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Abstract 

Suicidal behavior is a major public health problem in India. More than one lakh individuals (1,39,123) inside the country lost 
their lives by committing suicide in the midst of the year 2019 and 15.9 Suicides happened each one hour in the midst of the year 
2019. Most men have committed suicides due to socio-economic reasons, while emotional and personal causes have mostly caused 
women to end their lives. ‘Family problems’ (32.4%) and ’illness’ (17.1%) have accounted for 49.5% of total Suicides in country 
during the year 2019. The overall male to female ratio of suicide victims for the year 2019 was 70.2:29.8. Nearly 48% of the suicide 
victims were married males while 18.6% were married females. One suicide out of every 6.5 suicides was committed by a 
‘housewife’. Students constituted 7.4% of the total suicide victims. Maharashtra has reported the highest number of suicide victims in 
2019 (accounting for 13.6%). A & N Islands and Sikkim have reported 45.5 and 33.1 suicidal deaths respectively as against the 
national average of (10.4) per one lakh of population. Suicide is a multifaceted problem, so suicide prevention initiatives should be 
multidimensional as well. Psycho-social alter mental issues coming about in family clashes, social maladjustment, separate, 
endowment, adore undertakings, cancellation or the failure to induce hitched, ill-conceived pregnancy, extra-marital undertakings and 
such clashes relating to the issue of marriage, play a vital part, especially within the suicide of women in India. It is time for experts in 
social work to take on constructive and leadership positions in suicide prevention and save the lives of thousands of Indians. 
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Introduction 

Suicide is defined as an act of intentionally terminating one’s own life. A suicide's basic ingredients are: I It should be an 
accidental death, (ii) inside it should derive the urge to die, (iii) There should be a cause for the end of life. Suicide is a final act of 
action that is possibly the end product of several different causes communicating with each other. It is a dynamic organism that 
involves risk factors for biological, psychological and environmental reasons. Sociopolitical variables are often important to the 
awareness of suicide. Durkheim thus coined the terms anomy, egoistic and altruistic. These thoughts are as yet inferential today. 
Indicators of self-destructive conduct and danger factors incorporate a background marked by past self-destruction endeavors, certain 
segment factors, clinical side effects and issues identified with clinical and social help. Science past so many years, National Crime 
Records Bureau (NCRB) of India has been making annual reports on suicides which have been taking place in our country. As it is an 
official report of the central government, I had gone through that report to analyze suicides from epidemiological point of view. The 
purpose of this paper is to present a description of what is understood to date about the problem of suicide including statistical 
analysis, identification of high-hazard populations and models of suicide causation. This paper will also describe suicide prevention 
strategies that have been developed in western countries and based on the review of the past research works discuss with certain viable 
social work interventions. 

 
Magnitude of Suicides 

More than one lakh persons (1,39,123) in the country lost their lives by committing suicide during the year 2019. This 
indicates a decrease of 2% over the previous year's figure (1,34,516). The quantity of suicides in the country during the decade (2009–
2019) has recorded an increment of 9.4% (1,39,123 out of 2019 from 1,27,151 out of 2009). The population has increased by 14.4% 
during the decade but the rate of suicides in 2019 was 10.4 which is marginally lesser than 10.9 recorded in 2009. The rate of suicides 
has shown an increasing trend since 2009 to 2011 and thereafter a declining trend is observed during 2011 to 2014 then increased 
2014 to 2015 then decreased 2015 to 2017 and increased 2017 to 2019. However, it was increasing from 2017(from 9.9 in 2017 to 
10.4 in 2019). 

