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Abstract

Background:Ourknowledgeof suicide in low-incomecountries is limited.Understand-

ing the importance of factors that contribute to suicide risk will allow for the appropri-

ate allocation of limited resources. In order to prioritize suicide prevention activities in

Bangladesh, we estimate the fractions of suicides attributable to key risk factors.

Methods:Using data frommatched cases (100) and controls (100) as part of a psycho-

logical autopsy study in Dhaka, we estimate the population attributable fraction for

key clinical (psychiatric disorders and physical disability), and social (life events, psy-

chical and/or sexual abuse, unemployment, and social isolation) risk factors for suicide

in Bangladesh.

Results: Assuming a causal relationship, life events were responsible for the largest

proportion of suicide deaths (85.9%; confidence interval [CI], 79.6–90.2), followed by

mental disorder (49.5%; CI, 45.3–53.4). The population attributable fraction for the

risk factors was 42.9% (CI, 40.6–45) for depression, 11% (CI, 8.9–13) for sexual abuse,

and 34.9% (CI, 10.1–52.9) for social isolation.

Conclusions: The study determined the population attributable fraction of risk factors

for suicide in Bangladesh. Prevention strategies should be prioritized on the manage-

ment of the aftermaths of adverse life events, treatment of psychiatric disorders, sex-

ual abuse, and social isolation in the country.
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1 INTRODUCTION

Suicide is a global public health problem. It is the outcome of complex

interactions among biological, psychological, social, cultural, and reli-

gious factors (World Health Organization [WHO], 2014). Several mod-

els have been proposed to explain the complex interaction between
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the domains of risk factors for suicide such as the stress-diathesis

model, gene-environment interaction, and proximal and distal risk fac-

tors (Li et al., 2011; WHO, 2014; Zalsman et al., 2016). Over the past

decades, considerable progress has been observed in suicide research,

while the prevention of suicide is yet to gather momentum (Krysinska

&Martin, 2009). Identifying the risk factors for suicide is a fundamental
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component of any effective response in suicide prevention (WHO,

2014). However, precise estimation of risk factors is still nearly impos-

sible (Bolton & Robinson, 2010; WHO, 2014; Zalsman et al., 2016).

Several areas such as psychiatric disorders, adverse life events, previ-

ous nonfatal attempts, and social isolation have been identified as the

risk factors by well-designed psychological autopsy studies (Bolton &

Robinson, 2010; Cavanagh et al., 2003). Nevertheless, there has been a

dearth of studies estimating the population attributable fraction (PAF)

to assess the impact of protective factors and the role of preventive

measures in suicidology (Afifi et al., 2008; Bolton & Robinson, 2010;

Krysinska&Martin, 2009; Park et al., 2016). The PAF allows for an esti-

mation of the relative importance of risk factors and for the prioritiza-

tion of suicide prevention efforts. It indicates the reduction in the inci-

dence of a particular outcome in the population if the risk factor could

be removed (Bolton & Robinson, 2010; Park et al., 2016).

Suicide and its prevention are understudied public health issues in

Bangladesh where attempts to identifying the risk factors are inade-

quate (Arafat, 2019). The stigma associated with suicide and the crimi-

nal status of suicidal behavior hinders disclosure andhelp-seeking.One

recent systematic review identified only two case–control studies in

the last decade including one psychological autopsy study and no lon-

gitudinal study (Arafat, Hussain, et al., 2021). The earlier case–control

study was conducted in a rural setting and identified personal issues

and emotional factors, previous nonfatal attempts, and familial dishar-

mony as the major risk factors (Reza et al., 2013). Another system-

atic review identified proximally associated personal emotional issues,

marital discord, and familial disharmony as the major risk factors for

suicide (Arafat, 2019). Psychiatric disorders have been poorly studied

as risk factors for suicide in the country. The lonematchedcase–control

psychological autopsy study identified the presence of an adverse life

event,mental illness, past nonfatal attempt, sexual violence, unemploy-

ment, physical abuse, and social isolation as risk factors for suicide in

the country (Arafat, Mohit, et al., 2021). Nevertheless, the impact of

any individual risk factor for suicide and the impact of preventing of

that factor on the general population have not been determined. No

prevention strategy has been identified based on these risk factors.

