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INTRODUCTION


W hy do we need to talk about suicide and suicide prevention in India? The short answer is that it can be the first step to saving lives. India sees approximately 20% of the world’s suicides1—it’s the number one cause of death for young Indians aged 15-392—even judging by the figures we get from the National Crime Records Bureau (NCRB), which are widely estimated to be much lower than the reality.


And yet, there is an overwhelming silence around the subject, broken only by often-cacophonous news reports when there’s a tragedy around a celebrity, or daily mini-tragedies, where editors and reporters share gruesome details with no thought to the well-known guidelines for the media which have been formulated specifically to prevent copy-cat suicides. There’s hardly any recognition by organisations such as the WHO and the Samaritans in the ‘mainstream’ media that suicide is preventable, that even the way we talk about, report and address these issues via different stakeholder groups can save lives. As a country, we may have become numb to the tragedy, forgetting that there are individuals and families, ripped apart with each statistic that is reported (and as you’ll read in the book, even those statistics seem to err on the side of under-estimates).


Our book will attempt to demystify the issue of suicide in India, while acknowledging that this is a complicated, multi-factorial and inter-sectoral issue. We will hear from suicide survivors and suicide loss survivors—that is, families affected by suicide—who share heart-felt vulnerable moments from their own journeys. We will hear from senior editors, policy-makers, mental health experts and advocates, survivors, family members and more, as we draw on the available studies and research that all point to the fact that we can address this major issue, collectively. As you’ll read through the following chapters you will realise that, while there are clear best practices and recommendations, which we should be looking to implement, there are also macro-level policy changes required. We need to think of the individual— the student, the farmer, the housewife—but also the collective, the social, the community—and address the social determinants which all too often play a role.


There is evidence-based science of suicide prevention that we will aim to make more accessible to a general audience. But we’re talking to you as specialists too— as editors and reporters, policy-makers, teachers and counsellors, family members, this affects each one of us.


Our book is not intended to be prescriptive or even an encyclopedia on everything to do with suicide prevention. This is not an academic book, and while we draw on leading and latest sources and evidence, we are also deliberately eschewing jargon for a more conversational, accessible tone of voice. A note on the structure—you will read chapters in the first person, as well as chapters that rely on intensive interviews done with subject matter experts.


Events and panels on suicide prevention can take place every year, with the laudable goal of ‘normalising’ these conversations, and they are often eye-opening. For example, when we asked audiences how many had not been affected by suicide at a 2019 event in Delhi, we found only a couple of hands raised in a crowd of more than 50 people.


The point is we will talk to you about real people and share real stories and real advice. We have split up the book by stakeholder in a way, and also wanted to provide as much information as possible for those of you, our readers, who may be distressed or may know someone who is distressed—we are following best practices, like referring you to a list of functional third-party helplines in India, which we have shared right at the beginning of this book.


This is by no means meant to be a depressing book— more a clear-eyed look at a very disturbing phenomenon, with practical next steps, as a call to action.


And one more note: We aren’t immune to this. Of the three co-authors, all have had some personal connection to the issue, whether it is through one of our colleagues dying by suicide, or suicide attempts in the family; one of us has spoken about suicidal ideation and a phase in their life when everything seemed so bleak that suicide felt like a viable option, though this was adamantly not the case—their clear advice is that you speak to someone about what is bothering you.


(Note: if you feel distressed, please stop reading at any point, and reach out for professional help)


There are many issues when it comes to a complicated, inter-sectoral issue like this, but a few things to keep in mind at the outset—there are major gaps when it comes to data collection and one major misconception is that suicide is only due to mental illness, which is emphatically not the case in India. The most dangerous issue is that the issue seems so complicated, that an almost-fatalistic attitude creeps in.


As we discuss some of these, through case studies and best practices, while addressing and busting common myths with multiple stakeholders, we hope that you will join us in this mission by becoming more informed, and sharing more from your own domain expertise and personal experience. The issue is critical, the science is being made more accessible every day, and the change could not come a day too soon. Let’s not forget that behind each statistic is a real person, a real life, a real family.




INDIA HELPLINES*




	Aasra | 91-9820466726 | 24x7
 

	Government Helpline ‘KIRAN’ | 1800-5990019 | 24x7
 

	Psycho-social Helpline run by iCALL | 9152987821 | Mon - Sat, 10 am to 8 pm


	SNEHA Crisis Helpline | HYPERLINK “tel:+919833052684”98330 52684 / HYPERLINK “tel:+919167535765”91675 35765 | Mon - Sat, 10 am to 6 pm





Connecting NGO | 9922004305 / 9922001122 | Daily, 10 am to 8 pm


(*Note that these are third-party helplines)







CHAPTER ONE


UNDERSTANDING SUICIDE


Who Is Dying of Suicide (and Why)?


