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Abstract: Apart from socio-economic disparities, indigenous people of the Himalayan range in Asia face an increasing trend of suicides. The tragic suicidal events usually go unaddressed, and no strategies are presently in place to mitigate suicides in the future. This study aims to explain the prevailing causes of suicidal ideation to come up with some policy recommendations. Through a preliminary survey, we identified social stigma, social isolation, lack of healthcare facilities, and domestic violence as the potential reasons for suicidal ideation. We identified individuals with suicide ideation for further data collection to test the relationships between the identified variables and suicidal ideation. A quantitative, explanatory and cross-sectional design was used to test the hypotheses. Inferential statistics were applied to the data containing 314 responses, and the results revealed that all the predictive variables influence the formation of suicidal ideation. The study uncovered some new dimensions of social stigma and social isolation that are common among the indigenous people. The results also indicate that some domestic violence is socially acceptable and considered a normal familial matter. The findings have theoretical and practical implications. We have identified new dimensions of social stigma, social isolation, and domestic violence that are new additions to the existing bank of literature. It provides insights to encourage public authorities, healthcare providers, and NGO managers to play their role in the right direction to mitigate the problem. This study opens further venues for researchers to investigate the complex issue of suicide more deeply.
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Introduction

Self-annihilation is a mounting public health issue, [1] and due to a lack of direct knowledge of the causes of the problem, solutions cannot be devised to mitigate it [2]. Since the causes of suicide may vary from society to society, culture to culture, and place to place [3], it is quite difficult to standardize suicidal causes to discover a generalizable remedy for it. The issue requires context-specific contextual studies and case studies to uncover the factual reasons for suicide. Suicide is one of the growing social and illegal issues in the northern belt of Pakistan. An increasing trend of suicide is prevailing, particularly in the youth of the region, and no intervention to mitigate the issue is in place as such [2]. The region is relatively peaceful, and the only major rising concern is self-annihilation [4]. This act is usually buried as soon as it is committed without proper investigation and trial [2].

The problem of understanding the phenomenon of suicide and its causes is grave because of the scarcity of data, scant literature, and lack of relevant and context-specific studies [5]. Additionally, weak investigation and trial processes and the noncooperation of family members of the victim are the major hurdles to arriving at the root causes of suicide [2]. The causes of the same suicide case are reported differently by different stakeholders. For example, police and family members declare the victim to have a mental disorder, friends of the victim report domestic violence as the cause, and other evidence depict it to be due to marital disharmony [5].

The indigenous population of the Himalayan Range, particularly in northern Pakistan is more prone to suicide, and the rate of suicide is on the increase. The problem of suicide is preventable; however, it is prevalent due to the absence of national suicide prevention strategies and policies, lack of multi-sectoral interventions, unawareness, weak culture and social system, and scarcity of research work [6]. Unfortunately, suicide cases are under-reported [7] since it is supposed to be a stigma, and as a result, correct data cannot be originated and extracted for policymaking. Mental health issues worsen due to the lack of access to healthcare services. It is alarming that not even a single measure to prevent suicide is in place from either stakeholder, but many factors are evident that provoke suicidal behaviours. People who instigate suicidal attitudes persist while counselling is yet to be established. The sense of stigma is there, whereas violence is not considered disgusting. The few reported cases are not properly investigated and litigated. Given the prevailing circumstances and the intricate nature of the suicide phenomenon, the present study sets out to elucidate the primary causes of suicidal ideation within the specific community under investigation. Social stigma, social isolation, inadequate healthcare facilities, and domestic violence emerge as seemingly dominant factors contributing to suicide attempts (see Fig. 1). Therefore, the central aim of the study is to comprehensively examine the ways in which these variables intensify suicidal ideation and subsequently propose policy recommendations to guide relevant institutions in effectively addressing this pressing issue.
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Figure 1: Conceptual model.

Exploring the causes of suicidal ideation and suicide in the given region is crucial for several reasons. Different regions have unique compositions that influence suicidal ideation and suicidal behaviour differently. By uncovering the specific causes in the given area, interventions can be tailored to the root causes that contribute to the issue. The awareness can reduce stigma associated with mental health issues and suicide, encouraging individuals to seek support and help. Equipped with correct data on the causes of suicide, public health officials, policymakers, and other concerned bodies can engage in long-term and sustainable interventions to tackle underlying issues. The findings can serve as inputs to further research to advance the understanding the causes and remedies in more deep ways. Moreover, these findings can be integrated into educational programs to create more awareness about mental issues and suicide. Understanding the causes can lead to early intervention before the situation goes worst. In short, by addressing the root causes, communities can create a safer and more supportive environment for individuals struggling with mental health challenges, potentially saving lives and improving the well-being of their residents.