 
Frequency and rate share of suicides in States/UTs 

The highest number of suicides was recorded by Maharashtra (18,916), accounting for 13.6% of total suicides, followed by 
Tamil Nadu (13,493), West Bengal (12,665), Madhya Pradesh (12,457) and Karnataka (11,288), accounting for 9.7%, 9.1%, 9.0% and 
8.1% of total suicides in the country, respectively. Together, those 5 states accounted for 49.5% of the total suicides recorded in the 
world. The most populous state, Uttar Pradesh (16.9 percent of the population as reported by the NCRB), reported a relatively smaller 
number of suicide deaths, accounting for only 3.9 percent of the total suicides reported in the country. Viz. All the five states. Over the 
last few years, Maharashtra, Tamil Nadu, West Bengal, Madhya Pradesh and Karnataka have reported a consistently higher number of 
suicide deaths. In 2017, 2018 and 2019, Maharashtra recorded the highest number of suicide deaths, accounting for 13.6%, 13.4% and 
13.6% of all such deaths in the country, respectively. The highest number of suicides (2,526) among UTs was reported in Delhi, 
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followed by Puducherry (493). Together, seven UTs accounted for 2.2 percent of the country's overall suicides. In comparison, 53 
mega cities accounted for 16.1 percent of the country's overall suicides. 
Rate of suicides-trends in States/UTs 

Rate of suicides, i.e., the number of suicides per one lakh population, has been widely accepted as a standard yardstick. The 
all-India rate of suicides was 10.4 during the year 2019. A & N Islands reported the highest rate of suicide (45.5) followed by Sikkim 
(33.1), Puducherry (32.5), Chhattisgarh (26.4), Kerala (24.3), and Telangana (20.6). Puducherry continued to report higher suicide 
rates during the last 2 years. A & N Islands has recorded suicide rates more than 4 times of the national average during the last three 
years. 

 
Suicide victims by sex and age group 

The overall male to female ratio of suicide victims for the year 2019 was 70.2:29.8 represent a marginal increase of male and 
marginal decrease of female ratio as compared to year 2018(68.5:31.5). The proportion of boys: girls suicide victims (up to 18 years of 
age) were 44.1:52.1 in 2019 as compared to 44.4:49.9 in 2018. Over past three years onwards girls under 18 years age suicides 
increasing. The proportion of female victims were more in Marriage Related Issues’ (specifically in ‘Dowry Related Issues’), and 
‘Impotency/Infertility’. The age group (18 - below 30 years) and persons of 30 years - below 45 years of age were the most vulnerable 
groups resorting to suicides. These age groups accounted for 35.1% and 31.8% suicides respectively. 'Family Problems' (2,468), 
‘Failure in Examination’ (1,577), ‘Love Affairs’ (1,297) and ‘Illness’ (923) were the main causes of suicides among children (below 
18 years of age). It is observed that social and economic causes have led most of the males to commit suicide whereas emotional and 
personal causes have mainly driven females to end their lives. Youths (15-29 years) and lower middle-aged people (30-44 years) were 
the prime group staking recourse to the path of suicides. Around34.6% suicide victims were youths in the age group of 15-29 years 
and 33.7% were middle aged persons in the age group 30-44 years. Among the specified causes, ‘family problems’ (354), ‘failure in 
examination’ (226, ‘Illness’ (213), and ‘love affairs’ (108) were the main cause of suicides among children (below 18 years of age). 
‘Family problems’ have driven 10,584 youths (15-29 years), 11,244 lower middle-aged people (30-44 years) and 6,573 upper middle-
aged persons (45-59 years) to commit suicide. Nearly 20.6% (4097 out of 10362) of suicides committed by senior citizens (60 years & 
above) were due to 'illness'. Senior citizens have accounted for 8.6%of the total victims. It is observed that 15.5% (424 out of 2738) of 
children (up to 14 years) who committed suicides belonged to West Bengal followed by Tamil Nadu12.1% (331 out of 2738). 
However, 16.2% (1848out of 11413) suicides of senior citizens (60 years& above) belonged to Tamil Nadu. Manipur (61.0%), 
Chandigarh (54.4%), Delhi (54.2%) and Meghalaya (52.3%) reported more than 50% victims of suicides in age group15-29 as 
compared to the national average of 34.4% during the year 2012. 32.9% of the victims (2791 out of 8490) in Kerala were of middle 
aged (30-44 years) against the national average of 21%. 