In 2019, K. Sujatha Rao, the former health secretary of India, caused a minor Twitter storm with her cryptic tweet saying ‘1 needs 2 be alive 2 be a patriot’ (sic). She was referring to our political and policy priorities, which focus on issues of terrorism while neglecting the bigger killers—communicable and non-communicable diseases. When one moves the lens on to mental health to have a closer look it is clearly evident that this policy level neglect is further magnified. We got a peek into this neglect at the highest levels of government through the eyes of Ms Rao when she reminisced about her stint in the Ministry of Health and Family Welfare, Government of India. ‘I’ve worked in the Ministry of Health from 1988 onwards; from 1988 to 1993, I was director and Joint Secretary; and then from 1998 to 2003, and again from 2005 to 2010 I was Joint Secretary. In all those years, I had never heard of mental health, it was really not at all a priority or a concern for the Ministry of Health. Every Monday, we would have a meeting with the Secretary of Health… and that’s where the priority and high priority issues would be discussed. So, that I think would reflect on what really is a priority for the government at that time, and mental health was never mentioned. And so I really had no idea about mental health, I can’t even recall which Joint Secretary dealt with it. Mental health really struck me as one of the most important areas that Ministry of Health should have been long engaged in.’


Ms Rao’s assertion of misplaced priorities is certainly backed by data when we focus on suicide. The figure below compares the trend of deaths from terrorism and suicide in India over the years. Needless to say, the latter far outnumber the former. Now let us foreground that against the policy response through the most basic metric of budgetary spending. India’s public health expenditure (sum of central and state spending) has remained between a meagre 1.2 per cent to 1.6 per cent of GDP between 2008–09 and 2019–20. Having established the size of the problem through broad-brush strokes, let us now try to understand some of its finer nuances.


As our society gradually becomes open to talking about suicide, the language associated with it is also becoming increasingly frequent in our regular conversations. This has invariably led to people using technical terms in an idiosyncratic manner. So, before we forge ahead, let us try to understand the concepts that we are going to come across frequently throughout the course of this book. This clarity is crucial, as vague and inconsistent use of terms and definitions will hinder our understanding of the complex phenomenon that we are trying to disentangle. Furthermore, it is important to have an accurate understanding of commonly used (and misused) terms such as ‘suicidal behaviour’ or ‘self-harm’, occurrence rates, functions, and clinical features.
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Source: ADSI Reports of Previous Years. NCRB. Accessed 25 October 2021. Available from: https://ncrb.gov.in/en/adsi-reports-of-previous-years, and; Deaths from Terrorism, 1972 to 2017. Our World in Data. Accessed 25 October 2021. Available from: https://ourworldindata.org/grapher/fatalities-from-terrorism?tab=chart&country=~IND







Suicide: Death caused by self-directed injurious behaviour with an intent to die.


Suicide attempt: Non-fatal, self-directed, potentially injurious behaviour with an intent to die.


Suicidal ideation: Thinking about, considering, or planning suicide.


Non-suicidal self-injury (NSSI): Self harm performed without intent to die, usually to temporarily relieve overwhelming negative emotion, and sometimes in an effort to avoid suicidal urges


Terms such as completed suicide, failed attempt, non-fatal suicide, successful suicide, suicidal gesture, and suicide threat should be avoided as they are pejorative, misleading, and promote stigma.


The term ‘committed suicide’ conveys shame and implies that the person who died perpetrated a crime. A better and more acceptable phrase to use is ‘died by suicide’, as it is an outcome of an underlying internal or external condition(s).





Suicide and the World1


A question about the commonest causes of death evokes responses such as HIV-AIDS or ‘heart attack’. The former is an example of a disease that we ‘catch’ because of a bug and the latter is something we commonly get because of our modern lifestyle. Suicide is not the first (or even the tenth) cause that comes to people’s mind. This is surprising considering that it is among the top twenty leading causes of death worldwide. In fact, it causes more deaths than other health conditions that we worry about such as malaria, HIV/AIDS, and breast cancer. And, it certainly causes more deaths every year than issues that generally dominate news coverage, such as war and homicide. Putting it starkly in numbers, worldwide, approximately 800,000 people die by suicide every year. That is more than the population of Iceland, Bhutan or the Maldives! And when one considers the ripple effect of the suicide on other people, the already high numbers become mind-boggling.