Related Literature

Suicide accounts for about one million deaths per year, and is also one of the major causes of death among younger age groups [8]. Over recent decades, suicide has decreased by an average of 26% in most World Health Organization (WHO) regions, including in Western countries [9,10]. We do not, however, know whether all socioeconomic groups have benefited from this decrease. Suicide is indeed more frequent in vulnerable groups such as the less educated, the poor, and those in lower social classes [11]. So far, studies have been conducted in one country only or have had low statistical power [7]. Given the wide variability of suicide mortality between countries, international comparative data are needed to create a better picture of the general evolution of socioeconomic inequalities in suicide [12]. Although suicide is a preventable social and health-related problem, it continues to be a serious problem even in high-income countries. However, 79% of all suicides occur in low- and middle-income countries, which bear the larger part of the global suicide burden [13]. Although in high-income countries three times as many men die by suicide as women, the male-to-female ratio for suicide is more even in low- and middle-income countries, at 1.6 men to each woman. Suicide rates for both men and women are lowest in persons under 15 years of age and highest in persons aged 70 years or older in almost all regions of the world [8,14]. In some regions, suicide rates increase steadily with age, while in others there is a peak in suicide rates in young people [15]. In low- and middle-income countries, young adults and elderly women have much higher suicide rates than their counterparts in high-income countries, while middle-aged men in high-income countries have much higher suicide rates than those in low- and middle-income countries [16].

When the family members, friends, colleagues, and communities of those who attempt suicide or die by suicide are taken into consideration, many millions of people worldwide are affected by suicide every year [17,18]. Because suicide remains a sensitive issue, it is likely underreported due to stigma, criminalization, and weak surveillance systems. Social, psychological, cultural, and many other factors can interact to increase the risk of suicidal behavior, but the stigma attached to suicide means that many people who need help feel unable to seek it [19]. Risk factors for suicide include previous suicide attempts, mental health problems, harmful use of alcohol or drugs, job or financial loss, relationship breakdown, trauma or abuse, violence, conflict or disaster, and chronic pain or illness [20,21].

Unfortunately, suicide prevention is too often a low priority for governments and policy-makers. Suicide prevention needs to be prioritized on global public health and public policy agendas, and awareness of suicide as a public health concern must be raised by using a multidimensional approach that recognizes social, psychological, and cultural impacts [16].

A national suicide prevention strategy is important because it indicates a government’s clear commitment to prioritizing and tackling suicide while providing leadership and guidance on the key evidence-based suicide prevention interventions [22]. Stigma, particularly surrounding mental disorders and suicide, means many people thinking of taking their own life or who have attempted suicide are not seeking help, and are therefore not getting the help they need [19,23]. The prevention of suicide has not been adequately addressed due to a lack of awareness of suicide as a major public health problem [24] and the taboo in many societies to openly discuss it [25]. To date, only a few countries have included suicide prevention among their health priorities, and only 38 countries report having a national suicide prevention strategy [26,27].

Theoretical Framework

Many theories explain the phenomenon of suicide. For example, Shneidman [28,29] explained suicide as a response to overwhelming pain (i.e., psychache), Durkheim [30] emphasized the role of social isolation, Baumeister [31] described suicide as an escape from an aversive state of mind, and Beck and Abramson et al. [32,33] highlighted the role of hopelessness. These theories have been tremendously useful in guiding suicide research and prevention efforts. However, we use The Three Steps Theory of Suicide (3ST) [34] to provide a theoretical basis for this study. This theory emphasizes that in the first step suicide ideation comes into play as a result of pain and hopelessness. The interaction of pain and hopelessness creates suicidal thoughts, but pain or hopelessness alone does not cause suicidal ideation. A person with pain and the hope that things will get better in the future will engage with life, and a hopeless person without pain will also continue with life. The second step of the theory explains the degree of intensity of suicide ideation. Connectedness in social circle, job, projects, role, and interest is the investment in one’s life and the connectedness will moderate the intensity of suicide ideation. The third step of this theory explains the progression from suicide ideation to a suicide attempt. This is the capacity of a person to demonstrate suicide behavior. The Three Step Theory of Suicide seemingly incorporates the variables considered in our study. Initially, domestic violence and social stigma inflict pain upon the victims, which often becomes unbearable. Subsequently, the absence of adequate healthcare facilities prolongs this pain and fosters a sense of hopelessness regarding its alleviation. Moreover, social isolation deprives the victims of connectedness, that intensify suicidal thoughts and eventually leading to the act of suicide.

