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SUMMARY
A young refugee woman attended antenatal clinic on
the Thai-Myanmar border at 9 weeks’ gestation. As part
of an ongoing study of perinatal mental health, she
underwent a structured psychiatric interview during
which she described occasional depressed mood,
anhedonia and passive suicidal ideation. Her husband
was a young refugee known to use alcohol and drugs.
2 days later, the couple committed suicide together by
herbicide ingestion. Refugee populations are at risk of
developing mental disorders as a result of their
marginalised status, socioeconomic disadvantage and
exposures to trauma. Pregnancy may have exacerbated
feelings of hopelessness in this couple. The prevalence
of mental disorders such as depression is increased in
the perinatal period and suicide is the second leading
cause of death in young women globally. Prevention
programmes and early recognition of mental disorders
may improve detection and lead to better support for
vulnerable individuals.

CASE PRESENTATION
The Thai-Myanmar border is home to an estimated
104 000 refugees who have fled long-standing
ethnic conflict, poverty and unemployment in
Myanmar.1 Refugees live in nine established camps
along the border and represent a diverse group of
Burmese, Karen and Burman Muslim ethnicities,
each with their own distinctive cultures, languages
and religious beliefs. Many have lived in the camps
for decades and the situation is atypical of more
acute refugee settings elsewhere. Camp residents
have access to bamboo housing, food rations,
limited education and basic healthcare. Maela is the
largest camp with an estimated population of
40 000.1 Opportunities for further education and
paid employment are scarce and freedom of move-
ment is very limited. Some residents take up agri-
cultural work outside of the camp at the risk of
incurring fines or arrest by the Thai authorities.
Two medical non-governmental organisations

(NGOs) provide maternal, neonatal, paediatric and
general adult medical care.1 The majority of health
workers are locally trained staff without tertiary
education. Mental health services are severely
lacking. A small team of psychosocial workers with
3 months’ training provides basic counselling and
community follow-up. No psychiatrist is available
within the camp. Severe cases are referred to the
local Thai government hospital where one psych-
iatrist is currently employed. However, language
and cultural differences between Myanmar refugees
and Thai healthcare staff often result in suboptimal

diagnosis and treatment. NGOs’ lack of funding for
mental health disorders also acts as a barrier for
referral. Patients who are considered at high risk of
suicide are admitted for observation at one of the
camp’s medical facilities. With the permission of
the patient, family members and camp leaders are
notified. Patients who require longer term support
are offered accommodation in a patient house or
referred to the safe houses of one of the other
NGOs.
M, an 18-year-old woman of Karen ethnicity

living in Maela camp, attended her first antenatal
clinic (ANC). Ultrasound examination confirmed a
healthy pregnancy of 9 weeks’ gestation. All routine
investigations were normal. As part of an ongoing
study of perinatal depression in this population, M
completed a Structured Clinical Interview for the
Diagnosis of Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-IV)
Disorders (SCID).2 During the interview, she
described episodes of depressed mood, anhedonia,
low energy and ‘thinking too much’. These episodes
occurred once or twice a month and usually lasted
no more than 1 or 2 hours each time. She also
described occasional passive suicidal ideation with
no previous attempts and no active intent.
M attributed these symptoms to family problems.

She experienced conflict with her parents-in-law,
who disapproved of her marriage to their son and
felt she did not contribute sufficiently to household
finances. M’s own mother had died 5 years previ-
ously and M described ongoing feelings of grief.
M’s father had remarried and M had a good rela-
tionship with her stepmother, whom she described
as kind and caring. M also had a strong and loving
relationship with her husband and said she felt
close to him and able to share her feelings with
him. She was happy to be pregnant. Objectively, M
appeared healthy, content, well-kempt and had a
normal affect. She engaged well during the SCID.
Owing to the short-lived and intermittent nature of
the symptoms she described, she did not meet
DSM-IV criteria for major or minor depressive
disorder.3

M’s husband, O, was a 22-year-old man of Karen
ethnicity who worked in the camp crematorium
and was known to use alcohol and recreational
drugs. O had spent his entire life in the camp. His
mother was known to be heavily alcohol depend-
ent. O had a tense relationship with his mother due
to her overt disapproval of M. Until recently, M
and O had lived with O’s parents. However, during
a recent dispute, O’s mother had aggressively
kicked M and O out of the house, telling them
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they were a burden on the household. At the time of M’s ANC
visit, M and O had been living with M’s father and stepmother
for a few weeks. Since O was not a patient and had never
sought medical care, we know little about him or his psycho-
logical state.

Two days after M’s ANC attendance, O sourced a bottle of
herbicide outside the camp premises, remarking to an acquaint-
ance in passing, “today will be the last day you see me”. In the
bathroom of their home, M and O each drank a cup of herbi-
cide. They were seen by M’s stepmother leaving the bathroom
and calmly entering their sleeping area together. They were
found shortly after on their bed, struggling to breathe and froth-
ing at the mouth. They were driven to the camp medical clinic
but pronounced dead on arrival. The cause of death as reported
by the medical team was suicide by pesticide ingestion. No
suicide note was left by the couple and, apart from the remark
made by O, neither party had discussed their plans with any
friends or relatives. The camp committee and camp security
force confirmed death by suicide.

