolescents and youth aged 10-24 

years residing in Bangladesh were selected randomly. The research team of National institute 

of Mental Health completed randomly selected household survey in both rural and urban areas 

in the country. This nationally representative, population-based and cross-sectional household 

survey was conducted from October 2018 to June 2019.  

 

Sample Size: 

The sample size was calculated using the formula:  

Here, Z2 = standard normal deviate set at 3.8416 corresponding to 95% confidence level,  

p = the estimated prevalence within the target population taken as 7% = 0.0712 q = 1 - 0.07 = 

0.03,  

d = margin of error (the expected half-width of the confidence interval and here recommended 

value is 0.035)16.  

The initial sample size was 204. After adjustment for design effect (3.0), sex or residence 

groups (2) and response rate of 80%, the final minimum sample size was 1 530 which was 

rounded to 1 600 for equal allocation by sex in a Primary Sampling Unit (PSU) to ensure 

minimum numbers for each domain. Finally, data were collected from 1744 respondents.  
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Selection criteria  

Following criteria were considered during selecting the participants.  

Inclusion Criteria   

a. All youth between 10 to 24 years of age residing in Bangladesh during the study 

period. 

b. Those who were Bangladeshi citizens by birth. 

 

Exclusion Criteria 

a. Those who were unable to give verbal and written consent. 

b. Those who were in terminal illness (Ex. Last stage of Cancer). 

c. Those who were under 10 years and above 24 years old.  

 

ii. Study period  

 

The survey was conducted from October, 2018 to June, 2019. The field work was done within 

February to June, 2019. It included preparatory activities, protocol and research instrument 

development, pretesting, field preparation, data collection, data processing and analysis, 

quality control check followed by report writing and dissemination of survey findings. Time 

period of the conducted study is given below: 

Training: 26 and 27 May, 2019 

Piloting and debriefing: 28 May 2019 

Question finalization: 29 May, 2019 

Field operation: 10-20 June, 2019 

 

iii. Instruments  

 

WHO Multisite Intervention Study on Suicidal Behaviors (SUPRE-MISS).  

 

The adapted version of the WHO Multisite Intervention Study on Suicidal Behaviors (SUPRE-

MISS) was used as the data collection tool. This tool has been used in all the six WHO regions 

in the early 2000s in the community surveys based on the European Parasuicide Study 

Interview Schedule (EPSIS; Kerkhof et al. 1999). It had also been applied in the WHO/EURO 

multicenter study on suicidal behavior. In a meeting of experts, the SUPREMISS instrument 
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was discussed and refined. The final instrument (WHO, 2002) covered sociodemographic 

information, the history of suicidal behavior, family data, physical health, contact with health 

services, mental health, questions related to substance use, and to community stress and 

problems. Two questions were added to this community survey questionnaire about method 

and perceived cause of suicidal behavior which was added by technical advisory committee 

based on literature review of Bangladeshi context. 

 

iv. Development and Adaptation of Questionnaires 

 

At first, the questionnaire was translated into Bangla by researchers whom mother tongue is 

Bengali but have well knowledge in English and the terminology covered by the questionnaire.  

The translated questionnaire was presented to the judges to identify and resolve the 

inappropriate expressions/concepts of the translation. Professional senior psychiatrists, 

psychologists and public health specialists served as the judges. They found very few 

discrepancies of some words between the forward translation and the English versions and then 

suggest alternatives. After completing judge evaluation, from the comments of the judges, 

accumulated possible Bengali option and prepared the first draft of the questionnaire which 

was presented for back translation.  The first draft of the scale was translated back to the English 

by a senior psychiatrist who had no orientation of the questionnaire. In the back-translation 

emphasis was given on conceptual and cultural context and not linguistic equivalence. After 

translated back to English compared with the original version and found no contributory 

discrepancies. So, prepared the final scale. 

 

 

 

v. Piloting and Development of Master Protocol  

 

A pilot study was conducted among population in different PSU from urban and rural. 

Necessary modifications made based on feedback from the pretest and prepared Master 

Protocol. 
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vi. Study Procedure  

National Institute of Mental Health (NIMH), Dhaka, conducted the multi-centric community-

based study. The study was supervised and monitored by the Technical advisory committee, 

working group committee and NIMH core committee. A pilot study following a scientific 

protocol has undertaken in the urban and rural areas among people outside the study area. Then 

necessary modification has made depending on the findings of the pilot study. The Master 

Protocol of the study has drafted based on the results from the pilot study and finalized after 

presentation and approval of the technical advisory committee. 

 

vii. Project Management  

 

a. Technical Advisory Committee: A committee was formed to coordinate and supervise 

the survey. The committee members arranged total 10 meetings during the survey 

period. 

b. Supervision and monitoring teams: Eight number of experts was constituted a team 

to coordinate and supervise the survey especially in their respective study area. 

c. Field workers: total number of field workers was=40 

1. As our total PSU are 80 in number so every field worker should cover 2 PSU 

2. Day per PSU for each field worker = 3 days 

3. So, covering 2 PSUs will take = 6 days 

4. Inter district travelling time = 1 day 

5. So total day for data collection= 7 days 

6. Training period= 2 days 

7. So total days of involvement of field workers= 11 days 

 

 

d. Terms of Reference for the activity 

1. Technical Advisory Committee supervised the whole survey process. 

2. Supervision and monitoring Team coordinated and supervised the survey activities 

in their respective area. 

3. The core National Institute of Mental Health (NIMH) Team comprising of 

psychiatrists and epidemiologists with extensive experience in conducting 

population-based surveys. Training was provided for use of other instruments. 
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4. Core NIMH Team and Persons received TOTs trained the field data enumerators 

(DEs) and other related personnel following guidelines laid out in the master 

protocol. 

5. Guidelines for field data enumerators (DEs) and guidelines for research 

psychiatrists was developed by core NIMH expert team 

6. Supervision and monitoring team received multiple extensive training at NIMH 

which was conducted by core NIMH team. 

7. Prior to training, study protocol was provided to all members of core NIMH team 

and supervision and monitoring team. At first, Outline was presented by core NIMH 

team to all other members. Presentation was also made on Suicide and suicidal 

behavior. 

8. ‘Record keeping’ was maintained by field data enumerators (DEs), coordinator of 

DEs, monitoring and supervision team and core NIMH team through different 

forms / checklists which was designed at different levels. 

9. Continuous monitoring was done by investigators, supervision and monitoring 

team, core NIMH Team and national technical advisory committee. 

 

 

viii. Data Management 

 

Face to face interview was conducted for the data collection in the study. Collected data was 

processed and analyzed by using Microsoft Excel, Epi Info/SPSS software. All data were stored 

on a secure database. The lead researcher team have overall responsibility for data management 

over the course of the research project and monitor compliance with the plan. 

 

ix. Monitoring, Supervision of Data Collection  

The members of the Technical Committee frequently visited data collection field to ensure the 

valid data collection. The representatives of NCDC, DGHS and WHO were involved in 

monitoring field activities. 
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x. Ethical Consideration 

 

1. All possible ethical considerations were maintained in the survey. The ethical 

approval for the study was obtained from Bangladesh Medical Research Council 

(BMRC). The survey protocol, instruments and consent forms for this survey was 

approved by the ethical review board of Bangladesh Medical Research Council 

(BMRC). Informed written consent form was taken from all the participants before 

collection of survey data or specimens. 

 

2. The participation was voluntary. Detailed explanatory information was read out and 

explained to the participants in the local language from a printed handout. 

Objectives, methods of the study, duration and frequency was included on the 

Informed consent form. Consent was taken in Bengali and interview was conducted 

in Bengali. Finger impressions was obtained from the participant who was unable 

to sign. 

 

3. Confidentiality of the data was maintained with highest priority. Privacy of the 

respondents was maintained during the data collection. 

 

4. There was no physical harm or risk on the study population as no hazardous 

procedure was involved with the study participants. There was no loss of working 

hours of the studied population. 

 

5. Before data collection, formal permission was taken from the respective community 

leader. 

 

6. The study didn’t create any injustice to the participants and it didn’t create any 

emotional, financial, social or professional problem to the participants. 

 

7. The participants were offered with due respect and they had the right to withdraw 

from the study at any time. 

 

8. Collected data was used only for this study. Data of the study was analysed and 

presented anonymously. 
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Results  

 

Table 1. Number and percent of households and persons interviewed and response rates by residence and sex. 
 

Household status Residence       Sex         All    
Urban Rural   

 
Man   Woman 

 
    

  n % n % 
 

n % n % 
 

n % 

Household level 
            

Roster completed (RC) 485 35.9 1307 41.4 
 

878 38.7 914 40.7 
 

1792 39.7 

No one eligible* 720 53.3 1635 51.8 
 

1208 53.4 1147 51.0 
 

2355 52.2 

Locked house (LH) 77 5.7 142 4.5 
 

104 4.6 115 5.1 
 

219 4.9 

Broken house (BH) 15 0.0 33 1.0 
 

22 1.0 26 1.2 
 

48 1.1 

Vacant house (VH) 35 2.6 30 0.9 
 

37 1.6 28 1.2 
 

65 1.4 

House not found* 4 0.0 4 0.1 
 

4 0.2 4 0.2 
 

8 0.2 

Refused interview (HHR) 4 0.3 4 0.1 
 

4 0.2 4 0.2 
 

8 0.2 

Group accommodation* 9 0.7 6 0.2 
 

7 0.3 8 0.4 
 

15 0.3 

Not HH* 2 0.1 0 - 
 

1 0.0 1 0.0 
 

2 0.0 

Total 1351 100.0 3161 100.0 
 

2265 100.0 2247 100.0 
 

4512 100.0 

Household response rate (HRR)† 78.7 
 

86.2 
  

84.0 
 

84.1 
  

84.1              
Individual level 

            

Completed (C)  475 97.9 1269 97.1 
 

850 97.0 894 97.6 
 

1744 97.3 

Unavailable (U) 10 2.1 38 2.9 
 

26 3.0 22 2.4 
 

48 2.7 

Refused (R)  0 - 0 - 
 

0 - 0 - 
 

0 - 

Total 485 100.0 1307 100.0 
 

876 100.0 916 100.0 
 

1792 100.0 

Individual response rate 

(IRR)‡ 

 
97.9 

 
97.1 

  
97.0 

 
97.6 

  
97.3 

             
Total response rate§   77.1   83.7     81.5   82.1     81.8 

* These persons were not included as sample as they do not qualify1 as sample for the Survey. 
 

 

  

† Household response rate (%)=[RCx100]/[RC+LH+BH+VH+HHR]=91.0%       
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‡ Individual response rate 

(%)=[Cx100]/[C+U+R]=99.3%          
§ Total response rate 

(%)=HRR*IRR/100=90.4                         
1 The American Association for Public Opinion Research. 2016. Standard Definitions: Final Dispositions of Case Codes and 

Outcome Rates for Surveys. 9th edition. AAPOR. Available from: 

https://www.aapor.org/AAPOR_Main/media/publications/Standard-Definitions20169theditionfinal.pdf (Accessed on 3 

September 2019). 
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Figure 1. Response rates of the Survey. 
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Figure 2: Total household response rate (n = 4512) 

 

 
 
Figure 3. Map of Bangladesh showing areas of data collection as urban and rural primary 

sampling units. 
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Table 2. Distribution of unweighted and weighted sample by age and sex. 
 

