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CHAPTER 1 
 

 INTRODUCTION 

 
1.1. BACKGROUND OF THE STUDY  
 
 Suicide is a major public health problem in many developing countries1. It 

contributes to premature mortality accounting for over 8,00,000 deaths worldwide 

every year2. Suicide is not only a medical issue but it also has economic, social, 

moral and political dimensions. Consequently, the prevention of suicide has 

medical, social, psychological, economic and political implications.  

 
 According to the World Health Organization (WHO), suicide is among the 

top 10 causes of death in most countries, and one of the three leading causes of 

death in the 15 to 35 year age group. The WHO estimates that in 2020, based on 

current trends, approximately 1.53 million people will die from suicide, and 10-20 

times more people will attempt suicide worldwide. This represents, on average, 

one death every 20 seconds and one attempt every 1-2 seconds3.  

 
 The suicide rate in many western countries is between 8 and 30 per 

1,00,000 population with a recent increase in suicide among young men4. In 

almost all the countries men are more likely to commit suicide than women. 

There is constant predominance of suicide rates in males over suicide rates in 

females: 3.2 : 1 in 1950; 3.6 :1 in 1995; and it estimated to be 3.9:1 in 20203. The 

lower rate of suicide for women is ascribed to several factors. Alcoholism is a 

significant contributory factor to suicidal behaviour and women are less prone to 

alcohol abuse.  It is also suggested that women have more “flexible coping skills” 

and are more willing to seek professional help when they are distressed5.  
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 Several investigators have studied suicide in different parts of India, using 

police records, and have reported that suicide rates vary from 6.8 to 58.3 per 

1,00,000 population6. Problems with suicide research in India include the 

reluctance of families of suicide victims to allow a postmortem because of the 

fear of mutilation of the body of the deceased, the time consuming nature of the 

process and the stigma attached. Families also prefer not to get involved with 

police investigations. In India 71% of suicides are by persons below the age of 44 

years, which imposes a huge social, emotional and economic burden on our 

society7. South India accounts for the world’s largest number of suicides by 

young people.   In 2002, there were 10,982 suicides in Tamil Nadu, 11,300 in 

Kerala, 10,934 in Karnataka and 9,433 in Andhra Pradesh8. Kerala, the country’s 

most literate state, has the highest number of suicides of approximately 32 per 

1,00,000 population per year. Uttar Pradesh and Bihar which have a much higher 

population and a far lower level of literacy report fewer suicides.  

 
 The annual suicide rate in Kaniyambadi Block, Vellore District, Tamilnadu 

was 95.2 per 1,00,000 during the years 1994-99. This is 8-10 times higher than 

the reported national rate and 2 to 3 times higher than the findings from earlier 

studies9. The investigators focusing on the adolescent population reported a rate 

of 148/1,00,000 and 58/1,00,000 for young women and men respectively10. The 

suicide rate of 189/1,00,000 was reported among people over 55 years of age 

from this region11. 

 
 Western data suggests that suicide is more common in males, the elderly, 

those with poor social support and people with mental illness. It is also commonly 

seen among people who are living alone, the unemployed and those living under 
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stress12. However, studies from India have shown recent adverse life events, 

interpersonal stress and relationship difficulties, severe financial distress, the use 

of alcohol and a lack of religious faith as risk factors for suicide.13-16. In the case 

of women, harassment for dowry, divorce, failure in love, illegitimate pregnancy, 

extra marital affairs and not able to get married at the right age play a very 

important role in increasing the risk of suicide. Domestic violence has also been 

found to be a major risk factor for suicide17.  

 
 Mental health experts have listed various “Acute Stress Factors”8 

considered as risk factor for suicide and include: (i) family conflicts, domestic 

violence, academic failures and unfulfilled romantic ideals, (ii) the wide gap 

between people’s aspirations and actual capabilities, (iii) the disintegration of 

traditional social support mechanisms as was prevalent in joint families,                  

(iv) emergence of a trend towards nuclear families, alcohol abuse, financial 

instability and family dysfunction, (v) a growing population of the aged and 

elderly, (vi) failure of crops, huge debt burdens, growing costs of cultivation and 

shrinking yield among farmers. The National Crime Bureau of India has 

suggested that the main reason for the increasing suicide rate in the country is 

the increase in domestic problem8. 

 
 Many social scientists believe that a society’s structure and values can 

influence suicide rates. French sociologist Emil Durkeim argued that suicide rates 

are related to social integration18 (i.e.) the degree to which an individual feels part 

of a larger group. The suicides were more likely to happen when a person lacked 

social bonds or had disrupted relationship.  
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 Shneidman19 noted that individuals who kill themselves are not only the 

victims of suicide, the survivors (i.e. the relatives and friends of suicide victims) 

also are victims. According to Shneidman, “The person who commits suicide, 

puts his psychological skeleton in the survivors’ emotional closet – he sentences 

the survivor to deal with many negative feelings and more to become obsessed 

and thoughts regarding their own actual or possible role in having precipitated the 

suicidal act or having failed to abort it. It can be heavy load”. According to the 

American Association of Suicidology (AAS), deaths by suicide affect the lives of 

many people related to the deceased.20. 

 
 Older people are generally at a greater risk for suicide. The risk factors in 

the elderly include:21-23: (i) physical illness, (ii) social isolation and loneliness more 

commonly seen in widows and widowers, (iii) the accumulation of losses, such as 

friends, physical and mental abilities, social status and health. Older people tend 

to use more lethal methods to attempt and to commit suicide. They are also less 

likely to survive any grievous level of injury than younger people.  

 
1.2. SIGNIFICANCE AND THE NEED FOR THE STUDY   
 
 Suicide is the outcome of multiple inter-related factors.24 The majority of 

studies from the West suggest that psychiatric and addictive disorders contribute 

to 90% of all completed suicides in all age grops.25,26 However, the number of 

published reports specifically studying the psychiatric diagnosis of people who die 

by suicide is relatively small. The majority of the reports (82.2%) come from 

Europe and North America, with a mere 1.3% from developing countries27. The 

data from India on the contribution of psychiatric disorder to suicide rates is 

limited. A study from Chennai reported a higher risk of mental disorder among 
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people who commit suicide compared to controls13. Many studies also argue that 

mental disorder is a necessary condition for suicide, while it is not sufficient, as 

majority of subjects affected by these disorders do not die by suicide. The 

diagnosis of substance abuse (especially alcohol), conduct disorders or anti 

social personality also have been reported consistently in large proportion of 

completed suicides. 

 
 Many epidemiological studies on suicide from India have reported 

changing pattern in the methods used for suicide, age group characteristics and 

the complex interaction of causative and socio cultural factors for the occurrence 

of suicide. Reports suggest that psychosocial, cultural and economic issues 

rather than severe mental disorders are related to suicide in India16. These 

factors indicate that suicides in India is different from those reported in Western 

countries even though some commonalities are observed in the pattern and 

causation of suicides28-30. 

 
 Many investigators who have studied suicide in different parts of India 

have used data collected from police records13, 31, 32. Suicide is considered a 

crime in this country and the families of suicide victims often prefer not to get 

involved in police investigations. In addition, many families are against autopsies 

and there is social stigma related to suicide. The investigators in the field argue 

that police statistics, therefore, under-report suicides.14-16 The inefficient civil 

registration system, non-reporting of deaths, variable standards in certifying 

death and the legal and social consequences of suicide are other major obstacles 

in investigating suicide in India6,9  

 



 6

 The incidence, methods and risk factors for suicide may vary among the 

different cultures, thus making it necessary to study the risk factors for suicide in 

specific settings in order to design adequate intervention strategies. 

Psychological autopsies are an important research tool in establishing risk factors 

associated with suicide. A significant methodological issue is that, available case 

control psychological autopsy studies seldom use structured diagnostic interview 

to categorize psychiatric morbidity. 

 
 The present studies aimed to examine local perspectives using qualitative 

methodology, and use quantitative methodology to investigate risk factors, 

psychosocial issues and mental disorders using the psychological autopsy 

method and employing a structured diagnostic interview in a population under the 

surveillance of a comprehensive community programme33-35. A nursing 

intervention to change knowledge and attitudes to suicide was also evaluated. 

 
1.3. STATEMENT OF THE PROBLEM    
 
 The review of literature reveals that the public are not fully aware of the 

facts regarding suicide. The high suicide rates reported suggest the need for a 

suicide prevention programme that is comprehensive in its approach and 

encompasses the promotion, coordination and support of activities that will be 

implemented across the country. Considering the above, community based 

studies to investigate risk factors and to develop a nursing intervention to reduce 

suicide were undertaken:    

A. A qualitative study to explore the perceptions regarding suicide in the 

community 
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B. A community based case control study to evaluate the risk factors for 

suicide 

C. A controlled trial to assess the effectiveness of the structured teaching 

programme regarding suicide for school children. 

 
1.4. OBJECTIVES  
 
The studies aimed to examine the following issues: 
 

1. Perspectives about suicide in the local population. 

2. The risk factors for suicide. 

3. The relationship between mental illness and suicide. 

4. The development of a nursing intervention to educate school students 

about suicide. 

 
 

1.5. OPERATIONAL DEFINITIONS  
 
 
Suicide is an attempt made by a person to destroy his / her life 
 
Risk factors in this study are the factors which predisposes an individual to 

commit suicide 

Perception in this study refers to peoples’ views or understanding about suicide.  
 
Effectiveness in this study refers to the significant increase in the level of 

knowledge and a positive change in attitude of school children on suicide after 

education 

Structured Teaching Programme consists of a subject content including 

etiology, warning signs, risk factors, misconception and management and 

prevention of suicide.  

School children in this study refer to students studying in the eleventh standard  
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1.6. RESEARCH HYPOTHESES 
 
H1 - Depression is more likely to be common among subjects who  

  commit suicide than among controls. 

H2 - Emotional, physical and sexual abuse is more likely to be common  

  among women who commit suicide than among female controls. 

H3 - Alcohol abuse is more likely to be common among men who   

  commit suicide than among male controls 

  
1.7. ASSUMPTIONS 
 

1. The general public is not aware about the facts regarding suicide. 

2. Socioeconomic and sociocultural factors can influence suicide. 

3. Nurses have an important role in educating the public regarding suicide 

prevention. 

4. Knowledge and attitude regarding suicide differ from individual to 

individual.  

 
1.8. LIMITATIONS  
 
 The studies were limited only to the permanent residents of Kaniyambadi 

Block. Case control designs, focus group discussions and controlled trials have 

limitations and the attempts to overcome these are discussed in the subsequent 

chapters.  

 
1.9. PROJECTED OUTCOME 
 
 Suicide is recognized as a global phenomenon and many countries now 

have national suicide prevention strategies. Nurses hold a key role in the 

implementation of national, regional and local policies into practice. The study will 

help the investigator identify the risk factors for suicide. It will also provide a 
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framework for an effective intervention programme which is specific and culturally 

accepted. The structured teaching module prepared and tested by the 

investigator can be used by nurses, health workers and school teachers in 

educating the public and students regarding facts about suicide.      
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CHAPTER 2 
 

REVIEW OF LITERATURE  
 

The literature review is presented under the following headings  
 

2.1 Related Literature  

2.2 Conceptual Frame Work  

2.1. RELATED LITERATURE  
 

2.1.1. SUICIDE  
 

 2.1.1.1 Theories of suicide  

 2.1.1.2 Risk factors for suicide  

 2.1.1.3 Suicide warning signs  

 2.1.1.4 Methods of committing suicide  

 2.1.1.5 Common misconceptions about suicide  

 2.1.1.6 Protective factors  

 2.1.1.7 Suicide and culture  

2.1.2. PSYCHOLOGICAL AUTOPSY  
 

 2.1.2.1. Concept  

 2.1.2.2. History  

 2.1.2.3. Purposes  

 2.1.2.4. Semi structured interview for psychological autopsy  

 2.1.2.5. Trends in the use of Psychological autopsy 

 2.1.2.6. Integrity of the psychological autopsy  

 2.1.2.7. Limitation 

 2.1.2.8. Studies related to the use of psychological autopsy method to  

              assess the risk factors. 

 2.1.2.9. Psychological autopsy studies which have DSM diagnosis  

 2.1.2.10. Conclusion  
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2.1.3. QUALITATIVE METHODS  

 2.1.3.1. Focus groups  

 2.1.3.2. Direct observation  

 2.1.3.2. In-depth interviews 

 2.1.3.4. Studies on suicide using qualitative methods  

 

2.1.4. EDUCATIONAL INTERVENTIONS FOR SUICIDE PREVENTION 

2.1.5. GOALS AND PROGRAMMES OF A NATIONAL STRATEGY FOR 

 SUICIDE PREVENTION  

 
 2.1.5.1. Community Intervention  

 2.1.5.2. Intervention at institutional and organizational levels  

 2.1.5.3. Interventions at the Individual level  

 2.1.5.4. World Suicide Prevention Day 

 
2.1.1. SUICIDE  

 Suicide is a death caused by an action initiated by a person with the 

intention of causing his / her own death.  

 
2.1.1.1. Theories of Suicide 
 
 Suicide is a tragic phenomenon that has preoccupied professionals from 

various disciplines. Deaths by suicide leave broad psychological and social 

impacts on families and societies throughout the world. Suicide’s toll on the living 

has been estimated by the World Health Organization in terms of disability – 

adjusted life years, which indicates the number of healthy years of life lost to an 

illness or event. According to this calculation, the burden of suicide is equal to the 

burden of all wars and homicides throughout the world.  
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Sociological Theory of Suicide  
  
 The first major contribution to the study of the social and cultural 

influences on suicide was made at the end of the 19th century by the French 

sociologist Emile Durkheim, He described four major types of suicide, all related 

to group cohesion or solidarity. They are Egoistic, Altruistic, Anomic and 

Fatalistic36. 

 
 Egoistic suicide was most common among groups of individuals with few 

connections to social groupings of any kind. Thus married people committed 

suicide at lower rates than singles: and nations undergoing political crises 

experienced lower rates because competing interests and parties became tightly 

integrated under stress.  

 
 Altruistic suicide is the opposite of egoistic suicide. The individual who is 

prone to altruistic suicide is excessively integrated into the group. The group is 

often governed by cultural, religious or political ties and allegiance is so strong 

that the individual will sacrifice his or her life for the group.  

 
 Anomic suicide was identified with an abrupt shift in an individual’s 

circumstances. Shifts that removed his or her from membership in what had been 

a well integrated group. Durkheim showed that nations where divorce was 

common experienced higher suicide rates than nations where the practice was 

illegal.  

 
 Fatalistic suicide occurred within tightly knit groups where members 

sought, but could not attain escape, whose futures are pitilessly blocked and 

passions violently choked by oppressive discipline. A highly motivated college 
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student takes his own life upon failing in an internal examination is an example 

for this type of suicide.      

 
Psychological Theories of Suicide  
 
 Sigmund Freud37 believed that suicide was a response to the intense self-

hatred that an individual possessed. The anger had originated toward a love 

object but was ultimately turned inward against the self. Freud believed that 

suicide occurred as a result of an earlier repressed desire to kill someone else. 

He interpreted suicide to be an aggressive act toward the self that often was 

really directed toward others.  

 
 Carroll – Ghosh, Victor and Bourgeois38 identified hopelessness as a 

central underlying factor in the predisposition to suicide. Beck39 and associates 

also found a high degree of correlation between hopelessness and suicide.  

 
 Rich, Warsradt and Neniroff40 have associated developmental level with 

certain life stressors and their correlation to suicide. The stressors of conflict, 

separation and rejection are associated with suicidal behaviour in adolescence 

and early adulthood. 

 
 The main stressor associated with suicidal behaviour in the 40 to 60 year 

old group is economic problems. Medical illness plays an increasingly significant 

role after 60 years of age and becomes the leading predisposing factor to suicidal 

behaviour in individuals older than age 80.  

 
Biological Theories         
 
 Recent studies with suicide attempters have focused on the genotypic 

variation in the gene for tryptophane hydroxylase, with results indicating 
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significant association to suicidality41. Some studies have revealed a deficiency of 

serotonin in depressed clients who attempted suicide42. Some changes in the 

noradrenergic system also been reported.  

 
2.1.1.2. Risk Factors for suicide   
 
 Many risk factors are involved, but there is no single theory that explains 

suicide. Data from India, on the contribution of mental illness to suicide rates is 

limited. A study from Chennai, Tamilnadu, reported a higher risk of mental 

disorder among people who commit suicide compared to controls13. This study 

employed police records to diagnose suicide. However, other studies suggest the 

presence of chronic stress and precipitating life events rather than possible 

severe mental disorders as the major risk factors for suicide16. The commonly 

reported stress factors include marital and sexual conflicts, interpersonal conflict, 

alcohol use, financial problems and failure in examination and in love.  

 
 Suicide seems to cluster in some families; therefore family history is 

pertinent. A striking example is the novelist Ernest Hemingway’s family in which 

five members in four generations committed suicide42. 

 
 Gould et al43 conducted a study among 120 young suicides and 147 

matched community controls in the New York city metropolitan area and the 

entire state of New Jersey, and reported comparable effects of psychosocial 

factors and psychopathology on the risk of suicide. Lin, Wo and Lee44 conducted 

a study in Taiwan to examine the risk factors associated with 3 month post 

discharge suicide among cancer patients. The study findings showed that the 

mean interval from discharge to suicide was 39.7 days and almost half (46.3%) of 

the 3 month post-discharge suicides occurred within 14 days after discharge.  
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 Kolves, Varnik, Schneider et al45 analyzed the differences in the 

disposition and frequency of recent life events preceding suicide in two cities with 

different political backgrounds. The study was conducted at Tallinn in Estonia 

(1156 suicides) and Frankfurt in Germany (163 suicides). The result revealed that 

family discord (OR = 4.5 95%. CI = 2.5-8.1) loss of job (OR = 2.6; 95% CI = 1.0-

6.4) and financial deterioration (OR = 2.2; 95% CI = 1.3-3.8) were more prevalent 

among suicides in Tallinn, in comparison with those in Frankfurt.  

 
 Blackmore, Murce, Weller et al46 identified a number of psychosocial risk 

factors for suicidal acts in Canada. The data were obtained from a 

epidemiological survey of 36,984 respondents aged 15 years and older. They 

found that the female gender (OR = 4.27, 95% CI = 4.05 – 4.50) being separated 

(OR = 37.88, 95% CI 33.92-42.31); divorced (OR = 7.79, 95% CI 7.22-8.41), 

being unemployed (OR = 1.70, 95% CI 1.50-1.80), experiencing a chronic 

depressive episode (OR = 9.10, 95% CI 8.65 – 9.59) were significantly 

associated with a suicidal act. These findings reinforce the importance of the 

determination of suicide risk and its prevention not only of psychiatric illness but 

of physical and psychosocial factors as well.        

 
 Research has identified various risk factors for suicide and include47:                 

(i) previous suicide attempt (s), (ii) history of mental disorders particularly 

depression, (iii) history of alcohol and substance abuse, (iv) family history of 

suicide and child maltreatment, (v) impulsive and aggressive tendencies,                 

(vi) barriers to accessing mental health treatment, (vii) financial loss,                      

(viii) relationship loss, work loss, (ix) physical illness, (x) easy access to lethal 
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methods, (xi) local epidemics of suicide and (xii) Isolation, a feeling of being cut 

off from other people.  

 
2.1.1.3. Suicide Warning Signs  
 
 There are often signs that someone may be thinking about or planning a 

suicide attempt. It is important to be alert to clues or warning signs. The warning 

signs of suicide are48: (i) appearing depressed or sad most of the time, (ii) feeling 

hopeless, expressing hopelessness, (iii) withdrawing from family and friends,           

(iv) sleeping too much or too little, (v) feeling tired most of the time, (vi) gaining of 

losing a significant amount of weight, (vii) making overt statements like “I can’t 

take it anymore”; “Life isn’t worth living anymore”; “I wish I were dead”; “Everyone 

would be better off if I died”. (viii) making covert statements like “It’s okay now, 

everything will be fine”; “Things will never work out”; “I wont be a problem for 

much longer”; “Nothing feels good to me anymore, and probably never will”; “How 

can I give my body to medical science? (ix) Writing poems or notes about suicide 

or death, (x) loosing interest in most activities, (xi) giving away prized 

possessions, (xii) making out a will, (xiii) putting personal affairs in order, (xiv) 

reduced sense of humor, (xv) feeling excessive guilt or shame, (xvi) acting 

irrationally, (xvii) being preoccupied with death or dying, (xviii) neglecting 

personal hygiene and (xix) abusing alcohol or drugs. 

  
 Some people who die by suicide do not show any warning signs but most 

people show some suicide warning signs. The recognition of these signs will help 

in intervention aimed at suicide prevention and reducing risk.  
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2.1.1.4. Methods of Committing Suicide   
 
 The common method of committing suicide in India is poisoning and the 

common poison in pesticide. Pesticides are easily available in rural households in 

India as such societies are predominantly agrarian. Pesticide self poisoning 

accounts for about one third of the world’s suicides. Plant poisons (eg) 

oddvanthalai Oleander – cleistanthus collinus are also used in rural communities 

in India to commit suicide. Over the counter medication are also used for suicide 

in urban settings. The other methods used are hanging, drowning, burning 

oneself (self immolation) and jumping from tall structures. Electrocution is a rare 

option.     

 
 Zhang, Li, Zhu et al49 analyzed the patterns of suicide and suicide 

attempts by poisoning as reported through a national poison control system for 

the purpose of improving intervention and preventions in China. During the period 

of 2000 to 2006, 6440 cases of poisoning suicide were reported to the telephone 

consultation service system of the National Center for Poison Control. Pesticide 

poisonings were the most common method in these cases of consultation for 

suicide and suicide attempts.  

 
 Srivastava, Peshin, Kaleelal and Gupta50 retrospectively analyzed the 

poisoning calls received by the national poison information centre at New Delhi. It 

showed a total of 2719 calls over a period of three years. The queries were made 

on poisoning management (92%) and information (8%) about various products 

and functioning of the centre. The most common mode of poisoning was suicidal 

(53%) followed by accidental (47%). Among the agricultural pesticides, aluminium 
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phosphide was the most commonly consumed followed by organo chlorines, 

organophosphates, ethylene dibromide herbicides and fungicides.    

 
 Kanchan and Menezes51 have reported in their study that hanging is one 

of the preferred means of committing suicide in India. A study conducted by 

Bastia and Kar52 in Cuttack, India reported that married females, age group of   

21-30 years, unmarried males, dowry related stress, unemployment, prolonged 

illness, failure in examinations, relationship and financial problems were 

associated more frequently with suicidal hanging.  

 
 Gunnell, Eddleston, Phillips and Ronradsen53 systematically reviewed the 

worldwide literature to estimate the number of pesticides suicides in each of the 

World Health Organizations six regions and the global burden of fatal self-

poisoning with pesticides. They have estimated that there are 258,234 deaths 

from pesticide self poisoning world wide each year, accounting for 30% (range 

27% to 37%) of suicides globally.  

 
2.1.1.5. Common Misconceptions about Suicide     
 
There are many misconceptions about suicide. Some of them are54 
 
Myth   - People who talk about suicide are just trying to get attention.  

Fact   - It is possible that they are trying to get attention but unless  

   someone gives them some attention, the consequences  

   could be fatal.   

Myth   - People who talk about suicide do not complete suicide  

Fact   - Many people who die by suicide have given definite warnings 

   of their intensions.   
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Myth   - All suicidal individuals are mentally ill. 

Fact   - Most suicidal people are not psychotic or insane. They must  

   be upset, grief stricken, depressed and in despair.  

 
Myth   - People who attempt suicide and survive will oftentimes make 

   additional attempts  

Fact  - People who have made prior suicide attempts may be at a  

   greater risk of actually committing suicide  

 
Myth  - Asking people if they are thinking about suicide gives them  

   the idea for suicide  

Fact   - Bringing up the subject of suicide and discussing it openly is  

   one of the most helpful things.   

 
Myth   - People who attempt suicide really want to die. 

Fact   - A very small number of people may want to die. The majority 

   desperately want the pain to stop but have given up hope  

   that it can stop.  

Myth   - Suicide always occurs without any warning signs.  

Fact   - There are almost always warning signs.  

 
Myth  - Once people decide to die by suicide, there is nothing you  

   can do to stop them. 

Fact   - Suicide can be prevented. Most people who are suicide do  

   not want to die.  
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Myth   - Suicide only strikes people of a certain gender, race, age  

   financial status etc.  

Fact   - Suicide can strike anyone.  

Myth   - Young people never think about suicide, they have their  

   entire life ahead of them. 

Fact   - Suicide is the third leading cause of death for young people  

   aged 15-24 years. 

 
Myth   - People who are suicidal do not seek help.  

Fact   - Many people who are suicidal reach out for help.  

 
Myth   - There is little correlation between alcohol or drug abuse and  

   suicide 

Fact   - Often times people who die by suicide are under the   

   influence of alcohol or drugs. 

 
Myth  - It is best to keep someone’s suicidal feelings a secret 

Fact   - Never, ever keep someone’s or your suicidal thoughts and  

   feelings a secret. 

Myth   - People who complete suicide always leave notes.  

Fact   - Most people don’t leave notes.  

Myth  - Once the emotional state improves, the risk of suicide in  

   over.  