Definition of variables

Stigma: it is the mark of disgrace associated with an individual due to a suicide attempt or other social reasons [35]. Stigma causes social disapproval or society places shame on a person for living with a particular social characteristic [36]. Thus, the stigmatized person faces negative attitudes and discrimination based on any socially constructed phenomenon.

Isolation: it is a lack of connectedness to the people or group or society. Isolation also takes place, as a result, of a lack of social acceptance [37]. It is the absence of meaningful relationships and absence of social interactions, contacts, and relationships with family and friends [38].

Scarcity of Healthcare Services: it means failing to have the timely use of personal health services to achieve the best health outcomes. It is characterized by the lack of affordability, availability, accessibility, accommodation, and acceptability [39].

Domestic Violence: it is the physical, mental, psychological, or sexual abuse or violence within the domestic circle of the victim [40]. The victim feels insecure at home, and in most cases, the family violence occurs repeatedly [41].

Suicide Ideation: it occurs when someone wishes to die. This includes thoughts and ideas about the possibility of ending one’s life [42]. This idea usually comes when one experiences pain and hopelessness and life appears to be a troublesome burden [34]. We use suicide ideation as the criterion variable in the research model.

Hypotheses

Suicide ideation is the causation of suicide attempts and self-killing, and the intensity of suicide ideation determines the commitment towards suicide. Social stigma causes acute psychological pain and has a long-lasting impact [43]. A stigma causes disgrace, and members of the community keep a scornful attitude due to the stigma. A person becomes stigmatized due to suicide attempts or demonstrating some kind of suicidal behavior or self-harming [19]. We believe that stigma may inflict due to certain reasons other than suicidal ones [44], for example, the stigma associated with physical appearance or the stigma attached to association with a particular race, ethnicity, religion, and ideology. The quickest way to eliminate such social stigma is to end one’s life. Thus, we formulate the following hypothesis:

Hypothesis 1: We assume a direct relationship between social stigma and suicide ideation

A socially isolated person becomes vulnerable to the risk of mental health issues such as depression, anxiety, and substance abuse, as well as chronic conditions like high blood pressure, heart disease, and diabetes [45]. People with mental health issues and chronic diseases have a considerable rate of attempted or completed suicides. On the other hand, people connected to social and family circles, jobs, roles, etc., have little tendency towards suicide because this embeddedness is an investment in life [46]. When there is no investment in life, any pain and hopelessness may drive a person towards ending life. So we develop the following hypothesis:

Hypothesis 2: We assume a direct relationship between social isolation and suicide ideation

Mental health crises devastate lives, and persistent mental health issues or chronic diseases are dominant sources of suicidal behaviours [47]. People with suicidal ideation can be rehabilitated through neurological, psychological, and psychiatric therapy [48]. Mental or chronic diseases are mostly curable, and negligence in this regard may cause suicide. Several signs and symptoms people demonstrate prior to suicide ideation or suicide attempts include depression, anxiety, insomnia, and restlessness [49]. When these curable mental conditions are left unattended, suicide can result. The population under study has limited access to healthcare because of poverty and the unavailability of government-managed healthcare services. Keeping in view these conditions we frame the following hypothesis:

Hypothesis 3: We assume a direct relationship between scarcity of healthcare facilities and suicide ideation

Domestic violence exists more prevalent in the extended family system [2]. Domestic violence is repetitive in nature and domestic violence or intimate partner violence is a type of violence that is defined as a pattern of coercive control against a former or current intimate partner and includes physical, sexual, and or psychological assaults. Women are more vulnerable to suicide due to domestic and family violence [50]. Women spend the majority of their time at home where their main concern is to run domestic affairs. When the domestic environment is violent, life can become intolerable. Thus, we formulate the following hypothesis:

Hypothesis 4: We assume a direct relationship between domestic violence and suicide ideation