 
Causes of suicides 

‘Family problems’ and ‘illness”, accounting for 25.6% and 20.8% respectively, were the major causes of suicides among the 
specified causes. ‘Drug abuse/addiction’ (3.3%), ‘love affairs’ (3.2%), ‘bankruptcy or sudden change in economic status’ (2.0%), 
'poverty' (1.9%) and ‘dowry dispute’ (1.6%) were the other causes of suicides. Suicides due to 'drug abuse/ addiction', has shown an 
increasing trend while ‘failure in examination’, ‘fall in social reputation’, ‘physical abuse’ and ‘property dispute’, have shown a 
decreasing trend during last 3 years. However, suicides due to ‘bankruptcy or sudden change in economic status’, ‘suspected/illicit 
relation’, ‘cancellation/non settlement of marriage’, ‘barrenness/impotency’, ‘dowry dispute’, ‘divorce’, ‘family problem’, 
‘illegitimate pregnancy’, ‘love affairs’, ‘poverty',’ professional/career problem’ and ‘unemployment’ have shown a mixed trend during 
this period. 

 
Family problems and illnesses are the major causes 
  Thirteen states/UTs have reported higher percentage share than the all-India average in suicides with causes such as 
‘illnesses. Similarly, nine states/UTs have reported higher share than the all-India average in suicides caused due to ‘family problems’ 
during the year. The other states/UTs which reported higher share of suicides due to ‘illnesses were A& N Islands (41.3%), Punjab 
(37.4%), Puducherry (30.9%), Andhra Pradesh (29.7%), Kerala (26.3%), Karnataka (26.1%), Sikkim (24.9%), Maharashtra (24.8%), 
D & N Haveli (24.2%), Goa (23.5%) and Gujarat (23.2%).  Amongst the various causes of illness, maximum of suicides was 
committed due to ‘insanity’ (6.4%). 6.4% suicides in Andhra Pradesh were due to ‘bankruptcy or sudden change in economic status’. 
4.1% suicides in Jharkhand,2.9% suicides in Bihar, 2.8% in Himachal Pradesh and 2.8% suicides in Odessa were duet o ‘suspected / 
illicit relation’. 2.4% suicides in Puducherry followed by 2.3% in Himachal Pradesh were due to 'cancellation / non-settlement of 
marriage total of 145 suicides in Andhra Pradesh followed by Uttar Pradesh (74suicides) and Maharashtra (73 suicides) were reported 
due ‘AIDS/STD’. 28.6% suicides in Punjab, 21,5% suicides in Sikkim and 19.8%suicides in A & N Island were due to 
‘insanity/mental illnesses. Similarly, 9.5%suicides in Uttar Pradesh, 6.5% suicides in Madhya Pradesh and 3.2% suicides in Delhi 
were due to ‘dowry dispute’. 3.3% suicides in Nagaland were reported due to 'divorcee ‘, 'drug abuse / addiction' accounted for 35.3% 
in Mizoram, 15.5% in Sikkim and 10.5% in Maharashtra. 5.5% suicides in Uttar Pradesh, 4.6% in Assam and 4.6% in Delhi were due 
to 'failure in examination'. 23.2% suicides in Sikkim were reported due to ‘fall in social reputation’. Kerala, Puducherry and 
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Maharashtra have reported of 44.1%, 40.7%, and 40.3% respectively of suicides due to ‘family problem’.3.2% suicides in Haryana 
were reported due to ‘ideological causes/hero worship’. 17.1% suicides in Manipur, 15.1% suicides in Assam, 12.1%suicides in D & 
N Haveli and 10.0% suicides in Goa were due to 'love affairs'. 1.9% suicides in Uttar Pradesh were due to ‘physical abuse (Rape, 
incest, etc). 14.5% suicides in Mizoram, 7.7%suicides in Andhra Pradesh and 6.7% suicides in Assam were reported on account of 
'poverty'.2.4% suicides in Manipur were due to ‘professional / career problem’. 7.0% suicides in Assam were due to 'property dispute'. 
13.2% suicides in Assam, 4.4% suicides in Delhi, 4.1%in A & N Island, 3.7% in Haryana, 3.2% in Gujarat and 3.0% in Jharkhand 
were on account of 'unemployment'. 
 