Fact  - The highest rates of suicide occur within about three months  

   of an apparent improvement in a severely depressed state.  

   Therefore, an improvement in emotional state doesn’t mean  

   a reduced risk.     
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2.1.1.6. Protective Factors 
 
 The protective factors buffer people from the risks associated with suicide. 

A number of factors have been suggested as playing a potentially protective role 

for young people and older adults55-59. The protective factors for young people 

are: (i) good coping skills and problem – solving behaviours, (ii) positive beliefs 

and values, (iii) feelings of self-esteem and belongings, (iv) connections to family 

or school, (v) secure cultural identify, (vi) supportive family, (vii) responsibility for 

children, (viii) social support and (ix) holding attitudes against suicide. 

  
 The protective factors for older adults include: (i) a confiding, supportive 

relationship, (ii) social support, social connectedness and interaction, including 

participation in organizations and having a hobby, (iii) good coping and adaptive 

skills, (iv) good physical and mental health, (v) adequate pain relief, (vi) good 

palliative care, and treatment of depression for those with terminal illnesses, (vii) 

early, adequate and sustained treatment and management of depression, (viii) 

strong religious and / or spiritual values, (ix) adequate support following 

bereavement, (x) recognition of, and respite from family discord and conflict and 

(xi) restricted access to means of suicide, especially guns, for older adult males.  

 
2.1.1.7. Suicide and culture 
 
 Cultural beliefs and practices affect nearly all aspects of normal behavior. 

Culture has its influence in the conception of personal identity (group identity           

vs individual autonomy), mind body relationship (separate vs whole). Many other 

differences which can influence the onset, course and outcome of mental 

disorders have been established between cultures - e.g. communication styles 

(e.g. language, gestures, rituals), eating behaviours, family roles (e.g. marital, 
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gender and leadership roles) and in beliefs and rituals (e.g. child rearing 

practices). Thus, culture can be conceived as a complex construct of socially 

transmitted ideas, feelings and attitudes that shape behaviour, organise 

perceptions and label experiences60.  

 
 The impact of culture on suicide and psychopathology can occur at 

different levels, in the form of pathogenetic, pathoselective, pathoplastic, 

pathoelaborating, pathofacilitative and pathoreactive effects60.  Culture impacts 

on psychosocial stress that causes suicide, on the choice of suicide as a coping 

method, on forms of suicidal behaviour and on the elaboration of suicidal action, 

on its frequency and on the social reaction to such behaviour. Knowledge of the 

cultural profile for suicide in specific populations are helpful in the following ways: 

assisting clinicians in determining culture sensitive ways to approach the subject, 

in making culturally accurate clinical assessments of suicidality and in 

undertaking culturally relevant actions in dealing with suicidal behaviour60. 

 
 Elfawal61 conducted a study in Saudi Arabia to explore how racial and 

cultural factors could possibly influence suicidal rates and patterns. The suicide 

rate for the entire population averaged 1.1/1, 00,000 population per annum. The 

male to female ratio was 4.5:1. The highest suicide rate was among the age 

group from 30 to 39 years (44.3%). Immigrants formed 77% of the cases, and of 

these, Asians accounted for 70% of the overall cases and Indians showed the 

highest suicidal rates (43%).  

 
 Van Berger, Smit, Kerkhof and Saharso62 conducted a study on gender 

and cultural patterns of suicidal behaviour among young Hindustani immigrant 

women in the Netherlands. The researchers reported that young Hindustani 
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immigrant women attempt suicide four times more often than young Dutch 

women. It is suggested that young Hindustani women who displayed suicidal 

behaviour possess certain personality and cognitive constellations that are 

interlocked with specific parenting styles in stressful family environments. These 

families are embedded in a context of moral transformations resulting from 

migration to a western culture and may be facing difficulties accompanying the 

transitional processes encountered in the west, particularly those regarding 

gender roles.  

 
 A cultural analysis was done on women and suicidal behaviour by 

Canett63. The result revealed that around the world girls and women have higher 

rates of suicidal ideation and behaviour but lower rates of suicide than boys and 

men. There is, however, significant variability in gender patterns and meanings of 

social behaviour within and across culture. For example, in the United States 

suicide is most common among older “White” men, and is typically considered 

masculine behavior. Women who kill themselves are viewed as acting like men, 

and therefore deviant. By contrast, in other societies, including China, suicide is 

viewed as an act of the powerless, and is most frequent in young women. In 

these societies, men who kill themselves are considered weak and effeminate. 

The cultural diversity in gender patterns and interpretations of suicidal behavior 

challenges essentialist perspectives on gender and suicidal behavior. It also 

challenges the assumption, common in industrialized countries, that women are 

protected from suicide as long as they stay “feminine” and subsumed within the 

family. This cultural diversity also points to the pitfalls of theorizing about clinical 

phenomena as if they were culture-free, and calls for culturally grounded theory, 

research, and practice.     
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2.1.2. PSYCHOLOGICAL AUTOPSY   
 
 Psychological autopsy is a post – mortem investigative tool that aids in the 

determination of the cause of a person’s death. The psychological autopsy 

method offers the most direct technique currently available for examining the 

relationship between particular antecedents and suicide.  

 
 There are often many questions left unanswered, when a person dies in a 

mysterious manner. In these cases, it is up to the researchers, interviewers, 

detectives and psychologists to uncover hidden secrets that may help to give 

family members peace of mind. The investigators use interviews, eyewitness 

reports, journals, newspapers and medical records to determine the cause of 

death (i.e.) natural or accidental or suicidal or homicidal64. 

 
2.1.2.1. Concept  
 
 The concept of “Investigative psychology” is used in psychological 

autopsy. Investigative psychology is a term encompassing all the ways that 

psychology can be used or integrated with the process and procedures of 

criminal investigation65.  

 
2.1.2.2. History  
 
 In 1958 in Los Angeles, Chief Medical Examiner, Theodore Curphy was 

frustrated with too many cases of drug-related deaths. So he re-enlisted with help 

of Edwin. S. Shneidman and Normen Faderow, Co-directors of the Los Angeles 

Suicide Prevention Center, to assist him in the investigation. The psychiatrist 

Edwin Shneidman coined the phrase “Psychological Autopsy” to describe the 

procedure he and his team of researchers developed during those investigations. 

The method involved talking in a tactful and systematic manner to key persons – 
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a spouse, lover, parent, grown child, friend, colleague, physician, supervisor and 

coworker who knew the deceased66.  

 
 In the 1970’s and 1980’s researchers using the psychological autopsy 

method investigated risk factors for suicide. Several scientific studies and 

publications highlight that Psychological Autopsy in suicide cases has shown 

useful as an instrument for clinical assessment and research16, 34, 67. 

 
2.1.2.3. Purposes  
 
The purposes of conducting psychological autopsy study are:68    
 

1. To determine the mode of death. The mode of death determines if the 

death was by natural cause, an accident, a suicide or a homicide.  

2. To determine why the deceased chose to take his or her own life at the 

specific time and place.  

3. To conduct interviews with family and friends by which explanations are 

provided for the loss of their love one. This serves as a sort of therapy for 

their suffering and grief. 

4. To learn better ways to predict suicidal tendencies and treat people before 

their behaviour reaches harmful levels.  

 
 Besides determining the manner of death, psychological autopsy may 

serve other purposes like: (i) in the event of homicide, help the crime 

reconstruction and block attempts by a defendant to raise the victim’s suicide as 

defense, (ii) answer questions about testamentary capacity prior to death, (iii) 

postvention for survivors (i.e.) helping survivors deal with grief and loss, (iv) help 

with expert testimony.  
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2.1.2.4. Semi structured Interview for Psychological autopsy 
 
 The procedure of conducting semi structured interview for psychological 

autopsy is as follows68.  There are four basic questions to be answered in the 

psychological autopsy: What? Why? From what? And how has the subject died? 

And there are respectively, four constructs underlying the psychological autopsy’s 

strategy, which are elicited by semi-structured interview for psychological 

autopsy. They are: (i) precipitants and / or stressors (ii) motivation, (iii) lethality 

and (iv) Intentionality. Precipitants and / or stressors are immediate facts or 

circumstances that would trigger the last push for suicide. Motivation can be 

understood identifying the psychological reasons to die, rooted, in lifetime, in the 

subject’s conduct, thought, life style and personality. The degree of lethality is 

measured by the chosen method and its consequences. The assessment of the 

degree of lucidity in the planning, preparation and objectivity of the self-

destructive action establishes the subject’s intent. 

 
Different modules to assess issues have been suggested68: 
 
 
First Module – Precipitants and stressors 
  
 
Step 1: Is there any immediate event with possible relation with the fact?  
 
Step 2: Has the reaction of the deceased showed that the event has caused 

affective involvement or frustration that was sufficiently stressing to cause 

behavioral modifications that could have led to suicide? Specify, Please.  

Step 3: Would there be other events that have also influenced in the decision of 

committing suicide?  

Step 4:  Final decision  
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Second Module – Motivation   
 
Step 1: Are there psychological forces and / or reasons (in life time) for desiring 

to die?  

Step 2: Are there psychosocial, environmental issues or events that are severe 

enough to be the target of a decision to finish with them?  

Step 3: Are there symptoms of bio-psycho-social malfunctioning which would 

explain the action?  

Step 4: Are there characteristic personality traits that may constitute a pattern of 

an existential non-confrontation?  

Step 5: Are there familial or other antecedents that use to be considered as 

predisposing to a suicidal act?  

Step 6: Would there be other reasons which better explain the fact?  
 
Step 7: Final decision  
 
Third Module – Lethality  
 
Step 1: Has a lethal method been used?  

Step 2: Are there signs suggesting that the method has been possibly self-

inflicted?  

Step 3: Would there have been knowledge and / or capability of assessing the 

degree of lethality of the used method?  

Step 4: Was the method accessible or would it be easy to obtain it?  
 
Step 5: Final decision  
 
 
Fourth Module – Intentionality  
 
Step 1: Is there evidence that the deceased would have performed a direct and 

conscious role to accomplish his / her own death?  
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Step 2: Has the deceased shown in the interpersonal acts, verbal and / or 

behavioral signs that could announce the purpose and the intent of committing 

suicide as a solution for his / her problems. 

Step 3: Is there in the life style any involvement with activities that would be 

dangerous or harmful to health and could demonstrate desires or intention of 

dying?  

Step 4: Has he / she given recommendations, performed arrangements, 

distributed objects, made wills, written letters or notes or had other behaviors 

suggesting a possible suicide?  

Step 5: Has he / she chosen place, time, day and method suggesting the 

objectivity of a self – destructing act as the only available option? 

Step 6: Is it possible to justify the self-destructing action by an unsustainable 

situation and / or altruism?  

Step 7: Would there be other evidence that explained better the possibility of 

existing intentionality?  

Step 8: Final decision   
 
 
 Shneidman and Farberow66 developed the psychological autopsy 

procedure that today’s professional’s use as their model. The identified 16 

categories for possible inclusion in this process. They are   

 
1. Identifying information (name, age, address, sex, marital status, 

occupation, religion).  

2. Details of death (police reports). 

3. History (siblings, illnesses and treatments, suicide attempts) 

4. Death history of deceased family 
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5. Patterns of reaction to stress  

6. Recent tensions or confrontations  

7. Role of alcohol and / or drugs in the overall lifestyle and death of the 

deceased.  

8. Interpersonal relationships 

9. Fantasies of the deceased  

10. Dreams of the deceased (or nightmares) 

11. Thoughts and fears of the deceased relating to death, accident or suicide 

12. Change in habits, hobbies, eating, sexual patterns or other life routines 

just prior to death.   

13. Information relating to the “life side” of the deceased (upswings, 

successes, inspirations) 

14. Assessment of intention (role of the deceased in his / her own demise) 

15. Rating of lethality reaction of informants to deceased’s death.  

16. Comments and special features. . 

 
 There is no consensus on the exact procedure for conducting a 

psychological autopsy. However Psychological Autopsy studies for research 

purposes often use complex methods to ensure that the information is reliable 

and valid. Most studies have found that the optimal time to conduct this kind of 

investigation is between 2 and 6 months after the death.  

 
 A major weakness of psychological autopsy may be the lack of 

standardized procedures. Recently psychologists have developed a guide with 26 

categories to help guide investigators as they work on cases. It is important to 
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remember that this is only to assist investigator and that not all categories will 

apply to every case. Young64 described the guide as follows:      

 
1. Alcohol history  

2. Suicide notes 

3. Writing / diaries  

4. Books  

5. Relationship assessments on the day before death 

6. Marital assessments  

7. Mood  

8. Psycho-social stressors 

9. Pre-suicidal behaviors 

10. Language 

11. Drug history  

12. Medical history  

13. Reflective mental status exam of deceased’s condition before death  

14. Psychological history  

15. Laboratory studies  

16. Coroner’s report  

17. Motive assessment  

18. Reconstruction of events     

19. Assess feelings regarding death as well as preoccupations and fantasies  

20. Military history  

21. Death history of family  

22. Family History  

23. Employment history  
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24. Educational history  

25. Deceased’s familiarity with methods of death 

26. Police reports 

 
2.1.2.5. Trends in the use of Psychological autopsy  
 
 There are two major trends in the use of psychological autopsies: (i) 

Research investigation, (ii) Clinical and legal use. Research investigations 

generally involve many people who died by suicide and comparing the results 

with another group. For example, accident victims, in order to see if some factors 

are important in discriminating between suicides and other details. Clinical and 

legal use of psychological autopsies involves investigations of a single death in 

order to clarify why or how a person died. These involve descriptive 

interpretations of the death and may include information to help family and friends 

better understand why a tragic death has occurred. They also may lead to 

suggesting means of preventing suicides for example by suggesting 

improvements in suicide prevention and hospital treatment.  

 
2.1.2.6. Integrity of the Psychological Autopsy   
 
 The most important aspect of any branch of psychology is the integrity of 

the patient. In the case of psychological autopsy, the patient is deceased. All the 

facts and data must be handled with the utmost care and respect. Three points 

deserve particular attention i.e. integrity of the deceased, respect of the 

interviewees and health of the investigators69. Potential problem in psychological 

autopsies is that all who participate possess the potential to contaminate the 

results. Therefore, proper caution and scrutiny are always exercised by those 

involved in this delicate process.   
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2.1.2.7. Limitations  
 
 The limitations of the procedure include: (i) Recall bias, (ii) imprecise 

information. Possibility of the under reporting of psychiatric symptoms and illness 

by informants and (iii) all who participate possess the potential to contaminate the 

results. And yet, the psychological autopsy remains the best available tool to 

assess suicide.  

 
2.1.2.8. Studies related to the use of psychological autopsy method to 

assess the risk factors  

 The psychological autopsy studies among suicides have reported numbers 

of psychosocial risk factors are associated with the risk of suicide34, 67, 70. Chen71 

conducted a case control study of suicide using psychological autopsy method, 

among two aboriginal groups and the Han Chinese in East Taiwan. They have 

reported that a high proportion (i.e.) 97% to 100% suicides suffered from mental 

illness before committing suicide. The two most prevalent psychiatric disorders 

were depression and alcoholism. 51% of all suicides had consulted medical 

professionals in the previous month. 

 
 Cheng et al72 conducted study in Taiwan among 113 consecutive suicides 

and 226 living controls matched for age, gender, ethnicity and area of residence. 

They used a semi-structured interview guide modified from that used by 

Barraclough et al67. The investigators reported that five major factors have an 

independent effects on suicide, like loss event, suicidal behaviour in first degree 

relatives, ICD – 10 major depressive episode, emotionally unstable personality 

disorder and substance dependence.  
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 Kolves et al73 in their study reported that Alcohol abuse and dependence 

was significantly prevalent among suicides. A total of 427 people who committed 

suicide during one year were paired with religion, gender, age and nationality with 

controls. Alcohol abuse was found in 105 and alcohol dependence in 51% of 

suicide cases. The corresponding figures for controls were 7% and 14% 

respectively.  

 
 A study was conducted to identify the psychosocial and clinical risk factors 

to suicide among Chinese population by Chen et al34 using case control 

psychological autopsy method. 150 suicide deceased were compared with 150 

living controls matched by age and gender using semi structured interviews. Six 

factors were found to be significantly and independently contribute to suicide they 

are unemployment, indebtedness, being single, social support, psychiatric illness 

and history of past attempts.  

 
 Vijayakumar et al13 conducted a study to identify the risk factors for 

completed suicide in India. A case control study using psychological autopsy 

technique was conducted among 100 completed suicides identified through 

police records and 100 neighbourhood controls. The odds ratios for the risk 

factors were 19.5 for presence of Axis I disorder, 12.75 for family history of 

psychopathology, 15.1 for life events in the previous month. These findings 

suggest that risk factors for complete suicide are universal across countries and 

cultures.          

 
 Another study was conducted in India by Gururaj et al17 to identify and 

quantify the risk factors for completed suicides in the city of Bangalore. A case 

control study was conducted with the families of 269 completed suicides also 
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identified through the use of police records and 269 living controls using 

psychological autopsy methods. The study has shown that several factors in the 

areas of marriage, family, education, occupation, general health, mental health 

and absence of protective factors contribute significantly to suicide. The 

significant factors were presence of previous suicidal attempt (odds ratio (OR) = 

42.62), inter personal conflicts and marital disharmony with spouse (OR = 27.98), 

alcoholism in self (OR = 23.38), presence of mental illness (OR = 11.07), sudden 

economic bankruptcy (OR = 7.1) domestic violence (OR = 6.82) and 

unemployment (OR = 6.15).   

 
 A study was conducted to investigate the psychosocial and psychiatric risk 

factors of suicides among Belgium adolescents, using case-control psychological 

autopsy method by Portzky et al74. The relatives and other informants were 

interviewed by means of a semi-structured interview schedule. Results showed 

that suicide victims had been exposed more frequently to suicidal behaviour by 

friends and through media and have experienced more relationship problems in 

the past year. Suicidal communication was less frequently reported in suicide 

victims. Treatment of psychiatric disorders was significantly less found in suicide 

victims.  

 
 Pompili et al75 conducted study using psychological autopsy method to find 

out the risk factors in older adults in a north Italy area. The study participants 

were 99 elderly suicides and 134 younger comparison suicides. The elderly 

victims were nine times (OR = 9.09; 95% CI = 1.32 – 62.63) more likely to live 

alone, 26 times (OR = 26.76; 95% CI : 9.04-79.24) more likely to be retired, and 
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14 times (OR = 14.57; 95% CI : 2.48-85.65) more likely to have attended school 

for not more than 5 years than adult suicides.    

 
2.1.2.9. Psychological autopsy studies which have DSM diagnosis  
 
 Over the last years, the relationship between suicide and mental disorders 

has been the focus of several studies71,76-78. The psychological autopsy 

procedure entails the retrospective psychiatric assessment of the deceased by 

variable methodologies. Genevieve et al79 carried out a review of studies in which 

in which psychological autopsy studies were performed. Studies were identified 

by means of Medline database searches and by scanning the reference list of 

relevant publications. Twenty-seven studies comprising 3275 suicides were 

included, of which 87.3% (SD 10.0%) had been diagnosed with a mental disorder 

prior to their death. Diagnoses of substance related problems (OR = 3.58), 

personality disorders (OR = 2.01) and childhood disorders (OR = 4.95) were 

more common among male suicides, where as affective disorders (OR = 0.66; 

including depressive disorders (OR = 0.53) were less common among males. 

Geographic differences are also likely to be present in the relative proportion of 

psychiatric diagnoses among suicides. The authors have concluded that although 

psychopathology clearly medicates the risk of suicide, gender and geographical 

differences seem to exist in the relative proportion of the specific psychiatric 

disorders found among suicide completers.  

 
 Heila et al80 examined the clinical characteristics of suicide victims with 

schizophrenia in the general population of Finland. All suicides over a 12 months 

period of persons with DSM – III – R schizophrenia were investigated by using 

the psychological autopsy method. Among all suicide, 7% of victims (n= 92) were 
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identified as having schizophrenia. Both active illness (78%) and depressive 

symptoms (64%) were highly prevalent immediately before suicide, and a history 

of suicide attempts (71%) was also common. Marked variation in depressive 

symptoms, alcoholism, and suicide methods was found among sexes and age 

groups. The results indicate clinically important variation in depression, 

alcoholism, and suicide methods among suicide victims with schizophrenia. 

 
 Shaffer et al81 conducted a study to examine the psychiatric risk factors 

and the relationship between them and demographic variables. A case control 

psychological autopsy study was conducted among 120 to 170 consecutive 

subjects (age < 20 years) who committed suicide and 147 community age, sex 

and ethnic matched controls who had lived in the greater New York area. 59% of 

the subjects who committed suicide and 23% of the control subjects met DSM III 

criteria for a psychiatric diagnosis. Mood disorders were more common is 

females, substance and / or alcohol abuse occurred exclusively in males (62% of 

18 to 19 year old suicides). 

 
 Conwell et al82 established DSM III axis I diagnosis in 141 person aged 21 

to 92 years who had completed suicide using the psychological autopsy method. 

They have reported that one or more axis I conditions were diagnosable in 90.1% 

of the suicide victims. Substance use disorders were more frequent, followed by 

mood disorders and primary psychotic illness. Younger age was a significant 

predictor of substance abuse or dependence and older predicted major mood 

disorder.  

 
 Another study was conducted by Margda et al83 using psychological 

autopsy approach to study 85 cases of suicide among subjects who were 65 
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years old or older and 153 living comparison subjects from the same age group. 

Retrospective axis I diagnosis were made according to DSM IV on the basis of 

interview and medical records. 97% of the suicide victims fulfilled the criteria for 

at least one DSM IV axis I diagnosis compared with 18% of the living comparison 

subjects. Recurrent major depressive disorder was very strong risk factors for 

suicide, as was substance use disorder.  

 
 Dumais et al78 studied 104 suicide completers who died during an episode 

of major depression and 74 living depressed male subjects, using structured 

diagnostic instruments and personality trait assessments. The authors found that 

impulsive aggressive personality disorders and alcohol abused / dependence 

were two independent predictors of suicide in major depression.  

 
 Houston et al84 studied 27 subjects whose deaths received a verdict of 

suicide. Sub samples of 22 male subjects were compared with an age – matched 

sample of male deliberate self – harm patients. Psychiatric disorders were 

diagnosed in 19(70.4%) subjects; most commonly depressive disorders (55.5%) 

personality disorders were present in 29.6% of subjects. Co-morbidity of 

psychiatric disorders was found in a third of subjects. 

 
 A study was conducted by Kelly and Mann85 to validate the DSM – III – R 

diagnosis by psychological autopsy at Pittsburg. The structured clinical interview 

for DSM-III-R disorders (SCID – P) and the structured clinical interview for DSM-

III-R personality disorders (SCID – II) were used to make independent post-

mortem diagnosis. Comparison of research diagnoses with clinician ante-mortem 

diagnoses generated kappa coefficients of 0.85 for Axis 1 diagnosis and 0.65 for 

Axis II conditions.  
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 Gupta et al86 conducted a study to explore the factors associated with 

suicide attempts among patients with schizophrenia of 336 patients with a DSM-

III-R diagnosis of schizophrenia or schizoaffective disorder, 98 patients (29.2%) 

had made one or more suicide attempts.  

 
2.1.2.10. Conclusion  
 
 Psychological autopsy has recently become a key investigative device in 

studying death by suicide. Researchers have become aware of its value in 

identifying possible risk factors and warning signs. 

 
2.1.3. QUALITATIVE METHODS 
 
 Qualitative research involves an emergent design-a design that emerges 

in the field as the study unfolds. Qualitative research collects their data in real 

world, naturalistic settings. 

 
 People attempt and commit suicide for a variety of reasons and in diverse 

social and personal circumstances. Case histories of people who take their own 

lives suggest that suicide is a complex process. Reports from India have 

suggested that the presence of chronic stressors and precipitating life events 

rather than mental disorders as major risk factors for suicide. Qualitative research 

can provide data that is emic in perspective because they allow individuals to 

respond in their own categorizations and perceived associations87. Qualitative 

research can be used to explore in detail people’s attitudes, perceptions, and 

experiences examining ‘not only what people think but how they think and why 

they think that way’. 
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 Qualitative Research allows the subjects being studied to give much 

‘richer’ answers to questions put to them by the researcher, and may give 

valuable insights which might have been missed by any other method. Not only 

does it provide valuable information to certain research questions in its own right 

but there is a strong case for using it to complement quantitative research 

methods. For example, if the area of interest has not been previously investigated 

then qualitative research may be a vital forerunner to conducting any quantitative 

research; for example, it’s impossible to carry out a meaningful structured 

questionnaire survey on patient satisfaction with a service, if the important issues 

to the patients surrounding the provision of that service are not known. At the 

other extreme qualitative research may also help you to understand the findings 

of quantitative research. For example, it is very easy to discover that some 

patients fail to keep appointments at outpatient clinics, but uncovering the 

reasons for this can be more difficult and conventional surveys may miss some of 

the important factors.  

 
 There are three main methods for collecting data in qualitative research. 