Methodology

Population, sampling and data collection

The belt houses a population of 170,000 indigenous people, residing in an underdeveloped area lacking essential life amenities [51]. Due to geographical isolation and limited government attention, economic opportunities are scarce, and the corporate sector is virtually non-existent. Some individuals manage to secure government jobs, others seek work outside the region, while some remain unemployed. However, the provision of public goods and services is inadequate, and access to healthcare facilities is limited. The prevalence of mental illness is on the rise, leading to an increase in the suicide rate among this population. Despite the rising trend of suicide, no one has previously compiled data on this grave problem [52]. For the purpose of our study, we focused on this specific population experiencing mental illness to the extent that it triggers suicidal ideation. Our criterion variable revolves around suicide ideation, so it is crucial that our respondents have experienced such thoughts in order to make the study more targeted and relevant. Agha Khan Health Services Pakistan, field office Chitral, Booni, led by a psychologist and her team, was engaged to identify people with mental diseases, particularly patients with depression, and provide counseling or guidance for medical therapy. The office maintains records of mentally ill patients and makes frequent follow-up contacts with them. The project employees were a great help in collecting data. Regarding the sample’s inclusion and exclusion criteria, we included individuals who were actively involved in economic activities for earning, had a mental disorder, and experienced suicidal ideation. Conversely, we excluded those who were unemployed or not earning, had been deemed mentally sound by a qualified psychologist, and scored below 21 on the Suicide Ideation Attribute Scale. Our focus was on working individuals who were experiencing mental distress and contemplating suicidal thoughts. We used Suicidal Ideation Attributes Scale (SIDAS) [53] to identify the patients with suicidal ideation. Since those who score 21 or above on SIDAS are considered to have suicidal thoughts, we included those who scored 21 or higher on the scale (SIDAS). The author, along with the assistance of two trained research assistants, personally collected the data. This team randomly selected the patients for the SIDAS test, and administered questionnaires to those who qualified on the SIDAS scale. The author conducted regular follow-up visits over a period of a couple of months to gather the questionnaires and complete the data collection process.

1200 patients were randomly selected from a list of 4238 registered mental health patients were tested for suicidal ideation and 359 patients scored 21 or higher. So, we administered questionnaires to all 359 patients and received 326 back with 91% response rate. We excluded questionnaires with 5% or more missing values, resulting in the removal of 12 questionnaires. After this step, we included 314 questionnaires that were filled out with an acceptable level of accuracy.

Demographic information of the respondents is shown in Table 1.
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Measurement scales

We adopted previously used scales to measure our variables. Stigma was measured using the Scale of Suicide Stigma (SOSS) developed by Batterham et al. [54], which has 16 items. The scale developed by Cornwell et al. [55], which carries nine items, was used to measure social isolation. The healthcare services availability and access difficulty was measured using the scale of Haggerty et al. [56,57] with six items. Though the adopted scales were validated, we further tested for reliability and validity as these scales were being used in a different context. Besides reliability and convergent and discriminant validity, we tested for multicollinearity, autocorrelation, and common method bias. We found our data to be free from such kind of discrepancies.

Data analysis

The data analysis process involved two main steps. Firstly, quality control tests were performed to ensure the validity and reliability of the data while also checking for the possibility of multicollinearity and Common Method Bias. Secondly, inferential statistics were employed to test the hypotheses by using Structural Equation Modelling (SEM) [58–60]. For SEM, the researchers utilized a Partial Least Square (PLS) approach, which is an advanced level data analysis tool [61] This method allows for the investigation of both the structural components (path model) and the measurement model (factor model) simultaneously within a single model. By employing structural equation modelling (SEM) in this manner, the researchers were able to gain a comprehensive understanding of reliability, validity, and causality all at once.

Ethical consideration

The author had multiple meetings with the administrator of the healthcare centre to obtain formal approval for data collection. Additionally, they signed an agreement with the ethical committee of the healthcare centre to ensure confidentiality and anonymity. To address any potential ethical concerns, the authors adhered to the ethical norms outlined in the Helsinki Declaration [62–64]. As part of this commitment to ethics, every participant was guaranteed by the authors that any information shared by an employee would remain confidential and would only be used for the purposes of the current research [65,66]. Informed consent was obtained from each participant, and they were also given the right to withdraw from the information-giving process at any time if they felt uncomfortable, without the need to provide a specific reason to the authors [67,68].