There would be none better than Dr Shekhar Saxena, Professor of the Practice of Global Mental Health at the Department of Global Health and Population at the Harvard T.H. Chan School of Public Health, to shed more light on the enormity of the challenge. Having served as the Director of the Department of Mental Health and Substance Abuse at the World Health Organisation, he has a bird’s eye perspective of the issue and he says, ‘For each death by suicide, there are 20 who attempt suicide. For each person dying of suicide or attempting suicide, there are at least 20 people who are affected; these could be family members, could be colleagues of friends. So we’re talking about hundreds of millions of people who are affected by suicide in one way or the other. This is indeed a huge public health issue.’


Scratch under the surface of these mind-boggling numbers and what we find is a complex picture with variations influenced by individual characteristics (e.g., gender, age) and broader contexts, such as where people live. Overall suicide rates are 1.8 times higher in men than in women. Only in a handful of countries do we find suicide rates which are higher in women than in men—namely, Bangladesh, China, Lesotho, Morocco, and Myanmar. In most of the developing world, however, the ratio is almost equal. On the other hand, in the socioeconomically richer countries of Europe and North America this ratio is nearly 3:1, i.e., three men die by suicide for every woman dying of suicide. So, quite clearly this difference is not driven solely by gender but also influenced by the macroeconomic context.


Alarmingly, 79% of overall deaths by suicide, and 90% of deaths due to suicide in adolescents occur in the developing world. After road injury, suicide is the second leading cause of death in 15–29-year-olds and third leading cause of death in 15–19-year-olds. Among 15–19-year-old girls, it is the second leading cause of death after maternal conditions and the third leading cause of death among 15–19-year-old boys after road injury and interpersonal violence.


About 10 out of 100,000 people across the world die of suicide each year. However, this number varies between countries, from less than five to more than 30. Suicide rates in Africa, Europe, and South East Asia are higher than the global average, and the lowest suicide rates are in the Eastern Mediterranean region. Furthermore, suicide is one of the top ten causes of death in eastern Europe, high income Asia Pacific, Australasia, central Europe, and in high income North America. A closer look uncovers considerable variation beneath these regional patterns. For example, the rate of suicide in South Korea in high income Asia Pacific, Indonesia in South East Asia, and Lesotho and Zimbabwe in Africa are higher than other countries in those regions and thus strongly influence the regional averages.


Just as there are geographical variations, a closer look at time trends also demonstrate complex variations. In the period between 1990 and 2016, the mortality rate from suicide increased in some countries, with the largest increases occurring in countries such as Zimbabwe, Jamaica, Paraguay, Zambia, and Belize. But the picture is not bleak across the entire world. In that same period, there have been significant reductions in mortality rates in several countries—the largest reductions occurring in China, Denmark, Philippines, Singapore, Switzerland, Maldives, and Seychelles. Finally, despite the significant reduction in mortality rates in China, deaths from suicide in China and India together constitute 44% of global suicide deaths.


In summary, these patterns indicate that when it comes to suicide across the globe there is a complex interplay of factors, across time and geography. These include some that we have highlighted above (e.g., sociodemographic and sociocultural factors, levels of economic development), and others (e.g., unemployment, exposure to violence or use of alcohol and drugs, access to means of suicide, and patterns of mental illness) that we will tackle here and later in this book. Hence, treating it purely as a mental health issue would be missing the proverbial forest for the trees. The reality is that suicide is a multidimensional issue with complex interactions between a range of social, cultural, psychological, and biological domains.


India and Suicide


Can we trust the data?


Usually, unnatural deaths in India are reported to the police. The police investigate the death and based on the evidence collected, and sometimes the autopsy report, they put together a First Information Report (FIR), which states the apparent cause of death. These FIRs are provided to the National Crime Records Bureau (NCRB), which has been publishing annual reports on suicides since 1967. The NCRB’s reports show an increased suicide rate per 100,000 of the total population from 6.3 in 1978 to 8.9 in 1990, rising between 2006 and 2011, to 11.25, finally stabilising around 10 between 2015 and 2019, and then rising back up to 11.3 in 2020.