The resulting data is usually transcribed then analysed using one of a variety of 

techniques for analysis (development and interpretation on key themes for 

example). The three main methods of data collection are:  

 
2.1.3.1. Focus groups         
 
 Focus groups are a form of group interviews. They are conducted to obtain 

detailed information about a particular topic or issue. Focus groups were 

originally called as focus interviews and were developed after World War II to 

evaluate the audience responses to radio programmes. They were found to be 
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useful, simple and a convenient way to collect information from several people 

simultaneously. Focus groups are useful in exploring people's knowledge and 

experiences. They can be employed to examine what people think, how they 

think and the reasons behind their thinking. They have become a popular method 

in assessing patients' beliefs and attitudes about health and illness and are 

commonly employed in health service research. 

 
 The rationale behind the method is that the group process can reach and 

clarify areas which are not usually accessible in individual interviews. It allows 

participants to explore issues in their own language and vocabulary, generating 

and exploring issues and themes which are important to them. Different forms of 

communication can be employed: anecdotes, news, jokes, arguments, etc. 

Different attitudes, which are not often elicited by direct questioning, can be 

picked up through such groups. Focus groups are particularly useful in eliciting 

information from people who cannot read or write and from people who are 

intimidated by formal interview and data collection techniques88. 

 
2.1.3.2. Direct Observation  
 
 Data can be collected by an external observer, referred to as a non-

participant observer. Or the data can be collected by a participant observer, who 

can be a member of staff undertaking usual duties while observing the processes 

of care. In this type of study the researcher aims to become immersed in or 

become part of the population being studied, so that they can develop a detailed 

understanding of the values and beliefs held by members of the population.  
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2.1.3.3. In-depth Interviews 
 
 Interviews use the sample principle as a focus group, but subjects are 

interviewed individually, ideally in the patient’s own home. Interviews in 

qualitative research are usually wide ranging probing issues in detail. They 

seldom involve asking a set of predetermined questions, as would be the case in 

quantitative surveys. Instead they encourage subjects to express their views at 

length. One particularly useful technique is the critical incident study, in which 

subjects are asked to comment on real events rather than giving generalizations. 

This can reveal more about beliefs and attitudes and behaviour. The researcher 

may be able to obtain more detailed information for each subject, but loses the 

richness that can arise in a group in which people debate issues and exchange 

views.  

 
2.1.3.4. Studies on suicide using qualitative methods 
 
 Per Lindquist, Lars Johansson and Urban Karlsson89 carried out a 

qualitative study of the psychosocial consequences for the surviving family 

members in a teenage suicide. The open interviews took place 15 to 25 months 

after the suicide. At the time of the interview, the families were still struggling with 

explaining why the suicide occurred. The bereaved family members were still 

profoundly affected by the loss, but all had returned to normal list. The post 

suicide support was insufficient especially for younger siblings in these families.   

 
 A qualitative study was conducted by owners, Lambert, Donoran and 

Lyoyd90 to explore how the distressed individuals made decision to seek or not to 

seek help from a medical practitioner in the period leading up to suicide. Semi 

structured interviews were conducted with close relatives or friends of suicide 
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victims. Sixty – six interviews were transcribed verbatim and analyzed using a 

thematic approach. The results of the study emphasizes that greater attention 

needs to given to the potential role of lay networks in managing psychological 

distress and preventing suicide.  

 
 Coggan, Patterson and Fill91 investigated the use of youth focus groups to 

understand better and prevent youth suicides based on findings from a New 

Zealand study of 140 focus group participants aged 16-24. The participants 

identified three warning signs in potential suicide victims: personality changes, 

risk-taking behaviour and unusual actions. They felt that suicidal young people 

would avoid accessing services and either cope alone or seek a friends help. 

Supportive families, crisis organizations and professional counselors were also 

important but health professionals were not seen as a useful resource. Strategies 

based on education, information and health sector were acknowledged but lack 

of information about such services was a major barrier.  

 
 Another study was conducted by Lin Yi Ping et al92 to investigate 

teenager’s perspectives pertaining to suicide in Taiwan. A focus group discussion 

was conducted in junior high schools. A total of 62 students in Taipei were 

divided into nine discussion groups. Analysis of the qualitative data collected in 

this study indicated that teenagers considered perceived stress and some 

psychiatric symptoms as the major determinants of suicide. The stress coping 

strategies cited by the students included shopping, watching TV, playing video 

games and behaving aggressively. The authors have recommended that for 

prevention of suicides among school children, the school based programme 

should emphasize the development of students’ problem solving and stress 
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coping skills, and also over reporting of suicide in TV drama and movie should be 

prohibited.  

 
2.1.4. EDUCATIONAL INTERVENTION  FOR SUICIDE PREVENTION       
 
 Structured teaching programmes have been used for a variety of 

educational and psychosocial goals. Structured teaching is an approach based 

on the TEACCH model. It is an approach which utilizes a structured environment 

and consistency. All of the components provided through a structured teaching 

approach to enable students to be independent and successful in their 

educational programme.   

 
 Samuelssom & Asberg studied the attitudes of psychiatric nursing 

personnel towards patients who had attempted suicide before and after a training 

programme in suicide prevention93. The changes were measured by a newly 

constructed scale, the understanding of suicide attempt patients scale (USP-

scale), and responses to three brief clinical vignettes. General understanding and 

willingness to nurse increased significantly and the suicide risk of patients 

described in case vignettes was estimated more accurately after the program. 

The results suggest that it may be possible to enhance attitudes to attempted 

suicide patients among psychiatric nursing personnel.  

 
 Thorbjorg et al conducted a study to improve suicide prevention skills 

among medical students through a workshop on applied suicide intervention skills 

training94.  By the end of the workshop, students reported more professional 

confidence and better skills in suicide intervention. Other workers have examined 

the effectiveness of a school-based psycho-educational program for suicide 

prevention among adolescents95. A positive effect on knowledge was identified. 
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The findings from this study suggest that psycho-educational programs in schools 

may influence knowledge about suicide and attitudes towards suicidal persons. 

 
 Suicide is a leading cause of death for children and youth in the United 

States. A study was conducted by Aseltine et al96 to examine the effectiveness of 

the Signs of Suicide (SOS) prevention program in reducing suicidal behaviour. 

4133 students from 9 high schools were randomly assigned to intervention and 

control groups during the 2001-02 and 2002-03 school years. Self administered 

questionnaire were completed by students in both the groups approximately 3 

months after the implementation of the programme. The results of the study 

were, there were significantly lower rates of suicide attempts and greater 

knowledge and more adaptive attitudes about depression and suicide observed 

among students in the intervention group.  

 
 Providing care for patients with suicidal ideation or after suicidal acts in the 

community and hospital poses particular challenges for nurses. Education 

programme may help the nurses acquired appropriate attitude knowledge and 

competence in suicide prevention and intervention.       

 
 A study was conducted by Chan, Chain & Tso97 in China to evaluate the 

effect of an education programme on nurse’s knowledge, attitude and 

competence on suicide prevention and management for patients with suicide 

attempt or ideation and their family members. Fifty four registered general nurses 

from two general hospitals completed the 18 hour educations programme on 

suicide prevention and management. The study findings suggested that the 

education intervention had benefited the participated by improving their attitude, 

confidence and professional skills in responding to patients with suicidal intent.  
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 Training for health workers has been widely advocated as a key route to 

suicide prevention. A study was conducted to evaluate the STORM (Skills 

Training On Risk Management) skills training for managing people at risk of 

suicide by Gask et al98 in the North West of England. The training was delivered 

during 6 month period to the health workers. Quantitative evaluation was done to 

assess the change in attitudes, confidence, acquisition of skills and satisfaction 

using a pretest / post test design, with participants acting as their own controls. 

The study results showed a positive change in attitudes and confidence. The 

study concluded that STORM training for the assessment and management of 

suicide risk in feasible and acceptable in mental health trusts.  

 
 Prevention of suicide has to be planned according to programme 

evaluation, risk and protective factors, type of intervention, level of intervention. 

Since suicide is affected by socio cultural factors there is no safe indication that 

what has worked somewhere will work elsewhere. To acquire any public health 

importance suicide prevention programme must clearly spell out their objectives 

and targets99. 

 
 Reid et al100 conducted a study on the role of the nurse in providing 

therapeutic care for the suicidal patients in Northern Ireland, psychiatric training 

hospital. In this study, the nurses perceived that the implementation of special 

supervision is the most effective preventive method in the nursing care of suicidal 

patients. The results demonstrate that there is a need for special supervision as a 

preventive method when caring for the suicidal patient and interpersonal and 

counseling skills need to be developed for effective therapeutic intervention and 

empathetic nursing care.  
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 Ramberg and Wasserman101 conducted a study to promote 

implementation of suicide-preventive activities, the Swedish National Centre for 

Suicide Research and Prevention of Mental ill - Health (NASP) introduced a 200-

hour academic, postgraduate educational programme (based on the training -of –

trainers model) in suicide prevention. This programme was provided at 

Karolinska Institute, Stockholm, for key persons in psychiatric care. Twenty – 

nine key persons from 11 psychiatric intervention clinics in Stockholm Country 

attended the first course. In all but one of the 10 clinics assessed by means of 

semi-structured interviews suicide – preventive activities had been implemented 

as a result of the NASP course. Activities varied in scope, but the key persons 

seemed to have succeeded in pinpointing the key elements in suicide prevention 

– the need for specific knowledge about the suicidal process and for well-defined 

suicide-preventive routines. 

 
2.1.5. GOALS AND PROGRAMMES OF A NATIONAL STRATEGY FOR 

 SUICIDE PREVENTION        

 
 The high suicide rates reported in India suggest the need for a national 

strategy for suicide prevention that is comprehensive in its approach and 

encompasses the promotion, coordination and support of activities that will be 

implemented across the country at national, regional and community levels. 

Developing a national strategy provides an opportunity to enlist support across a 

wide spectrum of disciplines and institutions, as well as to bring together many 

sectors of society – government, public health, education, religion, non-

governmental organizations (NGOs), advocacy groups and the private sector15.   
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The organizational and policy challenges would include:  
 

1. Establishing national and regional coordination organizations that monitor 

suicide trends, study risk factors, coordinate resources, suggest policy and 

interventions to reduce suicide, as well as evaluate programmes.  

2. Establishing a national conceptual framework to understand suicide and its 

prevention employing a multidisciplinary approach, which also examines 

the cultural context, and social and legal issues. 

3. A review of existing knowledge of suicidal behaviour in Indian society 

related to definition, rates, methods employed, available services and 

cultural attitudes.  

4. Establishing a national data collection system for information related to 

suicide and attempted suicide.  

5. Developing training programmes and providing information kits for 

professionals who are in contact with people at high risk.  

6. Mapping the existing resources within communities and developing 

mechanisms to improve access to counseling and treatment facilities for 

those at risk, those who have attempted suicide and to the families of 

suicide victims. 

7. Lobbying, petitioning and influencing government policy on issues related 

to suicide. 

8. Developing tools for the evaluation of specific programmes and 

interventions.  

9. Planning strategies to generate financial and other resources by involving 

the government and NGOs, public and private partnerships, academic, 

service providers and user groups.  
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 The interdisciplinary field of prevention science has the Universal, 

Selective and Indicated (USI) prevention model10 which focuses attention on 

defined populations – the general population, specific at – risk groups and 

individuals at high risk for suicide. Strategies that need to be considered and 

adopted to the local context include community interventions, interventions at the 

levels of institutions and organizations, and interventions at the individual level. 

These are briefly mentioned.15 

 

2.1.5.1. Community Interventions   
 
Increasing public awareness: The high suicide rates, the common warning 

signals and the help available need to be highlighted by the mass media. It will 

not only help people in distress but will sensitize the community, the medical 

profession, NGOs and even big businesses.  

 
Campaign to reduce stigma: Combating stigma102 and demystifying mental illness 

and suicide and their treatment will help in seeking early psychiatric intervention 

and in retaining people with serious mental illness in treatment programmes.  

 
Guidelines for the mass media: Guidelines for reporting suicide in the news 

media and of suicide portrayal in the entertainment media will be an important 

area of concern. Such a strategy has been shown to be successful in Chennai 

where the reduction of sensational and detailed reporting in the media of suicides 

by students following failure in the examinations had an impact on the suicide 

rate in this group103. 
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Regulating formulations, packaging and sale or pesticides: Organophosphorus 

pesticides are commonly employed to commit suicide in India. The regulation of 

the sale of such pesticides, banning the more lethal compounds and introducing 

formulations that are less toxic will help in reducing fatalities after impulsive 

suicidal attempts104. 

 
Regulation of over-the-counter medication : The restriction of pack sizes for 

certain commonly employed over – the – counter medications, as attempted in 

the UK105 may prove useful.  

 
Gender – related legislation and action: Developing policies for gender justice in 

society with a specific focus on young women would be crucial in redressing 

problems and may prove beneficial in the long term.     

 
Legal issues related to suicide attempts: Suicidal behaviour is not detailed under 

the Mental Health Act, 1987106, although such behaviour is common among 

people with mental illness. Attempted suicide is an offence under Section 309 of 

the Indian Penal Code (IPC) with simple imprisonment for a term which may 

extend to 1 year and / or payment of a fine. The majority of people who attempt 

suicide will be prosecuted if the law is strictly applied. Decriminalizing suicidal 

behaviour and providing medical and social support to such people will go a long 

way in helping them return to normal lives.  

 
2.1.5.2. Interventions at institutional and organizational levels   
 
Establishing sentinel centres and developing an information system: The 

problems in accurate documentation of rates mandate the need to set up sentinel 

surveillance centres across the country to study and monitor suicide.6, 11,12,16 
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These centres should also study the risk factors and develop innovative 

strategies for monitoring and intervention.  

 
Training of personnel working in high risk setting : Training gatekeepers (e.g. 

teachers, primary care physicians, medical nursing personnel in the emergency 

and casualty departments, staff of correctional facilities, traditional healers, 

priests, etc.) to recognize the early warning signs of suicide and in its 

management will help in prevention.  

 
Establishing crisis intervention and counseling centres and telephone hotlines: 

Many Indian cities have suicide prevention and crisis intervention centres and 

telephone hotlines run by organizations affiliated to Befrienders International / 

Samaritans107. Counselling centres will also need to be set up in rural areas.  

 
Increase in specific clinical training programmes for lay counselors: The 

magnitude of the task of preventing suicide in India suggests the need to train lay 

counselors in the science and art of suicide prevention.  

 
Redesigning the curriculum for medical and nursing personnel: The limited 

psychiatric training currently available for medical and nursing students in India 

needs to be expanded by redesigning the curriculum so that issues relevant to 

primary care are highlighted108.  

 
Intervention programmes for high schools: Failure in high school examinations is 

a common reason for suicide among young people in India. Training teachers as 

gatekeepers and the use of innovative methods of examination regulations as in 

Tamil Nadu, allowing students who have failed in a single subject to reappear for 

the examination within a month, have helped103. 
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2.1.5.3 Interventions at the individual level  
 
 Suicide prevention programmes will have to strengthen interventions 

aimed at people with a high risk for suicide and those who present with early 

warning signs. While many people will benefit from counseling, those with mental 

illness will require a combination of psychotropic medication and psychotherapy 

to maximize benefit.10,109 Antidepressants, lithium and clozapine, which are 

helpful in reducing suicide10,109 are routinely employed in patients with mental 

illness in India. Similarly, psychological techniques using problem – solving, 

cognitive and supportive therapy are also available in crisis. However, the 

relatively small number of mental health professionals in relation to the population 

makes care relatively inaccessible. The need for increased human resources will 

have to be met. 

 
2.1.5.4. World Suicide Prevention Day     
 
 World suicide prevention day is hosted by the International Association for 

Suicide Prevention (IASP) in collaboration with the World Heath Organization. It 

is remembered every year on 10th of September. The IASP was founded in 

Vienna in 1960 and has the following objectives: (i) To raise awareness of the 

problem of suicide and suicidal beahviour at a global level, (ii) To provide a 

common platform for all representatives of many professions who are engaged in 

the field of suicide prevention and crisis intervention, (iii) To bring together the 

available knowledge and expertise for effective action, (iv) To encourage the 

interchange of acquired experience in various countries and regions, (v) To 

promote the establishment of national organizations for suicide prevention, (vi) To 

facilitate the wider dissemination of the fundamentals of effective suicide 

prevention to professional groups and to the general public, (vii) To arrange for 
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specialized training of selected persons in the area of suicide prevention in 

selected training centres and (viii) To carry out programs of research, especially 

those which can be pursued through international joint cooperation.  
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2.2. CONCEPTUAL FRAME WORK 
 

 The conceptual framework of the present study is based on the Neuman’s 

Model. The model was published in 1972 as “A model for teaching total person 

approach to patient problems” in nursing research110. The most recent 

refinement, along with numerous examples for application to curriculum, nursing 

practice and administration in her 1989 publication, the Neuman systems 

model111. The systems model is comprehensive and dynamic. The model is a 

multi dimensional view of individuals, groups, families and communities who are 

in constant interaction with environmental stressors. Essentially the model 

focuses on client’s reaction to stress and the factors of reconstitution or adaption. 

This model can control variables that affect nursing care. The model can improve 

the client’s performance or pattern of behaviour change, or specific improvement 

in the self care skills. Since nursing is increasingly focusing on primary 

prevention, Neuman sets forth a description of how primary prevention variables 

interface with those of secondary and tertiary prevention112.    

 
 Neuman’s framework is basically an open systems model with the major 

components of stressors, reaction to stressors and the person (client system, 

which can be an individual person, family, other group or community) interacting 

with the environment. The person is represented by a series of concentric circles 

in Neuman’s diagram. They represent the lines of resistance, the internal factors 

defending against stressors. The normal line of defense is essentially what the 

person becomes over a life time and it is composed of physiological, 

psychological, socio cultural, developmental and spiritual skills that the system 

uses to deal with stressors. The flexible line of defense (outer broken line) is 
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“accordion like” in nature and acts as a buffer to the normal line of defense when 

the environment is actively stressful.  

 
Stressors     

 More than one stressor can occur at a time, which can be extra personal, 

interpersonal and intrapersonal. Extra personal are forces that occur outside the 

system (eg) unemployment (outside force) influenced by peer acceptability 

(socio-cultural force) personal feelings about present and past employment 

(psychological), ability to perform the job (biological – developmental – 

psychological). 

 Interpersonal stressors are forces occurring between one or more 

individuals (eg) parent – child role expectations forces between individuals that 

are influenced by child rearing practices (socio-cultural) age and development of 

both child and parents (biological and developmental) and feelings about the role 

(psychological). 

 
 Intra personal stressors are forces that occur within the individual (eg) 

anger, an internal force within the individual whose expression is influenced by 

age (developmental) peer group acceptability (socio-cultural), physical abilities 

(biological) and past experiences coping with anger (psychological).  

 
 Other important factors to be noted are number and strength of the 

stressors, the length of encounter with them, their specific means to this system. 

Impact and meaning of stressors and knowledge of past coping skills are 

important for adequate nursing intervention.  
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Reactions    

 The reactions are presented at three levels.  

 Primary prevention: It begins at any point at which a stressor is either 

suspected or identified. If the reaction has not occurred, the intervention would 

enter at the primary level. The goal of primary intervention is to prevent the 

stressor from penetrating the normal line of defense or lessen the degree of 

reaction by reducing the possibility of encounter with stressors by strengthening 

the line of defense.  

 
 Secondary Prevention: If primary prevention is not possible and reaction 

has occurred, intervention would begin at the level of secondary prevention. It 

deals mainly with early case finding, early treatment of symptoms and attempts to 

strengthen the internal lines of resistance to reduce reaction. Nursing intervention 

at this level can begin at any point where stress reaction is recognized. It may 

progress beyond or below the usual level of wellness or line of defense.  

  
 Tertiary prevention: It is the intervention that follows the active treatment 

plan when reconstitution or some reasonable degree of stabilization has 

occurred. The goal of the tertiary phase is to maintain the adaptation by 

strengthening the lines of resistance, thus preventing future occurrences. The 

goal is primarily accomplished by the use of re-educative measures and by 

optimum use of the system’s total resources, including the internal and external 

environments.    

 
 The Neuman model views a person as whole. The concept of the 

wholeness helps a person to handle the stressors. The individual is in constant 

interaction with their environment. The environment is an internal and external 
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forces surrounding humans at any series point in time. The next concept, 

wellness is a dynamic composite of physical, psychological, socio cultural, 

developmental and spiritual balance that is flexible and retains the mental health 

of a person. The concept of nursing is concerned with all the variables affecting 

human response to stressors, with a primary concern for the total person.  

 
 In the context of the present study this model is used. It determines and 

streamlines the process of suicidal effect on the individual. The individual’s basic 

structure is determined by one’s own weaknesses, ego structure, coping 

strategies and adaptation techniques which are adapted by the individual. 

 
 Regarding stressor, more than one stressor can occur simultaneously, 

same stressor can vary as to impact a reaction. The normal defense lines vary 

with age and development. The stressors may be intra – arising from within the 

person, they can be extra-outside the person or it can be combination of both. 

Parental pathology of suicidal behaviours, family history of suicide, marital 

discord and parent child relationship play a major role in determining suicidal 

tendencies in an individual.  

 
 These stressors can affect his / her adaptive behaviour. If the individual 

tries to develop coping skills with self motivation or with help offered from outside 

he or she in less likely to suffer. It is also important for his / her to get into 

diversional activities which will streamline the life pattern. Interpersonal skill 

development is very essential for better life. Use of social support network and 

conscious efforts of having a decision against suicide help an individual to adapt 

to a happier and healthier life style.  
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 The constant psychosocial stressors which predispose an individual to 

suicidal tendencies can be separation, being widowed, lack of close friends 

during past 6 months, living alone, lack of religious faith, break in steady 

relationship, chronic pain due to physiological or pathological disturbances, and 

mental ill health. A person indulges in suicidal thoughts and develops suicidal 

tendencies when the variables are non removable. It also depends on factors like 

age, gender, educational status, socio economic status and family income.  

 
 As health professional, the nurses can help an individual who is at risk of 

suicide, by understanding the severity of stressor, personality, previous coping 

styles of the person, social support system, and modes of suicide.       

 
The three levels of prevention in the study are 

 Primary prevention includes risk recognition and assessment, early 

identification of stressor, being aware of the community resources, structured 

education on suicide risk prevention, having a good family support and promoting 

mental health and well being of individuals. Secondary preventions include 

activities like early case finding / screening, counseling and crisis intervention. 

Counseling plays a major role is restoring the individual with suicidal tendencies 

to return back to normal life. Tertiary prevention includes helping an individual to 

maintain a stable state of mind, counseling, readaptation and re-education, 

alleviating mental illness and controlling the means of suicide.     
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  Basic 

Structure 
Energy 

Resources 

Primary Prevention  
(Strengthen flexible line of 

defense) 

• Risk recognition and 
assessment  

• Early identification of 
stressor 

• Strengthen family 
support system  

• Awareness of 
community resources  

• Structured education  
on suicide risk 
identifying factors 

• Promoting mental 
heath and well being  

 

 
Secondary Prevention  
• Early care finding / 

screening and 
intervention  

• Counselling  
• Crisis intervention  

Tertiary Prevention  
(After individual is 
identified with suicidal risk) 
 
• Maintenance of stable 

state of mind 
• Individual / family 

counseling  
• Re-adaptation / Re-

education  
• Controlling the means 

of suicide 
• Alleviating mental ill 

health  
 

Stressors  
• Separated 
• Widowed 
• Lack of close friends 
• Chronic pain  
• Living alone  
• Break in steady relationship  
• Psychiatric illness 
• Use of psychoactive substances  
 

Reaction  
• Variables influencing –  Age, Gender, 

Education, Occupation, Marital status, Socio  
economic status, family history   

• Severity of stressor  
• Time of encounter with stressor  
• Personality / Previous coping styles  
• Modes of suicide  
• Family reaction  
• Social support  
• Crisis  

Intervention 
• can be initiated before and after suicidal 

ideation 
• Networking with other resources in 

community 
• Suicide contract, referral to appropriate 

resources 

Basic structure  
 
• One’s own 

weaknesses,  

• Ego structure  

• Coping strategies  

• Adaptation techniques   

 

Stressors 

• More than one stressor 

can occur simultaneously 

• Same stressors can vary 

as to impact a reaction  

• Normal defense lines 

vary with age and 

development    

Reconstitution 
(can begin at any degree or level of 

reaction) 

• Development of positive coping 
skills  

• Interpersonal skills development  
• Use of social support network  
• Decision against suicide  
 

• Intra  
• Inter         Personal factors  

• Extra  

• Intra  
• Inter          Personal factors  
• Extra  

• Intra  
• Inter          Personal factors  
• Extra  

FIGURE 1. CONCEPTUAL FRAME WORK BASED ON NEUMAN’S MODEL (1989) 
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CHAPTER 3 

METHODOLOGY 
 

 This chapter describes the methodology adopted by the investigator to find 

the answers for the research questions.  

 
 3.1. A qualitative study to explore the perceptions regarding suicide.  

 3.2. A community based case control study to evaluate the risk factors for  

 suicide.  

 3.3 A controlled trial to assess the effectiveness of a structured teaching 

 programme regarding suicide for school children.  

 
3.1. A Qualitative study to explore the perceptions regarding suicide  
 
 This study aimed to gain insight into the socio-contextual model for suicide 

in order to understand the complex social and cultural factors that modulate the 

risk related to suicide in the local community.  