Results

Reliability

Although the scales were tested for reliability and validity, we further tested the scales to avoid any discrepancy arising due to changes in context and respondents. Reliability was measured using Cronbach and composite reliability tests (Table 2). Cronbach’s alpha values for all the variables were above the cut-off value of 0.70, ensuring inter-rater reliability, and similarly composite reliability values for all five variables were higher than the threshold value, which is also 0.70 [69,70]. These two tests guarantee the reliability of a scale [71].
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Validity

The values of Average Variance Extracted (AVE) were used to check convergent validity [72,73] (Table 2). AVE values for all the variables were higher than the cutoff value (0.50), ensuring that convergent validity was in place for all the variables. We applied Fornell et al. [74] criterion and Heterotrait-Monotrait (HTMT) to verify discriminant validity as suggested by Henseler et al. [75]. According to the Fornell-Larcker approach, a variable should better explain the loadings of its own indicator rather than the loadings of another latent variable [76]. Thus, the value of each construct is greater than the correlations of other constructs endorsing high Discriminant Validity (Table 3). According to the Heterotrait-Monotrait ratio the values above 0.9 show a lack of Discriminant validity [77], while in the given case all the values are less than 0.90, which reinforces discriminant validity (see Table 4). Additionally, variance inflation factor (VIF) statistics (Table 5) provided strong evidence against multicollinearity as the values are less than 5.0 as proposed by Belsley et al. [78]. In the same way, the possibility of common method bias is ruled out as the VIF values are less than 3.30 as proposed by Kock et al. [79].
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Structural model

The correlation coefficients indicated positive relationships among variables (Table 6). SID and the remaining variables are significantly correlated. Domestic Violence (DV) and Social Isolation (SI) are strongly correlated with Suicide Ideation, while Social Stigma (SS) is moderately correlated with SID. Since no coefficient of correlation is greater than 0.8, the possibility of auto-correlation is ruled out.
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The extent to which causal relationship is concerned, R Square (coefficient of determination) establishes that 72 percent variation in criterion variable (Suicide Ideation) is explained with the variation in predictive variables (SS, SI, HF and DV) (Table 7).
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The coefficients of inferential statistics substantiate all the hypotheses of the study (Table 8). Our first hypothesis (social stigma generates suicidal ideation) is proven and significant at p = 0.05. T statistics for this relationship (2.665) provide sufficient evidence against the null hypothesis and confirm the significance of outer model loading. The path coefficient (0.251) exhibits a positive impact of SS on SID; however, the impact is not that strong.
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The second hypothesis (H2) assuming that social isolation is one of the causes of suicidal ideation is accepted. Path coefficient for this hypothesis (0.396) shows that social isolation (SI) is the highest contributor to suicidal ideation (SID) among all the variables of the study. It is significant as per the p-value, as T statistics (5.291) show the significance of outer model loading and reject the null hypothesis.

The third hypothesis (H3) assuming that lack of health facilities add to suicidal ideation has been substantiated. The scarcity of healthcare services impacts suicidal ideation, but not profoundly. Path coefficient (0.257) indicates a positive impact of HF on SID; however, the degree of intensity of the relationship is moderate. Other indicators like p-value and t value establish a causal relationship between these variables.

The fourth hypothesis (H4) assuming that domestic violence causes suicidal ideation became true. Domestic violence (DV) significantly enhances or generates suicidal ideation (SID). Path coefficient (0.356) indicates the existence of the considerable relationship, p-value at 0.000 indicates that the relationship is significant, and T statistics substantiate that outer model loading is significant and provides sufficient evidence against the null hypothesis.

Discussion

The indigenous people living in the Himalayan range constitute a tiny part of the overall world population of indigenous people. These indigenous people inherit distinct values, norms, and overall lifestyles [80]. The culture and indigeneity of these people are on the brink of extinction. The unavailability and scarcity of even basic needs including food, health, and education have compelled the indigenous community to move to urban sites in search of living a prosperous life [81]. Consequently, urban cultures penetrate and indigenous culture is being overridden [82]. In addition to this, the rate of suicide is on the increasing trend among the indigenous community. Unfortunately, no intervention is in place to protect the culture and lives of these indigenous people. Suicide is a growing and tragic social problem faced by the indigenous community, and negligible attention has been given in terms of understanding, policy-making, and institutional interventions. Rigorous literature and valid data on suicide are almost nonexistent [5], so an effective solution has not been devised. The seminal work by Ullah et al. [2] and the present study have identified causes of suicide that can be managed, and the suicide rate can be brought down to the lowest levels.