While we are unable to determine with certainty the motiv-
ation for this paired suicide, a number of factors are likely to
have played a role. Parental disapproval of the couple’s relation-
ship acted as a chronic, daily stressor, as recounted by M during
her interview. Their eviction from the home of O’s parents may
have been a sign of worsening tensions between the couple and
O’s parents. Alcohol and substance abuse are common within
this refugee setting and are known risk factors for suicide.4 5

The alcohol dependency of O as well as his mother may have
compounded aggressions with the family and exacerbated finan-
cial difficulties. Chronic poverty and the lack of employment
opportunities are additional underlying risk factors.4

M and O also faced challenges related more specifically to
their refugee status. The limited freedom of movement coupled
with the dearth of work opportunities within refugee camps is
disheartening for residents. Uncertainty regarding the future can
be unsettling and evoke feelings of hopelessness, especially in a
setting as protracted as the Thai-Myanmar border, where dis-
placement has occurred continuously over a period of 30 years.6

Many of Maela’s residents have spent decades awaiting resettle-
ment to a third country or repatriation to their homeland when-
ever this becomes a viable and safe option. Both paths involve
significant challenges. Those returning to Myanmar may find
reintegration difficult following prolonged absence. For resi-
dents born in Maela, repatriation may be the first time they
enter their native country. Those who are granted resettlement
in third countries such as the UK or the USA face the arduous
task of adapting to life in new and unfamiliar surroundings, lan-
guage and cultural differences, loss of extended community net-
works, social isolation and, often, poor access to health and
social services.7 The young couple we describe had spent a sig-
nificant proportion of their lives in a camp with very little
control over their own destinies. In the months preceding the
suicide, rumours were spreading that registration for resettle-
ment abroad was closing. Pregnancy may have further exacer-
bated the perceived futility of the couple’s situation. Feelings of
hopelessness, despair and uncertainty over the future, exacer-
bated by family conflict, substance abuse and long-term financial
insecurity, may have become unbearable for this newly-wed,
recently pregnant couple at a time in their lives which should
have been full of hope and opportunity.

GLOBAL HEALTH PROBLEM LIST
▸ Suicide is one of the leading causes of death in young people

globally.

▸ Marginalised populations such as refugees are at high risk of
mental disorders and suicide.

▸ Mental disorders such as depression are common during the
perinatal period.

▸ In settings with good antenatal attendance, pregnancy offers
a valuable time to identify and support women at risk of
mental disorders and suicide.

▸ Tackling suicide requires multifaceted approaches and collab-
orative working between health services, social services and
policymakers but these tend to be non-existent or weak in
refugee settings.

GLOBAL HEALTH PROBLEM ANALYSIS
Suicide is a significant global health problem. It is the second
leading cause of death among people aged 15–29 years world-
wide, and the burden is inequitably distributed with 75% of all
suicides occurring within low and middle income countries
(LMIC).4 Risk factors for suicide are multifactorial and
complex, spanning health systems, societal, community and
individual levels. They include trauma and abuse, discrimin-
ation, isolation and poor social support, dislocation, relationship
discord, unemployment and mental disorders.8 Refugee commu-
nities carry many of these risk factors and are thus a vulnerable
group.7

Several factors are likely to have contributed to the suicides of
this couple. Their refugee status is likely to have been a major
factor. Some of the social stressors this couple faced—including
alcohol and substance abuse and financial insecurity—are
common to many populations living in poverty and not unique
to refugees. However, for refugee populations, these social
adversities are compounded by psychological stressors. Prior to
leaving their homes, refugees are exposed to traumatic experi-
ences which may have long-term effects on their mental health.9

Transit can be arduous and involve further trauma.9 On arrival
at a camp, refugee communities face limited freedom of move-
ment, a lack of opportunities to engage in paid employment or
higher education and uncertainty over the future. Trapped
‘between the tiger and the crocodile’, refugees often face the dif-
ficult choice of awaiting repatriation to their homes or resettle-
ment to a new country, both of which are associated with their
own challenges.10 Following resettlement or repatriation, life
can remain difficult as a result of ongoing socioeconomic adver-
sity, difficulty integrating into local communities as a result of
language and cultural differences and poor access to educa-
tional, social and health services.11 These multilayered psycho-
social challenges have significant and long-lasting effects on the
psychological well-being of refugee communities.