 
3.1.1 Research Design     
 
 A focus group based qualitative study design was used to obtain an insight 

into people’s thoughts on suicide including perceptions, causes, methods of 

committing suicide, impact of suicide and availability of support services and 

policies regarding suicide prevention.  

  
3.1.2 Setting of the Study  
 
 Tamil Nadu is one of the most industrialized and one of the most populous 

states in the country and has better education, health and development indices 

than most other Indian states. The primary language of the population is Tamil. 
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About 73.5% of the general populations are literate compared to 65% for India. 

The health indices of the state are also better than for the rest of the country. 

 
 Vellore district, with an area of about 4314.29 km2, is situated in the north 

central part of Tamil Nadu. It is divided into 12 administrative blocks. 

Kaniyambadi Block is one of the developmental blocks in Vellore district.  This 

region is a geographically defined area of 127.4 km with a population of 1,06,000. 

The community program operates in all 85 villages in the area. 

 
 The Department of Community Health, Christian Medical College, Vellore, 

has been working in Kaniyambadi Block for the past 50 years113. The program 

has four major components: Health care, Animal Husbandry and Agriculture, 

Adult and Non- formal education and Community Development. It also has a 

mental health initiative, in collaboration with the Department of Psychiatry, 

Christian Medical College, Vellore, which consists of liaison clinics and training 

programs for doctors, nurses and community health workers in the diagnosis and 

treatment of common mental disorders. 

 
 The community health program enumerated the whole population living in 

the Block in 1994 as part of a census. The community health worker, who lives in 

the village, and the health aid provide monthly mortality data, birth and death 

statistics. The health worker, being part of the community, has access to detailed 

information on the circumstances of death. The program has been using verbal 

autopsies to establish the cause of death for the past 20 years. The data is 

computerized and is updated every month114. 
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3.1.3 Population  
 
 The general population of Kaniyambadi block and health workers working 

in the block employed by the Department of Community Health, Christian Medical 

College, Vellore. 

 
3.1.4 Instruments  
 
 The focus group discussion guide was developed based on the findings of 

previous studies 9,11,12,16. The key themes of focus discussions were awareness 

of suicide, methods employed, causes, impact on family and community support. 

The following questions were employed: Have you heard about people 

committing suicide in the area? What are the methods employed to commit 

suicide? What are the likely situations and causes for suicide? What is the impact 

of suicide on the family? What sort of support can the community provide? The 

items also dealt with awareness and stigma related to suicide and to mental 

illness. 

 
3.1.5 Data Collection  
 
 Over a three-month period the participants were recruited from the local area 

by a combination of tentative lists and snow balling technique. Participants were 

selected on the basis of their roles as gatekeepers (health workers), and members 

of the public. These members were selected according to gender, age and place of 

residence in the catchment area. 7 focus group discussions, one focus group with 

community health care workers, and 6 with members of the general public, were 

conducted. FGDs were held in a variety of settings at the base hospital, and in the 

community.  
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 Each discussion group was moderated by the same two researchers, who 

ensured that each item on the agenda was fully discussed and that all 

respondents had sufficient opportunity to air their views. The aim of the study and 

implications of participation were explained to the group at the outset. 

Discussions lasted for about 45 to 60 minutes, with an additional 15 minutes for 

informal conversation. At the end of the session, the participants were provided 

with information regarding support services available for suicide prevention.  

 
 The FGDs were conducted in Tamil. One researcher facilitated the group 

while the other recorded the proceedings, noting key themes and monitoring 

verbal and non-verbal interactions.  Every session was audio-taped, with the 

consent of each participant, and transcribed verbatim. These were in Tamil and 

were translated into English by the researchers prior to coding. Demographic 

characteristics like age, sex and marital status were collected from the 

participants.  

 
3.1.6 Analysis   
 
 A framework approach was used for data collection and analysis115, 116. 

The analysis was designed so that it could be viewed and assessed by people 

other than the primary analyst. Notes and open codes were generated and 

organized manually, and similar codes were grouped into categories by two 

researchers independently. A multi disciplinary team (1 trained psychiatrist, 2 

nurses, 1 social worker and the researchers) discussed these ‘higher codes’ that 

emerged from the data, including perceptions, causes, impact, support and the 

role of the government in preventing suicide. The team read the transcripts and 

notes several times and reached consensus regarding the categories and ‘higher 
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codes’. Any disagreements were discussed regularly in the team to reach 

consensus regarding coding. Finally, sections with similar coding were grouped 

according to the pre-determined themes and pasted onto sheets. Though rigor 

was not enhanced by multiple coding, the analysis was improved by constant 

comparison with the transcripts as advocated by Glasser and Strauss117. The 

team identified and discussed a hierarchical scheme of specific themes, issues, 

and problems that emerged from the data. 

 
3.2. A community based case control study to evaluate the risk factors for 

suicide 

3.2.1 Research Design  

 A community based case control study was employed. The controls were 

matched for age, gender and street of residence. Pair matched case-control 

studies are known to yield consistent estimates of the population odds ratio for 

risk factors.   

  
3.2.2 Setting of the study   

 Kaniyambadi Block of Vellore district, which is under the surveillance of 

the Department of Community Health, Christian Medical College, Vellore 

(described above).  

 
3.2.3 Surveillance system 

 The Department of Community Health has a four tier monitoring with 

designated health teams consisting of community health worker, health aide, 

public health nurse and physician. The community health workers, who live in the 

village provide the birth and death statistics and are supervised by the health 
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aide, public health nurse and physician. The data is computerized and is updated 

every month 114. 

3.2.4 Population 

 All deaths are investigated using a verbal autopsy procedure described 9. 

The community health worker (who lives in the village), the health aide, the public 

health nurse and the doctor in charge of the village evaluate the details and 

circumstances of all deaths. Information is obtained from relatives of the 

deceased, the neighbours, traditional healers, village leaders and from health 

records and a consensus decision on the cause of death is reached. Independent 

interviewers have examined suicides as reported by such verbal autopsies on a 

regular basis and have concluded that the system does not over-report suicide.  

 
3.2.5 Sample Size 
 
 An available review of psychological autopsy in suicide has established 

the proportion of psychiatric morbidity among the controls as 27%118. The 

estimated sample size with an anticipated odds ratio of 2.5, 80% power and 5% 

alpha error, was 82 matched case control pairs for a two-sided test. A large 

population based study has reported that 50.5% controls experienced more than 

one life events35. Again the sample size was estimated, with an anticipated odds 

ratio of 2.5, 80% power and 5% alpha error, as 81 matched case control pairs for 

two a two-sided test. Hence, it was decided to recruit 100 suicides and 100 

matched controls for this study.  

 
3.2.6 Sample Selection  

 All consecutive suicides were recruited during the study period. The 

controls were pair matched to suicides by age (± two years), gender and 
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neighbourhood. The neighbourhood controls were identified among those living in 

the same street.  

 
3.2.7 Psychological autopsy/interview  
 
 The semi-structured interview employed by Foster et al119 (Appendix-II) 

which was developed from the questionnaire used by Barrclough et al67 was 

modified to suit the local culture and social situation. The interview included the 

Structured Clinical Interview for DSM (SCID – III) 120(Appendix-III). Potential 

areas which were investigated included: details of death (including 

circumstances, access to method, premeditation), family background (including 

family history of psychiatric disorder and suicidal behavior), childhood, 

adolescence, education; relationships (partner, family friends); social support and 

isolation; housing; legal problems, occupation and employment; physical health; 

psychiatric disorder; exposure to suicidal behavior, religious commitment; life 

events; contact with clinical services and other helping agencies including 

traditional healers; and relatives response to death.  

 
 Controls matched to age, gender and residence (same village, preferably 

same street) were also assessed using the same instruments. Informed consent 

was obtained. The recent recommendations to improve the psychological 

autopsy procedures were incorporated into the design.  

 
3.2.8 Translation of the Instrument  
 
 Two different bilingual experts translated the instruments from English to 

Tamil. The instruments were back translated and a consensus version was 

reached.  
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3.2.9 Pilot study  
 
 A pilot study among first-degree relatives of suicide victims and among 

living controls was carried out. The study was found to be feasible.    

 
3.2.10 Data Collection   
 
 The investigator established working relationships with village leaders, 

traditional health practitioners, and the staff of the CHAD program in order to 

convince them that the interests of the participants would be protected. The 

investigator and the community health worker contacted the close relative (first 

degree relative) of the deceased 2 months after the death. The details of the 

study were explained and informed consent was obtained from a first degree 

relative of the deceased. Interviews were conducted at home. The interview was 

spread over multiple sessions. The subjects were allowed to withdraw at any time 

from the interview and no coercion of any sort was used to recruit subjects. The 

relatives’ views were respected and their distress was managed during the 

interview; they were encouraged to contact their physician if the distress was 

severe and disabling. The assessments had brief screening sections to reduce 

the length of interview. The diagnosis was based on the subject’s behavior and 

manner than on subjective symptoms. Efforts were made to identify psychosocial 

problems before death and to judge the magnitude of their contribution to suicide. 

More than one informant was interviewed to overcome recall bias. Information 

from different sources was assimilated and a consensus rating for diagnosis was 

made.  

 
 The psychological autopsy interview was a semi-structured schedule 

similar to earlier psychological autopsy studies67,118. It was modified to suit the 
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local cultural and social needs. We ascertained the psychiatric morbidity by the 

Structured Clinical Interview for DSM III-R (SCID)120 and employed its algorithms 

for diagnosis. We also recorded the socio demographic characteristics in a 

structured proforma. All psychological autopsies were discussed with a 

consultant psychiatrist. Similar procedures with the same instruments for the 

matched neighbourhood controls were followed. 

 
3.2.11. Data Analysis    
 
 The data was computerized. Checks for quality of data were built into the 

system. The occurrence of risk factors (socio-demographic, clinical and other 

known associations) among cases and controls were compared using standard 

univariate and multivariate statistics. Mean standard deviation and range was 

employed to describe continuous variables, while frequency distributions were 

obtained for categorical variables. Fisher’s test was used to assess the 

significance of associations for categorical data. Student t-test was used to test 

the association for continuous variables. Multivariate analysis was also done to 

exclude confounding. Logistic regression was employed for categorical variables. 

Odds ratios and confidence intervals were calculated. The data were analyzed 

using the software package SPSS 16.0. 

 
3.3. A controlled trial to assess the effectiveness of the structured teaching 

effectiveness of the structured teaching programme regarding suicide for 

school children.  

 In order to develop a nursing intervention to control suicide a structured 

teaching module was developed and tested for school children.  
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3.3.1 Research Design  
 
 An experimental study design was used. Randomized control experiment 

is the most powerful research design available for testing hypotheses of cause-

effect relationship between variables and groups. This design was selected for 

this study since it gives the highest quality of evidences regarding the effect of 

specific nursing interventions. The greatest strength of this design lies in the 

confidence with which the causal relationships can be inferred because of its 

special properties which includes manipulation, control and randomization.  

 
 In this study, one of the two schools was randomly assigned to receive 

education while the other served as the control. Randomization ensured that the 

investigator had no control over allocation of study subjects to either the control 

or experimental group. The structured teaching on suicide is an intervention used 

to instruct the experimental group study subjects.  

 
3.3.2 Setting of the study   
 
 Two schools (Government Higher Secondary School, Kaniyambadi and 

Government Higher Secondary School, Kilminnel) at Kaniyambadi Block of 

Vellore district. 

 
3.3.3 Sample  

 Eleventh standard students belonging to one class from the Government 

Higher Secondary School, Kaniyambadi and the Government Higher Secondary 

School, Kilminnel. 

 
3.3.4 Sample size  

 Forty-three school children from the Government Higher Secondary 

School, Kaniyambadi were selected as the experimental group (Intervention 
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group) and 40 children who belong to the same class and same age group from 

the Government Higher Secondary School, Kilminnel, were chosen to be the 

control group. 

 
3.3.5 Instruments  

 
 Knowledge scale (Appendix-IV) regarding suicide was used to asses the 

knowledge of students regarding factors associated with high suicide risk, 

warning signs, beliefs about suicide and interventions to counsel suicidal teens. A 

scale adopted from Martin Anderson121 was used to assess attitudes regarding 

suicide (Appendix-V). Case vignettes were used to identify the severity of the risk 

for suicide (Appendix-VI).  

 
3.3.6 Scoring and Interpretation    
 
 The resulting score was interpreted as follows: A score of one mark was 

given for every right answer. 

 
Knowledge  
 
 76 - 100%   - Adequate knowledge  

 51 – 75%  - Moderately adequate knowledge 

 0 – 50%  - Inadequate knowledge 

Attitude  
 
 An attitude question was assessed by a six – option choice (ie) the likert 

scale with the possible responses of “strongly agree”, “Agree”, “Agree a little”, 

“Disagree a little”, “Disagree” and “Strongly disagree” Positively worded 

statements were scored with a range of 6 for “strongly agree” to 1 for  “strongly 

disagree”. Negatively worded statements were scored is reverse to this with a 
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range of 1 for “strongly agree” to 6 for “Strongly disagree”. Therefore, the scale 

has a possible score range of 16 -96. The scoring was as follows.         

 
 76 – 100%   - Highly favourable attitude  

 51 -75%   - Favourable attitude  

 26 – 50%  - Unfavourable attitude  

25% and below - Highly unfavourable attitude     

 
3.3.7 Data Collection  
 
 The investigator explained the purpose of the study to the children in both 

the schools and verbal consent was obtained. Data was collected for a period of 

four weeks. A pre-test was carried out during the first week using the knowledge 

and attitude scales and case vignettes. A structured teaching program (Appendix-

VII) regarding suicide was implemented for the experimental group during the first 

week. After a two week interval the post-test was carried out during the fourth 

week using the same instruments for both the groups. 

 
3.3.8 Data Analysis  
 
 
 The data collected were computerized and analysed using the SPSS 16 

version. Descriptive statistics such as frequencies, percentage, mean and 

standard deviation were used to describe the socio-demographic data, 

knowledge and attitude of students regarding suicide. Two sample independent‘t’ 

test and paired‘t’ test to find out the difference in the mean scores between 

control group and intervention group.  

 
 
 
 



 71

3.4. Ethical Consideration  
 
 The studies were conducted after the approval by the Ph.D. advisory 

committee and the Research Committee of the College of Nursing, Christian 

Medical College, Vellore. Ethical clearance was obtained.(Appendix VIII) The 

details of the study were explained to all participants and it was ensured that they 

provided their verbal / written informed consent voluntarily(Appendix IX). 

Anonymity and confidentiality of the subjects were maintained. 
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CHAPTER 4 

 
RESULTS 

 

 The data collected were analyzed, compared and inferences were drawn 

based on the objectives and hypothesis. The findings of the studies are 

presented in this chapter.  

 
 
4.1. A qualitative study to explore the perceptions regarding suicide.  

 
The study results are shown under the following headings.  

• Demographic characteristics of participants  

• Common perceived causes for suicide as mentioned during focus group 

discussions.  

• Verbatim accounts from focus group discussions about the perception 

and causes of suicide  

• Participants’ knowledge regarding methods of committing suicide  

• Verbatim accounts from focus group discussions about methods of 

committing suicide 

• Participants’ perception about Impact of suicide  

• Verbatim accounts from focus groups discussions about impact of suicide 

• Participants’ knowledge about Support services and polices regarding 

suicide prevention  
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Table 1:  Demographic Characteristics of participants 

 
 

Characteristics 
Health aids 

( n = 8) 

General Population 

(n = 37) 

Age (Mean) 43.9 46.1 

Men  - 17 

Women  8 20 

Literate  8 19 

No formal education  - 18 
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 Table 1 shows that forty-five people attended the focus group discussion 

sessions. There were eight community health workers (IFGD) and 37 people from 

general population (6 FGDs). In the community health workers group all were 

women. In the general population group there were 17 men and 20 women. All 

health workers were women who had studied till the 10th – 12th standard with a 

mean age of 43.9 years. Majority of the general population were women (54.1%). 

Literate (51.2%) were with a mean age of 46.1 years. The participants from the 

general population included housewives, teachers, farmers, manual labourers 

and students.  
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Table 2:  Common Perceived causes for suicide as mentioned during focus 

group discussions   

 
 

Perceived causes 

Health 

workers  

(No.) 

General 

Population 

(No.) 

Total 

(No.) 

Marital discord  8 6 14 

Problems related to dowry 5 5 10 

Problem with in-laws in joint families 5 4 9 

Mental depression 5 3 8 

Chronic physical illnesses 3 3 6 

Inability to cope with stress 2 4 6 

Problems related to alcohol abuse in family 3 2 5 

Unemployment and poverty 2 3 5 

Breaking up of love affair 2 2 4 

Failure in examinations 1 3 4 

Ill-treatment by teachers  0 3 3 

Others issues 1 4 5 
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 All the groups recognized a variety of causes for suicides as shown in 

Table 2. Many participants particularly emphasized marital discord (14/45), family 

problems and interpersonal conflict while only a minority mentioned mental 

disorders as the main causes. Conflicts over fidelity and the husband’s alcohol 

problem were common causes of marital discord. Among mental illness the 

majority discussed depression (8/45) as a cause of suicide. Participants 

commonly reported that social and financial difficulties had an adverse impact on 

individual’s coping, significantly straining relationships and forcing them to 

commit suicide. Few participants (8/45) in both the groups expressed that 

breaking up of a love affair and academic failure were the main causes for 

suicide among young. The general population group (3/45) expressed that ill 

treatment by teachers as a cause for suicide. 
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Verbatim accounts from focus group discussions about the perception and 

causes of suicide  

 
Adolescent Participant  

• ‘Psychiatric patients are very sensitive and will not be able to cope up if 

problems arise’.  

 
Community Health worker  

• ‘A 24-year – old boy had a love affair with a married woman. The woman’s 

mother-in-law came to know about it and scolded the boy and told him not to 

come near their house.  

The boy consumed alcohol and while other family members were busy with 

household work, he hung himself’. 

• ‘A woman near my house burnt herself. On enquiry the neighbours mentioned 

that she was suffering from some mental illness. I felt it may have been 

depression.’ 

• ‘Because of social problems people become depressed and commit suicide’ 

• ‘Family problems are responsible for suicide’ 

• ‘If parents are not able to give proper food or education to their children, they 

commit suicide’. 

• ‘If they have problems in their married life, they end their lives’. 

• ‘One woman, after delivery, hanged herself in her mother’s house because 

her mother-in-law asked her to get more gold for the baby.’ 

• ‘People who are in debt manage to tell others that they do not have money to 

pay them back, if anyone scolds them, they attempt suicide’.  . 
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Elderly man  

• ‘Aged people give away all their property to their children, thinking that their 

children will look after them when they become old. But they do not do so. 

This causes old couples to become depressed and commit suicide’. 

• ‘Most people commit suicide because of poverty’ 

 
Middle – aged woman  

• ‘If a teacher harasses students, they commit suicide’. ‘If students ask doubts 

to teachers, they do not clear their doubts; instead make fun of them, 

humiliate them. Some children become upset and there is a risk of them 

committing suicide.’ 

• ‘If there is a major fight between husband and wife, one of them commits 

suicide’. 

 
Teacher 

• ‘People who quarrel at home often commit suicide easily’. 

• ‘Some commit suicide after disputes in the family, often related to property’.  
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Table 3: Participants knowledge regarding methods of committing suicide 

 

Methods 

Health 

Workers 

(n = 8) 

General  

Population 

(n = 37) 

Total 

Poisoning  6 10 16 

Hanging  4 3 7 

Burning  2 2 4 

Drowning  1 1 2 

Jumping from heights  - 2 2 

Getting run over by train  - 1 1 

Cutting the wrist and throat  - 1 1 
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      The methods of committing suicide reported by the groups are shown in 

Table 3.  Participants from both the groups said that poisoning (16/45) and 

hanging (7/45) were the common methods employed by all age groups. A few 

participants in the community health workers’ group (3/8) said that easy 

availability of insecticides and potentially dangerous drugs in pharmacies led to 

high suicide rates. Others mentioned that locally available poisonous plants such 

as odduvanthalai (cleistanthus collinus) are ingested. Participants in both the 

groups (2/8 and 4/37) said that most of the educated people choose sleeping 

tablets to commit suicide. Two participants (2/37) reported that easy availability of 

kerosene at home was the main cause for choosing death by burning. Both 

groups equally expressed (2/8 and 2/37) that burning was a common method 

among married women.  

 Verbatim accounts from focus group discussions about methods of 

committing suicide were:  

 
Middle aged man   : ‘People commit suicide by taking poison’ 

Elderly man    : ‘Some make decoction of odduvanthalai leaves 

     and drink to avoid the bitter taste of the leaves’       

Community Health worker:       ‘People usually use a saree or rope for hanging’ 

Teacher    : ‘Generally men commit suicide by hanging’ 

Adolescent male   : ‘People commit suicide by taking poison’  

Middle aged man   : ‘Instead of taking poison orally, to die   

     immediately people pour the insecticide into the 

     Ear. They do this because if they drink, they  

     will vomit and people will save them. So to  

     avoid this, they pour poison into the ear’  
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Table 4: Participants Perception about Impact of Suicide  

 

Psychological Social Financial 

• Family members feel sad  

• Parents are upset and 

feel guilty  

• Depression  

• Death wish by other 

members  

• Loss of respect  

• Rumors about the 

cause  

• Excluded from village 

activities  

• Afraid to go near the 

house  

• Difficult to meet family 

expenses  

• Unable to pay the 

debts  

• No food to eat 
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 In general, participants felt that the psychological impact of suicide on 

family members was great (Table 4). Community health workers (5/8) reported 

that family members became depressed. Most participants (20/45) reported that 

the social impact of suicide was more in the rural community. A few participants 

(10/37) from the general population group said that most families would have 

financial problem if the earning member committed suicide. They also highlighted 

the psychological impact of suicide on families. 

 
 
 
Verbatim accounts from focus groups discussions about impact of suicide.  

 
 
Teacher     : ‘Some family members are not able to  

      cope and they become depressed’     

Community health worker : ‘I know a lady who was treated for  

      depression because of her son’s death’ 

Community Health worker  : ‘Some of the family members are not  

      able to cope up and they become  

      depressed’. 

Teacher     : ‘If the head of the family commits   

      suicide, the society will not give respect  

      to other members in the family’ 

Community Health worker  : ‘The entire family will be excluded from  

      village functions’ 

Adolescent Male    : ‘Some parents will not allow their   

      children to go near the house’ 

 



 83

Table 5: Participants knowledge about Support Services and Polices 

regarding Prevention related to Financial, Legal and Medical Aspects 

 
 Most participants knew little about the support services available for 

suicide prevention. However, the general public and the health workers gave 

suggestions regarding suicide prevention.  

Suggestions by 

Participants 

Literate 

(Health aids & Teachers) 

People with no formal 

education  

Financial  

 

 

 

Legal 

 

 

 

 

 

 

Medical  

 

 

 

 

• Regular pension to old people. 

• Simple marriages  

• Employment opportunities  

 

• Medical shops should not sell 

unsafe drugs without proper 

prescription  

• Divorce  

• Stop broadcasting suicide provoking 

programmes in the television  

 

• Counseling  

• Prompt and regular treatment for 

psychiatric illness  

• Dedicated attitude of health 

professional to help people at 

stress.   

• Available of 

government loans to all 

categories of people  

 

• Women can get help 

from the police 

 

 

 

 

 

• Counseling  
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Table 6: Participants knowledge about Support Services and Police 

regarding Prevention related to general aspects  

 
Suggestions by 

Participants 

Literate  

(health aids & teachers) 

People with no formal 

education  

General aspects • Suicide prevention role play 

• Interviews and programmes in the 

mass media regarding suicide 

prevention  

• Public meeting to create awareness  

• Close watch on people who have 

suicidal behaviours  

• Teaching parenting skills 

• Programme on suicide prevention in 

the Mather  Sangams  

• School curriculum should have 

psychiatry as a separate subject  

• Parent teachers meeting before the 

final exam  

• Values of life should be taught to the 

students 

• Distribution of pamphlets regarding 

suicide prevention  

• Public meetings to 

create awareness  

 

• Correction of 

youngsters in a 

positive way  

• Spending more time 

with children  
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4.2. A Community based case control study to evaluate the risk factors for 

suicide  

 

The results of the study are represented as follows   

 
 

• Flowchart for the recruitment of participants  

• Sociodemographic profile of the cases and controls.  