Studies assessing the population attribution risk (PAR) and PAF, which

is an extremely important public health aspect of suicide prevention,

could not be identified in the country. Henceforth, we aimed to esti-

mate thePAF for key clinical (psychiatric disorders and physical disabil-

ity) and social (life events, psychical/sexual abuse, unemployment, and

social isolation) risk factors in the general population of Bangladesh.

The findings would be necessary to prioritize suicide prevention activ-

ities in Bangladesh while formulating the national suicide prevention

strategy.

2 METHODS

2.1 Study setting

Bangladesh, a South Asian lower middle-income country, is densely

populated with a population of more than 160 million people. It is

a Muslim majority country where suicide has been still criminalized

(World Population Review, 2021a; United for Global Mental Health,

2021). The 2019 estimates revealed the age-standardized suicide rate

in Bangladeshwas 6, 1.7, and 3.9 per 100,000 population amongmales,

females, and both sexes, respectively, which is lower when compared

to the global (9 per 100,000) and regional (South East Asia: 10.2 per

100,000) rates (WHO, 2021). However, under-reporting of suicides

hides the actual rate, and the credibility of suicide data has been chal-

lenged in the country. We conducted the study in Dhaka city, the capi-

tal of Bangladesh, which is also one of the rapidly expandingmegacities

in the world. Dhaka has more than 20 million people with a density of

about 23,234 people per square kilometer (World Population Review,

2021b). We collected the list of suicides from the forensic medicine

department of two medical colleges of Dhaka city and visited the next

of kins’ home for an interview.

2.2 Data collection

We analyzed the data of a case–control psychological autopsy study

conducted between July 2019 and July 2020. The dataset includes

semistructured interview responses of 100 suicide deaths and 100 liv-

ing controls matched for age, gender, and living area those were col-

lected in the Dhaka Suicide Study project (Arafat, Mohit, et al., 2021).

Structured Clinical Interview for DSM-IV Axis-I Disorders (SCID-I)

(First et al., 1996) and the Structured Clinical Interview for DSM-IV

Personality Disorders (SCID-II) were used to determine mental disor-

ders (First et al., 1994).We identified life events from the list of Paykel’s

Life Events Schedule (Paykel et al., 1971). Additionally, we noted some

culturally important life events that were not mentioned in the sched-

ule (e.g., sexual harassment) (Arafat, Mohit, et al., 2021). The next of

kins of suicides and controls were interviewed by the first author (psy-

chiatrist) by face-to-face interview technique. More detail of methods

has been mentioned in our previous published paper of the matched

case–control psychological autopsy study (Arafat, Mohit, et al.,

2021).

2.3 Data analysis

Sociodemographic profile, substance abuse, physical abuse, sexual

harassment, life events, and psychiatric disorders of case and controls

were explored for the potential determinants of suicide. Univariate

conditional logistic regressionmodels were run to extract thematched

odds ratio (ORs) and their 95% confidence intervals (CIs) (Arafat,

Mohit, et al., 2021). In this study, the regression was performed in

STATAversion16.0using the clogit function.Major depressivedisorder,

physical disability, physical abuse, sexual abuse, life events, employ-

ment status, and social networks were considered in the univariate

analysis as these factors revealed statistical evidence of association.

PAFs (%) were calculated using punafcc postestimation function in

STATA based on the method described by Greenland and Drescher

(1993).
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2.4 Ethical approval

Ethical approval of the Dhaka suicide study was taken from the eth-

ical committee of the National Institute of Mental Health, Dhaka

(NIMH/2019/1053). Informed written consent was taken from the

respondents.

3 RESULTS

3.1 Baseline characteristics

The mean age of the cases and controls were 26.30 (±12.36) and

26.68 (±11.96) years, respectively. Among the 100 suicides, 51 were

females, and 72 were living in the periphery of the city. There was no

statistical evidence of a difference between cases and controls based

on marital status and religion. Detailed demographic characteristics

have been discussed in our initial paper of the dataset (Arafat, Mohit,

et al., 2021). Among the cases, 61% had at least one psychiatric (Axis

I and/or Axis II) disorder, while 13% of the controls had the same

(Table 1). Among the suicides, 44%haddepression,while 6%of the con-

trols had the same (Table 1). For cases, 91% had life events during the

last year in comparison to the 24% of the controls (Table 1).