Although the NCRB records are the ‘best’ national level data that we have for suicide, they are beset by several problems. First and foremost, they are dependent on community reports and civil registration systems, and the former can be unreliable and latter inefficient. This is further complicated by the under-reporting of suicide due to accompanying legal consequences and social stigma. Until recently, attempting suicide was a criminal offence in India. The archaic Section 309 of the Indian Penal Code (IPC) clearly states that any suicide attempt shall be punished with simple imprisonment for up to a year or with fine or both. The fear of punitive action and added hassle of having to deal with police and courts often results in refusal to seek help, which in turn means that the recorded numbers are not a reflection of the truth. There has been an attempt at the decriminalisation of suicide (more details in Chapter 8) through the Mental Healthcare Act (2017) which presumes that the individual who attempted suicide to be suffering from a mental illness unless proven otherwise and seeks to provide them with care, instead of subjecting them to criminal prosecution. Despite this attempt at decriminalisation, the social stigma associated with suicide results in the NCRB grossly under-reporting the true numbers of suicide. Some of the anticipated social consequences that lead to under-reporting include difficulty in getting married and ostracization of the individual and their family.2
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Source: ADSI Reports of Previous Years. NCRB. Accessed 25 October 2021. Available from: https://ncrb.gov.in/en/adsi-reports-of-previous-years.





On an average, the overall suicide death rate in India reported by the NCRB was 37% lower per year compared with the rates reported by Global Burden of Disease (GBD).3 This simply means that for every 100 deaths by suicide in India only 63 get reported through the NCRB. Among men, the average under-reporting was 27% per year, and among women, the average under-reporting was as high as 50% per year. As always, P. Sainath, Ramon Magsaysay Award winning journalist who has written extensively on structural inequities in our society, pulls no punches when he addresses this issue of under-reporting. For him, it is a simple matter of wrongly registering suicide data to hide it. He says, ‘Essentially, what the NCRB are having to do is to find different places to park the corpses. And you know, anyone who works with data knows that the ultimate burial ground is a column called Others.’


The figure below is a stark representation of how the NCRB numbers are grossly lower than the GBD numbers.


Age standardized suicide death rate per 100,000 population
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Source: Vikas Arya et al. J Epidemiol Community Health 2021; 75:550-555.





Despite the under-reporting, and the limitations of research studies of suicide in India, the available data offers several insights into the nature and magnitude of the problem in India. In the subsequent sections we will try to understand some of this evidence, but always keeping in mind that it is not without its limitations. We will use two studies, one a global initiative and the other a national effort, as case-studies to examine some of the nuances of suicide in India.


The Global Burden of Diseases, Injuries, and Risk Factors Study (GBD) 2016, is an important global initiative that estimated the burden of diseases, injuries and risk factors using data from multiple sources. As a part of that initiative, the India State-Level Disease Burden Initiative examined the trends of diseases, injuries, and risk factors from 1990 to 2016 for every state of India.


The evocatively named Million Death Study (MDS)4 from India is one of the largest studies of premature mortality in the world. Like most low- and middle-income countries, the majority of deaths in India occur without medical attention and at home; and hence these deaths do not have a certified cause. To overcome this major gap in understanding of causes of death in India, the Registrar General of India launched the MDS which monitored 14 million people in 2.4 million households between 1998–2014. Any deaths that occurred in these households were assigned a probable cause, as determined by a method called verbal autopsy—a structured investigation of events prior to the death. Data from the MDS was used to calculate total deaths by suicide nationally and by state totals of suicide deaths; and also to understand variation by age and risks. This was the first ever nationally representative survey of causes of deaths which examined suicide as a cause of avoidable deaths in India. These numbers are broadly consistent with those reported in smaller studies from India, but much higher than the official National Crime Records Bureau (NCRB)—the NCRB numbers being an under-estimate by 25% among men and by 36% among women.


How Many People are Dying of Suicide in India?5


Suicide deaths in India increased by a staggering 40% from 1990 to 2016. In 1990, India had 16·4% of the global population, but accounted for 25.3% of global suicide deaths among women and 18.7% of the global suicide deaths among men. In 2016, while India’s contribution to the global population had increased to 17.8%, its contribution to suicides jumped considerably to 36.6% and 24.3% of the global suicide deaths among women and men, respectively. Thus, although the contribution of India to the global suicide deaths has increased for both sexes, the increase has been greater for women than for men.


Suicide was the ninth leading cause of death in India in 2016. The suicide rate was 17.9 per 100 000 population, accounting for 2.35% of all deaths. The suicide rate in women (14.7 per 100 000) in India in 2016 was 2.1 times higher than the global average. On the other hand, in men, the suicide rate (21.2 per 100 000 men) in 2016 was 1.4 times higher in India than the global average.