• Psychiatric profile of the cases and controls  

• Univariate analysis to estimate the socio demographic risk factors associated 

with suicide  

• Univariate analysis to estimate the psychosocial risk factors associated with 

suicide  

• Univariate analysis to estimate the psychiatric risk factors associated with 

suicide  

• Multivariate analysis to estimate the demographic risk factors associated with 

suicide  

• Multivariate analysis to estimate the psychosocial risk factors associated with 

suicide  

• Multivariate analysis to estimate the psychiatric risk factors associated with 

suicide  
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Fig. 2: Flowchart of recruitment of cases and controls 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Kaniyambadi Block, Vellore district, India 
Population 110,000 

 

Total number of suicides 

between July 2006 and 

February 2008 

n=122 

Cases recruited: 100 
 

Consenting participants: 
n=100 

 

Excluded: 22 (Door locked 

thrice- 15; Family moved 

out of study area- 7 

 

Age and sex matched 

neighborhood controls 

n=100 

 

Consenting participants: 100  

Excluded: 0 
 

Controls recruited: 100 
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Table 7: Socio-demographic profile (1) of the cases (n = 100) and controls  

(n = 100) 

Variables 

Cases Controls 

No % No % 

Gender  

Male 

Female 

 

59 

41 

 

59 

41 

 

59 

41 

 

59 

41 

Religion  

Hindu 

Christian 

Muslim 

 

98 

  1 

  1 

 

98 

  1 

  1 

 

98 

  1 

   1 

 

98 

   1 

   1   

Marital Status  

Single 

Married  

Widow/Separated 

 

27 

55 

18 

 

27 

55 

18 

 

25 

68 

  7 

 

25 

68 

   7 

Most recent occupation  

Unemployed 

Labourer 

Skilled 

Professional 

Housewife 

Student 

 

  4 

52 

6 

1 

27 

10 

 

  4 

52 

6 

1 

27 

10 

 

  5 

58 

4 

0 

25 

8 

 

  5 

58 

4 

0 

25 

8 

Accommodation  

Own 

Rented 

 

90 

10 

 

90 

10 

 

94 

6 

 

94 

6 

Living alone  

Living with family 

13 

87 

13 

87 

0 

100 

0 

100 
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 Table 7 shows that the proportion of males and females were equal in both 

groups (59% and 41% respectively). The male to female ratio was 1:0.69. 

Majority of them were Hindus (98%) in both the groups. Majority of the 

participants were married (55% in cases and 68% in controls). 27% of the cases 

and 25% of the controls were single.18% of cases and 7% of controls belonged 

to widow/separated category. Majority were manual labourers (52% in cases and 

58% in controls) and housewives (27%   in cases and 25% in controls). 4% of 

cases and 5% of controls were unemployed.10% of cases and 8% of controls 

were students. Majority of the participants were living in their own houses (90% 

cases and 94% controls). 87% of cases and 100% of the controls were living with 

their families. 
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Table 8: Socio-demographic profile (2) of the cases (n = 100) and controls 

(n = 100) 

 

Variables 

Cases Controls 

Mean SD Mean SD 

Age in years  42.24 20.69 42.65 20.76 

Years of Education  5.37 4.14 4.57 3.99 

Monthly income of family (in INR) 3966 3795 3325 2305 
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 Table 8 shows that mean age was 42.24 years in cases and 42.65 years 

in controls. The mean age was not significantly different among the groups (t=-

0.14; p=0.89). The average years of education was 5.37 in cases and 4.57 in 

controls. The educational status was identified to be better in cases than in the 

control group. However, the difference was not statistically significant (t=1.39; 

p=0.17). The average monthly income was INR 3966 for cases and INR 3325 for 

controls (t=1.44; p=0.15).  
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Table 9:  Psychiatric profile of the cases (n = 100) and controls (n = 100) 

 

Variables 

Cases Controls 

No % No % 

Psychiatric Morbidity* 
    

 Present  37 37 16 16 

 Absent  63 63 84 84 

DSM III R diagnostic categories  
    

 Adjustment disorder   15 15 5 5 

 Alcohol dependence syndrome  16 16 7 7 

 Dysthymia  2 2 4 4 

 Major depressive disorder  2 2 0 0 

 Paranoid schizophrenia  2 2 0 0 

 
* Psychiatric diagnosis using SCID interview and DSM III R algorithms.  
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 Table 9 shows that 37% (95% CI 27.54 – 46.46) of suicides and 16% 

(95% CI 8.81 – 23.19) of controls had at least one Axis I psychiatric diagnosis. 

Among the suicide victims, alcohol dependence syndrome was the commonest 

diagnosis (16% 95% CI 8.81 – 23.19) followed by adjustment disorders (15%; 

95% CI 8.0-22.0). Prevalence rates of major depressive episode and 

schizophrenia were 2% (95% CI 0-4.74) among the suicide victims. Among the 

controls 7% (95% CI 2-12) had the diagnosis alcohol dependence syndrome and 

5% (95% CI 0.73-9.27) had adjustment disorder.  
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Table 10: Univariate analysis to estimate the demographic risk factors 

associated with suicide among the cases and the controls 

 

Variables 
Suicides Controls 

Univariate Statistics 

Odds ratio 

 (95% CI) 

p - 

value No % No % 

Gender 

Male 

Female 

59 

41 

59 

41 

59 

41 

59 

41 
1.00 (0.57-1.76) 1.00 

Marital status 

Married 

Never married 

Widowhood or separated 

55 

27 

18 

55 

27 

18 

68 

25 

7 

68 

25 

7 

 

1.11(0.59-2.09) 

2.92(1.16-7.73) 

 

0.75 

0.02 

Educational status  

Formal education 

No formal education 

77 

23 

77 

23 

71 

29 

71 

29 

 

0.73 (0.39-1.38) 

 

0.33 

Monthly family income  

More than INR 2400     

Less than INR 2400  

48 

52 

48 

52 

49 

51 

49 

51 

 

1.04(0.60-1.81) 

 

0.89 
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 Table 10 shows the socio demographic risk factors for suicide.  

Widowhood or separated (p= 0.02) was identified as the risk factor for suicide, 

which increased the risk by three times. Married, being single, educational status 

and monthly income were not significantly associated with suicide risk.   Majority 

were married in both the groups (55% in cases and 68 % in controls 

respectively). Majority of the participants had formal education (77% in the cases 

and 71% in the controls) 23% of cases and 29 % of controls did not have formal 

education. Most of the participants had the average monthly income of less than 

INR 2400 in both groups (52% in cases and 51% in controls). 
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Table 11: Univariate analysis to estimate the psychosocial risk factors 

associated with suicide among the cases and the controls 

 

Variables 
Suicides Controls 

Univariate Statistics 

Odds ratio 

 (95% CI) 

p - 

value No % No % 

Close friends during past six 

months      Present 

                                    Absent 

 

66 

44 

 

66 

44 

 

72 

28 

 

72 

28 

 

35.6(1.88-6.82) 

 

0.001 

Religious faith    Present 

                                   Absent 

73 

27 

73 

27 

86 

14 

86 

14 

 

2.27(1.11-4.65) 

 

0.03 

Ongoing stressors   Present 

                                   Absent 

63 

37 

63 

37 

24 

76 

24 

76 

5.39(2.92-9.95) 

 

0.001 

 

Bereavement              Present 

                                   Absent 

24 

76 

24 

76 

28 

72 

28 

72 

0.81(0.43-1.53) 

 

0.52 

 

Break in steady relationship 

                                   Present 

                                   Absent 

 

34 

66 

 

34 

66 

 

   0 

100 

 

0 

100 

2.45E9(0.0-∞) 0.99 

Employment       

                            Unemployed 

                    Employed 

 

2 

98 

 

2 

98 

 

0 

100 

 

0 

100 

 

1.65E9 (0.0-∞) 

 

 

0.99 

 

Recent major financial crisis  

                                 Present 

                                  Absent 

 

11 

89 

 

11 

89 

 

5 

95 

 

5 

95 

2.35(0.79-7.03) 0.13 

Chronic pain          Present 

                                Absent 

15 

85 

15 

85 

1 

99 

1 

99 

17.47(2.26-135.02) 

 

0.006 

 

Living alone 

Living with family 

13 

87 

13 

87 

0 

100 

0 

100 

186E9.(0.0-∞) 

 

0.99 
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 Table 11 shows that lack of close friends during past six months 

(p=0.001), ongoing stressors (p=0.001), chronic pain (p=0.006) and lack of 

religious faith (p = 0.03) were the significant psychosocial risk factors for suicide. 

Other risk factors like living alone (Fisher’s exact test p < 0.001) and break in 

steady relationship (Fisher’s exact test p < 0.001) were also significantly 

associated with suicide but were not present in the control group. Bereavement, 

Employment status and recent major financial crisis were not significantly 

associated with suicide risk. 44% in cases and 28% in controls did not have close 

friends during the past six months. Religious faith was absent in 27% of cases 

and 14% of controls. Chronic pain was present in 15% of cases and 1% of 

controls.   Break in steady relationship (34%) and unemployment (2%) was 

present only in cases. Majority of participants did not have recent major financial 

problem (89% in cases and 95% in controls). 
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Table 12: Univariate analysis to estimate the psychiatric risk factors 

associated with suicide among the cases and the controls 

Variables 
Suicides Controls 

Univariate Statistics 

Odds ratio 

 (95% CI) 
p - value 

No % No % 

Family history of suicide  

     Present 

     Absent 

 

9 

91 

 

9 

91 

 

10 

90 

 

10 

90 

0.89(0.35-2.29) 0.81 

Previous suicidal attempts  

     Present 

     Absent 

 

13 

87 

 

13 

87 

 

8 

92 

 

8 

92 

1.72(0.68-4.35) 0.25 

Family history of psychiatric 

illnesses  

     Present 

     Absent 

 

8 

92 

 

8 

92 

 

6 

94 

 

6 

94 

 

1.36(0.46-4.08) 

 

0.58 

Any psychiatric diagnosis  

     Present 

     Absent 

 

37 

63 

 

37 

63 

 

16 

84 

 

16 

84 

3.08 (1.58-6.03) 0.01 

Adjustment disorder  15 15 5 5 3.35 (1.58-6.03) 0.02 

Major depressive disorder  2 2 0 0 1.65E9 (0.0-∞) 0.99 

Men with alcohol  

dependence (N=59) 16 27 7 12 2.76 (1.04-7.33) 0.04 

Dysthymia 2 2 4 4 0.49 (0.09-2.74) 0.42 

Paranoid schizophrenia 2 2 0 0 1.65 (0.0-∞) 0.99 
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 Table 12 shows that 37 % of the cases and 16% in the control group had 

at least one of the Axis I psychiatric diagnosis. The majority among those who 

had psychiatric illness had adjustment disorder (15% in cases and 5% in controls; 

p=0.02) and men with alcohol dependence (16% in cases and 7% in controls; 

p=0.04). Dysthymia was present in 2% of cases and 4% of controls. Major 

depressive disorder (2%) and Paranoid Schizophrenia (2%) were present only 

among the cases. Family history of suicide, previous suicide attempt, family 

history of psychiatric illness, Major depressive disorder, Dysthymia, and paranoid 

schizophrenia were not significantly associated with suicide. Majority of cases 

and controls did not have a family history of suicide (91% in cases and 90% in 

controls).Previous suicide attempt was absent in 87% of cases and 92% of 

controls.  
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Table 13:  Multivariate analysis to estimate the demographic risk factors 

associated with suicide among the cases and the controls 

 

Variables 
Suicides Controls 

Multivariate Statistics1 

Odds ratio 

 (95% CI) 

p - 

value No % No % 

Gender 

Male 

Female 

59 

41 

59 

41 

59 

41 

59 

41 
0.99 (0.44-2.19) 0.97 

Marital status 

Married 

Never married 

Widowhood or separated 

55 

27 

18 

55 

27 

18 

68 

25 

7 

68 

25 

7 

 

3.35(1.19-9.43)  

7.05(1.83-27.13) 

 

0.02 

0.005 

Educational status  

Formal education 

No formal education 

77 

23 

77 

23 

71 

29 

71 

29 

 

0.52(0.14-1.92) 

 

0.33 

Monthly family income  

 

More than INR 2400     

Less than INR 2400  

 

48 

52 

 

48 

52 

 

49 

51 

 

49 

51 

 

 

0.85(0.39-1.84) 

 

 

0.68 

 
1
 Adjusted for age, gender, education, widowhood, lack of close friends, lack of religious faith, 

ongoing stress, chronic pain, any psychiatric diagnosis, adjustment disorder and alcohol 

dependence using conditional logistic regression.  
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        Table 13 shows that being single (p= 0.02) and widowhood (p=0.005) were 

the significant demographic risk factors associated with suicide after adjusting for 

the effects of potential confounders. Being married, educational status and 

monthly income less than INR 2400 were not associated with suicide risk. Both 

the groups had similar proportion of men and women. 59% were men and 41% 

were women in both the groups. 27% of cases and 25% of controls were not 

married.  Majority of the participants had formal education (77% in the cases and 

71% in the controls) 23% of cases and 29 % of controls did not have formal 

education. The average monthly income was almost similar in both groups.  
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Table 14:  Multivariate analysis to estimate the psychosocial risk factors 

associated with suicide among the cases and the controls 

Variables 
Suicides Controls 

Multivariate Statistics1 

Odds ratio 

 (95% CI) 

p - 

value No % No % 

Close friends during past six 

months      Present 

                                    Absent 

 

66 

44 

 

66 

44 

 

72 

28 

 

72 

28 

 

4.86 (162-14.61) 

 

0.005 

Religious faith    Present 

                                   Absent 

73 

27 

73 

27 

86 

14 

86 

14 

 

1.89(0.71-5.02) 

 

0.20 

Ongoing stressors   Present 

                                   Absent 

63 

37 

63 

37 

24 

76 

24 

76 

4.63(1.98-10.86) 

 

0.001 

 

Bereavement              Present 

                                   Absent 

24 

76 

24 

76 

28 

72 

28 

72 

0.65(0.29-1.45) 

 

0.29 

 

Break in steady relationship 

                                   Present 

                                   Absent 

 

34 

66 

 

34 

66 

 

   0 

100 

 

0 

100 

1.48E9(0.0-∞) 0.99 

Employment  

          Unemployed 

                    Employed 

 

2 

98 

 

2 

98 

 

0 

100 

 

0 

100 

 

2.44E8(0.0-∞) 

 

 

0.99 

 

Recent major financial crisis  

                                 Present 

                                  Absent 

 

11 

89 

 

11 

89 

 

5 

95 

 

5 

95 

1.86(0.44-7.82) 0.40 

Chronic pain          Present 

                                Absent 

15 

85 

15 

85 

1 

99 

1 

99 

20.89(2.19-198.95) 

 

0.008 

 

Living alone 

Living with family 

13 

87 

13 

87 

0 

100 

0 

100 

1.99E9.(0.0-∞) 

 

0.99 

 

 

1
 Adjusted for age, gender, education, widowhood, lack of close friends, lack of religious faith, 

ongoing stress, chronic pain, any psychiatric diagnosis, adjustment disorder and alcohol 

dependence using conditional logistic regression.  
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 The significant psychosocial risk factors as shown in  Table 14 are lack of 

close friends during past six months (p= 0.005), ongoing stressors (p=0.001) and 

experiencing chronic pain (p=008). Lack of religious faith, bereavement, recent 

major financial crisis, break in steady relationship and employment status were 

not significantly associated with suicides while adjusting for potential confounding 

variables. 44% in cases and 18% in controls did not have close friends during the 

past six months. Religious faith was absent in 27% of cases and 14% of controls. 

Chronic pain was present in 15% of cases and 1% of controls.   Break in steady 

relationship (34%) and unemployment (2%) was present only in cases.  
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Table 15:  Multivariate analysis to estimate the psychiatric risk factors 

associated with suicide among the cases and the controls 

Variables 
Suicides Controls 

Multivariate Statistics1 

Odds ratio 

 (95% CI) 

p - 

value No % No % 

Family history of suicide  

     Present 

     Absent 

 

9 

91 

 

9 

91 

 

10 

90 

 

10 

90 

1.42(0.31-6.65) 0.65 

Previous suicidal attempts  

     Present 

     Absent 

 

13 

87 

 

13 

87 

 

8 

92 

 

8 

92 

1.05(0.32-3.47) 0.94 

Family history of psychiatric 

illnesses  

     Present 

     Absent 

 

 

8 

92 

 

 

8 

92 

 

 

6 

94 

 

 

6 

94 

 

2.11(0.53-8.36) 

 

0.29 

Any psychiatric diagnosis  

     Present 

     Absent 

 

37 

63 

 

37 

63 

 

16 

84 

 

16 

84 

2.01(0.38-10.76) 0.41 

Adjustment disorder  15 15 5 5 2.41(0.27-21.54) 0.43 

Men with alcohol  

dependence  (N=59) 
16 27 7 12 1.18(0.16-9.01) 0.87 

Dysthymia 
2 2 4 4 

0.0(0.0-∞) 

 

0.99 

 

Major depressive disorder  
2 2 0 0 

2.05E9.(0.0-∞) 

 

0.99 

 

Paranoid schizophrenia 
2 2 0 0 

2.81E9.(0.0-∞) 

 

0.99 

 

 
1
 Adjusted for age, gender, education, widowhood, lack of close friends, lack of religious faith, 

ongoing stress, chronic pain, any psychiatric diagnosis, adjustment disorder and alcohol 
dependence using conditional logistic regression.  
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 Table 15 shows that Family history of suicide, previous suicide attempt, 

Family history of psychiatric illness, Major depressive disorder, Dysthymia, and 

paranoid schizophrenia were not significantly associated with suicide. 37 % of the 

cases and 16% in the control group were with at least one of the Axis I 

psychiatric diagnosis. The majority among those who had psychiatric illness had 

adjustment disorder (15% in cases and 5% in controls) and men with alcohol 

dependence (16% in cases and 7% in controls) Dysthymia was present in 2% of 

cases and 4% of controls. Major depressive disorder (2%) and Paranoid 

Schizophrenia (2%) was present only in cases. Majority of cases and controls did 

not have a family history of suicide (91% in cases and 90% in controls). Previous 

suicide attempt was absent in 87% of cases and 92% of controls. Family history 

of Psychiatric illness was present only in 8% of cases and 6% of controls.  
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4.3. A controlled trial to assess the effectiveness of the structured teaching 

Programme regarding suicide for school children.  

 
 
The results of the study are presented as follows:   

 

• Sociodemographic data of the participants.  

• Comparison of mean score differences in knowledge, attitude and case 

vignettes (severity identification) regarding suicide in the Experimental 

(Intervention) and control group.  

• Comparison of mean score differences on selected aspects of knowledge 

regarding suicide between Experimental (Intervention) and control group.  

• Distribution of students based on knowledge about suicide during pre test and 

post test in the Experimental (Intervention), and control group.  

• Distribution of students based on attitude about suicide during pre and post 

test in the Experimental (Intervention) and Control group.  

• Regression analysis of knowledge, attitude and case vignettes (severity 

identification) regarding suicide in the Experimental (Intervention) and control 

group.  
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Table 16:  Socio-demographic data of the participants (n = 83)    

 

Variables 

Intervention 

(n = 43) 

Control Group 

(n = 40)     χχχχ
2/ t, df 

P 

value 

N(%) / Mean (SD) N(%) / Mean (SD) 

Gender 
    

Boys  9 (20.9) 19(47.5) 

6.54, 1 0.01 

Girls  34(79.1) 21(52.5) 

Age in years  16.19 (0.39) 16.05 (0.64) -1.18, 81 0.24 

Type of family      

Nuclear  32(74.4) 28(70.0) 0.20, 1 0.65 

Joint  11(25.6) 12(30.0) 0.20, 1 0.90 

Single parent home  8(18.6) 7(17.5) 0.02,1 0.90 

Having two or more siblings  28(65.1) 21(52.5) 1.36,1 0.24 

Monthly family income (in INR) 1879(1443) 2121(1328) 0.79,81 0.43 
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     Table 16 shows that the intervention and the control group significantly 

differed only on their gender profile. The proportion of males and females in the 

intervention group were 20.9% and 79.1% respectively, and in the control group it 

was 47.5% and 52.5% respectively. The intervention and control groups did not 

differ significantly on their age, socio economic status, type of families and on the 

number of siblings. The mean age of the students in the interventions group was 

16.19 years and 16.05 years in the control group. 28% in the intervention group 

and 21% in the control group had more than two siblings.8% in the Intervention 

group and 7% in the control group had single parent. Majority of the students 

belonged to the nuclear type of family systems, 74.4% in the interventions group 

and 70% in the control group. The average monthly income was INR 1879 for 

intervention group and INR 2121 for control group.    
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Table 17:  Comparison of Mean score difference in knowledge, attitude and 

case vignettes (severity identification) regarding suicide in the 

Experimental (Intervention) and control group  

 

Variables 
Pretest and 

Posttest 

Control 

group 

(n = 40) 

Experimental 

group 

(n =43) 

ta P 

Knowledge 

regarding suicide 

Pretest 

[Mean (SD)] 
15.65 (4.80) 16.67 (4.16) -1.04 0.30 

Posttest 

[Mean (SD)] 
15.60 (4.49) 20.05 (5.56) - 3.99 0.001 

tb 0.16 - 5.63 
  

P 0.88 0.001 

Attitude regarding 

suicide 

Pretest 

[Mean (SD)] 

57.25 

(14.43) 
58.33 (13.07) - 0.36 0.72 

Posttest 

[Mean (SD)] 

59.00 

(16.20) 
70.09 (11.96) - 6.07 0.001 

tb -0.76 -6.07   

P 0.45 0.001   

Case vignettes 

(Severity 

Identification) 

Pretest 

[Mean (SD)] 
1.32 (1.12) 1.26 (1.24) 0.23 0.82 

Posttest 

[Mean (SD)] 
1.58 (1.47) 1.95 (1.34) 

-1.20 0.23 
tb -1.08 -3.93 

P 0.29 0.001 

 

a
 Two sample independent ‘t’ test; 

b
 paired ‘t’ test 
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 Table 17 shows that in the intervention group there was significant 

difference found between the pretest and post test mean scores on overall 

knowledge, attitude regarding suicide and on their ability to identify the severity 

using case vignettes after the structured teaching programme (p = 0.001). 

However, the control group did not have significant difference between the 

pretest and post test mean scores on overall knowledge, attitude regarding 

suicide and on their ability to identify the severity using case vignettes without the 

structured teaching programme.  

 
 Before the structured teaching programme, the intervention and the control 

groups did not differ significantly on their overall knowledge, attitude regarding 

suicide and on their ability to identify the severity using case vignettes. However, 

after the structured teaching programme, the intervention and the control groups 

significantly differed on their overall knowledge and attitude regarding suicide             

(t = -3.99, p = 0.001 and t = -6.07 p = 0.001 respectively).  
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Table 18: Comparison of mean score differences on selected aspects of 

knowledge regarding suicide between Experimental (Intervention) and 

Control group.  

Variables  

Control 

group  

(n = 40) 

Intervention 

group  

(n = 43) 

ta p 

Knowledge regarding 

suicide total score 

Baseline [mean (SD)] 15.65(4.80) 16.67(4.16) -1.04 0.30 

Post [mean (SD)] 15.60(4.49) 20.05(5.56) -3.99 0.001 

tb 0.16 -5.63   

p  0.88 0.001   

Knowledge regarding 

risk factors for suicide 

Baseline [mean (SD)] 6.15(1.96) 6.40(1.76) -0.61 0.54 

Post [mean (SD)] 6.20(2.13) 8.05(2.17) -3.92 0.002 

tb -0.36 -6.52   

p  0.72 0.001   

Knowledge regarding 

warning signs of 

suicide  

Baseline [mean (SD)] 3.82(1.06) 3.84(0.97) -0.09 0.93 

Post [mean (SD)] 3.60(1.17) 4.81(1.30) -4.45 0.001 

tb 1.55 -6.06   

p  0.13 0.001   

Knowledge regarding 

beliefs or myths about 

suicide  

Baseline [mean (SD)] 3.60(1.50) 3.84(1.31) -0.78 0.44 

Post [mean (SD)] 3.32(1.21) 4.16(1.63) -2.65 0.01 

tb 1.92 -1.64   

p  0.06 0.11   

Knowledge regarding 

interventions to 

prevent suicide  

Baseline [mean (SD)] 2.35(1.27) 2.60(0.93) -1.03 0.31 

Post [mean (SD)] 2.40(1.17) 3.02(1.19) -2.39 0.02 

tb -0.50 -2.95   

p  0.62 0.005   

  
a
 Two sample independent ‘t’ test; 

b
 paired ‘t’ test 
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 Table 18 shows that the intervention and control groups did not differ on 

the various aspects of knowledge regarding suicide such as risk factors, warning 

signs, beliefs or myths and interventions to prevent suicide before the structured 

teaching programme. However, both groups significantly differed on the various 

aspects of knowledge regarding suicide such as risk factors, warning signs, 

beliefs or myths and interventions to prevent suicide after the structured teaching 

programme. 