3.2 Population attributable fraction

The PAFs for the risk factors that showed statistical evidence of an

association are presented in Table 1. Adverse life eventswere the high-

est (85.9%) attributing fraction, followed by the presence of a mental

disorder (49.5%), social isolation (about 35%), unemployment 12.6%,

and sexual violence (11%) (Table 1). The PAF was 53.5% (49.26–57.41)

for Axis I disorders, 42.9% (CI, 40.6–45) for depression, 8% (CI, 5.9–10)

for substance abuse, and 13% (10.81–15.24) for personality disorders

(Table 1).

4 DISCUSSION

4.1 Main findings of the study

The current study revealed that social risk factors (life events, psychi-

cal and/or sexual abuse, employment, and social isolation) were pre-

dominantly attributable risk factors for suicide in Bangladesh (Table 1).

Among the social risk factors, adverse life events shared the most sig-

nificant fraction and had a link with about 86% of suicides in the gen-

eral population. A detailed list of the life events has been mentioned in

our initial paper (Arafat, Mohit, et al., 2021). Other social factors indi-

cated that social isolation attributed to about 35%of suicides, followed

by unemployment that attributed to about 13%, sexual abuse (11%),

and physical abuse about 9% (Table 1). The clinical risk factors (any

psychiatric disorder and physical disability) were identified as the sec-

ond most important domain determined by the PAF. The presence of a

psychiatric illness attributed to about 50% of suicides, followed by the

presence of at least one Axis I disorder mental illness (about 53.4%),

depressive disorder (about 43%), substance abuse (8%), and person-

ality disorder attributed to 13% of the suicides in the general popu-

lation. Although the past suicidal attempt was found as an important

risk factor in our primary paper, we dropped it from the analysis of PAF

because the univariate conditional regressionmodel in STATA revealed

an implausible value (Arafat, Mohit, et al., 2021). Previously, we ana-

lyzed the data by SPSS and JASPwhile extracting theORs by univariate

conditional logistic regression (Arafat, Mohit, et al., 2021).

4.2 Implications

There has been a dearth of studies identifying the PAF in suicidology

that has an enormous impact on policymaking, designing the preven-

tive strategies, and assessing the effectiveness of suicide prevention

interventions (Krysinska &Martin, 2009; Park et al., 2016). Therefore,

we estimated the fractions of suicides attributable to clinical and social

risk factors in the general population of Bangladesh from our matched

case–control psychological autopsy data. Prevention strategies should

be prioritized based on the identified areas from the PAFs. For exam-

ple, prevention strategies for coping with adverse life events could

reduce about 86% of suicides in the general population of Bangladesh.

Similarly, adequate mental health services to treat the Axis I disor-

der and depression would reduce 53.5% and about 43% of suicides,

respectively. There are undeniable and complex interactions between

the key domains of clinical (psychiatric disorder and physical disabil-

ity) and social risk factors (adverse life events, social isolation, phys-

ical and/or sexual abuse, and unemployment). Previous studies also

revealed the interactions between the domains of risk factors at least

between social risk factors and psychiatric disorders (Li et al., 2011).

Our result is consistent with previous studies assessing the PAFs

of risk factors for suicide as per the domains. However, there are sig-

nificant differences between the proportions of risk factors in dif-

ferent studies. A systematic review of psychological autopsy studies

identified the PAF for psychiatric disorders ranged from 47% to 74%

(Cavanagh et al., 2003). Another systematic review found that the

PAF for mood disorders was 11% (Li et al., 2011). One national rep-

resentative study conducted in the United States revealed PAF was

36.6% for mood disorders, 31.8% for any substance use disorder, 4.9%

for psychotic disorders, and 30.2% for personality disorders (Bolton

& Robinson, 2010). Another study in Korea revealed that depression

was attributable for 45.7% of suicidal ideation among the elderly per-

sons, followed by chronic diseases (19.4%), poor subjective health sta-

tus (18.9%), sleep disturbances (14.1%), functional impairment (4.9%),

low social support (4.2%), and active smoking (3.6%) (Park et al.,

2016). Studies assessing the adverse childhood experience revealed

that physical and sexual abuse have been associated with suicide (Afifi

et al., 2008;McLafferty et al., 2018). Among the available studies, there

is the heterogeneity of methods and PAFs; however, there is gross

homogeneity in the domains of risk factors (Afifi et al., 2008; Cavanagh

et al., 2003; Li et al., 2011; McLafferty et al., 2018). It is important to
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TABLE 1 Population attributable fraction of key risk factors for suicide in Bangladesh