Age Group (year) 

                                                               Unweighted 

Men Women Urban Rural All 

n % n % n % n % n % 

10 – 19  603 70.8 631 70.7 334 70.3 900 70.9 1234 70.8 

20 – 24 249 29.2 261 29.3 141 29.7 369 29.1 510 29.2 

10 - 24 852 100.0 892 100.0 475 100.0 1269 100.0 1744 100.0 

 

 

 

 

 

 

                                                                    Weighted*† 

10 – 19  15453289 72.4 15829200 65.9 6717863 66.1 24564627 69.8 31282490 69.0 

20 – 24 5897599 27.6 8188897 34.1 3448508 33.9 10637988 30.2 14086496 31.1 

10 - 24 21350889 100.0 24018097 100.0 10166371 100.0 35202615 100.0 45368986 100.0 

* Sample number weighted to projected Bangladeshi population aged 10-24 years upto June 2019 based on growth rates and population counts of 

Housing and Population Census Bangladesh 2011 

† weight trimmed beyond 2.5 times the median value and fixed at that value. 
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Figure 4: Distribution of respondents by Residency and Age group (n = 1744) 
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Table 3: Distribution of respondents by demographic background. (n = 1744) 

 

Demographic 

characteristics 

  

Sex         Residence         All   

Man   Woman   
 

Urban   Rural   
 

    

% 95% CI % 95% CI 
 

% 95% CI % 95% CI   % 95% CI 

Education level 
            

  Graduation and above 6.5 4.4 - 8.5 5.5 3.3 - 7.6  
 

7.2 4.9 - 9.5 5.6 3.6 - 7.5 
 

5.9 4.3 - 7.6 

  Higher secondary 13.8 10.1 - 17.5 12.2 9.3 - 15.1  
 

15.0 12.4 - 17.6 47.6 9.0 - 15.6 
 

12.9 10.2 - 15.6 

  Secondary 38.7 34.1 - 43.3 54.7 49.7 - 59.8  
 

45.7 40.4 - 51.1 47.6 42.8 - 52.4 
 

47.2 43.3 - 51.1 

  Primary 39.3 33.6 -45.1 27.3 23.1 - 31.6  
 

31.0 25.0 - 36.9 33.5 28.7 - 38.4 
 

33.0 29.0 - 37.0 

  No education 1.7 - 0.3 - 
 

1.0 - 1.0 - 
 

1.0 0.4 - 1.6 

Religion 
            

  Islam 89.2 82.4 - 96.1 92.7 86.923 
 

93.5 89.8 - 97.1 90.4 82.5 - 98.2 
 

91.0 84.9 - 97.2 

  Hinduism 10.8 3.9 - 17.6 7.1 1.343 
 

6.0 2.5 - 9.5 9.6 1.8 - 17.5 
 

8.8 2.7 - 15.0 

  Christianity - - 0.2 - 
 

0.5 - - - 
 

0.1 - 

Marital Status 
            

  Unmarried 93.9 91.6 - 96.1 71.6 66.0 - 77.1 
 

81.5 74.8 - 88.2 82.2 78.2- 86.3 
 

82.1 78.6 - 85.6 

  Married 6.0 3.7 - 8.3 27.9 22.6 - 33.2 
 

17.8 11.6 - 24.1 17.6 13.5 - 21.6 
 

17.6 14.2 - 21.0  

  Others* 0.1 - 0.5 - 
 

0.7 - 0.3 - 
 

0.4 - 

* 95% confidence interval  
 

          
-  Unweighted numbers are < 25  
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Table 4: Distribution of respondents by occupation (n = 1744) 
 

Demographic 

characteristics 

  

Sex         Residence         All   

Man   Woman   
 

Urban   Rural   
 

    

% 95% CI % 95% CI 
 

% 95% CI % 95% CI   % 95% CI 

Occupation 
            

  Service* 3.6 1.6 - 5.6 3.8 - 
 

6.9 - 2.8 0.5 - 5.0 
 

3.7 1.4 - 6.0 

  Business† 6.2 3.9 - 8.5 - - 
 

4.3 - 2.5 1.4 - 3.6 
 

2.9 1.8 - 4.0 

  Farming‡ 5.6 1.8 - 9.3 - - 
 

0.3 - 3.3 1.0 - 5.6 
 

2.6 0.8 - 4.4 

  Daily worker§ 9.0 5.8 -12.2 1.3 - 
 

4.1 - 5.1 3.3 
 

4.9 3.4 - 6.4 

  Driver** 1.5 0.5 - 2.5 - - 
 

0.6 - 0.7 - 
 

0.7 - 

  Student 71.7 66.7 - 76.6 63.0 57.4 - 68.5 
 

66.8 60.6 - 73.1 67.1 62.1 - 72.2 
 

67.0 62.9 - 71.2 

  Household work 0.6 - 30.4 24.6 - 36.2 
 

13.8 8.5 - 19.0 17.2 13.4 - 20.9 
 

16.4 13.2 - 19.6 

  Retired - - 0.1 - 
 

- - 0.0 - 
 

0.0 - 

  Unemployed†† 1.9 - 1.6 0.2 - 2.9 
 

3.3 - 1.3 0.3 - 2.3 
 

1.7 0.8 

* 95% confidence interval  
          

-  Unweighted numbers are < 25           
* Service: Government/private/autonomous/self-employment         
† Business: small and large          
‡ Farming: with or without owned land          
§ Daily worker: factory/labourer/paid household/blacksmith/potter/weaver/fisherman       
** Driver: transport driver and other transport worker/rickshaw puller/ rickshaw van puller/push cart driver/private car driver   
†† Unemployed: retired/unemployed but capable/unemployed and incapable       
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Table 5: Distribution of respondents by socioeconomic background. (n = 1744) 

 

Demographic 

characteristics Sex       

  

Residence       

  

All   

 Man   Woman   
 

Urban   Rural   
 

    

  % 95% CI % 95% CI 
 

% 95% CI % 95% CI   % 95% CI 

Household members currently living together          

Husband and wife 1.0 - 2.6 - 
 

2.6 - 1.6 - 
 

1.8 0.4 - 3.2 

Husband, wife and 

children 

2.4 - 12.1 8.2 - 16.0 
 

9.8 4.3 -15.3 6.9 4.5 - 9.2 
 

7.5 5.3 - 9.8 

With children 4.3 0.5 - 8.1 0.5 - 
 

0.8 - 2.7 0.0 - 5.5 
 

2.3 0.1 - 4.5 

Parents or father- and 

mother-in-law 

89.5 84.6 - 94.5 82.2 76.5 - 87.8 
 

83.2 76.2 - 90.2 86.3 81.0 - 91.7 
 

85.6 81.2 - 90.1 

Relatives or friends 1.8 - 0.8 - 
 

1.4 - 1.2 - 
 

1.3 0.5 - 2.1 

Visit to place of worship 
           

Once a week 39.5 29.3 - 49.8 21.2 14.0 - 28.4 
 

26.6 11.6 - 41.6 30.8 22.9 - 38.7 
 

29.8 22.8 - 36.9 

More than once a 

week 

53.8 43.3 - 64.3 37.2 28.2 - 46.1 
 

40.4 28.6 - 52.2 46.3 37.1 - 55.6 
 

45.0 37.3 - 52.7 

Once a month 3.5 1.3 - 5.6 7.7 4.4 - 11.0 
 

4.4 1.1 - 7.8 6.1 3.7 - 8.4 
 

5.7 3.7 - 7.7 

Once a year 1.5 - 1.5 - 
 

1.6 - 1.5 - 
 

1.5 0.6 - 2.4 

2 - 3 times a year 0.4 - 2.4 - 
 

0.5 - 1.7 - 
 

1.5 - 

Never 1.2 - 30.1 17.7  - 42.4 
 

26.5 10.6 - 42.4 13.6 6.6 - 20.7 
 

16.5 9.7 - 23.3 

Considers oneself as 

pious 

90.0 85.5 - 94.4 81.6 74.0 - 89.2 
 

82.9 72.4 - 93.4 86.3 80.4 - 92.2 
 

85.6 80.4 - 90.7 

Sexual orientation 
            

Heterosexual 79.6 69.2 - 89.9 68.9 57.9 - 79.8 
 

86.9 76.6 - 97.2 69.7 58.8 - 80.7 
 

73.8 64.7 - 82.9 

Homosexual 1.6 - 9.5 3.9 - 15.2 
 

4.7 - 6.3 2.3 - 10.2 
 

5.9 2.6 - 9.2 

Bisexual 8.3 0.9 - 15.7 11.8 4.0 - 19.7 
 

2.8 - 12.5 3.5 - 21.6 
 

10.2 3.1 - 17.3 

Unsure of sexual 

orientation 

10.5 2.7 - 18.3 9.7 4.9 - 14.6 
 

5.6 1.0 - 10.2 11.5 5.5 - 17.5 
 

10.1 5.3 - 14.8 

* 95% confidence interval  
          

-  Unweighted numbers are < 25  
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 Table 6: Distribution of respondents by socioeconomic background and social media use (n = 1744) 

Demographic 

characteristics Sex       

  

Residence       

  

All   

 Man   Woman   
 

Urban   Rural   
 

    

  % 95% CI % 95% CI 
 

% 95% CI % 95% CI   % 95% CI 

Household asset: 

has… 
            

Mobile/ smart phone 93.9 - 97.1 -  93.4 - 96.2 -  95.6 - 

Television 55.1 - 55.4 -  73.7 - 49.9 -  55.2 - 

Computer/ laptop/ 

tablet computer 
53.8 - 46.2 -  17.2 - 5.4 -  8.0 - 

Roof of main house             

Thatched 8.0 1.9 - 14.1 2.2 -  0.4 - 6.3 2.4 - 10.1  5.0 1.9 - 8.0 

Tin/ asbestos/ clay 

tile/ similar 
70.5 62.2 - 78.8 80.7 73.3 - 88.0  61.0 45.6 - 76.4 80.2 74.2 - 86.2  75.9 69.5 - 82.3 

Cement/ concrete/ 

cement tile 
21.5 14.5 - 28.5 17.1 10.0 - 24.1  38.6 23.1 - 54.1 13.6 8.4 - 18.7  19.2 12.8 - 25.5 

Social media use             

Facebook/ other 

social media 
32.3 25.6 - 39.1 14.5 10.8 - 18.2  33.6 28.0 - 39.2 19.8 14.8 - 24.8  22.9 18.4 - 27.4 

YouTube 27.7 20.7 - 34.7 14.7 9.8 - 19.7  34.0 24.3 - 73.8 17.0 11.7 - 22.4  20.8 15.5 - 26.1 

* 95% confidence interval  
          

-  Unweighted numbers are < 25  
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Table 7. Distribution of respondents who had suicidal thoughts (n=1744) 
 

Variables Sex       Residence       All   

 Man Woman 
 

Urban Rural 
 

    

  % % 95% CI* 
 

% 95% CI* % 95% CI*   % 95% CI* 

 

Had suicidal thoughts…(n=82) 

           

Seriously though about suicide 2.6 6.6 3.5 - 9.6 
 

8.2 4.2 - 12.2 3.7 1.4 - 5.9 
 

4.7 2.6 - 6.8 

 

 

Thought of suicide was within past 

12 months 

 

 

64.4 48.6 - 
 

52.4 - 52.8 37.8 - 67.8 
 

52.7 36.7 - 68.6 

            

* 95% confidence interval            
-  Unweighted numbers are < 25                    
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Table 8. Distribution of respondents who had planned and attempted suicide. (n=1744) 
 

 

Variables Sex   

 
Residence  

All 
 Man Woman  Urban Rural  

  
% %  % %  

Had planned for suicide…(n=21) 
  

 
  

 
 

Ever planned for suicide 0.7 2.3  2.8 1.2  1.5 

Planned for suicide within past 12 months 45.6 24.8  47.2 17.0  29.4 

 

Attempted suicide…(n=21) 

  
 

  
 

 

 

Attempted suicide in lifetime 

0.8 2.1  2.0 1.4  1.5 

 

Number of attempts (mean) 

1.3 3.2  6.5 1.2  2.7 

 

Attempted at least once in past 12 months 

15.6 13.6  4.5 18.1  14.1 
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Table No 9. Distribution of respondents who had planned and attempted suicide depending on first and last attempt of suicide. (n=1744) 
 

 

Variables Sex  Residence  All 

 Man Woman 
 

Urban Rural   
        

 

First attempt of suicide 
  

 
  

 
 

Age of first attempt (mean, years) 16.0 17.3  15.5 17.6  17.0 

Statement regarding the attempt 
  

 
  

 
 

Tried to suicide but is lucky to have failed 89.6 55.3  93.5 51.7  64.0 

Tried but knew that the effort is not sufficient 10.4 20.0  - 24.9  17.6 

Tried to gain compassion by attempting - 24.6  6.5 23.4  18.4 

Method 
  

 
  

 
 

Ingestion of poison 32.6 15.6  6.5 25.4  19.9 

Hanging by the rope 53.8 32.2  61.9 27.5  37.6 

Drowning 8.4 -  - 3.0  2.1 

Sever arms/ other places of body 5.2 50.5  31.6 42.2  39.1 

Other method - 1.7  - 1.8  1.3 

Injury/ poisoning due to suicide attempt 62.7 55.6  28.4 68.8  57.3 

Any treatment† required 24.6 27.4  - 37.0  26.7 

Admission needed once or more 100.0 49.1  - 61.2  61.2 

        

Last attempt of suicide 
  

 
  

 
 

Age at last attempt (mean, years) 16.4 17.3  15.5 17.8  17.1 

Statement regarding the attempt 
  

 
  

 
 

Tried to suicide but is lucky to have failed 100.0 54.5  93.5 54.6  66.1 

Tried but knew that the effort is not sufficient - 20.4  - 21.6  15.2 

Tried to gain compassion by attempting - 25.1  6.5 23.8  18.7 

* 95% confidence interval      
-  Unweighted numbers are < 25      
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Table 10. History of suicide of household members. (n=18) 
 

Variables Sex     Residence       All 

 Man Woman 
 

Urban Rural 
 

 
  % % 

 
% 

 
% 

 
  % 

Had thoughts, planned, attempted or committed suicide 74.6 41.0   28.4  58.2    49.1 

Method 
    

 
 

 
  

   By ingesting poison† 15.7 - 
 

-  7.0  
 

5.7 

   Hanging by the rope 84.3 36.9 
 

-  65.9  
 

54.3 
   Sever arms/ other places of body - 63.1 

 
100.0  27.2  

 
40.0 

Suicide attempt or suicide was a… 
    

 
 

 
  

   Preplanned event 13.0 - 
 

-  5.8  
 

4.8 

   Instant event 87.0 100.0 
 

100.0  94.2  
 

95.2 

Reason 
    

 
 