To the best of our knowledge, this was the first paired suicide
in our setting. Paired suicides—the mutual agreement of two
individuals to kill themselves simultaneously—are rare, repre-
senting <1% of all suicides.12–14 In Western settings, paired
suicides tend to involve older married couples of higher socio-
economic status.14 Case reports suggest that in non-Western
settings, younger couples whose relationship lacks parental or
societal approval may be more typical, as is likely to have been
the case in our couple.14–16 In paired suicides, one party typic-
ally acts as the initiator.14 15 Since O sourced the pesticide, he
may have taken the lead in this act. We cannot say to what
extent coercion played a role. In our setting, an estimated 15%
of women experience interpersonal violence during preg-
nancy.17 Against this backdrop, coerciveness in relationships is
also likely to be common. The non-violent method of suicide,
the absence of violence during the act and the fact that no calls
for help were made by either party following pesticide ingestion
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perhaps suggest a willingness of both parties to carry out the act
successfully.12 However, we cannot rule out psychological coer-
cion. The lack of psychiatric assessment of O is an important
limitation of our understanding of this case. M’s father
described the couple as being very much in love; this perhaps
provides reason to believe that the suicides were carried out in
mutual agreement. Both M and O were Buddhists. Buddhism
regards death not as the end of life, but merely as a transition to
the next life.18 M and O may have carried out their suicides
together in the belief that this would offer an escape from their
suffering and a means of being reborn together in their next
lives.

The couple’s pregnancy status and young age may also have
played a role in their decision to commit suicide. Mental disor-
ders such as depression are common during the perinatal period
and women who are socially marginalised or living in poverty
are at greatest risk.19 Suicide is an important cause of maternal
death both in high-income and low-income settings.20 21 On the
Thai-Myanmar border, the rate of maternal suicide is high at
16.4 per 100 000 live births.22 This contrasts significantly with
total female suicide rates of 11.8 per 100 000 in those aged 15–
29 years in Myanmar and 3.6 per 100 000 in those aged 15–
29 years in Thailand in 2012.4 M described subthreshold symp-
toms of depression and occasional passive suicidal ideation.
Although she was happy to be pregnant, her pregnancy may
have brought to the forefront concerns and uncertainties around
her and O’s future and the life they could provide for their
baby. Many suicides occur impulsively during moments of crisis,
and young people are more likely to act on an impulse and
carry out a suicide more quickly.15 Our young couple’s actions
may have been carried out in reaction to the recent family
dispute in which M and O were evicted from O’s parents’
house, for example. Impulsive suicide attempts have a higher
likelihood of being lethal when fatal means are easily available.4

Pesticides, one of the most common means of suicide globally
and the leading method of suicide in rural areas of LMICs, are
cheap and accessible in our setting and may have facilitated
suicide in this case.

Addressing suicide requires cross-sector collaboration and
must include both population-wide and targeted approaches.
Public awareness initiatives can reduce stigma and empower
communities to support vulnerable individuals.4 Training health
workers, educators, police and community leaders enables
better identification and management of those in need of care.4

In resource-poor settings, health workers and community
members can be trained to deliver effective and evidence-based
care to individuals with mental disorders.23 Restricting access to
suicide means—for example, through centralised storage of pes-
ticides away from individuals’ homes—can be effective.24

Improved availability and quality of data is essential in order to
monitor trends and identify patterns in attempted and com-
pleted suicides.

Risk factors such as mental disorders and alcohol abuse must
be identified early. Previous suicide attempt is the single greatest
predictor of completed suicide, and families and communities
can be mobilised to support those who have attempted suicide
to find positive ways of coping.4 Screening may be feasible for
certain groups. In our setting, pregnant women attend ANC fre-
quently, and this period of increased contact offers a good
opportunity for routine screening for mental disorders as well
as substance misuse and interpersonal violence. In our case, one
of the suicides occurred in a woman with subthreshold symp-
toms of depression. The failure of the SCID to identify this
woman as high risk highlights the urgent need for a more

in-depth understanding of local experiences of mental disorders
and their association with suicide, and for culturally and locally
validated tools. The addition of a more detailed assessment of
suicidal intent may also be warranted. A number of tools are
available to aid the assessment of individual suicide risk, though
these first need to be validated locally.25 Greater emphasis on
the SCID item relating to future-oriented thinking and feelings
of hopelessness could also be incorporated into the suicide
assessment. It may also be important to increase the commu-
nity’s understanding of what services are available to those with
mental disorders or suicidal ideation. If individuals are aware
that despite the scarcity of resources within the camp there are
health workers who can provide counselling, treatment, housing
support and referral if necessary, they may be more willing to
reveal suicidal intent and seek care.

The rarity of paired suicides globally, the fact that this was the
first case in our setting and the lack of psychiatric assessment of
O limit our understanding of the risk factors specific to this
suicide. Alongside the approaches outlined above, initiatives to
promote strong personal relationships, develop positive coping
strategies and empower women are likely to be helpful in
addressing paired suicide. While some of these interventions can
be conducted locally, others require collaboration with national
and international policymakers. Addressing these core determi-
nants is essential in order to ensure that the mental health needs
of vulnerable populations are adequately met.

Learning points

▸ Suicide is one of the leading causes of death in young
people globally.

▸ Refugees are at high risk of developing mental disorders,
and refugee women are especially vulnerable during the
perinatal period.

▸ Perinatal depression causes significant distress for families
and places strain on the wider society in multiple ways.

▸ Paired suicides are rare and in non-Western settings often
involve young couples.

▸ Mental health resources, social care and policymakers must
work together to tackle mental disorders and suicide in
vulnerable populations.
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