Risk factor Cases** (%) Controls** (%) OR* (95%CI) PAF% (95%CI)

Life events

Absent 9 76 1

Present 91 24 17.75 (6.48–48.59) 85.87 (79.64–90.20)

Social networks

Many friends 45 28 1

Isolated or few friends 72 55 1.94 (1.01–3.43) 34.97 (10.12–52.95)

Sexual abuse

No and others 88 99 1

Yes 12 1 12 (1.56–92.29) 11 (8.94–13.02)

Physical abuse

No and others 87 95 1

Yes 13 5 3 (0.96–9.30) 8.67 (3.63–13.44)

Employment status

Employed and others 84 95 1

Unemployed 16 5 4.67 (1.34–16.24) 12.57 (8.18–16.74)

Psychiatric disorder

Absent 39 87 1

Present 61 13 15.33 (4.76–49.30) 49.54 (45.34–53.42)

Axis I disorder

Absent 43 91 1

Present 57 11 16.33 (5.09–52.40) 53.51 (49.26–57.41)

Major depressive disorder (MDD)

Absent 56 94 1

Present 44 6 39 (5.36–283.86) 42.87 (40.59–45.07)

Substance abuse

Absent 91 99 1

Present 9 1 9 (1.14–71.04) 8 (5.91–10.04)

Personality disorder

Absent 86 98 1

Present 14 2 13 (1.70–99.37) 13.05 (10.81–15.24)

Physical disability

Absent and others 96 99 1

Present 4 1 4 (0.45–35.79) 3 (0.78–5.17)

Abbreviations: CI, confidence interval; OR, odds ratio; PAF, population attributable fraction.

*Determined by univariate conditional logistic regression analysis.

**n= 100.

note that these studies have been conducted in high-income country

settings, while our study represents a low- and middle-income coun-

try setting. It is prudent to note that the current study revealed social

risk factors as the leading area to consider the prevention strategies

based on the PAF, followed by the clinical risk factors (Table 1). Recent

reviews identified a possibility of a lower prevalence of mental disor-

ders in suicidal behavior in low- and middle-income country settings

(Knipe et al., 2019), and inWHOSouthEastAsia region (Arafat,Menon,

et al., 2021). Additionally, existing stigma toward suicide and mental

disorders and poor mental health literacy could hinder the identifica-

tion of psychiatric disorders among the suicides in Bangladesh (Arafat,

Mohit, et al., 2021).

Adequate psychiatric services to treat psychiatric disorders have

no alternative as a prevention strategy in Bangladesh. Awareness and

mental health literacy are the necessities to identify depression and

substance abuse by the community gatekeepers, and family members.

General physicians should be adequately trained to diagnose and treat

the disorders (Arafat & Kabir, 2017; Zalsman et al., 2016). Universal
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prevention strategies such as raising awareness among family mem-

bers regarding the consequences of adverse life events, coping with

distress, and dedicated helplines should be considered to prevent sui-

cides related toadverse life events (Arafat&Kabir, 2017;Arafat,Mohit,

et al., 2021; Zalsman et al., 2016). The family members should be well

oriented regarding the riskof fatal attempts after a life event sincemar-

ital discord and familial disharmony are potential identified life events

(Arafat, Mohit, et al., 2021). Also, special attention should be paid to

sexual harassment as a risk factor of suicide in Bangladesh. Any recent

loss of a jobor unemployment for a longer duration is an important area

to address. Long-term strategies should be considered for socially iso-

lated individuals. Decriminalization of suicide could reduce the stigma

and increase the help seeking for self-harm and suicide in the country

(United for GlobalMental Health, 2021).

4.3 Strengths and limitations

This is the first study determining the PAF of risk factors for suicide

in Bangladesh which would guide to prioritize the prevention strate-

gies in Bangladesh. However, a prudential interpretation is warranted

due to several potential limitations. First, the study was conducted in

the capital city of the country which is an urban setting and may not

represent the population of the whole country. The distribution of life

events and psychiatric disorders could vary when it is compared to the

rural setting of the country. Second, the response rate was low both

in cases and controls which is a potential area of biases and warrants

the generalization of study results. Third, interviews were conducted

purposively, which also challenges the generalization of study results.