 
  

   Family conflict 60.1 16.3 
 

-  39.2  
 

32.3 

   Unable to tame anger - 56.0 
 

-  43  
 

35.5 

   Sleep disorder - 27.7 
 

100  -  
 

17.6 

   Poverty 15.7 - 
 

-  6.97  
 

5.7 

   Failure in exam 24.2 - 
 

-  10.8  
 

8.9      
 

 
 

  

History of suicide in married women household member 

(n=231) 

- 1.4 
 

0.9  1.6  
 

1.4 

   Age of marriage (mean, years) - 17.7 
 

16  18  
 

17.7 

   Number of children (mean) - 1.4 
 

1.0  1.5  
 

1.4 

   Number of children borne before 18 years (mean) - 0.6 
 

1.0  0.5  
 

0.6 

   Age when first child was born (mean, years) - 17.4 
 

17.0  17.5  
 

17.4 

* 95% confidence interval                  
-  Unweighted numbers are < 25          
† Type of poison: sedative medication           
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Table 11. History of suicide or attempted suicide of family members. (n=815) 
 

Variables Sex     Residence   
All 

 Man Woman 
 

Urban Rural 
 

  % % 
 

% %   % 

Family member having suicidal death 0.8 1.0   2.474 0.38   0.9 

  Relationship with respondent… 
       

     Brother 85.4 45.0 
 

52.4 81.1 
 

61.3 

     Sister - 55.0 
 

47.6 - 
 

32.8 

     Grand father 14.6 - 
 

- 18.9 
 

5.9 

  Reason for last episode of suicide… 
       

    Family cause 14.6 - 
 

- 18.9 
 

5.9 

    Brother-/ sister-in-law 10.5 - 
 

- 13.6 
 

4.2 

    Failure in exam 52.0 - 
 

- 67.5 
 

21.0 

    Marital disharmony - 45.0 
 

39.0 - 
 

26.9 

    Abuse by father-in-law - 55.0 
 

47.6 - 
 

32.8 

    Others 23.0 - 
 

13.5 - 
 

9.3 

Family member attempting suicide 0.2 1.9 
 

2.2 0.8 
 

1.1 

  Relationship with respondent… 
       

     Brother 100.0 37.9 
 

44.2 42.0 
 

43.7 

     Sister - 62.1 
 

55.8 58.0 
 

56.3 

  Reason for last episode of suicide… 
       

    Family cause 100.0 8.5 
 

- 26.9 
 

13.8 

    Addiction - 16.9 
 

- 30.9 
 

15.9 

    Marital disharmony - 22.7 
 

44.2 - 
 

21.4 

    Personal relationship issue - 51.8 
 

55.8 42.2 
 

48.8 

* 95% confidence interval      - Unweighted 

numbers are < 25               
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Table 12. Health status and  health seeking behavior of respondents. (n=1742) 
 

Variables Sex         Residence       All   

 Man   Woman   
 

Urban Rural   
 

    

  % 95% CI* % 95% CI* 
 

% 95% CI* % 95% CI*   % 95% CI* 

Long term sickness or incapability 

for at least 1 year 

2.8 1.3 - 4.2 4.8 2.5 - 7.1   5.4 2.0 - 4.9 3.4 1.9 - 4.9   3.8 2.4 - 5.3 

   Sickness or incapability is… 
            

      Hypertension 3.4 - 7.6 - 
 

12.2 - 3.4 - 
 

6.2 - 

      Incapability† - - 1.3 - 
 

2.8 - - - 
 

0.9 - 

      Diabetes 4.2 - - - 
 

- - 2.1 - 
 

1.4 - 

      Asthma, breathing difficulty 41.2 11.3 - 18.3 33.2 - 
 

23.1 - 41.8 
  

35.9 22.9 - 49.0 

      Cancer 2.4 - - - 
 

- - 1.2 - 
 

0.8 - 

      Thyroid problem - - 5.3 - 
 

- - 5.1 - 
 

3.5 - 

      Arthritis 21.7 - 23.3 - 
 

17.4 - 25.2 - 
 

22.8 - 

      Blood disorders (Thalassemia/ 

Hemophilia) 

- - 0.8 - 
 

- - 0.8 - 
 

0.5 - 

      Epilepsy 3.0 - - - 
 

- - 1.5 - 
 

1.0 - 

      Others 24.0 - 28.5 - 
 

44.5 - 18.9 - 
 

27.0 - 

   Duration (mean, year) 4.7 3.1 - 6.2 4.1 2.7 - 5.6 
 

3.8 - 4.5 3.1 - 6.0 
 

4.3 3.1 - 5.5 

Times of seeking health service 
            

   Never 96.8 94.9 - 98.7 99.0 97.8 - 100.1 
 

98.2 - 97.9 - 
 

97.9 - 

   Once 2.8 - 0.7 - 
 

1.6 - 1.8 - 
 

1.7 - 

   2-3 times 0.1 - - - 
 

- - 0.1 - 
 

0.0 - 

   4 times 0.3 - 0.3 -   0.2 - 0.3 -   0.3 - 

* 95% confidence interval 
            

-  Unweighted numbers are < 25 
            

†Incapability: paralysis due to stroke, loss of limb due to accident etc. 
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Table 13. Point of seeking health care service for mental health. (n=1688) 
 

 

 

Variables Sex   
  

Residence  All 

 Man Woman 

 

Urban Rural 

 

  

  
% % 

 
% %   % 

Service sought from… 
              

   Polyclinic, hospital indoor 1.1 0.2 
 

0.6 0.6 
 

0.6 

   Day-care, outpatient 1.3 0.5 
 

0.6 1.0 
 

0.9 

   Private chamber of psychiatrist 0.4 0.2 
 

0.5 0.2 
 

0.3 

   Private chamber of psychologist 0.8 0.1 
 

- 0.5 
 

0.4 

   Alcohol and substance abuse treatment center 0.3 - 
 

- 0.2 
 

0.2 

   Personal relationship and sexual problems treatment center 0.6 0.1 
 

0.2 0.3 
 

0.3 

* 95% confidence interval 
              

-  Unweighted numbers are < 25 
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Table 14. Health seeking behavior for emotional disorders (n=1732) 
 
 

Variables Sex   
  

Residence   
  

All 

 Man Woman 

 

Urban Rural 

 

  

  
% % 

 
% %   % 

Sought help from someone 
0.8 6.0   5.34 3.0   3.5 

Problem occurred that disrupts routine life 1.1 1.3 
 

1.4 1.2 
 

1.2 

   Type of problem… 
       

      Fear of going out of own home 21.3 - 
 

2.12 11.72 
 

9.2 

      Undue fear of people 30.2 15.1 
 

17.4 23.14 
 

21.7 

      Very upset mentally 35.1 81.4 
 

65.7 59.84 
 

61.4 

      Others 13.3 3.5   14.7 5.297   7.7 

* 95% confidence interval        

-  Unweighted numbers are < 25        
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Table 15. Distribution of respondents according to Tobacco, alcohol and amphetamine abuse. (n=1740) 
 

Ever used these… 

  

Sex         Residence       All   

Man   Woman   

 

Urban   Rural   

 

    

% 95% CI* % 95% CI* 
 

% 95% CI* % 95% CI*   % 95% CI* 

Tobacco products† 18.7 14.2 - 23.3 8.0 4.0 - 12.0 
 

15.8 11.0 - 20.7 12.2 1.7 - 8.8 
 

13.0 10.1 - 16.0 

   Times used in past 3 months… 
            

      Never 5.9 - 19.0 - 
 

17.3 - 7.5 - 
 

10.2 - 

      1-2 times 17.7 9.6 - 25.8 26.1 - 
 

17.5 - 21.5 - 
 

20.4 12.9 - 28.0 

      Once a month 2.9 - 24.3 - 
 

16.3 - 7.4 - 
 

9.8 4.7 - 15.0 

      Several times in a month 15.0 - 9.3 - 
 

9.2 - 14.6 - 
 

13.1 5.3 - 21.0 

      Once a week 2.2 - 1.0 - 
 

0.8 - 2.1 - 
 

1.8 0.2 - 3.4 

      Daily/ almost daily 56.4 42.2 - 70.6 20.3 - 
 

38.9 13.8 - 64.0 46.8 32.8 - 60.8 
 

44.7 32.3 - 57.0 

Alcoholic beverage‡ 7.0 3.6 - 10.5 0.6 
  

3.2 0.5 - 5.9 3.8 1.7 - 5.8 
 

3.6 2.0 - 5.3 

   Times used in past 3 months… 
            

      Never 4.1 - 63.7 - 
 

21.7 - 6.4 - 
 

9.4 - 

      1-2 times 64.1 39.4 - 88.7 - - 
 

53.8 - 59.5 31.3 - 87.6 
 

58.4 33.3 - 83.4 

      Once a month 7.9 - 36.3 - 
 

22.7 - 7.4 - 
 

10.5 - 

      Several times in a month 11.4 - - - 
 

1.8 - 12.5 - 
 

10.4 - 

      Once a week 3.8 - - - 
 

- - 4.4 - 
 

3.5 - 

      Daily/ almost daily 8.7 - - - 
 

- - 9.8 - 
 

7.9 - 

Stimulant: Yabba, amphetamine 0.7 - 0.2 - 
 

0.5 - 0.4 - 
 

0.4 - 

   Times used in past 3 months… 
            

      Never 42.7 - 64.4 - 
 

37.9 - 50.9 - 
 

47.0 - 

      1-2 times 52.2 - - - 
 

38.7 - 43.1 - 
 

41.8 - 

      Once a month - - 35.6 - 
 

23.3 - - - 
 

7.1 - 

      Several times in a month 5.2 - - - 
 

- - 6.0 - 
 

4.2 - 

* 95% confidence interval                         

-  Unweighted numbers are < 25 
            

† Tobacco products: cigarette, bidi, tobacco containing paan masala, chewing tobacco, sada, gul etc. 
     

‡ Alcoholic beverages: beer, wine, alcohol, local alcohol       
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Table 16. Distribution of respondents according to Marijuana and other substance abuse. (n=1740) 

Ever used these… 

  

Sex         Residence       All   

Man   Woman   

 

Urban   Rural   

 

    

% 95% CI* % 95% CI* 
 

% 95% CI* % 95% CI*   % 95% CI* 

Marijuana§ 3.1 1.4 - 4.7 - - 
 

0.3 - 1.8 - 
 

1.4 0.6 - 2.2 

   Times used in past 3 months… 
            

      Never 13.2 - - - 
 

57.6 - 10.7 - 
 

13.2 - 

      1-2 times 52.6 - - - 
 

25.5 - 54.1 - 
 

52.6 - 

      Once a month 14.1 - - - 
 

8.5 - 14.4 - 
 

14.1 - 

      Several times in a month 20.2 - - - 
 

8.5 - 20.8 - 
 

20.2 - 

Cocaine/ crack 0.4 - - - 
 

0.1 - 0.2 - 
 

0.2 - 

   Times used in past 3 months… 
            

      Never 63.2 - - - 
 

100.0 - 58.9 - 
 

63.2 - 

      1-2 times 28.4 - - - 
 

- - 31.7 - 
 

28.4 - 

      Once a week 8.4 - - - 
 

- - 9.3 - 
 

8.4 - 

Sleep inducing or sleep medication 2.0 - 0.7 - 
 

1.3 - 1.4 - 
 

1.3 - 

   Times used in past 3 months… 
            

      Never 23.2 - 81.5 - 
 

100.0 - 23.7 - 
 

40.3 - 

      1-2 times 73.2 - 4.9 - 
 

- - 68.0 - 
 

53.2 - 

      Once a month 3.6 - 13.6 - 
 

- - 8.3 - 
 

6.5 - 

Heroin, morphine, methadone, phensedyl or 

pain medication 

0.6 - 0.1 - 
 

0.2 - 0.4 - 
 

0.3 - 

   Times used in past 3 months… 
            

      Never - - 39.2 - 
 

- - 6.2 - 
 

5.3 - 

      1-2 times 88.5 - - - 
 

100.0 - 72.4 - 
 

76.6 - 

      Once a month 11.5 - 60.8 - 
 

- - 21.4 - 
 

18.1 - 

Others 0.3 - 0.1 - 
 

0.3 - 0.1 - 
 

0.2 - 

   Times used in past 3 months… 
            

      Never 52.3 - 100.0 - 
 

6.2 - 100.0 - 
 

62.1 - 

      1-2 times 47.7 - - - 
 

93.8 - - - 
 

37.9 - 

* 95% confidence interval                         

-  Unweighted numbers are < 25 
            

§ Marijuana: pot, weed, hashish, ganja       
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Table 17. Opinion of the respondents on social pressures and problems. (n=1744) 

Issues 

  

Sex         Residence       All   

Man   Woman   
 

Urban   Rural   
 

    