According to MDS, one out of 77 Indians above the age of 15 years is at a risk of dying of suicide by the age of 80 years. The risk is higher in men (one out of 59) than women (one out of 100), and especially high in South India (one out of 29 men and one out of 56 women) compared to other parts of India.


The table below shows how these numbers stack up against those from developed countries.


Risk of Suicide








	India (2010)

	Men

	Women






	One out of 59

	One out of 100






	US (2004–07)

	One out of 63

	One out of 200






	Canada (2004–07)

	One out of 83

	One out of 250






	UK (2004–07)

	One out of 200

	One out of 500









Are There Any Variations between the States?


These national level estimates mask the remarkable variations seen in suicide deaths at the state level. The suicide rates ranged ten-fold in women and six-fold in men between the states of India. The suicide rates in men ranged six-fold between the states of India. However, overall, suicides accounted for a lower proportion of deaths in the relatively less developed states than in more developed ones. The possible explanations for these differences may lie in variations in suicide registrations but also in the huge inter-state variations of factors that are associated with suicide such as agricultural employment, unemployment and literacy rates, and religious and ethnic distribution.


Suicides are about two-fold higher in rural than in urban areas; and there are great variations in suicide rates between individual states (6.3 to 66.3 per 100,000 for men, 2.2 to 39.7 per 100,000 for women). A disproportionately high 42% of suicides in men and 40% of suicides in women occur in the four southern states of Andhra Pradesh, Karnataka, Kerala, and Tamil Nadu which together constitute 22% of India’s population. They are followed by Maharashtra and West Bengal which together account for an additional 15% of suicide deaths.


The MDS confirmed the most counter-intuitive trend observed in the NCRB data for several years—nearly a tenfold higher suicide death rate in the southern states compared to the northern states, even after accounting for the differences between these two regions such as education and religion. Although we do not have sufficient empirical data to make a definitive conclusion, this finding is consistent with observations in other parts of the world that increasing modernisation is associated with high suicide rates, while traditional societies have lower suicide rates.6 The south Indian states have greater literacy rates, urbanisation rates, per capita income, and life expectancy rates as compared to north India, and are experiencing more rapid modernisation and social change. One could speculate that this ecological reality coupled with an increasing gap between expectations and reality, and the social acceptance of suicide as a legitimate solution to unfavourable circumstances results in the greater burden of suicide in these states. Finally, we would like to temper these observations connecting better socioeconomic indicators with higher suicide rates by looking at the state of Chhattisgarh which bucks the trend. Home to 26 million people, Chhattisgarh has one of the highest poverty rates in the country. Over the years it has also consistently been one of the top five states for suicide rates, often ahead of some of the more developed states from southern India.


Does Gender Matter?


India’s men-to-women ratio for suicide rates was lower than the global ratio in 2016, i.e., the gap in suicide rates between men and women in India is smaller than in the rest of the world. Some of the proposed factors that could account for the gender differential include differences between the two sexes in socially acceptable methods of dealing with stress and conflict, availability of and the preference for different means of suicide, differences in alcohol consumption patterns, domestic violence, and differences in help-seeking for mental disorders. Additionally, there is the differentially increased risk afforded to married women compared to men because of early marriage and motherhood, lack of autonomy in choosing partner, domestic violence, and economic dependence on the husband.


On an average, the men-to-women suicide death ratios in high income countries is approximately 3 to 1, i.e., for every woman that dies by suicide there will be three men who die by suicide.7 This is not so in India where the male-to-female suicide death ratio is about 1.5 to 1 at all ages (for every three men who die by suicide, two women die by suicide), and this gap is further reduced among young adults. Finally, the suicide rate among Indian women is more than two times greater than women in high-income countries and although it is higher among Indian men compared to men in high-income countries, the gap is to a lesser extent.


Does Age Matter?


Unlike most developed nations, a double peak for suicide deaths is seen in India, with the first in younger population and the second after 70 years of age, and the peak in the younger ages is much more distinct in women than in men. The more pronounced peak among young women in India could be attributed to gender role differentiation and discrimination (e.g., early marriage), and a higher risk of depression, all of which constrain their aspirations and opportunities. On the other hand, the peak in the elderly could be attributed to social isolation, depression, functional disability, and the feeling of being a burden on their family; although we must acknowledge that not much is known about suicide in the elderly in India.