 
 In the control group, there was no significant difference among the 

baseline and the post test scores on the various aspects of knowledge regarding 

suicide such as risk factors, warning signs, beliefs or myths and interventions to 

prevent suicide. However, there was significant difference found about various 

aspects of knowledge such as risk factors, warning signs and interventions to 

prevent suicide in the intervention group after the structured teaching 

programme. 
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Experimental (Intervention) group 
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 It is seen from figure 3 that the overall knowledge regarding suicide was 

found to be adequate in 2.5% and 7% in the control group and experimental 

group students respectively at the baseline. During post test it was noted that 5% 

of the control group students and 34.9% of the experimental group students had 

adequate knowledge. 45%in the control group and 37.2% in the experimental 

group had inadequate knowledge at the baseline. During post test 42.5% and 

23.3% in the control group and experimental group had inadequate knowledge 

respectively. 
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 Figure 4 explains that 5% in the control group and 9.3% in the 

experimental group had highly favourable attitude towards prevention of suicide 

at the baseline. During post test it was seen that 20% of the control group 

students and 39.5% of the experimental group students had highly favourable 

attitude. It was also noted that 22.5% of the students from control group and 

23.3% of the students from experimental group had unfavourable attitude 

towards prevention of suicide at the baseline. During post test 32.5% of the 

control group students and 9.3% of the experimental group students had 

unfavourable attitude. 
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Table 19: Regression analysis of knowledge, attitude and case vignettes 

(severity identification) regarding suicide in the experimental (intervention) 

and control group 

Variables βa 95% CI SE t p 

Overall knowledge regarding suicide 4.99 2.71-7.28 1.15 4.35 0.000 

Knowledge regarding risk factors for 

suicide 
2.00 1.02-2.98 0.49 4.07 0.000 

Knowledge regarding warning signs of 

suicide 
1.36 0.80-1.91 0.28 4.86 0.000 

Knowledge regarding beliefs or myths 

about suicide 
0.95 0.30-1.61 0.33 2.89 0.005 

Knowledge regarding interventions to 

prevent suicide 
0.72 0.19-1.25 0.27 2.68 0.009 

Attitude 9.35 3.01-15.70 3.19 2.94 0.004 

Case  Vignettes 0.50 -0.14-1.13 0.32 1.55 0.13 

 
 a adjusted for the effects of gender which significantly differed at the baseline. 
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 Table 19 shows that the structured teaching programme resulted in 

significant improvement in the knowledge of risk factors (p=0.000), warning signs 

(p=0.000), beliefs (p=0.005) and intervention (p=0.009) regarding suicide even 

after adjusting for the effects of gender. The structured teaching programme also 

resulted in significant improvement in attitude (p=0.004) between intervention and 

control groups even after adjusting for the effects of gender.  The improvement in 

the severity identification using case vignettes between intervention and control 

groups was not statistically significant. 
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CHAPTER 5 

DISCUSSION 

 
5.1. Perspectives about suicide in the local population  

 
 This qualitative study was conducted to explore the perspectives about 

suicide in the local community. It elicited the information regarding the methods for 

suicide, circumstances, perceived causes and the psychosocial impact of suicide. It 

also explored the support systems available in the community as well as the 

awareness, stigma related to suicide and to mental illness.   

 
5.1.1. Methodological Considerations  
 
 A qualitative research methodology was designed to provide the 

researcher with the perspective of target audience members through immersion 

in a culture or situation and direct interaction with the people under study. 

Qualitative research was chosen to explore in detail people’s attitudes, 

perceptions and to examine “not only what people think but how they think and 

why they think that way”. The need for more information on local perspectives of 

suicide and the need for new insights into this issue, justified the choice of 

qualitative research. 

 
Focus groups were conducted among the community health workers and 

general public. Focus group research has its own strengths and limitations. 

Focus groups are particularly valuable in gathering user views on service 

provisions122. They help to obtain richer data within the available constraints of 

time and resources. The major strength of the current study was that the 



 119

investigator had direct interaction with all the participants. Because of this, 

firsthand experience was obtained from the study participants, which provided 

valuable meaningful data. Since the interviews were conducted at the place of 

work and in peoples’ home in a natural way, there was no threat of coercion.  

 
 Segmentation is controlling the group composition to match carefully 

chosen categories of participants123. Many researchers believe that segmentation 

is important because it allows free flowing conversation. Otherwise, a few group 

members may feel intimidated and may fail to express their views. The present 

study also had groups like teachers, married men, community health workers and 

adolescents which allowed the participants to communicate freely. 

 
 The other strengths of the study were it was inexpensive and was able to 

include the participants of low literacy level in the study. Group size is central to 

the success of the focus group method. The ideal size for a focus group with the 

literature pointing to an optional number was 8-10 participants124 or 6-12 

participants123. The present study was conducted with groups that varied in size 

from 5-8. The size of the group was small enough for everyone to have an 

opportunity to share insights and to provide diversity of perceptions.  

 
 The limitations faced in the study were, the views of those individuals who 

were more vocal were the most prominent, causing others to lose interest in the 

interviews. To overcome this limitation, the investigator made every effort to 

ensure that all the individuals participated actively in the discussions. Another 

issue of the study was limited generalizability due to recruitment of convenience 

sample125. The concept of transferability has been introduced as an alternative to 

generalizability126. This implies that the onus is on the reader to evaluate the 
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methods, setting, and results and decide if these are transferable to their own 

situation. The findings of this study can be transferred to other settings, not only 

in India but also elsewhere. The observer bias of the investigator was minimized 

by having the co moderator in all the groups and by allowing the participants to 

report wide range of perspectives. 

 
5.1.2. Interpretation of major findings     

 
5.1.2.1. Causes of Suicide        

 
 Based on the major themes that emerged from the findings, family 

problems were the most commonly mentioned cause for suicide. The type of 

family problems were marital discord, interpersonal problems with in-laws, major 

differences of opinion between parents and children, dowry problems and 

property disputes. The findings have been reported in other studies, where 

domestic strife was the most common cause for suicide 127-130.  Nandhi et al 

reported that strong social taboos, palpable disparity in social and ethical code 

and absolute dependence of women brought the women in direct conflict with the 

reality which resulted in suicide127. Shukla et al reported in their study that the 

domestic strife was the most probable cause in around two-fifths of study 

subjects128. Sharma found that inadequate opportunities to express emotional 

conflicts and low social status of the women in the family were attributed to the 

cause of suicide 130.     

 
   Among the family problems marital discord and dowry problems were the 

common causes expressed by majority of the study participants. The findings of 

the study revealed that women end their lives because of dowry problems, even 

though the government has many programmes / policies to eradicate dowry 
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system in India. So, attention has to be focused on creating awareness among 

women regarding the anti dowry policies of the government.  

 
 Participants from both groups reported that mental illness, mainly 

depression was also one of the causes for a person to commit suicide. This 

finding has also been reported in many studies 6, 13, 17. It showed that general 

population was aware of the psychiatric illnesses and its relationship to suicide. In 

the present study it was found that even though the public were aware of 

psychiatric illnesses, they had poor or limited knowledge about these disorders, 

which is also reported in other studies131, 132. However, participants’ said that 

people who attempt and commit suicide lack effective strategies to cope with life 

stressors.  

 
 It was noted in the study that failure in examination as a cause for suicide 

was reported by very few participants. The reason for fewer suicides due to exam 

failure may be because of the changes in the examination regulations in Tamil 

Nadu, which allows students to reappear for the examination within a month 103. 

The change in the examination system gives confidence to many students.  

 
 Surprisingly, a few participants reported that ill treatment by teachers as a 

cause for suicide in school children. The present study discovered that the 

teachers and other school staff are unaware of the risk situations and events that 

may trigger suicide attempts or suicide in the school children. As seen in the 

west, in India also every school should have school-based suicide prevention 

programme.       

 However, none of the participants perceived this as a failure of the socio 

political system in India. Though participants expressed their annoyance 
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generally, they were ignorant of the larger public role and the incompetent system 

that contributes to suicide.  

 
5.1.2.2. Methods of Suicide    

 The participants in both the groups were well aware of a variety of 

methods of suicide. Majority of the participants mentioned that poisoning and 

hanging were the common methods used in the rural community by all age 

groups, which is also reported in other studies133, 134. A study done in Quebec, 

Canada by Caron et al135. Supported the views of the participants in the present 

study. They have reported that hanging suicide rates have risen noticeably 

among men and women and the fire arm suicide is replaced by hanging suicide 

among males in Quebec.  

 
 The health workers’ group said that easy availability of insecticides and 

potentially dangerous drugs in pharmacies lead to high suicide rates. This 

supported the view that organophosphate pesticides are the important causes of 

fatal self poisoning in South Asia. The Indian studies also have reported similar 

findings. The study done by Gunnell et al136. reported that pesticide self poisoning 

accounts for about one third of the worlds suicide, accounting for 30% of suicide 

globally. 

 
 The NCRB report of 2005 stated that 19.6% of all suicide deaths in India 

are due to poisoning. When compared to neighbouring countries the rate is 

comparatively low, as indicated by the fact that suicide in China by consumption 

of pesticide is as high as 60%137 and in Malaysia 90%138 but when compared to 

the Western countries such as the UK the deaths from all sources of poisoning is 

only 0.3%139. 
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 The general population group expressed that locally available poisonous 

plants such as odduvanthalai (cleistanthus collinus) are ingested. Few of the 

participants mentioned that the people use different patterns of consuming the 

insecticides and plant poisons. For example, to avoid the bitter taste of the plant 

leaves, people make decoction and drink and also to die immediately the 

insecticides are poured in to the ears. The same is mentioned in the report by 

Gunell et al136 where it is said that the pattern of pesticide use and the toxicity of 

the pesticides influences the death of a person.  Since pesticides are the most 

common method, attention should be focused on reducing the access to 

pesticides.  

 
 The participants in both the groups have expressed that burning was the 

common method and they have also mentioned that easy availability of kerosene 

at home is the main cause of death by burning. Similar findings were reported in 

a study done by Ponnudurai et al in Madras133.     

 
  Access to the method of suicide is an important risk factor for a 

determinant of suicide. The method used depends on the availability of the 

means and the individual motivation to kill oneself. Ajdacic et al140 conducted a 

study to provide the first comprehensive overview of international patterns of 

suicide methods. They have concluded that the observed pattern depended upon 

the availability of the methods used. The present study indicated that restricting 

access to the means of suicide is most pressing need.  

 
  It was found that few participants from the general population reported that 

jumping from heights, getting run over by train and cutting the wrist and throat are 

least selected by the local community. The above study findings coincided with 



 124

the findings of the West Bengal study by Nandhi et al128. They authors have 

reported that the suicide rates by gunshot and wound have reduced considerably, 

when compared to the rates a century ago in West Bengal.  

 
5.1.2.3. Psycho social impact of suicide  

 Suicide has a devasting psychological impact on surviving family members 

and friends141-143. The effect of a suicide may differ for each family member. For 

example a death in the family can be a very confusing and frightening situation 

for children. The adults whether as parents or grandparents will suffer deeply. It 

has been estimated by various sources that for each person who dies by suicide, 

the number of people severely affected by the loss is between five and ten. 

Hence, health care professionals have a vital role to play. The health workers of 

the local community play a very important role in the bereavement process along 

with the family physician.  

 
 In the present study, most of the participants have reported that the social 

impact was greater in rural communities. It was depressing to hear the comment 

made by the health worker that the entire family would be excluded from the 

village functions. The results showed that people considered suicides as Karma, 

bad time and as ‘act of God’. The commonly reported social costs by the current 

study participants were loss of respect in the society, spread of rumour about the 

cause and exclusions from the village functions. This may be because of the joint 

family system and close social bonding is common in many places in India.  

 
 The participants also identified sadness, depression, guilt and suicidal 

ideation as the major psychological reaction in families of victims. The findings 

are supported by Lindquist et al89 study done in northern Sweden. The authors 
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have done a qualitative study of the psychosocial consequences for the surviving 

family members and have reported that the salient feature of the psychological 

state of the families was the sense of helplessness and some had a thought of 

committing suicide. Thomyangkoon and Leenaars144 in their study on 

psychiatrists reported that more than 50% of psychiatrists experienced sadness, 

depression, hopelessness and guilt from the death of their patients’ by suicide.  

 
 The financial impact of suicide was also recognized and was said to be 

profound in poor families, especially where the victim was the breadwinner of the 

family. The current study findings suggest that the community health team has a 

major role to play in providing support and counselling to the bereaved family.  

 
5.1.2.4. Perception related to suicide support services and policies    

 
 In the present study the participants who were illiterate knew very little 

about the support services and policies available to reduce suicide. However the 

participants in both the groups gave suggestions regarding suicide prevention. 

Many of the participants mentioned a need for counselling for people who are 

undergoing problems. This suggestion is reported in Burgess et al145 where they 

found that out of 25 adolescents who had taken overdoses, 64% mentioned that 

having someone to talk to about their problems was important. Similar findings 

were reported by Vaiva et al, who reported that contacting people by telephone 

one month after attempted suicide by deliberate self poisoning may help reduce 

the proportion of people who attempt suicide again146. The participants also 

expressed that media professionals should be sensitized to stop broad casting 

suicide provoking programmes in the television. Instead, media can provide 

information on help lines and community resources.  
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5.1.3. Implications  

 Based on the major themes those emerged, the study findings suggest 

that many people going through difficult personal and financial circumstances, 

view suicide as an option. Suicide is not actively supported by society as a 

suicide in a family is stigmatizing. The many suicides by farmers in different parts 

of India support this contention. People perceive poverty, lack of empowerment, a 

materialistic society, and the inefficient social and economic support system as 

major factors that push individuals towards taking their own lives. Understanding 

the complex socio cultural and economic issues that modulate and increase the 

incidence of suicide deserves serious consideration at individual as well as 

population levels. Moreover, such culturally competent approaches facilitate 

active community participation to prevent suicides. 

 
 Suicide as an option among people with mental illness was also 

mentioned. Marital and family discord and psychosocial stress were considered 

as major contributors. The prevention, early detection, treatment and 

rehabilitation of people with mental illness and emotional distress should be a 

priority. However, depression is also closely linked to psychosocial issues such 

as gender, poverty and unemployment, trying it to the socioeconomic 

environment. Although suicide is considered secondary to mental illness in the 

west, the results of the current study and other studies from the region suggest 

that interpersonal, familial and social factors rather than biological diseases are 

the major contributors to suicide.  Hence, broad population based socio political 

and economic interventions rather than curative psychiatric services may be 

needed to curtail population suicide rates. 
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5.2. A Community based case control study to evaluate the risk factors for 

suicide 

This pair matched community based case control study examined the risk 

factors for suicide as well as the relationship between mental illness and suicide. 

The findings of the study revealed that psychosocial stress and social isolation 

play a major role in suicide.  

 
5.2.1. Methodological considerations 

 A case control design was used in this study to identify the risk factors for 

suicide. The reason for selecting the case control design was its efficiency in 

identifying the risk factors. The design was also proved to be cost effective.  

 
5.2.1.1. Strengths of the Study  

 The major strength of the study was recruiting the suicides from a 

community programme with good surveillance. Only a few studies involved 

representative suicides and normal controls from the general population17,147, 148. 

In the present study, the controls were recruited from the same general 

population of the suicide victims. The selection of the cases and controls from the 

same population made this study design valid. 

 
 Another strength of the study was the very good response rate from the 

informants. There was 100% participation noticed in all the participants. Because 

of this, there was no missing data. The reason for this could be that the 

community health department, Christian Medical College, Vellore has been 

working in the area for the post five decades and the health team members have 

a very good working relationship with village people. The same is not reported in 
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other studies. Those studies reported that some of the informants refused to 

participate in the reasearch34,67. 

 
 The other strengths of the study were adequate sample size and use of 

structured diagnostic interviews. Beskow et al96 reported that the sample size of 

more than 60 completed cases with complete data is a sufficient variance to 

justify some generalization and also sufficient to examine the power of an 

association. The present study had the sample size of 100. So the study findings 

can be generalized to the entire community and also it was easy to calculate the 

power of the risk factors with suicide. The use of the structured diagnostic 

interviews claimed good replicability and validity. The most widely recognized 

clinical interview DSM- III – R (SCID) was used in the present study. Studies 

differentiating between Diagnosing depressive disorders without structured 

diagnostic interviews often employ lower thresholds. Such assessments sacrifice 

specificity and may yield inflated estimates of psychiatric diagnoses due to high 

false positivity. Epidemiological studies on suicide often fail to address 

adjustment disorders149. Our findings revealed that adjustment disorders were 

commoner than depressive disorders in suicide victims. They may link the 

psychosocial stress and suicide. They may also lead to diagnostic errors due to 

their overlapping boundaries with depressive disorders. The informants were 

interviewed both for the cases and controls, as noticed in very few studies43. This 

helped to minimize under reporting and recall bias.  
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5.2.1.2. Limitations of the study    

 
 The limitations of the study were the possibility of recall bias and absence 

of masking of the case status during the interviews.  Absence of masking of case 

status was made necessary due to the choice of live controls. Recall bias 

represents a major threat to the internal validity of studies using self reported 

data. The human mind is frequently imprecise and recall bias is commonly 

believed to be pervasive in case control studies150. Participation in case control 

studies mainly relies on the informants’ memory to identify what in the past might 

have caused suicide. 

 Recall of information depends entirely on memory which can often be 

imperfect and thereby unreliable. Some details of an event may go unnoticed by 

the brain and then never be stored in memory151. People usually find it difficult to 

remember or actually retrieve incidents that happened in the past. Research 

done earlier tells us that 20% of critical details of a recognized event are 

irretrievable often one year from its occurrence and 50% are irretrievable after 5 

years152. So the accuracy of recall in humans significantly depends on the time 

interval between the event and the time of its assessment. Longer the interval, 

the higher the probability of incorrect recalls. The current study was conducted 

with the family members after 2 to 6 months of the suicidal death. The similar 

interval time was reported in other studies also, where the investigations, 

contacted the suicide victim families after 1 to 6 months of suicide death69, 153. To 

minimize the recall bias an attempt was made in the current study by interviewing 

more than one informants and collaborating with the local community health 

workers.  
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5.2.2. Interpretation of major findings 

 
5.2.2.1. Psychosocial risk factors for suicide 

 
 The current psychological autopsy study findings confirmed the 

association between suicide and psychosocial stress and adverse life events. 

While the association has been reported previously from India9,14,16,17 this is the 

first study to use structured psychological autopsies under a good community 

surveillance programme. The psychological autopsy studies done in the western 

countries reported that people who have died by suicide had identifiable stress 

life events preceded the suicide attempts 154,155. Portzky et al in their study 

among the relatives and other informants of 19 suicide victims and 19 matched 

psychiatric controls reported significant differences between young suicide 

victims and psychiatric controls for life events, exposure, communication and 

treatment. 154 The interplay between life events and vulnerability appears to be an 

important determinant of suicidal behaviour. 155 

 

 The present study revealed that presence of ongoing stressors was one of 

the risk factors for suicide. Severe ongoing stress is distressing. Selye156 defines 

stress as a response of the human body to any stimulus that disrupts the 

individual’s homeostasis. 63% of the suicide victims (OR 5.39; p = 0.001) and 

24% of the controls were reported to have ongoing stressors in their life course 

during the past 12 months.  Similar findings were reported in a study done by Li 

et al in China. Their study showed that life events and stress at the time of death 

(OR = 31.8) were the most important risk factors for suicide among youth157. Kar 

et al found that attempters of suicide had more stressful life events within 6 

months of the attempt158.  
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 The type of stressors identified in the current study were serious illnesses 

in the family and friends, death of a close family member and friends, marital 

discord, interpersonal conflicts between children and in-laws. In a community 

based study on suicide in the elderly in Tamilnadu, South India, acute and / or 

chronic stress was elicited for nearly all subjects. More men suffered from chronic 

stress, while women had acute precipitating events. People less than 44 years of 

age had more acute precipitating events before death while older subjects 

reported more chronic stress159.       

 
 24% of the controls, who had not indulged in suicidal behaviours, also had 

ongoing stressors. The reason for this could be their ability to cope efficiently with 

stress. The similar reason was reported by Simonds et al160. The stressors faced 

by an Individual can be reduced by a good family support. Olvera161 also stated 

that family support would be powerful resource for combating stress and 

ultimately the thought of suicide. A very little is known about the coping styles 

used by the individuals when they are faced with stress. There was considerable 

evidence in the present study to suggest that suicidal behaviour frequently 

preceded by exposure to chronic ongoing stress.  

 Living with chronic pain is associated with many lethal outcomes including 

increased risk of suicide. In the current study 15% of cases (OR 20.89; p = 0.008) 

were reported to have chronic pain. The reasons for the chronic pain in the 

suicide victims were terminal illness, arthritis and gastritis.  There are marked 

individual differences in the response to chronic pain. A study done by Ilgen et 

al162 reported that suicidal ideation was associated with head pain (OR 1.9 95% 

CI: 1.2 – 3.0) and non arthritic pain (OR 4.0 95% CI; 1.8-9.1). Uncontrolled pain 

has been recognized as an important contributing factor for suicide in cancer and 
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aids patients163-165. Physical disease itself is seldom crucial for the suicidal act. 

The presence of pain multiplies the problem and may increase the likelihood of 

suicide. Pain interferes with the functioning of the human being i.e.  it may 

interfere with mood, appetite, sleep, energy level, body image and may cause 

helplessness and hopelessness. 

 
 It is well known that marriage and family tend to be a protective factor 

against suicide and are associated with lower suicide rates. In the present study 

widowhood or separation was found to be a risk factor for suicide. Similar findings 

were reported in several other studies166-169. The study finding concurred with the 

US study done by Luoma and Pearson. The authors have reported that 

approximately 17 fold increase rate for suicide was found among the young 

windowed Whitemen168. A study done in Sweden contradicts the findings of the 

present study. Stensman compared Uppsala Sweden suicide completers afflicted 

by various physical problems. Suicide completers with chronic benign pain were 

found not to be more prevalent in the suicide completer population than in the 

general Swedish population170.  

 Widowhood has different meanings and effects at different points in life 

course. When a younger person loses his/her spouse, the personal adjustment 

following the loss becomes very difficult because death of a spouse is less 

common during younger age. In contrast loss of a spouse for older person may 

become easier adjustment, because death of a spouse is common during old 

age. Widowhood or separation involves both social and personal disorganization, 

which can result in social isolation. The participants of the current study 

expressed that the widowed or separated suicide victims were isolating 

themselves from the family get-together. So, the risk of suicide in widow hood or 
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separation has several implications for prevention. The interventions should be 

aimed at decreasing the intense or prolonged forms of grief, particularly among 

young people. The future research can be focused on the risk and protective 

factors pertaining to suicide behaviour among recently widowed or separated. 

 
 Lack of close friends during the past six months was found to be another 

risk factor for suicide, 44% of the suicide victims and 18% of the controls were 

reported to lack close friends. Similar findings were reported by Allebeck and 

Allungander. The researchers have reported that among the sample of 50,000 

Sweedish suicide deaths, lack of friends was a significant risk factor for 

suicide171. Lack of close friends lead a person to social isolation making the 

person to lack social support. Researchers on social support have found that lack 

of support can increase the risk for suicide 172,173. So enhancing social support 

can be effective in suicide prevention programmes. 

 
 Kehoe and   Gutheil have mentioned that increased levels of religiosity are 

associated with decreased risk for suicide174. Strong spiritual or religious faith 

gives a meaning and purpose to life, which can protect people from suicidal 

behaviour. The religion faith also offers a form of community support. In India, the 

rural community has lot of religious activities. When an individual engages in the 

religious activities a social net work in formed, which acts as a protective factor 

for suicide. Although there is evidence that religious participation may provide a 

protective factor against suicidal behaviour it varies across groups and culture175. 

This study failed to show any significant association between lack of religious 

faith and suicides. More research in required to unpack the complexities around 

religion and religious faith which is a sensitive issue. 



 134

 
5.2.2.2. Psychiatric risk factors for suicide  

 
 There is an over whelming evidence in most of the psychological autopsy 

studies to suggest that mental disorders play a major role in the aetiology of 

suicidal behaviour17, 33-35,176-178, . In the current study the psychiatric morbidity was 

present in 37% of the suicide cases and 16% of the controls. None of the 

psychiatric disorders were significantly associated with risk of suicide in this 

study.  

 Hawton’s study on assessment of suicide risk, reported that the most 

frequent psychiatric diagnosis associated with suicide ideation, suicide attempts 

or eventual suicide is mood disorder178. Most of the studies done on the 

prevalence of suicidal behaviour in mood disorders reported major depression as 

the main diagnosis related to suicide attempts179-181. Dysthymia has also been 

shown in some studies to be associated with suicide attempts179,181,182. The 

present study findings did not concur with the results of the above said findings.      

 
 The human beings experience depression at any one point in their life 

course. Separating depression from the human distress is difficult183. Depression 

is often viewed as a result of stressors or as a product of habitual maladaptive 

patterns of behaviour. The depression seen in the community is often viewed as a 

result of personal and social stress, life style choices or as a product of habitual 

maladaptive patterns of behaviour. Consequently, the general population and 

general physicians often hold psychological and social models for depression and 

for suicide. Psychiatrists, with their biomedical frameworks, would on the other hand 

argue for disease models of these conditions.  
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The stress related conditions are not evaluated is many of the 

epidemiological studies184, 185. The diagnostic instruments seldom evaluate the 

stress related factors, and also fail to address adjustment disorders186, 187. The 

present study supports the view that majority of people in India who kill 

themselves do not suffer from severe mental disorders. Similar finding was 

presented in a psychological autopsy study conducted by Conner et al188 in 

China, where it was reported that depressive symptoms did not associated with 

suicide. Studies which consider the framework beyond the symptoms checklist 

approach for depression have established that at least half of the depressive 

disorders in suicide victims are secondary to physical diseases and psychosocial 

stress187. 