Mean†‡§ 95% CI* Mean†‡§ 95% CI* 
 

Mean†‡§ 95% CI* Mean†‡§ 95% CI*   Mean†‡§ 95% CI* 

Social problems†…                         

  Accommodation 2.5 2.3 - 2.6 2.5 2.3 - 2.8 
 

2.6 2.4 - 2.8 2.5 2.3 - 2.7 
 

2.5 2.4 - 2.7 

  Crime 2.8 2.6 - 2.9 3.0 2.8 - 3.3 
 

3.1 2.8 - 3.3 2.9 2.7 - 3.1 
 

2.9 2.7 - 3.1 

  Poverty 3.0 2.8 - 3.1 3.3 3.2 - 3.5 
 

3.0 2.8 - 3.2 3.2 3.1 - 3.3 
 

3.2 3.0 - 3.3 

  Education 2.8 2.7 - 2.9 2.8 2.7 - 2.9 
 

2.6 2.5 - 2.8 2.9 2.7 - 3.0 
 

2.8 2.7 - 2.9 

  Government/ administration 2.8 2.6 - 3.0 3.2 3.1 - 3.4   2.8 2.6 - 3.0 3.1 2.9 - 3.2 
 

3.0 2.9 - 3.1 

  Family life 2.7 2.6 - 2.8 2.8 2.7 - 3.0 
 

2.7 2.5 - 3.9 2.8 2.6 - 2.9 
 

2.8 2.7 - 2.9 

  Transportation 2.7 2.6 - 2.9 2.8 2.6 - 3.0 
 

2.7 2.5 - 2.9 2.8 2.6 - 3.0 
 

2.8 2.6 - 2.9 

  Healthcare 2.8 2.7 - 3.0 3.0 2.9 - 3.1 
 

2.7 2.5 - 2.9 3.0 2.8 - 3.1 
 

2.9 2.8 - 3.0 

  Job security 3.1 2.9 - 3.2 3.3 3.2 - 3.5 
 

3.0 2.8 - 3.2 3.3 3.1 - 3.4 
 

3.2 3.1 - 3.4 

  Racial prejudice 2.8 2.6 - 2.9 2.8 2.7 - 3.0  2.8 2.6 - 3.0 2.8 2.6 - 3.0  2.8 2.6 - 2.9 

  Pollution 2.8 2.6 - 2.9 2.9 2.7 - 3.2 
 

3.1 2.8 - 3.4 2.8 2.6 - 3.0 
 

2.9 2.7 - 3.0 

  Substance abuse 2.9 2.7 - 3.2 3.2 2.9 - 3.5 
 

3.2 2.9 - 3.5 3.0 2.7 - 3.3 
 

3.0 2.8 - 3.3 

  Alcohol abuse 2.8 2.5 - 3.0 3.0 2.6 - 3.3 
 

3.1 2.8 - 3.4 2.8 2.5 - 3.1 
 

2.9 2.6 - 3.1 

  Violence against children and 

women 

2.7 2.5 - 2.9 3.0 2.7- 3.2 
 

3.0 2.7 - 3.4 2.8 2.5 - 3.0 
 

2.8 2.6 - 3.0 

  Quality of life 2.7 2.5 - 2.8 2.9 2.7 - 3.0 
 

2.7 2.5 - 2.9 2.8 2.6 - 3.0 
 

2.8 2.6 - 2.9 

  Personal security 2.7 2.5 - 2.8 2.8 2.6 - 3.0 
 

2.8 2.6 - 3.0 2.7 2.6 - 2.9 
 

2.8 2.6 - 2.9 

Closeness and compassion among people of‡… 
         

  Neighborhood 3.2 3.0 - 3.4 3.7 3.5 - 4.0 
 

3.4 3.1 - 3.7 3.5 3.3 - 3.7 
 

3.5 3.3 - 3.7 

  City 2.9 2.7 - 3.0 3.1 2.9 - 3.3 
 

3.1 2.9 - 3.3 2.9 2.8 - 3.1 
 

3.0 2.8 - 3.1 

  Region 3.0 2.9 - 3.2 3.2 3.0 - 3.3 
 

3.2 3.0 - 3.4 3.0 2.9 - 3.2 
 

3.1 2.9 - 3.2 

  Nation 2.9 2.7 - 3.0 3.1 2.9 - 3.3 
 

3.2 3.0 - 3.4 3.0 2.8 - 3.1 
 

3.0 2.9 - 3.2 

Optimism among people of §… 
            

  Neighborhood 3.2 3.0 - 3.5 3.6 3.4 - 3.9 
 

3.4 3.1 - 3.7 3.5 3.2 - 3.7 
 

3.4 3.2 - 3.6 

  City 2.9 2.8 - 3.0 3.1 2.9 - 3.3 
 

3.1 2.9 - 3.3 3.0 2.8 - 3.1 
 

3.0 2.9 - 3.1 

  Region 3.0 2.9 - 3.2 3.1 2.9 - 3.3 
 

3.2 3.0 - 3.4 3.0 2.9 - 3.2 
 

3.1 2.9 - 3.2 

  Nation 2.9 2.8 - 3.0 3.1 2.9 - 3.3   3.2 2.9 - 3.4 3.0 2.8 - 3.1   3.0 2.9 - 3.2 

* 95% confidence interval † score range 1 - 5: 1=not severe; 5=severe    § score range 1 - 5: 1=not hopeful; 5=hopeful 
  

   

-  Unweighted numbers are < 25 ‡ score range 1 - 5: 1=not compassionate; 5=compassionate     
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Table 18. Distribution (percent) of the respondents on scores of opinion*†‡ on social pressures and problems. (n=1744)  
 

Issues Man         Woman         Urban       Rural           All         

 Likert scale value†   Likert scale value†   
 

Likert scale value†   Likert scale value†   
 

Likert scale value†   

  1 2 3 4 5 1 2 3 4 5 
 

1 2 3 4 5 1 2 3 4 5   1 2 3 4 5 

Issues related to…                                               
 

   
  Accommodation 12.7 45.7 29.1 7.8 4.6 22.2 25.2 34.9 11.6 6.1 

 
13.9 31.8 39.8 8.9 5.6 18.8 35.7 29.9 10.1 5.4 

 
17.7 34.9 32.2 9.8 5.4 

  Crime 5.1 37.4 37.6 14.3 5.6 14.4 19.6 28.8 21.8 15.5 
 

7.6 24.3 36.7 16.1 15.3 10.7 29.0 31.8 18.9 9.6 
 

10.0 28.0 32.9 18.3 10.8 

  Poverty 2.1 28.9 43.3 20.0 5.7 3.9 13.7 41.0 29.7 11.8 
 

3.9 22.7 45.6 21.2 6.6 2.8 20.3 41.0 26.2 9.6 
 

3.1 20.8 42.1 25.1 8.9 

  Education 5.6 30.7 45.6 14.5 3.6 8.8 26.8 43.6 15.4 5.4 
 

10.6 33.2 43.5 9.9 2.8 6.4 27.3 44.9 16.5 5.0 
 

7.3 28.6 44.6 15.0 4.5 

  Government/ 

administration 

6.1 30.0 43.5 17.9 2.5 5.2 15.7 45.8 20.1 13.2 
 

6.7 26.1 48.8 13.0 5.4 5.3 21.4 43.6 20.8 9.0 
 

5.6 22.4 44.8 19.1 8.2 

  Family life 6.3 33.7 48.1 9.8 2.0 11.3 19.9 49.0 14.7 5.1 
 

10.4 24.8 51.6 10.5 2.7 8.6 26.8 47.7 13.0 3.9 
 

9.0 26.4 48.6 12.4 3.7 

  Transportation 7.5 34.8 41.9 10.0 5.7 12.9 25.1 38.6 15.1 8.3 
 

10.7 32.5 38.1 14.8 3.8 10.3 28.8 40.7 12.1 8.0 
 

10.4 29.7 40.2 12.7 7.1 

  Healthcare 4.6 32.1 43.4 17.5 2.5 6.7 18.5 51.6 15.1 8.1 
 

8.9 27.1 50.9 10.5 2.6 4.8 24.3 46.8 17.9 6.3 
 

5.7 24.9 47.7 16.2 5.4 

  Job security 2.0 26.9 41.0 21.4 8.7 4.2 14.7 42.7 20.0 18.3 
 

5.2 20.8 52.5 10.2 11.4 2.6 20.3 38.8 23.7 14.5 
 

3.2 20.4 41.9 20.7 13.8 

  Racial prejudice 7.2 36.1 33.6 19.8 3.3 12.2 21.3 44.3 16.2 6.0 
 

8.6 27.3 46.0 13.3 4.8 10.3 28.5 37.3 19.2 4.7 
 

9.9 28.2 39.3 17.9 4.7 

  Pollution 5.8 35.7 38.6 14.7 5.2 15.2 16.1 41.0 14.7 13.0 
 

8.0 25.8 35.4 9.6 21.2 11.6 25.2 41.2 16.2 5.9 
 

10.8 25.3 39.9 14.7 9.3 

  Substance abuse 8.3 37.0 25.1 15.1 14.5 18.2 15.8 23.6 17.0 25.4 
 

6.7 29.8 24.0 12.2 27.2 15.5 24.6 24.4 17.2 18.3 
 

13.5 25.8 24.3 16.1 20.2 

  Alcohol abuse 14.0 30.8 31.5 9.4 14.3 21.9 16.3 26.2 16.0 19.6 
 

12.4 22.9 30.3 10.3 24.0 19.9 23.2 28.2 13.7 15.1 
 

18.2 23.1 28.7 12.9 17.1 

  Violence against 

children and women 

10.8 35.7 34.3 12.1 7.1 16.4 22.0 26.6 18.9 16.1 
 

14.7 29.7 28.8 17.2 9.6 10.5 24.2 35.0 10.6 19.7 
 

13.8 28.4 30.2 15.7 11.9 

  Quality of life 5.9 35.7 44.2 12.4 1.9 10.4 17.8 52.6 13.9 5.4 
 

8.2 26.2 48.6 13.2 3.7 8.1 25.4 48.9 13.8 3.9 
 

8.2 26.2 48.6 13.2 3.7 

  Personal security 6.0 34.9 46.5 11.2 1.4 13.5 18.1 45.6 15.6 7.2 
 

7.9 23.6 51.0 13.8 3.7 10.6 26.7 44.5 13.5 4.7 
 

10.0 26.0 46.0 13.6 4.5 

† score range 1 - 5: 1=not compassionate; 5=compassionate                     
 

 

 

 

 

 

 

 

 



34 
 

Table 19. Distribution (percent) of the respondents on scores of opinion*†‡ on social pressures and problems. (n=1744)  
 

Issues Man         Woman         Urban       Rural           All         

 Likert scale value‡   Likert scale value‡   
 

Likert scale value‡   Likert scale value‡   
 

Likert scale value‡   

  1 2 3 4 5 1 2 3 4 5 
 

1 2 3 4 5 1 2 3 4 5   1 2 3 4 5 

Closeness and compassion among people of… 
                 

  Neighborhood 2.4 26.7 33.6 21.8 15.5 7.3 7.1 24.6 27.3 33.7 
 

3.4 16.3 34.4 26.0 19.9 5.4 16.3 27.2 24.4 26.7 
 

5.0 16.3 28.8 24.7 25.2 

  City 2.7 31.3 45.0 18.0 3.0 9.0 16.2 42.1 22.9 9.9 
 

3.4 18.8 48.8 21.8 7.2 6.8 24.6 41.9 20.2 6.4 
 

6.0 23.3 43.5 20.6 6.6 
  Region 1.6 27.9 45.1 22.3 3.1 7.6 12.0 47.7 22.6 10.2 

 
1.8 13.5 53.8 24.1 6.8 5.7 21.2 44.4 21.9 6.8 

 
4.8 19.5 46.5 22.4 6.8 

  Nation 2.5 30.1 48.1 16.7 2.6 9.3 13.0 43.9 22.9 11.0 
 

2.5 17.1 48.1 22.6 9.7 7.1 22.2 45.2 19.2 6.2 
 

6.1 21.0 45.9 20.0 7.0 

‡ score range 1 - 5: 1=not hopeful; 5=hopeful                  
 

 

Table 20. Distribution (percent) of the respondents on scores of opinion*†‡ on social pressures and problems. (n=1744)  
 

Issues Man         Woman         Urban       Rural           All         

 Likert scale value*   Likert scale value*   
 

Likert scale value*   Likert scale value*   
 

Likert scale value*   

  1 2 3 4 5 1 2 3 4 5 
 

1 2 3 4 5 1 2 3 4 5   1 2 3 4 5 

Optimism among people of … 
                 

  Neighborhood 1.0 28.2 34.5 18.8 17.5 8.1 5.8 30.1 27.6 28.3 
 

2.6 15.5 40.8 22.1 19.1 5.4 16.6 29.7 23.9 24.5 
 

4.8 16.4 32.2 23.5 23.2 

  City 2.0 26.9 51.7 15.7 3.7 9.9 13.8 45.1 21.9 9.3 
 

3.1 18.3 50.7 19.8 8.1 7.0 20.5 47.5 18.8 6.3 
 

6.2 20.0 48.2 19.0 6.7 

  Region 1.7 28.4 42.6 21.1 6.3 9.0 11.2 47.4 23.5 9.0 
 

3.5 14.6 51.5 20.3 10.2 6.1 20.6 43.3 23.0 7.0 
 

5.5 19.3 45.1 22.4 7.7 

  Nation 2.0 29.3 47.3 18.2 3.3 10.3 12.7 43.6 23.1 10.3   2.9 20.8 44.2 21.6 10.5 7.4 20.4 45.7 20.6 6.0   6.4 20.5 45.3 20.8 7.0 

* score range 1 - 5: 1=not severe; 5=severe                 
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Discussion 

Suicide is a serious mental health concern and one of the leading causes of premature death, 

however, most suicides are preventable. Young people, age between 15 to 24 years are in great 

risk for self-harm and the second leading cause of death among these population is suicide1. 