Social stigma is found to be one of the triggering factors of suicide ideation. Generally, the literature identifies stigma with reference to suicide as social disapproval or shame as a result of attempted or unsuccessful suicides [23,44]. This kind of stigma drives a person again towards suicide, but this time to escape this stigma. The study finds diverse types of stigmas that lead to suicide ideation. We found many cases of suicide ideation due to social stigmas, but we did not find even a single case of stigma due to failed suicide attempts. We found that other social stigmas such as divorce, caught in a crime like theft, the stigma of addiction, the stigma of belonging to the lowest (least respectable) cast, the stigma of having illegitimate or extramarital sexual relations, or the stigma of bearing an illegitimate child also lead to suicidal ideation and eventually completed suicides. Our results indicate that stigma of any nature can lead to suicidal behaviors. social stigmas do affect suicidal ideation positively; however, the intensity of effect remained the lowest among all the variables of our research model. The findings of our study are consistent with the literature [23,83–84], however, the contexts of these studies differ significantly in terms of socio-cultural and economic dynamics.

Social Isolation was found to be a strong reason for suicide in the given context. Social isolation is an unnoticed evil that causes many psychological ailments. Previous studies indicate a causal relationship between social isolation and suicidal ideation or suicide [38,85]. Our study finds that not only does society isolate its members but also, in many cases, individuals suffer from self-created social isolation. We found most of the respondents suffered from either self-created or imposed social isolation. As a result, they can neither share their feelings nor receive counseling on how to manage their problems. Individuals think more and more of their problems in isolation, and the psychological impacts of these problems become more severe. The findings of the study are partially consistent with the findings of previous researches as imposed isolation leads to suicide ideation or suicide behaviour [86–90], however, existing literature does not address the correlation between self-created isolation and suicidal thoughts or outcomes. Typically, social isolation is observed as a consequence of depression, anxiety, or other mental disorders. As such, it appears that social isolation may act as a mediator between mental health issues and the occurrence of suicidal outcomes.

The availability of adequate and timely healthcare facilities plays a key role in managing suicidal thoughts. Any problem, irrespective of its nature, creates psychological disorder and acute psychological disorder may lead to suicidal behaviors [91]. The availability of mental healthcare facilities including neurological, psychological and psychiatric therapies will help neutralize the adverse impact of the causes of suicide [2]. Previous studies have yielded comparable results. The healthcare facilities are generally accessible in most parts of the world, enabling patients with mental disorders to receive appropriate treatment and recover from their ailments [92–94]. However, the situation is markedly different in the given region, where mental healthcare facilities are scarce or practically non-existent [95–97]. Consequently, treatable mental disorders tragically progress into fatal conditions, and the presence of social stigma surrounding mental illness further amplifies the likelihood of suicidal outcomes. Recognizing the pivotal role of mental healthcare facilities in reducing suicide rates and addressing the repercussions of mental disorders is crucial [98]. Nevertheless, it remains disheartening that this vital aspect is still largely overlooked or neglected. Domestic violence is another powerful cause of suicide that is usually found in extended families [2,99]. Domestic violence is prevalent in the area, and certain violence is socially acceptable, even desirable. For instance, it is believed that parents, husbands, and mother/fathers-in-law have the right to be violent, and children and wives should obediently accept the violence. There are no proper platforms where a complaint against violence can be registered. Most female suicide cases in the area were caused by domestic violence. Our findings were consistent with the related literature as a leading factor of suicide.

In the population under consideration, it is essential to consider alternative explanations for suicide. Researchers worldwide have identified various potential causes of suicidal behaviors, including academic setbacks, economic conditions, social status, marital disharmony, social injustices, inheritance issues, sudden shocks, drug addiction and the collapse of love affairs [100–104]. These factors might also be present and influential within the given indigenous community. Therefore, it becomes imperative to conduct comprehensive studies to gain a deeper understanding of the phenomenon of suicide in the region. By exploring these factors and their impact, we can better address the complexities surrounding suicide and develop targeted interventions to prevent and support those at risk within the indigenous population.

Conclusion

Indigenous people of the Himalayan range in northern Pakistan face tremendous problems [105,106], and the rising trend of suicide is one of them. The present study aims at identifying some of the causes of suicide ideation. To begin with, individuals with suicidal ideation were contacted for data collection. Based on discussion with respondents and literature review we identified social stigma, social isolation, lack of healthcare facilities, and domestic violence as potential causes of suicide ideation. Our data verified that all these variables were the causes of suicide ideation with social isolation and domestic violence being prominent. The study produced some interesting and novel results. Firstly, social stigma is not solely responsible for suicide attempts; other social stigmas can also lead to suicide. Illegal sexual relationships, conceiving an illegitimate child, theft, addiction, divorce, and slavery were found as prevalent social stigmas that often lead to suicide ideation. The majority of the respondents were found to be mentally out of the social circle. They neither can share their sufferings with others nor get counseling to manage their problems. Under such conditions the adverse effects of the problems multiply. Furthermore, healthcare facilities to treat mental disorders are almost nonexistent. Curable mental disorders including depression usually remain untreated and cause suicidal behaviors. In addition, domestic violence is common in the region and the major cause of suicide. Domestic violence is usually found in extended families. Finally, economic issues, improper division of work, and tug of war for resources in joint families cause domestic violence. In many cases, domestic violence is socialized and treated as a normal part of family affairs.