 
 Alcohol is likely to have the greatest impact on suicide because unlike 

other psychoactive substances, it is used by a large majority of the population. In 

the present study men with alcohol dependence was a risk factor for suicide, 

27.1% of the men among suicide victims were diagnosed to have alcohol 

dependence. International research has shown that alcohol is instrumental in 

suicides across all countries particularly those countries with a culture accepting 

heavy drinking as a normal way of life189. An Estonian study reported that alcohol 

abuse was found in 51% of the suicide cases185. The informants in the present 

study reported that the alcoholic men were having interpersonal relationship 

problems, marital discord and financial difficulties. Similar findings are reported 

by Murphy et al190. 
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5.2.3. Implications  

 
 The developing countries have recorded higher and the more fluctuating 

national suicide rates than high income countries191. If we hypothesize that this 

discrepancy is due to the prevailing socio economic hardships of these countries, 

then, higher the prevalence rates, more diverse and more complex the 

associated risk factors will be. 

 Suicide prevention in rural India is more a public health objective than an 

exercise in curative psychiatric services 192. Curative psychiatric services which 

help the individual patients may not be enough to curtail the population suicide 

rates. Hence, we suggest de-emphasizing medicalization of personal and social 

distress and focussing on other underlying causes of human suffering including 

poverty, economic inequality and lack of social justice 193. Broad population 

based strategies are preferred over narrow disciplinary perspective of targeting 

depressive disorders to reduce population suicide rates. Future longitudinal 

studies investigating the complex interaction between these factors are desired. 

5.3. A controlled trial to assess the effectiveness of the structured teaching 

Programme regarding suicide for school children. 

 The study was conducted with the aim of evaluating the efficacy of a 

structured nursing intervention to enhance the knowledge and attitude of the 

school children on suicide. The results of the study are discussed under the 

following headings.  
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5.3.1. Methodological considerations   

 
 An experimental study with pretest post test design was selected to 

determine the effectiveness of the structured teaching programme on suicide.                 

The major strength of the study was use of an appropriate control group which 

was comparable to the intervention group on most of the aspects. The chance of 

contamination was avoided by selecting the students from two different schools 

of two different villages. The adequate sample size, complete response rate and 

lack of attrition between the two points of assessment were the other 

methodological strengths of this study.  

 
 As the outcome assessment was carried out by an independent rater who 

was not a part of the team which employed the structured nursing intervention, 

the possibility of observer bias was minimized. However, the lack of 

randomization and the improbability of double blinding were the limitations of this 

study. As the study assessed only the short term effectiveness of structured 

nursing intervention, the long term benefits of such intervention could not be 

ascertained by this study. 

 
5.3.2. Interpretation of major findings 

 
 Base line data on the knowledge, attitude and severity identification 

regarding suicide were collected from the school children by the investigator 

using self administered questionnaire and case vignettes. A structured nursing 

intervention on suicide was given to the intervention group children during the 

first week and the control group school children were not given a teaching on 

suicide. After a two week interval, the knowledge, attitude and severity 

identification were assessed (post test) by the investigator. In order to find the 
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effectiveness of the structured teaching on suicide, the mean score differences 

were compared between the intervention and control group.  

 
5.3.2.1. Knowledge about suicide  

 It was observed that the overall pretest knowledge about suicide was 

inadequate in most of the school children in the intervention (37.2%) and control 

group (45%). Adequate knowledge was present in a very few subjects (ie) 7% in 

the intervention group and 2.5% in the control group. Similar findings were 

reported in studies done in the west. Thornhill et al194 conducted a study among 

young adults’ knowledge and attitude on suicide. The authors have reported that 

both the young adult and older adult groups displayed inadequate knowledge.  

 
 While assessing the level of knowledge during post test, it was found that 

34.9% had adequate knowledge in the intervention group; whereas only 5% was 

seen in the control group. It indicates that there is a significant increase in the 

level of overall knowledge about suicide among the intervention group subjects 

who participated in the structured teaching programme. These findings support 

that the students who received the structured educational intervention about 

suicide will have better knowledge about the issues related to suicide.  

 
 The knowledge of school children on selected aspects like risk factors for 

suicide, warning signs of suicide, beliefs or myths about suicide and interventions 

to prevent suicide were assessed. There was significant improvement found 

among the intervention school children in all the aspects of knowledge after the 

structured nursing intervention. However, there was no significant difference 

found in the control group between the two points of assessment.  The findings 

from the present study contribute to existing research indicating that exposure to 
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suicide awareness result in increased levels of knowledge. Anxiety about suicide 

may be attributed to a lack of knowledge regarding the topic as well as integration 

of the traditional taboo surrounding this issue. From the study findings it is 

assumed that better knowledge of warning signs and risk factors of suicide may 

lead to increased knowledge in identification of its severity. The results are 

consistent with Ciffone, who reported a significant correlation between 

educational exposure and increased knowledge levels195. This could also help 

the school children to respond better to the stressful life situations, to make a 

right choice. Kalafat and Elias reported in their study that 64% of their sample 

indicated that having received suicide awareness education made it easier for 

them to deal with their friends’ problems196.  

 
5.3.2.2. Attitude towards suicide   

 
 The assessment of pretest attitude of school children towards suicide 

showed that 9.3% of the students in the intervention and 5.0% in the control 

group had highly favourable attitude towards suicide prevention. While assessing 

the attitude during post test it was noted that 39.5% had highly favourable attitude 

towards suicide prevention in the intervention group and 20% in the control 

group. Previous experiences or information from mass media would have formed 

positive attitudes in the children. This could be a reason for having favourable 

attitude about suicide prevention in both the groups.  

 
 It was noted that the pretest and post test mean scores on attitude towards 

suicide prevention in the control group were 57.25 and 59.00 respectively. But 

the difference was statistically significant (p = 0.001) in the intervention group, 

where there was an increase in the mean attitude score of school children about 
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suicide prevention from 58.33 to 70.09. There was a small non significant 

increase in the post test mean attitude score as compared to the pretest mean 

attitude score in the control group.  

 
 There was a significant improvement in the attitude of students, who 

received the structured nursing intervention regarding suicide compared to the 

control group. Structured nursing intervention in the present study has 

significantly improved the students’ knowledge and attitude about suicide 

prevention even after adjusting for the effect of gender. Similar findings were 

reported by Johnson197 where they have found that teachers given a curriculum 

on suicide prevention acquired more knowledge than they had before and 

developed a more positive attitude toward suicidal individuals.  

 
5.3.3. Implications 

 The results of this study suggest that the educational system should play 

an important role in the prevention of suicide. The school should teach the 

children to recognize the warnings signs of potential suicide attempt in their 

friends and families, to provide peer counselling and how to get immediate help 

and support. This is because the young people are at higher risk of attempting 

suicide than adults. It is also acknowledged that suicidal adolescent most often 

reveal their thoughts and feelings to their friends.   

 
 Although knowledge is increased after the teaching sessions, there need 

to be follow up sessions. It was found that there are very limited Indian studies 

available in the literatures which are done among school children. The present 

research highlights the effectiveness of structured teaching programme on school 

students’ knowledge and attitude. Studies done earlier document that effective 
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suicide control programs can be carried out by using a structured teaching 

programme 93-95.Health care professionals have a major role to play in addressing 

the problem change people attitude regarding suicide. Psychiatric nurses share 

the wider nursing frame work of prevention and health promotion and the nursing 

focus on the integrated role. They can form an effective work force to enhance 

the knowledge and attitude of school children on issues related to suicide. This 

may help to reduce the population suicide rates especially of adolescents and 

young adults. 
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CHAPTER 6 

SUMMARY AND RECOMMENDATIONS  

 The community based studies were carried out in Kaniyambadi block of 

Vellore district, Tamil Nadu, Southern India. The Department of community 

health, Christian Medical College, Vellore has been operating, a community 

health programme in this block for the past five decades.  

 
 The qualitative study employed focus group discussion to elicit local 

perspectives about suicide in a diverse group of individuals. The psychological 

autopsy study is the first community based study from India to use verbal 

autopsies for all deaths as part of an ongoing community surveillance 

programme. It also employed the standard psychological autopsy procedure and 

used a standard structured interview schedule for diagnosis. The intervention 

study was a structured educational intervention for school students to enhance 

their knowledge and attitude regarding suicide.  

 
6.1. Significant Findings of the study     

6.1.1. Perceptions regarding suicide  

� Many participants particularly emphasized marital discord (14/45), family 

problems and interpersonal conflict, while only a minority mentioned mental 

disorders as the main cause for suicide.  

� Participants commonly reported that social and financial difficulties had an 

adverse impact on individuals coping, significantly straining relationships and 

forcing them to commit suicide.  

� Participants considered suicide as an option during the time of duress. 
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� Participants said that poisoning (16/45) and hanging (7/45) were the common 

methods of committing suicide, employed by all age groups. 

� Most participants (20/45) reported that the social impact of suicide was more 

in the rural community. They also highlighted the psychological impact of 

suicide on families.  

� Participants knew little about the support services available for suicide 

prevention. However, they gave suggestions regarding suicide prevention.  

 
6.1.2. Risk factors for suicide  

� Widowhood or separated (p = 0.02) was identified as the risk factor for 

suicide, which increased the risk by three times.  

� Lack of close friends during past six months (p = 0.001), ongoing stressors           

(p = 0.001) and chronic pain (p = 0.006) were the significant psychosocial risk 

factors for suicide.  

� Being single (p = 0.02) was a significant demographic risk factor associated 

with suicide after adjusting for the effects of potential confounders. 

� Other factors like living alone (Fisher’s exact test p < 0.001) and break in 

steady relationship (Fisher’s exact test p < 0.001) were also significantly 

associated with suicide but were not present in the control group.  

� 37% (95% CI 27.54 – 46.46) of suicide and 16% (95% CI 8.81 – 23.19) of 

controls had at least one Axis I psychiatric diagnosis.  

� Majority among those who had psychiatric illness had adjustment disorder 

(15% in cases and 5% in controls; p = 0.02) and men with alcohol 

dependence (16% in cases 7% in controls; p = - 0.04).  
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� Family history of suicide, previous suicide attempt, and family history of 

psychiatric illness, major depressive disorder, Dysthymia and paranoid 

schizophrenia were not significantly associated with suicide.  

 
6.1.3. Effectiveness of structured teaching programme regarding suicide for 

school children.      

� There was significant difference found in the intervention group between the 

pretest and post test mean score on overall knowledge, attitude regarding 

suicide and their ability to identify the severity using case vignettes after the 

structured teaching programme ( p = 0.001). 

� The control group did not have significant difference between the pretest and 

post test mean scores on over all knowledge, attitude regarding suicide and 

their ability to identify the severity using vase vignettes without the structured 

teaching programme.  

� Intervention and control groups significantly differed on the various aspects of 

knowledge regarding suicide such a risk factors (p = 0.002) warning signs           

(p = 0.001) beliefs or myths about suicide (p = 0.01) and interventions to 

prevent suicide (p = 0.02) after the structured teaching programme.  

 
Three hypotheses were formed on the basis of the objectives and were tested.  

The findings are as follows:  

H1 - Depression was not common among subjects who committed  

  suicide.      

H2 - Alcohol abuse was more likely to be common among men who  

  commit suicide than among male controls.  
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H3 - The students who received the structured educational intervention  

  about suicide had greater knowledge about the issues.  

 
 The findings of the studies confirmed only the third hypothesis stated.  

 

6.2. Implications of the study   

6.2.1. Nursing Practice  

 Nurses spend a lot of time with patients on a one – to – one basis. Nurses 

working in health services like accident and emergency, child and adolescent 

mental health and community, offer care to people who engage in suicidal 

behaviour. So they need to be well trained in suicide risk and suicide prevention 

strategies.  Nurses who are the prime care givers to the suicidal should focus on 

the interventions regarding safety and alleviation of immediate crisis. 

 
 The nurses working at the community play a vital role as teachers, 

facilitators, counselors and guides. They should plan and educate the public 

regarding suicide prevention. They should take more efforts to strengthen the 

interventions aimed at people with a high risk for suicide and those who present 

with early warning signs.  

 
 A trusting relationship can be developed which may encourage individuals 

to reveal concerns, they are reluctant to share even with their family. So, it is an 

important part of the nurses to educate the family to pick up changes in behaviour 

or cues that can precipitate a suicide attempt. Mass education should be planned 

and conducted at periodic intervals to increase the public awareness regarding 

suicide.  
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 School health services are an essential component of community health. 

The nurses working in the community need to educate the school students 

regarding suicide facts and coping skills. The school teachers can be equipped 

with adequate knowledge about adolescent suicide by providing appropriate 

training. Nursing as a discipline has a duty and is challenged to provide what is 

needed and necessary in helping prevent suicide among this population.  

 
6.2.2. Nursing Education      

 The educational back ground of the nurses should equip them with the 

knowledge necessary to recognize warning signs of suicide and its management. 

At present the syllabi of basic nursing courses have a very minimal emphasis on 

suicide prevention. The nursing curriculum should include more content on 

suicide. The nurses working in the hospital and in the community should be given 

in service education to update their knowledge and abilities in identifying people 

who are at risk for suicide. The nurse educators should train the students in the 

area of counseling people in distress. 

 
6.2.3. Nursing Administration   

 The nurse administrators should take an active role in developing teaching 

modules on suicide that are cost effective, which can be used to educate thess 

school children and public. The nurse administrators also should take an active 

role in developing policies regarding suicide prevention. Periodical workshops 

and conferences can be organized for the nurses to update their knowledge 

regarding suicide prevention.  
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6.2.4 Nursing Research  

 The present studies can be done in an urban setting and the risk factors 

can be compared between the rural and urban population. The psychological 

autopsy can be carried out between living controls, suicide attempters and 

suicide victims to understand the issues regarding suicide in depth. 

 

6.3. Recommendations     

 The present study findings revealed that psychosocial stress and adverse 

life events play a major role as risk factors for suicide. The structured teaching 

programme was effective and there was a significant increase in the knowledge 

and attitude regarding suicide. Following strategies are recommended for 

reducing suicide.  

1. Conduct regular school health programme on suicide prevention  

2. Prepare appropriate teaching modules on suicide to use with different 

population.  

3. Conduct training programme for school teachers to identify students with 

poor coping skills and counsel them.  

4. Conduct regular mass education to increase public awareness.  

5. Educate the nursing personal in the area of counseling. So that they will 

be equipped in dealing with people in distress.  

6. Interventions to foster supportive family relationships  

7. Reducing the availability of means of suicide  

8. Control the access to lethal means of committing suicide.  

9. Establish counseling centers in rural areas.  

10. Educate the public about mental illness and its treatment.  
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11. Support the broad population based socio economic interventions to 

improve the overall life standards and social justice. 

 

6.4. Conclusion   

 The qualitative study revealed that many people in the local community 

perceived suicide as an option to get over interpersonal, family and financial 

stress among normal individuals as well as among those with mental illness. The 

psychological autopsy study documented severe mental disorder only in a 

minority of subjects who killed themselves. The psychological autopsy study also 

reported that psychosocial stress and social isolation are risk factors for suicide in 

the region. The intervention study demonstrated the effectiveness of a structured 

educational programme about suicide in improving knowledge and attitude 

among students who received the education. Suicide remains as a distinct global 

public health problem and the reduction of rates continues to be major concern of 

many countries. Knowledge of risk and protective factors can be a guide for 

support and prevention of suicide. 



REFERENCES 

1. World Health Organization. World Health Report 2001. Mental health: New 

understanding, new hope, Geneva: World Health Organization; 2001.  

2. World Health Organization. World Health Report 2002. Reducing risks, 

Promoting healthy life. Geneva: World Health Organization; 2002. 

3. World Health Organization. Figures & facts about suicide. Geneva : World 

Health Organization; 1999.  

4. Gunnel DJ. The epidemiology of suicide. Int Rev Psychiatry. 2000; 12: 21-26. 

5. Sridhar V. Life and death questions. http:/www.frontlineonnet.com/fl1821/182 

10950.htm 

6. Gururaj G, Isaacs MK. Epidemiology of Suicides in Bangalore. Bangalore: 

National Institute of Mental Health and Neuro Sciences, Publication No. 

43:2001.  

7. Accidental Deaths and Suicides in India, National Crime Records Bureau. 

Ministry of Home Affairs. Government of India: 2005. 

8. South India: World Suicide capital. http://www.rediff.com/news/2004/aphr/15 

spec.htm?zcc=rl. 

9. Joseph A, Abraham S, Muliyil JP, George K, Prasad J, Minz S, et al. 

Evaluation of suicide rates in rural India using verbal autopsies, 1994-99 . 

BMJ 2003; 326: 1121-2. 

10. Goldsmith SK, Pellmar TC, Kelinman AM, Bunney WE (editors). Reducing 

suicide: A national imperative. Washington, DC: The National Academic 

press; 2002.       

11. Aaron R, Joseph A, Abraham S, Muliyil J, George K, Prasad J, et al. Suicides 

in young people in rural southern India. Lancet 2004; 363 : 1117-18. 



12. Abraham VJ, Abraham S, Jacob KS. Suicide in the elderly in Kaniyambadi 

block, Tamil Nadu, South India. Int J Geriatr psychiatry. 2005; 20: 953-955. 

13. Vijayakumar L, RajKumar S. Are risk factors for suicide universal? A case-

control study in India. Acta psychiatr Scand. 1999; 99 : 407-411. 

14. Manoranjitham S, Helen charles, Saravanan B, Jayakaran R, Abraham S, 

Jacob KS.  Perceptions about suicide: A qualitative study from Southern India. 

Natl Med J India. 2007; 20: 176-79. 

15. Manoranjitham S, Abraham S, Jacob KS. Towards a national strategy to 

reduce suicide in India. Natl Med J India. 2005; 18 : 118-22. 

16. Prasad J, Abraham VJ, Minz S, Abraham S, Joseph A, Muliyil JP, George K, 

Jacob KS. Rates and factors associated with suicide in Kaniyambadi Block, 

Tamil Nadu, South India, 2000-02. Int J Soc Psychiatry. 2006; 52: 65-71. 

17. Gururaj G, Issac MK, Subbakrishna DK. Rajani R. Risk factors for completed 

suicides: a case-control study from Bangalore, India. Inj Control Saf Promot. 

2004; 11: 183-91.  

18. Shneidman ES. Comprehending suicide, Landmarks in 20th century 

suicidology. Washington DC, American Psychological Association; 2001.  

19. American Association of suicidology suicide prevention guide. Washington 

DC. 1996.  

20. Durkheim, E. Suicide New York : Free Press 1951.  

21. United Nations. Prevention of suicide: Guidelines for the formulation and 

implementation of national strategies Department for Policy Coordination and 

Sustainable Development. New York: United Nations Publication; 1996.  



22. Rich CL, Rueson BS. Similarities in diagnostic co-morbidity among young 

people in Sweeden and in the United States. Acta psychiatr Scand. 1992; 86: 

335-39. 

23.  Henriksson MM, Hillevi MA, Marttunen MJ. Mental disorders and co-morbidity 

in suicide. Am J Psychiatry. 1993; 150: 935-40. 

24. Bertolote JM, Fleischmann A, DeLeo D, Wasserman D. Suicide and Mental 

disorders : Do we know enough?. Br J Psychiatry. 2003; 183: 382-3. 

25. Rich CL, Young D, Fowler RC. San Diego suicide study: relationships 

between diagnosis and stressors. Acta Psychiatr Scand. 1986; 45: 589-92. 

26. Lesage AD, Boyer R, Grunberg F. Suicide and mental disorders: A case 

control study of young men. Am J Psychiatry. 1994; 151: 1063-68. 

27. Smith JC, Mercy JA, Conn JM. Marital status and risk of suicide. Am J Public 

Health. 1988: 78: 78-80. 

28. Banerjee G, Nandi DN, Nandi S. The vulnerability of Indian women to suicide. 

A field study. Indian J Psychiatry. 1990; 32: 305-8. 

29. Issac MK. Public Health aspects of suicide in India. Indian J Psychiatry. 2003; 

26: 6-9. 

30. Hedge RS. Suicide in a rural community of North Karnataka. Indian J 

Psychiatry. 1993; 22: 368-70. 

31. Ponnudurai R. Suicide in India: A review. Indian J Psychol Med. 1996, 19:    

19-25. 

32. Ponnudurai R, Jayakar J. Suicide in Madras. Indian J Psychiatry.1980; 22: 

203-5. 

33. Khan MM, Mahmud S, Karim MS, Zaman M. Prince M. Case control study of 

suicide in Karachi, Pakistan. Br. J. Psychiatry. 2008; 193: 402-5. 



34. Chen EY, Chan WS, Wong PW, Chan SS. Suicide in Hong Kong: a case 

control psychological autopsy study. Psychol Med.2006; 36: 815-25. 

35. Phillips MR, Yang G, Zhang Y, Wang LJH, Zhou M. Risk factors for suicide in 

China: National case-control psychological autopsy study. Lancet. 2002; 360: 

1728-36. 

36. Durkheim E. Suicide; A study of sociology, Glencoe, II Free Press, 1951. 

37. Freud S. Mourning and Melancholia. London, Hograth Press; 1957. 

38. Corroll – Ghosh, T, Victor BS, Bourgeois JA. Suicide Textbook of Clinical 

Psychiatry. Washington DC: American Psychiatric Publishing; 2003.  

39. Bect AT, Brown G, Berchick RJ. Relationship between hopelessness’ and 

ultimate suicide: A replication with psychiatric outpatients. Am J Psychiatry. 

1990; 147: 190-95. 

40. Rich CL, Warsradt GM, Nemiroff RA. Suicide, Stressors and the life cycle Am 

J Psychiatry. 148: 524-27. 

41. Abbar M, Courtet P, Bellivior F, Leboyer M, Boulenger JP, Castelhau D            

et al. Suicide attempters and the tryptophane hydxoxylase gene. Mol 

Psychiatry. 2001; 6: 268-73. 

42. Sadock BJ, Sadock VA. Synopsis of Psychiatry: Behavioral Sciences / Clinical 

Psychiatry. 9th Ed. Philadelphia: Lippincott Williams & Wilkins; 2003.  

43. Gould MS, Fisher P, Parides M. Psychological risk factors of child and 

adolescent completed suicides. Arch Gen Psychiatry. 1996; 53: 1155 - 62.   

44.  Lin HC, Wu CH, Lee HC. Risk factors for suicide following hospital discharge 

among cancer patients. Psycho oncology. 2009; 20 (in press). 



45. Kolvesk, Varnik A, Schneider B, Fritze J, Allik J. Recent life events and 

suicide: a case-control study in Tallinn and Frankfurt. Soc Sci Med. 2006; 

62(11): 2887-96. 

46. Blackmore ER, Munce S, Weller I, Zagorski B, Stansfeld SA, Stewar DE et al. 

Psychosocial and clinical correlates of suicidal acts: results from a national 

population survey. Br J Psychiatry. 2008; 192(4): 279-84. 

47. Us Department of Health and Human Services. National Strategy for Suicide 

Prevention. http://www.mentalhealth.Sahsa.gov/publications/allpubs/A01-351 

8/default.asp 

48.  Kevin Caruso. Suicide Warning signs. http://www.suicide.org/suicide-

warning-signs.html.  

49. Zhang X, Li HS, Zhu QH, Zhov J, Zhang S, Zhang L, Sun CY. Trends in 

suicide by poisoning in China 2000-2006: age, gender, method and 

geography. Biomed Environ Sci. 2008; 21: 253-6. 

50. Srivastava A, Peshin SS, Kaleekal T, Gupta SK. An epidemiological study of 

poisoning cases reported to the National poisoning Information centre. All 

India Institute of Medical Sciences, New Delhi. Hum Exp Toxicol. 2005; 24: 

279-85. 

51. Kanchan T, Menezes RG. Suicidal hanging in Manipal, South India – Victim 

profile and gender differences. J Forensic Leg Med. 2008; 15: 493-6. 

52. Bastia BK, Kar N. A Psychological autopsy study of suicidal hanging from 

Cuttack, India: focus on stressful life situations. Arch Suicide Res. 2009; 13: 

100-4.   



53. Gunnell D, Eddleston M, Phillips MR, Konradsen F. The global distribution of 

fatal pesticide self – poisoning: systematic review. BMC Public Health. 2007; 

21: 357. 

54. Jiswanlal S. The suicide myth. RN 2001; 64:32-33. 

55. U.S. Public Health Service. The surgeon general’s call to action to prevent 

suicide. Washington, DC; 1999.  

56. Fergusson DM, Beautrais AL, Horwood LJ. Vulnerability and resiliency to 

suicidal behaviours in young people. Psychol Med. 2003; 33: 61-73. 

57. Caine ED, Conwell Y. Suicide in the elderly. Int Clin Psycho Pharmacol. 2001; 

16: 25-30. 

58. Rubenowitz E, Waern M, Wilhelmson K. Life events and psychosocial factors 

in elderly suicides: a case-control study. Psychol Med. 2001; 31: 1193-202. 

59. Szanto K. Suicidal behaviour in the elderly. Psychiatric Times 200; XX URL: 

www.psychiatrictimes.com/p031252.html. 

60. Tseng W-S. Handbook of Cultural Psychiatry. Academic Press, London; 2001. 

61. Elfawal MA. Cultural influence on the incidence and choice of method of 

suicide in Saudi Arabia. Am J Forensic Med Pathol. 1999; 20: 163-8. 

62. VanBergen DD, Smit JH, Kerkhof AJ, Saharso S. Gender and cultural 

patterns of suicidal behaviour. Young Hindustani immigrant women in 

Netherlands. Crisis. 2006; 27: 181-8. 

63. Canetto SS. Women and suicidal behaviour: a cultural analysis. Am J 

Orthopsychiatry. 2008; 78: 259-66. 