Masking was not done while interviewing the next of kins of cases and

controls thatmay be a source of interviewbias. Fourth, wewere unable

to adequately estimate the association between past suicide attempts

and suicide in our analysis and therefore estimate PAF because there

were too few cases and controls with this outcome in our matched

study. Fifth, there might have chances of recall biases during the inter-

view as it is more likely to recall factors in cases than controls. There-

fore, under-reporting of life events and psychiatric symptoms is more

likely in the control group. Finally, PAF reveals the causal relationship

between the exposure and the outcome which may not completely fit

in suicidology because suicide happens as a result of a complex inter-

action among multiple risk factors. Current evidence does not support

anymono-causal explanation of suicide. Therefore, an extreme caution

is warranted while asserting the causal role with any individual factor

and suicide.

5 CONCLUSION

The study determined the PAF of key social and clinical risk factors for

suicide in Bangladesh. Prevention strategies should focus on the man-

agement of adverse life events, treatment of psychiatric disorders, sex-

ual abuse, unemployment, and social isolation.

ACKNOWLEDGMENT

Duleeka Knipe was supported by theWellcome Trust through an Insti-

tutional Strategic Support Fund Award to the University of Bristol

[204813] and the Elizabeth Blackwell Institute for Health Research,

University of Bristol.

CONFLICT OF INTEREST

The authors declare no conflict of interest.

AUTHOR CONTRIBUTIONS

Conception & Design: Murad M. Khan. Acquisition of data: S. M. Yasir

Arafat.Data analysis plan:Md.AbdullahSaeedKhanandDuleekaKnipe.

Data analysis: Md. Abdullah Saeed Khan. Drafting of the manuscript: S.

M. Yasir Arafat. Critical revision and final approval of the manuscript: All

authors.

PEER REVIEW

The peer review history for this article is available at https://publons.

com/publon/10.1002/brb3.2409

DATA AVAILABILITY STATEMENT

All data are provided in this study and raw data can be requested from

corresponding author.

ORCID

S.M. Yasir Arafat https://orcid.org/0000-0003-0521-5708

REFERENCES

Afifi, T. O., Enns, M. W., Cox, B. J., Asmundson, G. J., Stein, M. B., & Sareen,

J. (2008). Population attributable fractions of psychiatric disorders and

suicide ideation and attempts associatedwith adverse childhood experi-

ences. American Journal of Public Health, 98(5), 946–952. https://doi.org/
10.2105/AJPH.2007.120253

Arafat, S.M. Y., Hussain, F., Jakaria, K.M., Itu, Z. T., & Islam,M. (2021). Empir-

ical studies on suicide inBangladesh in a decade (2011-2020).Global Psy-
chiatry, 4(1), 109–122. https://doi.org/10.52095/gp.2021.10692

Arafat, S. M. Y., Mohit, M. A., Mullick, M. S. I., Kabir, R., & Khan, M. M.

(2021). Risk factors for suicide in Bangladesh: Case-control psycholog-

ical autopsy study. BJPsych Open, 7(1), e18. https://doi.org/10.1192/bjo.
2020.152

Arafat, S. M. Y., Menon, V., Varadharajan, N., & Kar, S. K. (2021). Psychologi-

cal autopsy studies of suicide in South East Asia. Indian Journal of Psycho-
logical Medicine, 1–6. https://doi.org/10.1177/02537176211033643

Arafat, S. M. Y. (2019). Current challenges of suicide and future directions

of management in Bangladesh: A systematic review. Global Psychiatry, 2,
09–20. https://doi.org/10.2478/gp-2019-0001

Arafat, S. M. Y., & Kabir, R. (2017). Suicide prevention strategies:Which one

to consider? South East Asia Journal of Public Health, 7(1), 1–5. https://doi.
org/10.3329/seajph.v7i1.34671

Bolton, J. M., & Robinson, J. (2010). Population-attributable fractions of

Axis I and Axis II mental disorders for suicide attempts: Findings from a

representative sample of the adult, noninstitutionalized US population.