Due to its highly intricate nature, suicide and suicide ideation cannot be fully elucidated by a mere few variables. The underlying causes may exhibit variations across different time periods, geographical locations, and societies. Consequently, the findings of the study may have limitations in terms of generalizability, necessitating the inclusion of additional factors and a context-sensitive approach in future research endeavors. Despite these limitations, the study’s findings offer valuable insights for policymakers and interventionists, contributing valuable inputs to address this complex issue.

Recommendations

Although the suicide rate in the given region is increasing year by year, this tragic problem remains unattended. The causes of suicide identified in this research are quite manageable, and effective intervention will surely mitigate the problem of suicide. Keeping in view our findings, we present the following recommendations:

•   Domestic violence is identified as the leading cause of suicide and it is more prevalent in extended families. The culture of the joint family system needs to be restructured into small units to avoid domestic violence and other familial complications. Domestic violence should be declared an unlawful and punishable crime. Laws and public policies are to be formulated and implemented to curb domestic violence through law-enforcement agencies. Complaint centers should be established where complaints against such violence can be registered.

•   Social isolation is one of the prime reasons for suicide. Individuals with suicidal ideation were found to be mentally isolated. This isolation multiplies the incidences of suicides. Hospitals should provide services of psychologists to counsel and provide psychological therapies. Government and NGOs should establish counseling and rehabilitation centers where individuals with psychological ailments will share their problems and get advice to cope with them.

•   Existing healthcare facilities do not contain neurological, psychological, and psychiatric therapies, and such patients must move to other cities for treatment. Therefore, this treatment becomes too expensive to be afforded by common people. The provision of specialized neurological and psychiatric treatments will significantly reduce the occurrences of suicide. Placement of neurologists, psychologists, and psychiatrists in the existing public sector hospitals of the locality may yield positive results.

•   Social stigma also leads to suicidal ideation. Social stigma is a complex societal phenomenon and it is relatively difficult to reduce it. However, it is not impossible to manage it. Belittlement on the basis of stigma should be held unlawful and punishable behavior. Teachers and religious clerics should include this topic in their teachings and sermons to educate people regarding the negative impacts of placing a stigma on someone.

Implications

The findings of the study have implications for public policymakers, healthcare providers, researchers and NGO managers who are directly or indirectly connected to public health. The study has uncovered some of the facts that previous literature did not explain. For instance, some new dimensions of social stigma were added to related literature. Self-created isolation has also been identified as a dimension of social isolation. The model we tested was somewhat novel in terms of combining these variables into one model to explain suicide ideation. Regarding the practical implications, the study offers significant recommendations for various stakeholders. Firstly, government organizations and health-focused NGOs should prioritize the provision of healthcare facilities, including mental health services. By offering proper and timely treatment for mental disorders, the overall mental well-being of individuals can be improved, subsequently reducing suicidal behaviors. Secondly, rehabilitation centers have a role to play in extending their counseling services to individuals experiencing mental depression. Assisting these individuals in maximizing their social connectedness can prove beneficial in their journey towards recovery.

Thirdly, educational institutions can leverage the study’s findings to develop strategies that foster awareness and understanding of mental health issues. Moreover, educational institutions have the opportunity to conduct extensive awareness campaigns about the causes, consequences, and remedies for suicide. Raising awareness about this critical issue can contribute to reducing stigma and encouraging open discussions about mental health.

Lastly, considering the region’s religious inclination, religious centers and clergy can play a pivotal role in creating awareness through their sermons. Utilizing their influence, they can promote understanding and compassion towards mental health challenges, ultimately helping to reduce the prevalence of suicide.

In summary, the study’s practical implications offer valuable guidance to various stakeholders. By heeding these recommendations, government organizations, NGOs, rehabilitation centers, educational institutions, religious centers, and clergy can all contribute to a more supportive and compassionate society that addresses mental health challenges and reduces the occurrence of suicide.