Around 10% of the world’s suicide (more than 100,000 people) take place in just three 

countries on the Indian subcontinent including India, Sri Lanka, and Pakistan (khan, 2002).  

Information on suicide in other south Asian countries such as Bangladesh, Nepal, Bhutan, and 

Afghanistan are rare. In Bangladesh, data on the prevalence of suicidal ideation, suicide 

attempts, and direct self-injurious behavior in adolescents and young adults are scarce. Though 

the absolute efficiency of suicide prediction is a questionable (Carter et al., 2017), being 

acquainted with the prevalence of suicidal behavior is essential for suicide risk assessment. 

Therefore, the wellbeing of the vast population of a nation largely depends on an understanding 

of suicidal behavior into the youngest population. The present study aimed to investigate the 

epidemiology of self-injurious behavior, suicidal ideation, and suicidal attempt among 

adolescent and youth in Bangladesh. Specific focus was to find out the prevalence of suicidal 

behaviors among male and female as well as determining the familial, social and environmental 

factors related to suicidal behavior in youth and adolescents in Bangladesh.   

The present study was a nationally representative, population-based, cross-sectional household 

survey of Bangladeshi population on 1744 respondents aged 10–24 years from October 2018 

to June 2019. We selected the respondents by a probability based, multistage and 

geographically clustered sampling technique. The reporting domains were sex (male/ female) 

and residence (urban/ rural) at national level. A total of eight teams were assembled with four 

enumerators and one supervisor in each team. The field team members had bachelor’s degree 

and were all selected from a pool of field staff who participated in field work of National Mental 

Health Survey conducted by the same Institute a few weeks before.  

We trained the field team members before the pre-test for 3 days using a manual and hands on 

exercise with programmed tablet computers with mock scenarios. Pretest was conducted 

followed by experience sharing by field teams and monitoring teams. After necessary 

modifications in tools a brief post pre-test training was conducted to update the changes to the 

field staff. The training was held on roles and responsibilities of field staffs, face-to-face 

interview techniques, general handling of tablet computers, finding the PSUs and HHs, 

recording the interview responses using tablet computer and sending data to server, mock 
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interviews and administrative briefing including field movement. We conducted a final 

assessment before sending the teams to the field so that they score at least 80% marks. The 

survey was conducted by National Institute of Mental Health (NIMH) funded by Non-

Communicable Disease Control programme, Director General of Health Service with technical 

support from World Health Organization (WHO) Bangladesh.  

The mean age of the participants was 16.9 years and the majority of them completed secondary 

education (47.2%) followed by primary education (33%). Majority of the population belonged 

from nuclear family (78.1%) where most of them were unmarried (82.1%) and student (67%).     

Results revealed that 4.7% of population had suicidal thought, and 1.5% had suicidal plans and 

attempted suicide at least once. Severing arms/other parts of the body was the commonest 

(39.1%) method of suicide followed by hanging (37.6%). The mean age of first attempted 

suicide was 17 years.  

The present study revealed some interesting patterns about suicide and related behaviors among 

male-female and urban-rural clusters. Women had more serious suicidal thought than men 

(2.6% vs 6.6%) and suicide related thoughts were more frequent among urban people than rural 

people (8.2% vs 3.7%). Although, women more seriously thought about suicide than men, 

within the past 12 months suicidal thoughts were more frequent among men than women 

(64.4% vs 48.6%). Similarly, even though, women were more prone to plan for suicide then 

men, within the past 12 months male outnumbered planning for suicide than men. In addition, 

more urban people planned for suicide within past 12 months than rural people.  

The findings of the present study clearly indicate a pattern that all the suicidal behaviors were 

more common in females and in urban areas. Several psychosocial factors might play an 

important role for the variation of revealed suicide related behavioral pattern. Normally, in our 

sociopolitical culture, women are more repressed than men and women are not always 

welcomed to express their opinion, feelings and thoughts as well as making a decision. 

Consequently, women in our society are more emotionally vulnerable than men that somehow 

contributes to keep them in a state of constant stress most leading to suicidal thoughts, 

ideations, and attempts.  

The present research indicates cultural and lifestyle related factors might play an important 

contributing factor for this variation. In urban areas, people live a very mechanical and busy 

life where the family structure is more like a nuclear one and the bonding and support systems 

are not as much stronger as seen in an extended family. Moreover, the education system in 
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urban areas is predominantly academic and achievement focus at the same time stressful which 

fling the students in a state of depression resulting frequent suicidal thoughts, attempts, and 

behaviors. Overall, cultural beliefs and values related to suicide are quite different in urban and 

rural areas. From religious perspective, suicide is considered as an act of sin and rural people 

strongly value the religious sentiment than urban people. Perhaps, this pro-religious value 

could play the role of a protective factor against suicidal behaviors among people in rural areas.          

Findings of the present study also revealed that 49.1 % household members had a history of 

suicidal behavior and suicidality was more common among males and in rural areas. Majority 

of the suicide attempt was an instant event (95.2%) and not a planned one (4.8%). Previous 

studies found a higher rate of suicide among females than males (Mashreky et al., 2013). This 

apparently contradictory finding demand further extensive research to find out true effect of 

gender on suicidal behavior. The Report of first Global School-based Student Health Survey 

(GSHS) Bangladesh, 2014 describes that 4.9% of 13–17-year-old students in Bangladesh 

seriously considered attempting suicide in the last 12 months (WHO, 2017). In a six months 

newspaper content analysis in Bangladesh, 61% of the reported cases were below 30 years of 

age and hanging was found to be the commonest method (82.29%) (Shah et al., 2018). In 

another study poisoning was identified as the most frequent method for attempting or 

committing suicide, followed by hanging. Thus, the findings about method of suicide attempt 

resonate with the previous study and claims that poisoning and hangings are the most common 

method of suicide among young people in Bangladesh.    

Though the absolute efficiency of suicide prediction is a questionable (Carter et al., 2017), 

being acquainted with the prevalence of suicidal behavior is essential for suicide risk 

assessment. But there are very few population-based data on suicide behavior in Bangladesh 

and this study aimed to explore credible data on suicidal behavior, suicide risk and related 

factors among youths which ultimately contributes to future planning and policy making for 

suicide prevention. The present study thus adds intensive information in our literature which 

will definitely help our policymakers to take necessary steps in preventing suicide. 

Furthermore, since suicide is a criminal offence in our country (Soron, 2018), the punishable 

offence might resist the sufferers to seek help when needed. Therefore, decriminalizing suicide 

might empower the intended persons to step forward for assistance which probably will reduce 

suicidal behaviors. Therefore, to find out accurate cause of suicide as well as effective 

prevention strategy more research is needed to understand suicide and its associated 

sociocultural factors. 
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This study is the first to investigate the epidemiology of suicide related behaviors among 

adolescent and youth in a nationally representative Bangladeshi sample. In addition, the 

participants were selected by random sampling in the surveillance areas. Also, data collection 

was done by highly trained research assistants. The striking findings of the present study 

stresses the need for specific public health interventions and other policy changes for better 

prevention of suicide in young adults. Specifically, in mental health care related bills there 

should have some special facilities for women. Similarly, decriminalization of suicide might 

improve help-seeking and service provision for people in need of psychological care. Our 

policy makers also need to consider high urban suicide rates in order to design specific 

measures to improve emergency psychiatric services and greater accessibility to community 

mental health care. Moreover, the present study largely contributes to understand the suicide 

related behaviors in adolescents and young adults which might guide to implement a national 

strategy to prevent it from happening.     

 

 

     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



39 
 

References  

 

1.  National Collaborating Centre for Mental Health (UK). Self-Harm: Longer-Term 

Management. [Internet]. 2012. Available from: 

https://pubmed.ncbi.nlm.nih.gov/23534084/ 

2.  Kochanek KD, Xu J, Murphy SL, Miniño AM, Kung H-C. Deaths: final data for 2009. 

Natl vital Stat reports  from Centers Dis Control Prev Natl Cent Heal Stat [Internet]. 

2011;60(1):116. Available from: https://pubmed.ncbi.nlm.nih.gov/24974587/ 

3.  WHO. Suicide prevention: A global imperative. Suicide Prevention. 2014.  

4.  Hawton K, Hall S, Simkin S, Bale L, Bond A, Codd S, et al. Deliberate self-harm in 

adolescents: A study of characteristics and trends in Oxford, 1990-2000. J Child 

Psychol Psychiatry Allied Discip. 2003;  

5.  World Health Organization. WHO mortality database documentation. Online. 2013.  

6.  Mashreky SR, Rahman F, Rahman A. Suicide Kills More Than 10,000 People Every 

Year in Bangladesh. Arch Suicide Res. 2013;  

7.  Shahnaz A, Bagley C, Simkhada P, Kadri S. Suicidal Behaviour in Bangladesh: A 

Scoping Literature Review and a Proposed Public Health Prevention Model. Open J 

Soc Sci. 2017;  

8.  JL M, D C. U.S.A. SUICIDE: 2011 OFFICIAL FINAL DATA. Washington, DC Am 

Assoc Suicidol. 2014;  

9.  Bostwick JM, Pabbati C, Geske JR, McKean AJ. Suicide attempt as a risk factor for 

completed suicide: Even more lethal than we knew. Am J Psychiatry. 2016;  

10.  Beautrais AL. Subsequent mortality in medically serious suicide attempts: A 5 year 

follow-up. Aust N Z J Psychiatry. 2003;  

11.  Shah MMA, Ahmed S, Arafat SMY. Demography and Risk Factors of Suicide in 

Bangladesh: A Six-Month Paper Content Analysis. Psychiatry J. 2017;  

12.  Canetto SS. Suicidal behaviors among Muslim women: Patterns, pathways, meanings, 

and prevention. Crisis. 2015;  

13.  Fergusson DM, Horwood LJ, Ridder EM, Beautrais AL. Suicidal behaviour in 



40 
 

adolescence and subsequent mental health outcomes in young adulthood. Psychol 

Med. 2005;  

14.  Kerr DCR, Capaldi DM. Young men’s intimate partner violence and relationship 

functioning: Long-term outcomes associated with suicide attempt and aggression in 

adolescence. Psychol Med. 2011;  

15.  Goldman-Mellor SJ, Caspi A, Harrington HL, Hogan S, Nada-Raja S, Poulton R, et al. 

Suicide attempt in young people a signal for long-term health care and social needs. 

JAMA Psychiatry. 2014;  

16.  Bruffaerts R, Demyttenaere K, Borges G, Haro JM, Chiu WT, Hwang I, et al. 

Childhood adversities as risk factors for onset and persistence of suicidal behaviour. Br 

J Psychiatry. 2010;  

17.  Brent DA, Melhem NM, Oquendo M, Burke A, Birmaher B, Stanley B, et al. Familial 

pathways to early-onset suicide attempt: A 5.6-year prospective study. JAMA 

Psychiatry. 2015;  

18.  Dube SR, Anda RF, Felitti VJ, Chapman DP, Williamson DF, Giles WH. Childhood 

abuse, household dysfunction, and the risk of attempted suicide throughout the life 

span: Findings from the adverse childhood experiences study. J Am Med Assoc. 2001;  

19.  Brent DA, Perper JA, Moritz G, Liotus L, Schweers J, Balach L, et al. Familial risk 

factors for adolescent suicide: a case‐control study. Acta Psychiatr Scand. 1994;  

20.  Mitchell MG, Rosenthal DM. suicidal adolescents: Family dynamics and the effects of 

lethality and hopelessness. J Youth Adolesc. 1992;  

21.  Apter A, Plutchik R, van Praag HM. Anxiety, impulsivity and depressed mood in 

relation to suicidal and violent behavior. Acta Psychiatr Scand. 1993;  

22.  HOBERMAN HM, GARFINKEL BD. Completed Suicide in Children and 

Adolescents. J Am Acad Child Adolesc Psychiatry. 1988;  

23.  SHAFFER D, GARLAND A, GOULD M, FISHER P, TRAUTMAN P. Preventing 

Teenage Suicide: A Critical Review. J Am Acad Child Adolesc Psychiatry. 1988;  

24.  Feroz AHM, Nurul Islam SM, Reza S, Mujibur Rahman AKM, Sen J, Mowla M, et al. 

A community survey on the prevalence of suicidal attempts and deaths in a selected 



41 
 

rural area of Bangladesh. J Med. 2012;  

25.  World Health Organization. 自殺を予防する －世界の優先課題―Preventing 

suicide: A global imperative. Geneva WHO Press. 2014;  

26.  Khan M, Khan MM. Article in Crisis The Journal of Crisis Intervention and Suicide 

Prevention. Suicide Indian Subco ntinent Cris. 2002;  

27.  Carter G, Milner A, McGill K, Pirkis J, Kapur N, Spittal MJ. Predicting suicidal 

behaviours using clinical instruments: Systematic review and meta-analysis of positive 

predictive values for risk scales. British Journal of Psychiatry. 2017.  