Worryingly, MDS data indicates that a large proportion of deaths by suicide are in young Indians— about 40% of male suicides and about 56% of female suicides occur at ages 15–29 years. Suicides occur at younger ages in women (mid-twenties) than in men (mid-thirties). Furthermore, male death rates are generally consistent across age groups, while in females it peaks at ages 15–29 years, and then falls for older women. Suicide is one of the leading causes of deaths among young Indians—second only (and marginally so) to road traffic accidents in men and maternal deaths (death during pregnancy or immediately after) in women. The latter indicates that given the steady declines in maternal mortality because of improving access to perinatal care in India, suicide is set to become the leading cause of death in young women in India in the near future.


Is There Anything Else that We Should Be Aware of about Suicide in India?


The commonest method of suicide is by hanging, followed by poisoning with agricultural pesticides (chiefly organophosphates). Self-immolation accounts for about one in six suicides among women (Note: this is as per 2019 & 2020 NCRB data). The easy accessibility of agricultural pesticides (the commonest mode of suicide) combined with the poorer access to emergency medical care in rural settings could possibly explain the higher rates of suicide in rural compared to urban India.


The risk of dying by suicide is greater in those with a higher education level. Especially among men, alcohol consumption, being a cultivator, and rural residence, are all associated with a greater risk of dying by suicide. Among women, being widowed, divorced or separated, is associated with a slightly reduced risk compared to those who are married.


These numbers are just a few pieces of a complex jigsaw puzzle. There are many pieces that are still missing. There are several reasons for this, such as lack of credible data and robust systems to collect such data, and the disinterest of policymakers in understanding suicide beyond the narrow prism of mental ill-health or the more politically charged farmer-distress.


Professor Shekhar Saxena says, ‘Suicide is an issue for the entire community. And in fact, for governance, policy and even politics, because in many countries it does come up as a political issue from time to time. And in India, it has come up in a big way, as we know, in the last 15 years, much more for the last five years. In terms of student suicide, farmer suicide and young people’s suicide. Suicide also comes in public and policy discussions, its relation with the other social factors, including extreme poverty, urbanization, joblessness, dowry, deathss and harassment of women, violence against women. There are these and a number of other social factors, which are interacting with suicide all over the world, but much more in India.’ Hence, the first step towards identifying some of the missing pieces of the jigsaw puzzle is to attempt a more rounded and contextual understanding of the social drivers underpinning this phenomenon and commitment from various stakeholders to address these drivers. In the absence of a holistic understanding of such drivers and consolidated efforts to address them we run the risk of continuing to run in circles with no end in sight to the problem.




CHAPTER TWO


NOT TOO YOUNG TO DIE


The National Crime Records Bureau (NCRB) of India released the suicide statistics for 2020 just before Diwali 2021. While you continue reading, do remember that NCRB data consistently under-reports the real number of suicides, so things may be worse than they appear to be now. NCRB reports the suicide rate, i.e., number of suicides per 100,000 population, went up from 10.4 in 2019 to 11.3 in 2020, a 9 per cent increase. However, as India’s population continues to grow each year, the absolute number of suicides went up from 139,123 suicides in 2019 to 153,052, a 10 per cent increase in 2020.1


This number, while bad enough, does not tell the entire story, especially when it comes to young people. Suicides amongst children under 18 years rose from 9,613 in 2019 to 11,396 in 2020, an 18.5 per cent increase, nearly double that of the increase in the total population. This is a significant spike in suicides in young people. If you compare the data for the last five years, children’s suicides increased by 4 per cent in 2017 compared to the previous year, by 1 per cent in 2018, by 2 per cent in 2019 and then this huge spike of 18.5 per cent in 2020.


Why did we see this huge increase in a pandemic year when lockdowns meant that families were at home with children? We can only speculate. Unfortunately, the NCRB does not release raw suicide data so we cannot explore the data further. This is yet another reason why NCRB should release the primary data; to allow for better exploration of the factors leading to children’s suicides. The Registrar General of India releases the raw Census data, allowing health and social researchers to analyse it and draw useful conclusions. There is little reason why the NCRB does not do the same with the suicide data. The NCRB itself does not do any detailed analysis of the suicide data. We release the Census data, so what’s the harm in releasing suicide data?


Girls below 18 years are particularly vulnerable and dying in greater numbers than boys. While the gender ratio for overall suicides is 2.4 (two and half times more men than women dying by suicide), the gender ratio for children under 18 years is 0.9 (9 boys dying by suicide compared to 10 girls). These ratios are not a one-off unusual feature for 2020 but have been stable over many years.
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