Limitations and future research

Like all other research studies, this investigation has its limitations. However, these limitations present opportunities for future research. Firstly, the sample used may not be fully representative, which hinders the generalizability of the findings. The study focused on mentally ill patients who scored 21 or more on SIDAS, but this subgroup may not accurately represent the entire population of mentally ill patients. Future research could aim to include a more diverse population facing various health-related challenges.

Secondly, due to the complexity of suicide and suicide ideation, this study could not encompass all potential alternative explanations. Factors such as academic setbacks, marital disharmony, financial issues, unequal distribution of inherited properties, and the impact of incurable diseases on mental health leading to suicide ideation were not fully considered. Incorporating these factors in future studies would provide a more comprehensive understanding of the issue, benefiting policymakers and institutions seeking to address this problem effectively.

Thirdly, the study relied on cross-sectional data and is thus limited to a particular time of measurement. So, it does not help determine cause and effect relationship in a true sense. Employing a longitudinal approach in future research would allow a more thorough analysis of temporal effects, letting for a better understanding of cause and effect dynamics.
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Demographic information

TABLE 1

Demographics Frequency Percentage
Gender
e Male 129 41
e Female 185 59
Age (in years)
o 18-25 122 39
o 26-32 100 32
e 33-40 63 20
e 41-50 19 06
e 51 and above 10 03
Occupation
e Part time job 50 16
e Free lancer 53 17
e Government job 31 10
e Private job 57 18
e Daily wager 123 39
Education
o Illiterate 88 28
e Under matric 84 27
e Matric 60 19
e Intermediate 57 18
e Bachelor 25 08
Marital status
e Married 108 34
e Unmarried 206 66
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TABLE 3

Discriminant validity (Fornell-Larcker criterion)

SID SS SI HF DV
SID 0.779
SS 0.667 0.749
SI 0.775 0.569 0.797
HF 0.669 0.729 0.610 0.726
DV 0.758 0.638 0.739 0.597 0.777

Note: SID = Suicide Ideation, SS = Social Stigma, SI = Social Isolation, HF =
Health Facilities, DV = Domestic Violence.





OEBPS/Images/table-8.png
TABLE 8

Test of hypotheses

Original sample (O)  Sample mean (M)  Standard deviation (STDEV) T statistics ((O/STDEV|)  p-values

SS -> SID 0.251 0.248 0.056 2.665 0.004
SI -> SID 0.396 0.388 0.071 5.291 0.000
HF -> SID 0.257 0.249 0.059 2.985 0.012
DV ->S8ID  0.356 0.351 0.062 4.326 0.000

Note: SID = Suicide Ideation, SS = Social Stigma, SI = Social Isolation, HF = Health Facilities, DV = Domestic Violence.
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TABLE 6

Correlation coefficients

SID SS SI HF DV
SID 1
SS 0.667 1
SI 0.775 0.569 1
HF 0.669 0.729 0.611 1
DV 0.758 0.635 0.738 0.594 1

Note: SID = Suicide Ideation, SS = Social Stigma, SI = Social Isolation, HF =
Health Facilities, DV = Domestic Violence.
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TABLE 4

Discriminant validity (Heterotrait-Monotrait ratio)

SID SS SI HF
SID
SS 0.743
SI 0.889 0.638
HF 0.758 0.814 0.695
DV 0.867 0.710 0.848 0.677

Note: SID = Suicide Ideation, SS = Social Stigma, SI = Social Isolation, HF =
Health Facilities, DV = Domestic Violence.
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TABLE 7

Coefficient of determination

R square R square adjusted

SID 0.721 0.716






OEBPS/Images/table-2.png
TABLE 2

Reliability and construct validity

Cronbach’s alpha Rho_A Composite reliability (AVE)

SS  0.869 0.868  0.899 0.610
SI 0.899 0912 0.917 0.559
HF 0.849 0.857 0.391 0.631
DV 0.883 0.887 0911 0.527
SID 0.871 0.869 0.901 0.612

Note: SID = Suicide Ideation, SS = Social Stigma, SI = Social Isolation, HF =
Health Facilities, DV = Domestic Violence: AVE = Average Variance
Extracted.
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TABLE 5

Variance inflation factor (VIF). Collinearity and common method
bias

SID
SID
SS 2.479
SI 2.529
HF 2.530
DV 2.719

Note: SID = Suicide Ideation, SS = Social Stigma, SI = Social Isolation, HF =
Health Facilities, DV = Domestic Violence.
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