28.  WHO. Mental Health Status of Adolescents in South-East Asia : Evidence for Action. 

Searo. 2017. 1 p.  

29.  Shah MMA, Sajib MWH, Arafat SMY. Demography and risk factor of suicidal 

behavior in Bangladesh: A cross-sectional observation from patients attending a 

suicide prevention clinic of Bangladesh. Asian Journal of Psychiatry. 2018.  

30.  Soron TR. Decriminalizing suicide in Bangladesh. Asian Journal of Psychiatry. 2019.  
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মিইস সম্পকিিত তথ্োবলী   

 

কিদেিেিা:  এই অাংেকি সাক্ষাৎিার গ্রহণিারী খািায় প্রদবদের পূদবি কিদজ পূরণ িরদব।   

 

Questions Answer Code 

সাক্ষাৎিাদরর তাকরখ এবাং সময় িোবদলি স্বয়াংকিয়ভাদব সাক্ষাৎিাদরর তাকরখ এবাং 

সময় কিবিাচি িরদব।   

datetime 

বাাংলাদেদের কিদোর এবাং তরুণদের মদযে আত্মহতো ও আত্মঘাতী আচরদণর মহামারী সম্পকিিত জকরপ ২০১৯ এ 

আপিাদি স্বাগতম। 

পরবতিী প্রদে প্রেকেিত "িোবদলি আইকি","কপএসইউ আইকি", এবাং "কিবিাকচত খািার িম িম্বর " অতেন্ত 

সতিিতার সাদথ্ পূরণ িরুি।  ফদল িোবদলি আপিাদি এিকি স্বয়াংকিয় "মিইস আইকি" ততকর িদর কেদব। 

[এই "মিইস আইকি" কি ও সতিিতার সাদথ্ আপিার 'ইন্টারকভউ মেকিাং ফদমি" কলদখ রাখুি। ] 

intro 

িোবদলি আইকি  

আপিার িোবদলদির িাভাদরর উপর আই কি কি কলখুি.  

িোবদলি আই কি ১১ মথ্দি ৪০ এর মদযে হদব।  

 
 

  

i1 

কপএসইউ আইকি  

আপিার বতিমাি কপএসইউ িম্বর কলখুি। কপএসইউ আইকি 

'৩' সাংখোর হদব। যকে কপএসইউ আইকি '১' সাংখোর হয় 

(মযমি: ১ মথ্দি ৯) তাহদল পদূবি '০০' মযাগ িরুি; যকে 

কপএসইউ আইকি '২' সাংখোর হয় (মযমি: ১০ মথ্দি ৯৯) 

তাহদল পদূবি '০' মযাগ িরুি।  

[মযমি: ২ এর জিে '০০২' এবাং ১৫ এর জিে '০১৫' 

কলখুি] 

 

  
   

i2 

খািা তাকলিার বই মথ্দি কিবিাকচত খািার িম কি 

কলখুি 

খািার িম  '৩' সাংখোয় কলখদত হদব।  যকে খািার িম '১' 

সাংখোর হয় (মযমি: ১ মথ্দি ৯) তাহদল পদূবি '০০' মযাগ 

িরুি; যকে খািার িম '২' সাংখোর হয় (মযমি: ১০ মথ্দি 

৯৯) তাহদল পদূবি '০' মযাগ িরুি। 

 

 
 

   

i3 

মফইস আইকি  

[স্বযা়ংকিযভ়াদব প্রেেিি িরদব। ] 

 

0  0  - 0  0  0  - 0  0  0  
 

pid 

কপএসইউ আইকি  

আপিার বতিমাি কপএসইউ িাম্বারকি কলখুি  

 

 
 

   

i2a 

ইউকিয়ি/ ওয়ািি  

 

এই অাংেগুদলা স্বয়াংকিয়ভাদব আসদব 

i7 

উপদজলা  i4 

মজলা i5 

কবভাগ i6 
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ি - কবভাগ: খািা সম্পকিিত তথ্োবলী   

 

1 . খািার যরণ/ অবস্থা 
Questions Answer Code 

একি এিকি পুরুষ/মকহলা খািা।   

িোবদলি আইকি 'কবদজাড়' হদল "পরুুষ" হদব িোবদলি 

আইকি 'মজাড়' হদল "মকহলা" হদব। 

পুরুষ  

মকহলা 

1  

2  

h1 

এই খািার অবস্থা কি? 

 

উত্তর এি হদল পরবতিী প্রে যাি অিেথ্ায় সাক্ষাৎিার মেষ 

িরুি।   

একি এিকি খািা এবাং সাক্ষাৎিার মিয়া সম্ভব হদব   

খািা কিন্তু মিাি উপযুক্ত সেসে মিই   

মমস/মহাদেল   ইতোকে  

খািা িয় (মযমি: বোাংি, বীমা, সামকরি বাকহিীর 

ঘাাঁকি, বৃদ্ধাশ্রম ইতোকে)  

খািা কিন্তু তালাবদ্ধ বাকড়  

মভদেপড়া বাকড়  

খাকল বাকড়  

খািা খুাঁদজ পাওয়া যায়কি  

খািা কিন্তু মিািপ্রিার তথ্ে কেদত অসম্মকত 

1  

2  

3  

 

4  

 

5  

6  

7  

8  

8 8  

h2 

খািা তাকলিায় কলকপবদ্ধ বেকক্তরাই কি বতিমাদি এই 

খািায় বসবাস িরদেি।  ? 

হোাঁ  

িা 

1  

0  

h2_find 

এই খািায় মমাি িতজি বাস িদরি?  
 

  

h3 

এই খািার িতজি পরুুষ/ মকহলা বাস িদরি?  
 

  

h4 

এই খািার িতজি (বালি/ বাকলিা) -এর বয়স ১০ মথ্দি 

২৪ বেদরর মদযে? 

 

 
 

  

h5 

 

2 . খািার উপজযকু্ত সেসেদের তথ্ে কলকপবদ্ধিরণ 

খািায় উপযুক্ত বালি/বাকলিার িাম, বয়স ও কলঙ্গ (h5 অিসুাদর) কলকপবদ্ধ িরুি। 

List the name, age and sex of all male/female eligible member’s according to their seniority.   

Questions Answer Code 

খািায় বসবাসরত ১০ মথ্দি ২৪  বের বয়দসর উপযুক্ত 

পুরুষ /মকহলার িাম 

 

……………………………………………… 

 

তার বয়স  
 

  

 

এই অাংেকি h5এর উত্তদরর সাদথ্ সামঞ্জসে মরদখ পিুরাবতৃ্ত হদব 

যার বেকক্তগত সাক্ষাৎিার গ্রহণ িরদত হদব কতকি হদলি:  

িোবদলি এিজি উপজযুক্ত সেসেদি কিবিাচি িরদব যার 

িােদথ্দি বেকক্তগত স্বাক্ষাৎিার গ্রহণ িরদত হদব।   

 

……………………………………………… 

 

 

Recall status  
Questions Answer Code 

কিবিাকচত বেকক্তর উপকস্থকত কিবিাকচত বেকক্তদি পাওয়া মগদে. 

এিাকযিবার পকরেেিদির পদরও কিবিাকচত বেকক্তদি খািায় 

পাওয়া যায়কি 

1  

 

0  

R_availability 
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সম্মকত 

িাগদজ কপ্রন্ট িরা সম্মকত পদে উত্তরোতার স্বাক্ষর/ কিপসই গ্রহণ িরার পর সাক্ষাৎিার শুরু িরুি।   

Serial Questions Answer Code 

1 1  সম্মকতর অবস্থা 

[সম্মকত প্রোি িা িরদল সাক্ষাৎিার মেষ িরুি।] 

কিবিাকচত বেকক্তর সম্মকত  

সম্মকত প্রোি িদরিকি 

1  

0  

h6 

 

খ - কবভাগ: বেকক্তগত সাক্ষাৎিার 

 

Questions Answer Code 

উত্তরোতার পণূিিাম  

……………………………… 

c1 

উত্তরোতার জন্ম তাকরখ  

জাকি িা হদল কেি = 7 7 , মাস = 7 7 , সাল = 7 7 7 7  

কেি  

মাস  

সাল 

………. 

………. 

………. 

c3.1 
c3.2 
c3.3 

আপিার আিুমাকিি বয়স িত?  

[যারা জন্ম তাকরখ বলদত মপদরদেি কহসাব িদর তাদের বয়স 

কলখুি, আর যারা বলদত পাদরিকি তাদের প্রে িরুি  ] 

 
 

  

c4 

উত্তরোতার মমাবাইল িম্বর 

[জািা িা থ্ািদল 7 7  কলখুি] 

 

           
 

c5 

একি এিকি এিি, িাকি মযৌথ্ খািা ? এিি  

মযৌথ্ 

1  

2  

c6 

আপকি সবিদমাি িত বের প্রাকতষ্ঠাকিি কেক্ষা গ্রহণ িদরদেি? 

 

[উত্তরোতার প্রাকতষ্ঠাকিি কেক্ষািাল কহদসব িদর কতকি সবিদমাি 

িত বের প্রাকতষ্ঠাকিি কেক্ষা গ্রহণ িদরদেি তা কলখুি] (প্রথ্ম 

মশ্রণীর কিদচ এবাং উপািষু্ঠাকিি কেক্ষা অন্তভুিক্ত হদব িা) 

 
 

  

c7 

আপকি মিাি যদমির অিসুারী? ইসলাম 

সিাতি /কহন্দ ু

কিষ্টাি 

মবৌদ্ধ 

অিোিে 

অসম্মকত 

1  

2  

3  

4  

5  

8 8  

c8 

আপিার তববাকহি অবস্থা কি? অকববাকহত 

কববাকহত 
পথৃ্ি 

তালািপ্রাপ্ত 

কবপকিি/ কবযবা 

অসম্মকত 

1  

2  

3  

4  

5  

8 8  

c9 

আপকি িত কেি যদর কববাকহত/ পথৃ্ি/ তালািপ্রাপ্ত/ কবপকিি/ 

কবযবা অবস্থায় আদেি।   

কেি 

মাস  

বের 

…………… 

…………… 

…………… 

c9.1 
c9.2 
c9.3 

গত ১২ মাদস আপিার প্রযাি মপো কি কেল? সরিারী িমিচারী 

মবসরিারী িমিচারী 

স্বায়ত্তস্বাকসত িমিচারী 

বেবসা (মোি) 

বেবসা (বড়) 

িৃকষ িাজ (কিজস্ব জকম 

আদে এমি িষৃি) 

1 
2 
3 
4 
5 
6 
7 

c10 
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মক্ষত মজুর 

িারখািার শ্রকমি 

কেিমজুর 

ড্রাইভার ও অিোিে 

পকরবহি শ্রকমি 

ভোি, মেলা ও করিো  

চালি 

বেকক্তগত গাকড়র চালি  

স্ব-কিদয়াগ 

োে/োেী 

গৃহ-িমি 

অবসরপ্রাপ্ত 

মবিার, িমক্ষিম 

মবিার, িমিক্ষম িি 

পাকরশ্রকমি প্রাপ্ত গৃহিমিী 

িামার/িুমার/তাাঁতী/ 

মজদল 

অিোিে 

অসম্মকত 

8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
 
20 
C10others 
88 

আপকি িতকেি যদর মবিার আদেি? ………… 

…………. 

…………. 

কেি  

মাস 

বের   

c11 

 

Questions Answer Code 

বতিমাদি আপকি িাদের সাদথ্ বসবাস িদরি (খািার 

সেসেবৃন্দ) 

এিা থ্াদিি 

শুযুমাে স্বামী/স্ত্রী/সঙ্গীর সাদথ্ থ্াদিি 

স্বামী/স্ত্রী  ও সন্তািদের সাদথ্ থ্াদিি 

শুযুমাে সন্তািদের সাদথ্ এিা থ্াদিি 

কপতা মাতার সাদথ্ থ্াদিি 

আত্মীয়/ বন্ধ ুবান্ধবদের সাদথ্ থ্াদিি 

অিোিে 

অিোিে কিকেিষ্ট িরুি  

1 
2 
3 
4 
5 
6 
7 
m4Other 

c12 

আপকি িতকেি পরপর উপেিালদয় (মসকজে, মকন্দর,কগজা 

ইতোকে) যাি?        