Few related reviews 

Most of the suicide studies published have discussed the recognition of the socio-demographic and psychosocial dimensions 
of suicide attempts and those who have completed suicide. 

 
In his hospital-based research on suicide attempts, Venkoba Rao (1965) documented a preponderance of males and 

described the vulnerable age group as being 15 to 25 years of age. A major risk factor was described as a lack of social cohesion. 
There was also a family history of mental illness/suicidal attempts in 20 percent of the attempts. 

In an editorial, Vijayakumar L (2010) articulates the urgent need for suicide prevention in India and emphasizes that suicide 
is a multifaceted issue and that suicide prevention initiatives should also be multidimensional. To develop and execute a national plan 
that is cost-effective, acceptable and relevant to the needs of the community, teamwork, coordination, cooperation and dedication are 
required. In India, suicide prevention in the mental health field is more of a social and public health aim than a conventional practice. 
The time is ripe for mental health practitioners to take on constructive and leadership positions in suicide prevention and save the lives 
of thousands of young Indians, he concludes. 

Lal and Sethi (1975) stated in another hospital-based study that women attempted suicide more frequently, were under 30 
years of age, were housewives or domestic help, married and 83.4 percent of income levels were less or equal to Rs. 200 per month. 
Women with lower levels of education and joint families and men with higher levels of education and suicide attempts from unitary 
families have more often attempted suicide. Similarly, a study by Badrinarayana (1977) also found that younger people were more 
likely to attempt suicide (age range from 10 to 30 years). Mental disorder and impaired interpersonal relationships have been 
described as the primary causes. Extramarital affairs were also established by Venkoba Rao as a risk factor for a partner to attempt 
suicide (1974). 

Narang, et al (2000) stated in their Ludhiana research that single males and married females were more likely to attempt 
suicide. They, however, did not find type of family, economic status and educational levels as being significant variables. In a large 
number of them, mood disorders and adjustment disorders were diagnosed. 

Bagadia et al (1979) performed a study on 521 patients admitted for suicidal actions and found that the degree of intent was 
low, the length of suicidal ideas varied from more than 1 year (2 %) to 17 percent of them being an impulsive act, 18 percent reported 
the attempt, while the majority of women (76.1 %) attempted suicide in the presence/proximity of others. 7 percent of previous 
attempts were registered, with 2.4 percent having more than one previous attempt. The most common medical diagnosis was 
depression (39.73%), schizophrenia (24.4%) and hysteria (14%). 

Gupta S.C. et al (1999), who reported 62 percent of psychiatric disorders with 58 percent having odd personalities, also 
confirmed these results. Mahlaanalysed attempted self-immolation cases and confirmed that the behaviour was related to the existence 
of psychological and personality disorders. Jain, et al. also found that 37.5 % of suicide attempts had a depression diagnosis, 39.28 % 
of subjects showed mild to moderate suicidal intent, and 16 %of them had a high rating on the variable of hopelessness. 

Attempted suicide in psychiatric patients, Sathyavati K (1971). J Psychiatry of India. 1971; 13:37-48 studied clinical 
suicide attempts in patients and confirmed that 126 had made suicidal attempts with drowning being the most frequently used form 
over a one-year period from 1881 admissions. Schizophrenia patients accounted for 64% of the suicides attempted. Gupta in their two-
year follow-up study of patients who had attempted suicide with schizophrenia and depression revealed that 51.8% of the suicide 
attempters had a personality disorder, 42% had neurotic symptoms during childhood and 23.5% had a history of drug dependency. 
17.1% of schizophrenia patients had attempted suicide again with one completed suicide during the follow-up period, compared to 
19% of depressive patients. 