American Journal of Public Health, 100(12), 2473–2480. https://doi.org/
10.2105/AJPH.2010.192252

Cavanagh, J. T., Carson, A. J., Sharpe, M., & Lawrie, S. M. (2003).

Psychological autopsy studies of suicide: A systematic review.

Psychological Medicine, 33(3), 395–405. https://doi.org/10.1017/

s0033291702006943

https://publons.com/publon/10.1002/brb3.2409
https://publons.com/publon/10.1002/brb3.2409
https://orcid.org/0000-0003-0521-5708
https://orcid.org/0000-0003-0521-5708
https://doi.org/10.2105/AJPH.2007.120253
https://doi.org/10.2105/AJPH.2007.120253
https://doi.org/10.52095/gp.2021.10692
https://doi.org/10.1192/bjo.2020.152
https://doi.org/10.1192/bjo.2020.152
https://doi.org/10.1177/02537176211033643
https://doi.org/10.2478/gp-2019-0001
https://doi.org/10.3329/seajph.v7i1.34671
https://doi.org/10.3329/seajph.v7i1.34671
https://doi.org/10.2105/AJPH.2010.192252
https://doi.org/10.2105/AJPH.2010.192252
https://doi.org/10.1017/s0033291702006943
https://doi.org/10.1017/s0033291702006943


6 of 6 ARAFAT ET AL.

First,M. B., Spitzer, R. L., Gibbon,M., &Williams, J. B. (1996). Structured clini-
cal interview forDSM-IVAxis I disorders. BiometricsResearchDepartment,

New York State Psychiatric Institute.

First, M. B., Spitzer, R. L., Gibbon, M., Williams, J. B., & Benjamin, L. (1994).

Structured clinical interview forDSM-IVAxis II personality disorders. Biomet-

rics Research Department, New York State Psychiatric Institute.

Greenland, S., & Drescher, K. (1993). Maximum likelihood estimation of the

attributable fraction from logistic models. Biometrics, 49(3), 865–872.
https://doi.org/10.2307/2532206

Knipe, D., Williams, A. J., Hannam-Swain, S., Upton, S., Brown, K., Bandara,

P., Chang, S.-S., & Kapur, N. (2019). Psychiatric morbidity and suicidal

behaviour in low- and middle-income countries: A systematic review

and meta-analysis. Plos Medicine, 16(10), e1002905. https://doi.org/10.
1371/journal.pmed.1002905

Krysinska, K., & Martin, G. (2009). The struggle to prevent and evaluate:

Application of population attributable risk and preventive fraction to

suicide prevention research. Suicide and Life-Threatening Behavior, 39(5),
548–557. https://doi.org/10.1521/suli.2009.39.5.548

Li, Z., Page, A.,Martin, G., & Taylor, R. (2011). Attributable risk of psychiatric

and socio-economic factors for suicide from individual-level, population-

based studies: A systematic review. Social Science &Medicine,72(4), 608–
616. https://doi.org/10.1016/j.socscimed.2010.11.008

McLafferty,M., O’Neill, S.,Murphy, S., Armour, C., & Bunting, B. (2018). Pop-

ulation attributable fractions of psychopathology and suicidal behaviour

associated with childhood adversities in Northern Ireland. Child Abuse &
Neglect, 77, 35–45. https://doi.org/10.1016/j.chiabu.2017.12.015

Park, J.-I., Yang, J. C., Han, C., Park, T. W., & Chung, S. K. (2016). Sui-

cidal ideation among Korean elderly: Risk factors and population

attributable fractions. Psychiatry, 79(3), 262–281. https://doi.org/10.
1080/00332747.2016.1175837

Paykel, E. S., Prusoff, B. A., & Uhlenhuth, E. H. (1971). Scaling of life events.