সপ্তাদহ ১ বার                                                                   

মাদস ১ বার 

বেদর ২-৩ বার 

বেদও প্রায় ১বার 

প্রায় িখিই িা 

1 
2 
3 
4 
5 

c13 

আপকি কি কিদজদি যাকমিি মদি িদরি?                                    িা 

হোাঁ 

অসম্মকত 

0 
1 
88 

c14 

মযৌিতা সম্পদিি আপিার পেন্দিীয় যারণা /  ম াি কি?        কবপরীত িামীতা  

সমিামীতা 

উভিামীতা 

অকিকিত 

অসম্মকত 

1 
2 
3 
4 
88 

c15 
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খািার সম্পদের তাকলিা: 

 

আপিার কি কিম্নকলকখত সম্পেগুদলা আদে?   

Questions Answer Code 

মমাবাইল/স্মািি মফাি 

 

হোাঁ 

িা 

1  

0  

c16.1 

মিকলকভেি 

 

হোাঁ 

িা 

1  

0  

c16.2 

িকম্পউিার/মলপিপ/িোব হোাঁ 

িা 

1  

0  

c16.3 

[প্রযাি ঘদরর োে/চাল মলূত কি কেদয় কিকমিত? (পযিদবক্ষণ িদর 

কলখুি) 

িাাঁচা (বাাঁে/তালপাতা/খড়/চি) 

কিি/ এসদবেস সীি/ মাকির 

িাকল/ অিরুূপ সামগ্রী 

কসদমন্ট/িিকিি/কসদমদন্টর 

িাকল 

 

1  

2  

3  

c17 

 

 

 

মসােোল কমকিয়ার বেবহার  

 

Questions Answer Code 

আপকি কি মফইসবুি বা অিেদিাি মসােোল কমকিয়া বেবহার 

িদরি? 

হোাঁ 

িা 

1  

0  

c16.5 

যকে িদর থ্াদিি তাহদল িতবের বয়স মথ্দি?  

…………… 

 

বের 

c16.6 

আপকি কি ইউকিউব বেবহার িদরি?  হোাঁ 

িা 

1  

0  

c16.7 

যকে িদর থ্াদিি তাহদল িতবের বয়স মথ্দি?  

…………… 

 

বের 

c16.8 
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আত্মহতো মচষ্টার ইকতহাস 

 

Questions Answer Code 

আিহতোর কচন্তা 

আপকি কি িখিও আত্মহতোর িথ্া গভীরভাদব কচন্তা িদরদেি ? 

[উত্তর িা হদল প্রদের বািী অাংে উদপক্ষা িদর ------ িাং প্রদে যাি] 

িা 

হোাঁ 

অসম্মকত 

0 
1 
88 

s1 

িত বের বয়দস প্রথ্ম এই আত্মহতোর কচন্তা এদসকেল?  

[S1 হোাঁ হদল] 

……………… বের বয়দস                         s2 

গত বার মাদসর মদযে কি এই আত্মহতোর কচন্তা এদসকেল? িা 

হোাঁ 

অসম্মকত 

0 
1 
88 

s3 

মেষবার যখি আত্মহতোর কচন্তা এদসকেল তখি আপিার বয়স িত কেল 

? 

……………… বের বয়দস                         s4 

আত্মহতোর পকরিল্পিা 

আপকি কি িখিও আত্মহতোর মিাি পকরিল্পিা িদরকেদলি ? 

[উত্তর িা হদল প্রদের বািী অাংে উদপক্ষা িদর ….. িাং প্রদে চদল 

যাি] 

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

s5 

িত বের বয়দস প্রথ্ম আত্মহতোর পকরিল্পিা িদরকেদলি? ……………… বের বয়দস                         s6 

গত  বারমাদসর মদযে কি আত্মহতোর পকরিল্পিা িদরকেদলি? িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

s7 

মেষবার যখি আত্মহতোর পকরিল্পিা িদরকেদলি তখি আপিার বয়স 

িত কেল? 

……………… বের বয়দস                         s8 

আত্মহতোর মচষ্টা 

আপকি কি িখিও আত্মহতোর মচষ্টা িদরকেদলি? 

িা হদল প্রদের বািী অাংে উদপক্ষা িদর …… িাং প্রদে চদল যাি 

িা 

হোাঁ 

অসম্মকত 

0 
1 
88 

s9 

সারা জীবদি মমাি িতবার আপকি আত্মহতোর মচষ্টা িদরদেি? ……………… বার s10 

িত বের বয়দস প্রথ্ম আত্মহতোর মচষ্টা িদরকেদলি? ……………… বের বয়দস                         s11 

মেষবার যখি আত্মহতোর মচষ্টা িদরকেদলি তখি আপিার বয়স িত 

কেল? 

……………… বের বয়দস                         s12 

গত বার মাদসর মদযে আপকি কি অন্তত এিবারও আত্মহতোর মচষ্টা 

িদরকেদলি ? 

িা 

হোাঁ 

অসম্মকত 

0 
1 
88 

s13 

প্রথ্ম বার আত্মহতো মচষ্টা িরার কবষদয় কচন্তা িরদল কিদচর মিাি বণিিা 

ঐ অবস্থা সকেিভাদব তুদল   যদর ?                                                           

আকম কিদজদি হতো িরার 

এিকি িকেি মচষ্টা 

িদরকেলাম এবাং আমার 

ভাগে ভাদলা ময আকম 

সফল  হইকি। 

 

আকম কিদজদি হতো িরার 

মচষ্টা িদরকেলাম কিন্তু 

জািতাম ময, একি 

1  

 

 

 

 

 

2  

 

 

s14 
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পুদরাপুকর িাযিির কেল িা। 

 

আকম সহািুভূকত আোদয়র 

জিে মচষ্টা িদরকেলাম। 

আকম মরদত চাইকি। 

আকম জাকি িা। 

 

3  

 

 

 

4  

এ প্রথ্মবার আত্মহতো প্রদচষ্টার পদ্ধকত কি কেল? (আপকি কিভাদব 

কিদজদি হতোিরদতদচদয়কেদলি?) 

  s15 

এ প্রথ্মবার আত্মহতো প্রদচষ্টার ফদল কি মিাি জখম অথ্বা কবষিীয়া 

হদয়কেল? 

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

s16 

এ প্রথ্মবার আত্মহতো প্রদচষ্টার ফদল কি মিাি যরদণর কচকিৎসার 

প্রদয়াজি হদয়কেল?    

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

s17 

এ প্রথ্মবার এই আত্মহতো প্রদচষ্টার ফদল কি হাসপাতাদল এিবার 

কিাংবা তার মচদয় মবকে সময় ভকতি থ্ািার প্রদয়াজি কেল? 

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

s18 

মেষবার আত্মহতো মচষ্টা িরার কবষদয় কচন্তা িরদল কিদচর মিাি বণিিা 

ঐ অবস্থা সকেিভাদব তুদল   যদর ?                           

আকম কিদজদি হতো িরার  

এিকি আন্তকরি মচষ্টা 

িদরকেলাম এবাং আমার 

ভাগে ভাদলা ময, আকম 

সফল হই কি। 

 

আকম কিদজদি হতো িরার 

মচষ্টা িদরকেলাম কিন্তু 

জািতাম ময, এিকি 

পুদরাপুকর িাযিির িয়। 

 

আকম সহািুভূকত আোদয়র 

জিে মচষ্টা িদরকেলাম। 

আকম মরদত চাইকি। 

 

আকম জাকি িা। 

1  

 

 

 

 

2  

 

 

 

 

3  

 

 

4  

s19 

আত্মহতো বা আত্মহতো মচষ্টার পদ্ধকত কি কেল? 

তাদের জিে যারা আত্মহতোর কচন্তা, মচষ্টা এবাং আত্মহতো িদরকেদলি। আত্মহতোিারীদের আত্মীয়দের িাদে মথ্দি তথ্ে সাংগ্রহ 

িরদত হদব। 
 

কবদষর যরণ ঔষয (সাযারণ) 

ঘুদমর ঔষয 

মফিল 

মসভলি 

কবøকচাং পাউিার 
ওকপকস (িীিিােি) 

একসি 

যূতরুা 

অিোিে উদেখ িরুি  

1  

2  

3  

4  

5  

6  

7  

8  

…. 

s20 

গলায় ফাস কেদয়  িা 

হোাঁ 

0  

1  

s21 
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অসম্মকত 8 8  

মেি বা গাড়ীর সামদি  াপ কেদয় িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

s22 

পাকিদত িুদব িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

s23 

হাত বা েরীদরর অিোিে অাংে মিদি িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

s24 

আত্মহতো বা আত্মহতো মচষ্টার যরি কি কেল? পকরিকল্পতভাদব 

তাৎক্ষকিিভাদব কসদ্ধান্ত 

কিদয় 

1  

2  

s25 

আত্মহতো বা আত্মহতো মচষ্টার িারণ পাকরবাকরি  গড়া 

তববাকহি অোকন্ত 

োকরদ্রতা 

সম্পিিজকিত সমসো 

স্বামী িতৃিি কিযিাতি 

শ্বশুর বাড়ীদত কিযিাতিঃ 

শ্বশুর / োশুড়ী / িিে / 

িিস / মেবর / ভাসুর 

মযৌতুি 

মপ্রদম বেথ্িতা 

পরীক্ষায় বেথ্িতা 

মবিারত্ব 

অনিকতি মযৌি সম্পিি 

অনবয গভি যারণ 

মযৌি হয়রাকি 

ইন্টারদিি / মমাবাইদল 

আসকক্ত 

মলখাপড়ায় অকতকরক্ত চাপ 

কিিিাত্মীদয়র আত্মহতো 

কিিিাত্মীদয়র আত্মহতোর 

মচষ্টা 

অপরাদযর ইকতহাস 

সামাকজি সুকবযা বকিত 

ভকবষেদত সম্পদিি 

অকিিয়তা 

েত্তি সন্তাি / পাকলত 

সন্তাি 

রাগ কিয়ন্ত্রদণ অক্ষমতা 

আত্মীদয়র সাদথ্ সমসো 

পরীক্ষায় খারাপ িরা 

ঘুদমর সমসো 

সাম্প্রকতি সময় বাচ্চা প্রসব

 সমিাকমতা 

ইচ্ছার কবরুদদ্ধ / মজারপূবিি 

কববাহ মেয়া 

1  

2  

3  

4  

5  

 

 

6  

7  

8  

9  

1 0  

1 1  

1 2  

1 3  

1 4  

1 5  

1 6  

2 7  

1 8  

1 9  

2 0  

2 1  

2 2  

2 3  

2 4  

2 5  

2 6  

2 7  

2 8  

s26 
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মেষবার এ আত্মহতোর প্রদচষ্টার ফদল কি মিাি জখম অথ্বা কবষিীয়া 

হদয়কেল?           

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

s27 

মেষবার এ আত্মহতো প্রদচষ্টার ফদল কি মিাি যরদণর কচকিৎসার 

প্রদয়াজি হদয়কেল?        

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

s28 

মেষবার এ আত্মহতোর প্রদচষ্টার ফদল কি হাসপাতাদল এিরাত কিাংবা 

তার মচদয় মবকে সময় ভকতি থ্ািার প্রদয়াজি কেল?        

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

s29 

 

 

কববাকহত িারীর মক্ষদেঃ 

িত বের বয়দস কবদয় হদয়কেল? ……… বের s30 

সন্তাি সাংখো িতজি?   ………. জি s31 

১৮ বৎসর বয়দসর পূদবি িতজি সন্তাি হদয়কেল? …………. জি s32 

প্রথ্ম সন্তাি জদন্মর সময় আপিার বয়স িত কেল? ……… বের s33 

 

আত্মহতোর আচরদণর পাকরবাকরি ইকতহাস:  

আপিার কিজ খািার (জন্মসূদে সম্পকিিত) কিম্নকলকখত মিাি সেসে কি আত্মহতোর মাযেদম মতৃুেবরণ িদরকেল অথ্বা আত্মহতোর 

মচষ্টা িদরকেদলি? 

Questions Answer Code 

আপিার কিজ খািার (জন্মসূদে সম্পকিিত) মিাি সেসে কি আত্মহতোর 

মাযেদম মতৃুেবরণ িদরকেদলি? [এিাকযি উত্তর হদত পাদর।  ] 

িা 

হোাঁ 

জাকি িা 

অসম্মকত 

0 
1 
77 
88 

f1 

যকে হোাঁ হয় তাহদল কতকি মি? মাতা 

কপতা 

ভাই 

মবাি 

সন্তাি 

োো 

োেী 

িািা 

িািী 

অিোিে  

অিোিে কিকেিষ্ট িরুি 

জাকি িা 

অসম্মকত 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
Othrs 
77 
88 

f2 

তাাঁর আত্মহতোর বা আত্মহতো মচষ্টার পদ্ধুকত কি কেল?  

 

 

 

 

 
 
 
 
 
 

f3 
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তাাঁর আত্মহতোর বা আত্মহতো মচষ্টার িারি কি কেল?  

 

 

 

 
 
 
 
 
 

f4 

আপিার কিজ খািার (জন্মসূদে সম্পকিিত) মিাি সেসে কি আত্মহতোর 

মচষ্টা িদরকেদলি? 