 
The above-mentioned reviews insist that the Suicide is a complex and multidimensional phenomenon arising from the 

interaction of several variables. And suicide remains an important and major cause of death in various populations' samples varying in 
age, nationality, and clinical severity. It cuts through no sociological boundaries and across psychiatric diagnoses; it also characterizes 
non-psychiatric populations. Individual elements include personality traits, family experiences, life events, exposure to trauma, 
cultural beliefs, social isolation and income and their factors such as education; housing and wider macro-socioeconomic trends such 
as unemployment rates may also contribute directly, or by influencing a person’s susceptibility to suicidal tendency. Some of the 
above studies mentioned that the need of multi-dimensional and comprehensive preventive measures with involvement of various 
professionals and community. 
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Need of Social work intervention 

The main triggers for self-harm are usually social, particularly family, issues, relationship break-up. The main causes of 
suicides among the specified causes were in particular in our country' family problems 'and' illness 'which accounted for 25.6% and 
20.8% respectively. The other causes of suicides were 'drug abuse/addiction' (3.3%),' love affairs' (3.2%),' bankruptcy or sudden 
economic status change' (2.0%),' poverty' (1.9%) and 'dowry dispute' (1.6%). The other risk factors found related to suicide, such as 
mental illnesses, substance abuse, financial debts, unemployment, chronic pain for the elderly, study stress, and access to suicide 
means. Experiences in Western countries suggest that more comprehensive programmes that consist of a broad mix of intervention 
strategies are believed to have a greater likelihood of reducing suicide rates (US Department of Health and Human Services 2001).  
Above mentioned reviews mentioned that the need of multi-dimensional and comprehensive preventive measures with involvement of 
various professionals and community. As we know social work is a subject which develops individual coping abilities with its unique 
scientific way of assisting them, it can operate its services from individual level to societal level. Along with the services (promotion 
of socio-economic wellbeing, mental health services and other macro level activities) development of the coping abilities of the 
individuals particularly the people who are prone to suicides, we can mark vulnerable people with the help of the NCRB reports. 
Though it is not possible to implement social work intervention as social workers intervening in various fields of social work, the way 
of social work helping process… viz psychosocial diagnosis, active involvement of client or community, finding and make use of 
available resources both internal and external, and some degree of environmental manipulation psychosocial support are required to 
deal with the factors causing suicides in India. The generic interventions of social work to combat these  problem are Using 
educational settings as sites of intervention; Promotion of research on suicide and suicide prevention; Attempts to change the portrayal 
of suicidal behavior and mental illness in media; Efforts to increase and improve the detection and treatment of depression and other 
mental illnesses; Emphasis on reducing the stigma associated with help-seeking behaviors; Strategies designed to improve access to 
services, Promotion of effective preventive efforts with rigorous evaluation; Efforts to reduce access to suicide means; Public 
education programmes about the dangers of substance abuse public awareness of depression; limiting access to pesticide; building 
barriers on hotspots of suicide by jumping; and promoting responsible media reporting on suicide stories; Selective Targets subgroup 
oriented services at particular suicide risk. The large causes to suicides in India are family problems and illness so that health social 
work interventions and women and family welfare social work interventions are required, (at individual level) these may include pre-
marital counseling, post marital counseling, crisis interventions, cognitive therapy, supportive psychosocial therapy. 

 
Conclusion 

Suicide mortality and morbidity are a major cost not only to the health sector but also to society in general. These costs 
include:  Premature loss of life, the provision of medical, surgical, mental health and rehabilitative services to those making non-fatal 
suicide attempts. Bereavement and other psychological impacts on family and others closely involved with individuals making fatal 
and non-fatal suicide attempts. Loss of productivity for those involved in the suicidal behaviors and those affected by it. Suicide 
prevention is a shared responsibility across the community and not the exclusive responsibility of any one sector of society or of 
health services alone. It requires a diverse approach targeted at the whole population, specific population subgroups and individuals at 
risk. Suicide prevention efforts should be evidence based.  Along with services of mental health professionals, clinicians, community 
development professionals and researchers, social workers also play a vital role in prevention of suicides. 
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