Archives of General Psychiatry, 25(4), 340–347. https://doi.org/10.1001/
archpsyc.1971.01750160052010

Reza, A. S., Feroz, A. H. M., Islam, S. N., Karim, M. N., Rabbani, M. G., Alam,

M. S., Rahman,M.M., Rahman,M. R., Ahmed, H. U., Bhowmik, A. D., Khan,

M. Z. R., Sarkar, M., Alam, M. T., & Uddin, M. M. J. (2013). Risk factors of

suicide and para suicide in rural Bangladesh. Journal ofMedicine,14, 123–
129. https://doi.org/10.3329/jom.v14i2.19653

Zalsman, G., Hawton, K., Wasserman, D. van Heeringen, K., Arensman,

E., Sarchiapone,M., Carli,V., Höschl,C., Barzilay,R., Balazs,J., Purebl,G.,

Kahn,J. P., Sáiz,P. A., Lipsicas,C. B., Bobes,J., Cozman,D., Hegerl,U., &

Zohar, J. (2016). Suicide prevention strategies revisited: 10-year sys-

tematic review. Lancet Psychiatry, 3, 646–659. https://doi.org/10.1016/
S2215-0366(16)30030-X

United for Global Mental Health (2021). Decriminalising Suicide: Sav-

ing lives, reducing stigma. https://unitedgmh.org/sites/default/files/

2021-09/UNITEDGMH%20Suicide%20Report%202021%C6%92.pdf

World Health Organization. WHO | Preventing Suicide: A Global

Imperative. WHO (2014). https://www.who.int/publications/i/item/

9789241564779

World Population Review, 2021a. Muslim Majority Countries 2021

https://worldpopulationreview.com/country-rankings/muslim-majority

-countries

World Population Review, 2021b. Dhaka Population 2021. World Pop-

ulation Review https://worldpopulationreview.com/world-cities/dhaka-

population

World Health Organization (2021). Suicide worldwide in 2019: Global

health estimates. https://www.who.int/publications/i/item/978924002

6643

How to cite this article: Arafat, S. M. Y., Khan, M. A. S., Knipe,

D., & Khan,M.M. (2021). Population attributable fractions of

clinical and social risk factors for suicide in Bangladesh: Finding

from a case–control psychological autopsy study. Brain and

Behavior, 11, e2409. https://doi.org/10.1002/brb3.2409

https://doi.org/10.2307/2532206
https://doi.org/10.1371/journal.pmed.1002905
https://doi.org/10.1371/journal.pmed.1002905
https://doi.org/10.1521/suli.2009.39.5.548
https://doi.org/10.1016/j.socscimed.2010.11.008
https://doi.org/10.1016/j.chiabu.2017.12.015
https://doi.org/10.1080/00332747.2016.1175837
https://doi.org/10.1080/00332747.2016.1175837
https://doi.org/10.1001/archpsyc.1971.01750160052010
https://doi.org/10.1001/archpsyc.1971.01750160052010
https://doi.org/10.3329/jom.v14i2.19653
https://doi.org/10.1016/S2215-0366(16)30030-X
https://doi.org/10.1016/S2215-0366(16)30030-X
https://unitedgmh.org/sites/default/files/2021-09/UNITEDGMH%20Suicide%20Report%202021%C6%92.pdf
https://unitedgmh.org/sites/default/files/2021-09/UNITEDGMH%20Suicide%20Report%202021%C6%92.pdf
https://www.who.int/publications/i/item/9789241564779
https://www.who.int/publications/i/item/9789241564779
https://worldpopulationreview.com/country-rankings/muslim-majority-countries
https://worldpopulationreview.com/country-rankings/muslim-majority-countries
https://worldpopulationreview.com/world-cities/dhaka-population
https://worldpopulationreview.com/world-cities/dhaka-population
https://www.who.int/publications/i/item/9789240026643
https://www.who.int/publications/i/item/9789240026643
https://doi.org/10.1002/brb3.2409

	Population attributable fractions of clinical and social risk factors for suicide in Bangladesh: Finding from a case-control psychological autopsy study
	Abstract
	1 | INTRODUCTION
	2 | METHODS
	2.1 | Study setting
	2.2 | Data collection
	2.3 | Data analysis
	2.4 | Ethical approval

	3 | RESULTS
	3.1 | Baseline characteristics
	3.2 | Population attributable fraction

	4 | DISCUSSION
	4.1 | Main findings of the study
	4.2 | Implications
	4.3 | Strengths and limitations

	5 | CONCLUSION
	ACKNOWLEDGMENT
	CONFLICT OF INTEREST
	AUTHOR CONTRIBUTIONS
	PEER REVIEW
	DATA AVAILABILITY STATEMENT

	ORCID
	REFERENCES