িা 

হোাঁ 

জাকি িা 

অসম্মকত 

0 
1 
77 
88 

f5 

যকে হোাঁ হয় তাহদল কতকি মি? মাতা 

কপতা 

ভাই 

মবাি 

সন্তাি 

োো 

োেী 

িািা 

িািী 

অিোিে  

অিোিে কিকেিষ্ট িরুি 

জাকি িা 

অসম্মকত 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
Othrs 
77 
88 

f6 

আত্মহতোর বা আত্মহতো মচষ্টার পদ্ধুকত কি কেল?   

 

 

 

 

 

f7 

আত্মহতোর বা আত্মহতো মচষ্টার িারি কি কেল?   

 

 

 

 

f8 

 

োরীকরি স্বাস্থে, স্বাস্থে মসবা প্রোিিারী  সাংস্থার সাদথ্ মযাগাদযাগ, মািকসি স্বাস্থে 

 

Questions Answer Code 

আপিার কি েীঘিদময়ােী মিাি োরীকরি অসুস্থতা কিাংবা অক্ষমতা আদে 

যা িমপদক্ষ এি বের যদর আপিাদি মভাগাদচ্ছ? 

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

t1 

উত্তর হোাঁ হদল, আপিার কবষয়কি কি ? ------------------  t2 

িত কেি যদর আপিার এ কবষয়কি আদে? ------------------ কেি t3 

যকে িখিও আপকি মািকসি হাসপাতাদল কিাংবা মজিাদরল 

হাসপাতাদলর মািকসিদরাগ কবভাদগ অথ্বা অিে মিাি প্রকতষ্ঠাদির 

অন্তকবভাগ মযখাদি মািকসি সমসোর কচকিৎসা মেয়া হয়, মসখাদি 

কচকিৎসা কিদয় থ্ািদল তা িতবার ? (কিকিত হউি ময অন্তকবভাগ 

িখিও িা                                            

  ২---১ 

বার 

  ২-৩ বার 

1  

2  

3  

4  

t4 
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বলদত বু াদচ্ছ ‘আপকি হাসপাতাদল কেি এবাং রাদত অবস্থাি 

িদরকেদলি’।  আত্মহতোর মচষ্টার পরবতিী অন্তকবভাদগর কচকিৎসা এর 

অন্তভর্‚ক্ত িয়) 

 

উত্তর িখিও িা (১-) হদলঃ বকহঃকবভাদগ মািকসি মরাদগর কচকিৎসা 

এবাং মি-মিয়ার সম্পকিিত প্রদে যাি 

  ৪ বার বা 

তার মবেী 

5  

 

 

মািকসি বকহঃকবভাদগ কচকিৎসা এবাং মি মিয়ার 

আপকি কি িখিও কিদম্নর মিাি মপোগত সাংস্থার সাদথ্ কচকিৎসা কিাংবা পরামদেির জিে মযাগাদযাগ িদরদেি?  

Questions Answer Code 

মদিাদরাগ মসবা, পকলকিকিি মসবা হাসপাতাদলর অন্ত্ররকবভাগ িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

t5 

মদিাদরাগ মসবা, মি-মিয়ার বকহকবভাগ িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

t6 

মবসরিারী মদিাদরাগ কবদেষজ্ঞ  িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

t7 

মবসরিারী মদিাকবজ্ঞািী িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

t8 

মে ও মােি কবষয়ি কচকিৎসা মিন্দ্র িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

t9 

সম্পিি জকিত এবাং মযৌি সমসোর কচকিৎসা মিন্দ্র িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

t10 

 

আদবগ জকিত সমসোর জিে অিোিে কচকিৎসা বেবস্থা 

 

Questions Answer Code 

আদবগ জকিত সমসোর জিে আপকি কি িখিও িাদরা িাে মথ্দি সহায়তা 

কিদয়দেি?  

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

t11 

েীঘি সমদয়র জিে (অন্তত এি বেদরর জিে) আপিার কি কিদজর মদযে এমি 

মিাি সমসো হদয়দে বা হদয়কেল, যা আপিার স্বাভাকবি িাজিদমি বাযা সৃকষ্ট 

িরদে বা িদরকেল? (িাউদেকলাং মসন্টার/বন্ধ-ুবান্ধব, আিীয়,  

১। কিজ বাড়ী মথ্দি েূদর যাবার ভয় 

২। মািুদষর মাদ  মগদল অকতকরক্ত / অস্বাভাকবি ভয় 

৩। অকতকরক্ত মি খারাপ  

৪। মাোকতকরক্ত পকরষ্কার পকরচ্ছন্নতা 

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

t12 

উত্তর হোাঁ হদল, আপিার মক্ষদে কি ঘদিকেল?  ……. t13 

একি আপিার িতকেি যদর কেল?  ……. t14 
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মােিদ্রবে এবাং মেেপাি (এোলদিাহল) কবষয়ি প্রোবলী 

 

Questions Answer Code 

আপিার জীবদি আপকি িখিও কিম্নকলকখত কজকিসগুদলা গ্রহি িদরদেি? (ঔষদযর িািি মেখুি) 

তামািজাত দ্রবোকে (কসদগদরি, পাি, গুল ইতোকে) িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

a1 

গত কতি মাদসর মদযে িতবার আপকি তা বেবহার িদরদেি? িখিও িা  

এিবার দুইবার  

মাদস এিবার 

সপ্তাদহ এিবার 

প্রকতকেি অথ্বা প্রায় 

প্রকতকেি 

1  

2  

3  

4  

5  

a2 

মে (এোলদিাহল) জাতীয় পািীয় (কবয়ার, ওয়াইি মে ইতোকে) িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

a3 

গত কতি মাদসর মদযে িতবার আপকি তা বেবহার িদরদেি? িখিও িা  

এিবার দুইবার  

মাদস এিবার 

সপ্তাদহ এিবার 

প্রকতকেি অথ্বা প্রায় 

প্রকতকেি 

1  

2  

3  

4  

5  

a4 

মাকরজুয়ািা (পি, গ্রাস হাকসস ইতোকে) িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

a5 

গত কতি মাদসর মদযে িতবার আপকি তা বেবহার িদরদেি? িখিও িা  

এিবার দুইবার  

মাদস এিবার 

সপ্তাদহ এিবার 

প্রকতকেি অথ্বা প্রায় 

প্রকতকেি 

1  

2  

3  

4  

5  

a6 

মিাদিইি বা িাি   িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

a7 

গত কতি মাদসর মদযে িতবার আপকি তা বেবহার িদরদেি? িখিও িা  

এিবার দুইবার  

মাদস এিবার 

সপ্তাদহ এিবার 

প্রকতকেি অথ্বা প্রায় 

প্রকতকেি 

1  

2  

3  

4  

5  

a8 

উদত্তজি বা ইয়াবা , এমকফিাকমি (স্পীি, িাদয়ি, এক্সদিকস) িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

a9 

গত কতি মাদসর মদযে িতবার আপকি তা বেবহার িদরদেি? িখিও িা  

এিবার দুইবার  

মাদস এিবার 

1  

2  

3  

a10 
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সপ্তাদহ এিবার 

প্রকতকেি অথ্বা প্রায় 

প্রকতকেি 

4  

5  

ইিদহদলন্ট (িাইোস গোস, জুতার আো, মে রাং গোদসাকলি, রাং এর 

কথ্িার) 

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

a11 

গত কতি মাদসর মদযে িতবার আপকি তা বেবহার িদরদেি? িখিও িা  

এিবার দুইবার  

মাদস এিবার 

সপ্তাদহ এিবার 

প্রকতকেি অথ্বা প্রায় 

প্রকতকেি 

1  

2  

3  

4  

5  

a12 

ঘুমউদদ্রগিারী অথ্বা গুদমর বকড়, ( মসকিল, করদভাকেল, মাইলাম, 

করলাদক্সি ইতোকে) 

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

a13 

গত কতি মাদসর মদযে িতবার আপকি তা বেবহার িদরদেি? িখিও িা  

এিবার দুইবার  

মাদস এিবার 

সপ্তাদহ এিবার 

প্রকতকেি অথ্বা প্রায় 

প্রকতকেি 

1  

2  

3  

4  

5  

a14 

ভ্রম সৃকষ্টিারী (এলএসকি, একসি, মাসরুম, কপকিকপ, মস্পোলদি ইতোকে) িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

a15 

গত কতি মাদসর মদযে িতবার আপকি তা বেবহার িদরদেি? িখিও িা  

এিবার দুইবার  

মাদস এিবার 

সপ্তাদহ এিবার 

প্রকতকেি অথ্বা প্রায় 

প্রকতকেি 

1  

2  

3  

4  

5  

a16 

মহদরাইি, মরকফি, মমথ্ািি, মফিকসকিল অথ্বা বোথ্ািাসি 

ঔষয(মিাদিইি, িাইদলাকিি, িারভি, মিদমারাল, পারদিাদিি, 

ফাইদয়াকরিাল ইতোকে) 

িা 

হোাঁ 

অসম্মকত 

0  

1  

8 8  

a17 

গত কতি মাদসর মদযে িতবার আপকি তা বেবহার িদরদেি? িখিও িা  

এিবার দুইবার  

মাদস এিবার 

সপ্তাদহ এিবার 

প্রকতকেি অথ্বা প্রায় 

প্রকতকেি 

1  

2  

3  

4  

5  

a18 

অিোিে উদেখ িরুি  ,…….. a19 

গত কতি মাদসর মদযে িতবার আপকি তা বেবহার িদরদেি? িখিও িা  

এিবার দুইবার  

মাদস এিবার 

সপ্তাদহ এিবার 

প্রকতকেি অথ্বা প্রায় 

প্রকতকেি 

1  

2  

3  

4  

5  

a20 
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সামাকজি চাপ এবাং সমসো 

 

Questions Answer Code 

আপিার সামাজ বতিমাদি মিাি যরদণর প্রযাি সমসোর সম্মখূীি হদচ্ছ বদল আপকি মদি িদরি? (কিদজর ভাষা বেবহার িরুি) - 

কি¤œকলকখত সমসোগুদলা আপিার সামাদজ িতিা মারাত্মি বদল আপকি মদি িদরি (১=মারাত্মি িয় মথ্দি ৫=অতোন্ত 

মারাত্মি) 

a . আবাসি 1  2  3  4  5  p1 

b . অপরায 1  2  3  4  5  p2 

c . োকরদ্রতা 1  2  3  4  5  p3 

d . কেক্ষা 1  2  3  4  5  p4 

e . সরিার/প্রোসি 1  2  3  4  5  p5 

f . পাকরবাকরি জীবি  1  2  3  4  5  p6 

g . যাতায়াত 1  2  3  4  5  p7 

h . স্বাস্থে মসবা   1  2  3  4  5  p8 

i . চািুরীর কিরাপত্তা 1  2  3  4  5  p9 

j . জাকতগত িুসাংস্কার 1  2  3  4  5  p10 

k . েূষণগত সমসো 1  2  3  4  5  p11 

l . মােদির অপবেবহার 1  2  3  4  5  p12 

m. এোলািাহদলর অপবেবহার 1  2  3  4  5  p13 

n . কেশু এবাং স্ত্রী কিযিাতি 1  2  3  4  5  p14 

o . জীবি যাোর মাি 1  2  3  4  5  p15 

p . োরীকরি কিরাপত্তা এবাং সাবযািতা 1  2  3  4  5  p16 

আপিার মদত এই --------------- মলািজি এদি অপদরর িতিা ঘকিষ্ট এবাং িতিা সহািভুকূতেীল? (১= ঘকিষ্ট / সহািভুকূতেীল 

িয় মথ্দি ৫= খবু ঘকিষ্ট/সহািভু’কতেীল) 

a . পাড়া/প্রকতদবেীগণ 1  2  3  4  5  p17 

b . েহর 1  2  3  4  5  p18 

c . অিল 1  2  3  4  5  p19 

d . জাকত 1  2  3  4  5  p20 

আপিার মদত এই ------------ মলািজি ভকবকষেত সম্পদিি িতিা আোকিত এবাং আোবােী? (১= আোকিত / আোবােী িয় 

মথ্দি ৫=আোকিত / আোবােী) 

a . পাড়া প্রকতদবেীগণ 1  2  3  4  5  p21 

b . েহর 1  2  3  4  5  p22 

c . অিল 1  2  3  4  5  p23 

d . জাকত 1  2  3  4  5  p24 

 

 

যিেবাে কেদয ়সাক্ষাৎিার মেষ িরুি। 









Ministry of Health and Family Welfare
Government of the People's Republic of Bangladesh

  Natio
na

l I
ns

titu
te 

of Mental Health & Hospital

NIMHH

Á

v

b

B

 

n

D

K

 c_ w

b

‡

`

©k

K

Implemented by

National Institute of Mental Health (NIMH), Dhaka
Sher-e-Bangal Nagar, Dhaka-1207, Bangladesh

www.nimh.gov.bd

Supported by

 Non-Communicable Disease Control (NCDC) of Directorate General of
Health Services (DGHS) under Ministry of Health & Family Welfare (MoH&FW).

In collaboration with