64. Young T. Procedures and Problems in conducting a psychological autopsy. 

Int J Offender Ther Comp Criminol. 1992; 36: 43-52. 



65. Sherlock Holmes – Investigative psychology. http://www.faculty.newc.edu/to 

connor/psy/psylect04.htm. 

66. Shneidman E. The psychological autopsy. suicide Life Threat Behav. 1981; 

11: 325-40. 

67. Barrclough B, Bunch J, Nelson B, Sainsbury P. A hundred cases of suicide: 

clinical aspects. Br J Psychiatry. 1974; 125: 355-73. 

68. Russell S. Psychological autopsy (online). 2004. Available from: URL: 

http://www.authorsden.com/visit/viewarticle.asp?authorID=88488id=14997   

69. Beskow J, Runeson B, Asgard U. Psychological autopsies and ethics. Suicide 

Life Threat Behav. 1990; 20: 307-21. 

70. Lesage AD, Boyer R, Grunberg F. Suicide and mental disorders: A case 

control study of young men. Am J Psychiatry. 1994; 151: 1063-68. 

71. Chen AT. Mental illness and suicide, a case-control study is East Taiwan. 

Arch Gen Psychiatry. 1995; 52: 594-603. 

72. Chen AT, Chen TH, Chen CC, Jenkins R. Psychosocial and psychiatric risk 

factors for suicide case control psychological autopsy study. Br J Psychiatry. 

2000; 177: 360-65. 

73. Kolves K, Varnik A, Tooding LM, Wasserman D. The role of alcohol in suicide: 

a case-control psychological autopsy study. Psychol med. 2006; 36: 923-30. 

74. Portzky G, Audenaert K, Heeringen Van K, Psychosocial and Psychiatric 

factors associated with adolescent suicide: A case-control psychological 

autopsy study, J Adolesc. 2008; 20. 

75. Pompili M, Innamorati M, Masotti V, Personne F, Lester D, Vittorio Di C.  et al. 

Suicide in the elderly : a psychological autopsy study in a north Italy area 

(1994-2004). Am J Geriatr Psychiatry. 2008; 16: 727-35.  



76. Gau SS, Cheng AT. Mental illness and accidental death. Case control 

psychological autopsy study. Br J Psychiatry. 2004; 185: 422-8. 

77. McGirr A, Renand J, Seguin M, Alda M, Benkelfat C, Lesage A, et al. An 

examination of DSM IV depressive symptoms and risk factors for suicide 

completion in major depressive disorder: A psychological autopsy study.  J 

Affect Disord. 2006; 17. 

78. Dumais A, Lessage AD, Alda M, Rouleau G, Dumont RN, Chawky N et al. 

Risk factors for suicide completion in major Depression: A case control study 

of impulsive and aggressive behaviours in man. Am J Pschiatry. 2005; 

162:2116-24.   

79. Genevieve AL, Caroline K, Gustavo T. Psychiatric diagnosis in 3275 suicides : 

A meta analysis. BMC Psychiatry. 2004; 4:37. 

80. Heila H, Isometsa ET, Henriksson MM, Heikkinen ME, Marttunen MJ, 

Lonngvist JK. Suicide and Schizophrenia; a nation wide psychological 

autopsy study on age and sex specific clinical characteristics of 92 suicide 

victims with schizophrenia. Am J Psychiatry. 1997; 154: 1235-42. 

81. Shaffer D, Gould MS, Fisher P, Trautnan P, Morear D, Kleinman M et al. 

Psychiatric diagnosis in child and adolescent suicide. Arch Gen Psychiatry. 

1996; 53: 339-48. 

82. Conwell, Y. Duberstein, PR, Cox, C, Hermann JH, Forbes, NT, Caine ED. 

Relationships of age and axis I diagnosis in victims of completed suicide; a 

psychological autopsy study. Am J Psychiatry. 1996; 153: 1001-8. 

83. Margda W, Runeson, Peter A Jan B, Eva R, Ingmar S et al. Mental disorder in 

Elderly Suicides: A case control study. Am J Psychiatry. 2002; 159: 450-55. 



84. Houston K, Hawton K, Shepperd R. Suicide in young people aged 15-24; a 

psychological autopsy study. J Affect Disord. 2001; 63: 159-70. 

85. Kelly TM, Mann JJ. Validity of DSM-III-R diagnosis by psychological autopsy: 

a comparison with clinician ante – mortem diagnosis. Acta Psychiatr Scand. 

2007; 94: 337-43. 

86. Gupta S, Donald W, Black, Arndt S William C, Hubbard MA. Factors 

associated with suicide attempts among patients with Schizophrenia. Psychiat 

Serv. 1998; 49: 1353-55. 

87. Kitzinger J. Qualitative research. Introducing focus groups. BMJ. 1995; 311: 

299-302. 

88. Manoranjitham S, Jacob KS. Focus group discussion.Nurs J India. 2007; 98: 

125-7.  

89. Lindquist P, Johansson L, Karlsson U. In the aftermath of teenage suicide: A 

qualitative study of the psychosocial consequences for the surviving family 

members. BMC Psychiatry. 2008; 8: 26. 

90. Owens C, Lambert H, Donovan J, Lloyd KB. A qualitative study of help 

seeking and primary care consultation prior to suicide. Br J Gen Pract. 2005; 

55: 503-9. 

91. Coggan C, Patterson P, Fill J. Suicide: Qualitative data from Focus group 

interviews with youth. Soc sci Med. 1997; 45:1563-70. 

92. Lin Yiping, Yen Lee Lan, WO Wenchi. Perspectives relating to suicide: 

qualitative data from focus group interviews with 7th graders. J Med Educ. 

2002; 6: 136-46.  



93. Samuelsson M. Asberg M. Training programme in suicide prevention for 

Psychiatric nursing personnel to enhance attitude to attempted suicide 

patients. Int J Nurs stud. 2002; 39: 115 -21. 

94. Thorbjorg G. Tordis SH. Kirsti S. Olav B. Applied Suicide intervention skills 

training - An evaluation. www.livingworks.net/docs/ASISTNrwyEvltn.pdf 

(accessed 20.12.08) 

95. Portzky G. Van Heeringen K. Suicide prevention in adolescents; A controlled 

study of the effectiveness of a school based psycho-educational programme. 

J Child Psychol Psychiatry 2006; 47: 910-18. 

96. Aseltine RH, James A, Schilling EA, Glanovsky J. Evaluating the SOS suicide 

prevention program: a replication and extension. BMC Public Health. 2007; 7: 

161. 

97. Chan SW, Chien WT, Tso S, The qualitative evaluation of a suicide 

prevention and management programme by general nurses. J Clin Nurs. 

2008; 17: 2884-94. 

98. Gask L, Dixon C, Morriss R, Appleby L, Green G. Evaluating STORM skills 

training for managing people at risk of suicide. J Adv Nurs. 2006; 54: 739-50. 

99. Bertolote JM. Suicide prevention at what level does it work?. World 

Psychiatry. 2004; 3: 147-51. 

100. Reid W, Ann L. The role of the nurses providing therapeutic care for the 

 care for the suicidal patient. J Adv Nurs. 1993; 18: 1369-76. 

101. Ramberg IL, Wasserman. D. Suicide Preventive activities in psychiatric  

 care: evaluation of an educational programme in suicide prevention.  Nord 

 J Psychiatry. 2004; 58: 389-94.  



102. Thara R, Srinivasan TN. How stigmatizing is schizophrenia in India? Int J 

 Soc Psychiatry. 2000; 46: 135-41. 

103. Leenaars A, Cantor C, Connolly J, EchoHawk M, Gailiene D, He ZX          

 et al. Controlling the environment to prevent suicide : International 

 perspectives. Can J Psychiatry. 2000; 360: 1163-7. 

104. Eddleston M, Karalliedde L, Buckley N, Fernando R, Hutchinson G,          

 Isbister G, et al. Pesticide poisoning in the developing world – A minimum    

 pesticides list. Lancet. 2002; 360: 1163-7. 

105. Hawton K, Townsend E, Deeks J, Appleby L, Gunnell D, Bennewith O,   

 et al. Effects of legislation restricting pack sizes of paracetamol and 

 salicylate on self poisoning in the United Kingdom : Before and after study. 

 BMJ. 2001; 322: 1203-7. 

106. The Mental Health Act, 1987. New Delhi : Delhi Law House; 2003. 

107. Vijayakumar L. Befriendign the suicidal in India – A column from 

 Befrienders Internationa. Crisis. 1994; 15: 99-100. 

108. Jacob KS. Psychiatric education for medical students. Natl Med J India. 

 1998: 11: 287-9. 

109. US Department of Health and Human Services. National strategy for 

 suicide prevention. http://www.mentalhealth.samhsa.gov/publications/

 allpubs/SMA01-3518/default.asp. 

110. McEwen M, Wills EM. Theoretical basis for nursing. 3rd ed. Lippincott :

 Williams & Wilkins; 2007.   

111. Neuman BM, Young RJ. A Model for teaching total person approach to 

 patient problems. Nurs Res. 1972.  



112. George JB, Nursing Theories : The Buse for professional Nursing Practice. 

 III ed. Norwalk, Connecticut Appleton & Lange ;1990.  

113. Patterson J. Signs of the times. Vellore: Community Health Department, 

 Christian Medical College; 2005.  

114. Joseph A, Joseph KS, Kamaraj K. Use of computers in primary health 

 care. Int J Health Sci. 1991; 2: 93-101. 

115. Bryman A, Burgess R. Analyzing qualitative data. London: Routledge; 

 1993. 

116. Pope C, Ziebland S, Mays N. Analyzing qualitative data. BMJ. 2000;

 320:114-116.  

117. Glasser BG, Strauss AL. The discovery of grounded theory: strategies 

 for qualitative research. Chicago: Aldine; 1967. 

118. Cavanagh JT, Carson, AJ, Sharpe M. & Lawrie SM. Psychological 

 autopsy studies of suicide: a systematic review. Psychol Med. 2003, 33: 

 395-405. 

119. Foster T, Gillespie K, Mcclelland R. Mental disorders and suicide in 

 Northern Ireland. Br J Psychiatry. 1997; 170: 447-52. 

120. Spitzer, Robert L, Williams, Janet BW, Gibbon, Miriam, Michael B. 

 Structured Clinical Interview for DSM-III-R- Patient Edition (SCID-P, 9/1/89 

 Version), Biometrics Research Department, New York State Psychiatric 

 Institute, New York. 

121. Martin A. Nurses attitude towards suicidal behavior; comparative study of 

 community mental health Nurses working in an accident and emergency 

 department. J Adv Nurs. 1997; 25: 1283-91. 



122. Powel RA, Single HM, Llyod KR. Focus groups in mental health research: 

 enhancing the validity of user and provider questionnaires. Int J Soc 

 Psychiatry. 1996; 42: 193-206. 

123. Morgan D. Why things (sometimes) go wrong in focus groups. Qual Health 

 Res. 1995 ; 5: 516-23 

124. Fontana A, Frey JH. Interviewing: The art of scene. The Hand book of 

 qualitative research. CA. Sage Publication; 1994. 

125. Khan ME, Manderson L. Focus groups in tropical research. Health policy 

 Plan. 1992; 7: 56-66. 

126. Guba, E. G., & Lincoln, Y.S. Competing paradigms in qualitative research. 

 In: Denzin NK, Lincoln YS, eds. Handbook of qualitative research. London: 

 Sage; 1994. 

127. Nandi DN, Banerjee G, Boral GC. Suicide in West Bengal – A Century 

 apart. Indian J Psychiatry. 1978; 20: 155-60. 

128. Shukla GD, Verma BL, Mishra DN. Suicide in Jhansi city. Indian J 

 Psychiatry. 1990; 32: 44-51. 

129. Sudhirkumar CT, Chandrasekaren R. A study of psychosocial and clinical 

 factors associated with adolescent suicide attempts. Indian J Psychiatry. 

 2000; 42: 237-4. 

130. Sharma RC. Attempted suicide in Himachal Pradesh. Indian J Psychiatry. 

 1998: 40: 50-4.  

131. Paykel ES, Hart D, Priest RG. Changes in Public attitudes to depression 

 during the defeat depression campaign. Br J Psychiatry. 1998; 173: 519-

 22. 



132. Jorm A. Mental health literacy: Public knowledge and beliefs about mental 

 disorders. Br. J Psychiatry. 2000; 177: 396-401. 

133. Ponnudurai R, Jeyakar J, Saraswathy M. Attempted suicides in Madras. 

 Indian J Psychiary. 1986; 28: 59-62. 

134. Roberts DM, Karunarathna A, Buckley NA. Influence of pesticide 

 regulation on acute poisoning deaths in Sri Lanka. Bull World Health 

 Organs 2003; 81: 789-98. 

135. Caron J, Julien M, Huang JH. Changes in suicide methods in quebec 

 between 1987 and 2000: the possible impact of bill c-17 requiring safe 

 storage of fire arms. Suicide Life Threat behav. 2008; 38: 195-208. 

136. Gunnell D, Karunarate A, Silva DE, Sherif RMH Buckley NA. Epidemiology 

 of intentional self – poisoning in rural Sri Lanka. Br J Psychiatry. 2005; 

 187: 583-84. 

137. Somasundaram DJ, Rajadurai S. War and Suicide in nothern Sri Lanka. 

 Acta Psychiatr Scand. 1995, 91: 1-4. 

138. Maniam T. Suicide and Parasuicide in a hill resort in Malaysia. Br J 

 Psychiatry. 1988, 153: 222-25. 

139. Michael Eddleston, Andrew Dawson, Lakshman Karalliedde, Wasantha 

 Dissanayake, Ariyasena Hittarage, Shifa Azher and Nick A Buckley; Early 

 management after self-poisoning with an organophosphorus or carbamate 

 pesticide – a treatment protocol for junior doctors; http://ccforum.com/ 

 content/ 8/6R391. 

140. Ajdacic GV, Weiss MG, Ring M, Hepp U, Bopp M, Gutzwiller F, Rossler W. 

 Methods of suicide : International Suicide patterns derived from the WHO 

 mortality database. Bull World Health Organ. 2008; 86: 726-32. 



141. Van Dongen CJ. Experiences of family members after a suicide. J Fam 

 Pract. 1991; 33: 375-80. 

142. Yen YC, Yang MJ, Yang MS, Lung FW, Shih CH, Hahn CY. et al. Suicidal 

 ideation and associated factors among community – dwelling factors 

 among community – dwelling elders in Taiwan. Psychiatry Clin Neurosci. 

 2005; 59: 365 -71.  

143. Norris FH, Murrell SA. Older adult family stress and adaptation before and 

 after bereavement. J Gerontol. 1987; 42: 606-12. 

144. Thomyangkoon P, Leenaars A. Impact of death by suicide of patients on 

 thai psychiatrist. Suicide Life Threat behav. 2008; 38: 728-40. 

145. Burgess S, Hawton K, Loveday G. Adolescents who take overdoses : 

 outcome interms of changes in psychopathology and the adolescents’ 

 attitude to care and to their overdose. J Adolesc. 1998; 21: 209-18. 

146. Vaiva G, Vaiva G, Ducrocq F, Meyer P, Mathieu D, Philippe A. et al. Effect 

 of telephone contact on further suicide attempts in patients discharged 

 from an emergency department : randomized controlled study. BMJ. 2006; 

 332: 1241-45. 

147. Bunch J. Recent bereavement in relation to suicide. J psychosom Res. 

 1972; 16: 347-366. 

148. Foster T, Gillespie K, Mcclelland R. Risk factors for suicide independent of 

 DSM-III-R Axis I disorder. Br J psychiatry. 1999; 175: 175-79. 

149. Portzky G, Audenaert K, van Heeringen K. Adjustment disorder and the 

 course of the suicidal process in adolescents. J Affect Disord. 2005; 

 87:265-70. 



150. Grines D, Schulz, K. Bias and causal association in observational 

 research. Lancet. 2002; 359: 248-52. 

151. Koriat A. How we know that are know? The accessibility model of the 

 feeling of knowing. Psychol Rev. 1993; 100: 609-39. 

152. Bradburn N, Rips L, Snevell, S. Answering auto biographical questions. 

 The impact of memory and interference on surveys. Science new services. 

 1987; 236: 151-61. 

153. Driller J. The psychological autopsy in equivocal deaths. Perspect 

 psychiatr care .1979; 17:156-61. 

154. Marttunen MJ, Aro HM, Lonnqvist JK. Adolescence and suicide, a review 

 of psychological autopsy studies. Eur child Adolesc psychiatry. 1993; 2: 

 10-18. 

155. Shaffer D. Suicide in childhood and early adolescence. J child psychol 

 psychiatry. 1974; 15: 275-91. 

156. Selye H. Stress without distress. New York : Lippincott and Crowell 

 publication; 1974. 

157. Lixy Phillips MR, Zhaz YP, Xu D, Yang GH, Risk factors for suicide in 

 youth - a case control study. Psychol med. 2008; 38: 397-406. 

158. Kar N, Das I, Mishra BN. A study of suicide attempts by adolescents. 

 Indian J Psychiatry. 1995; 37: 52. 

159. Sainath P, A scenario of post morteroms 24x7. Soaring suicides in 

 vidharbha weekend edition, February 18, 2006. 

160. Simonds JF, Mc mahon T, Armstrong D. Assessing the impact of life 

 charges. Development of the life experiences survey. J consult clin 

 psychol. 1991; 46: 932-40. 



161. Olvera R. Suicidal ideation in Hispanic and mixed ancestry  adolescents. 

 Suicide Life Threat behave. 2001; 31: 416-27. 

162. Iglen MA, Zivin K, Mccammon RJ, Valensterin M. Pain and suicidal 

 thoughts, plans and attempts in the United States. Gen Hosp psychiatry. 

 2008; 30: 521-7. 

163. Bolund C. Suicide and cancer II. Medical and care factors is suicide by 

 cancer patients in Sweeden 1973 -1976. J Clin Oncol. 1985;3:17-30. 

164. Breitbart W. Suicide in cancer patients. Oncology 1987, 1, 49-53. 

165. Farberow NL, Ganzler S, Cutler F, Reynolds D. An eight year survey of 

 hospital suicides. Suicide Life Threat behave. 1971; 1: 198-201. 

166. MacMahon B, Pugh TF, Suicide and the widowed. Am J Edpidemio. 1965; 

 81: 23-31. 

167. Kreitman N. Suicide, age and marital status. Psycho med. 1988;18: 121-8. 

168. Luoma JB, Pearson JL. Suicide and marital status in the United States. 

 1991-1996; is widowhood a risk factor? Am J public Health. 2002; 92: 

 1518-22. 

169. Smith JC, Mercy JA, Con JM. Marital status and the risk of suicide. Am J  

 public Health. 1988; 78: 78-80. 

170. Stensman R, Stersman V. Physical disease and disability among 416 

 suicide cases in Sweden. Scand J soc med. 1988; 16: 149-153. 

171. Allebeck P, Allgulander C, Suicide among young men: psychiatric illness, 

 deviant behaviour and substance abuse. Acta psychiatr scand. 1990; 81: 

 565-70. 

172. Balon R, Suicide can we predict it? Compr psychiatry. 1987; 28: 236-41. 



173. Tanney BL. Mental disorders, psychiatric patients and suicide, 

 Assessment and prediction of suicide: Assessment and prediction of 

 suicide. Guidlford press: New York; 1992. 

174. Kehoe NC, Gutheil TG. Neglect of religious issues is scale based 

 assessment of suicidal patients. Hosp community psychiatry. 1994; 45: 

 366-69. 

175. Vanness PH, Towle VR, Leary JR, Fried TR. Religion, risk and medical 

 decision making at end of life. J Aging Health. 2008; 20: 545-59. 

176. Brent DA, Kolko DJ, Wartella ME. Adolescent psychiatric inpatients risk of 

 suicide attempt at 6 months follow up. J Am child Adolesc psychiatry. 

 1993; 2: 95-103. 

177. Badrinaraya A. Study of suicidal risk factor in depressive illness. Indian J 

 psychiatry. 1980; 22: 81-83. 

178. Hawton K, Assessment of suicide risk. BrJ psychiatry. 1987; 150: 145-153. 

179. Aris GM, Friedman TA, Sanderson WC, Kaplan ML, Praag VHM, 

 Firedman HJM. Suicidal behaviours in adult psychiatric out patients I. 

 Description and prevalence. Am J psychiatry. 1993; 150: 108-112. 

180. Petronis KR, Samuels JF, Moscicki EK, Antony JC. An epidemiological 

 investigation of potential risk factors for suicide attempts. Social psychiatry 

 psychiatr Epidemiol 1990; 25: 193-99. 

181. Spalletla G, Troisi A, Saracco M, Ciani N, Pasini A. Symptom profile, axis 

 II comorbidity and suicidal behaviour in young males with DSM-III-R 

 depressive illness. J Affect disord. 1996; 39: 141-48. 

182. Dyck RJ, Bland RC, New man SC, Orn H, Suicide attempts and 

 psychiatric disorders in education. Acta psychiatr scand. 1988; 77: 64-77. 



183. Lewis G, Pelosi A, Araya R, Dunn G, Measuring psychiatric morbidity in 

 the community; a standardized interview for use by lay interviewers. 

 Psychol Med. 1992; 22: 465-86. 

184. Robins LN, Wing J, Wittchens HU, Helzer JE, Babor TF, Burke J, Farmer 

 A, Jablenski A, Pickens R, Regier DA, The composite international 

 diagnostic interview, an epidemiological instrument suitable for use in 

 conjunction with different diagnostic systems in different cultures. Arch 

 Gen Psychiatry. 1988; 45: 1069-77. 

185. Portzky G, Audenaert K, Van Heeringen K. Adjustment disorder and the 

 course of the suicidal process in adolescents. J Affect disord. 2005; 87: 

 265-70. 

186. Casey P, Dowrick C, Wilkinson G: Adjustment disorder fault line in the 

 psychiatric glossary. Br J psychiatry. 2001; 179: 479-81. 

187. Zonda T: One-hundred cases of suicide in Budapest: a case-controlled 

 psychological autopsy study. Crisis. 2006; 27: 125-29. 

188. Conner KR, Phillips MR, Meldrum S, Krox KL, Zhang Y, Yang G, Low 

 planned suicide in China. psychol med. 2005; 35: 1197-1204. 

189. Common wealth department of health and ageing. Living is for everyone a 

 framework for prevention of suicide and self term in Australia common 

 wealth of Australia. Canberra; 2000. 

190. Murphy GI, Armstrong JW, Hermele SL, Suicide and alcoholics 

 interpersonal loss confirmed as a predictor. Arch Gen Psychiatry. 1979; 

 36:65-69. 

191. Hawton K, Heeringen KV. The International Handbook of Suicide and 

 Attempted suicide. Chichester: John Wiley & Sons Ltd; 2001. 



192. Vijayakumar L. Suicide prevention: the urgent need in developing 

 countries. World Psychiatry. 2004; 3: 158-9. 

193. Jacob KS. The prevention of suicide in India and the developing world: the 

 need for population based strategies. Crisis. 2008; 29: 102-6.  

194. Thornhill JC, Gillies RM. Young adults’ suicide related knowledge and 

 attitudes : Implication for suicide awareness education Aust J guidance 

 counselling. 2000; 10: 51-68.  

195. Ciffone J. Suicide prevention : A classroom presentation to adolescents 

 1993.  

196. Kalafat J, Elias M. An evaluation of a school based suicide awareness 

 intervention. Suicide Life Threat Behav. 1994; 2:24-33.   

197. Johnson, W. Classroom discussion on suicide. Contemporary 

 Educat. 1985; 56: 114 



APPENDIX – I  

LIST OF PUBLICATIONS  

 
1. Manoranjitham S, Abraham S, Jacob KS. Towards a national strategy to 

reduce suicide in India. Natl Med J India. 2005; 18 : 118-22. 

2. Manoranjitham SD, Jayakaran R, Jacob KS, Suicide in India; The need for 

a National Policy. Indian J Psychiatry. 2006; 48: 72. 

3. Manoranjitham SD, Jayakaran R, Jacob KS. Suicide in India. Br J 

Psychiatry. 2006; 188: 86. 

4. Manoranjitham S, Helen charles, Saravanan B, Jayakaran R, Abraham S, 

Jacob KS.  Perceptions about suicide: A qualitative study from Southern 

India. Natl Med J India. 2007; 20: 176-79. 

5. Manoranjitham S, Jacob KS. Focus group discussion. Nurs J India; 2007; 

98: 125-7.  

6. Manoranjitham SD, Rajkumar AP, Thangadurai P, Prasad J, Jayakaran R, 

Jacob KS. Psychosocial and psychiatric risk factors for suicide in rural 

south India: a matched case control psychological autopsy study (Under 

review in British Journal of Psychiatry).  

7. Manoranjitham SD, Rajkumar AP, Jayakaran R, Jacob KS. A controlled 

trial to assess the effectiveness of the structured teaching programme 

regarding suicide for school children (Submitted to International Journal of 

Social Psychiatry).   

 

 

 



APPENDIX – II A 

PSYCHOLOGICAL AUTOPSY INTERVIEW GUIDE 

BIOGRAPHICAL DETAILS OF DECEASED 

 
1. Name of deceased: 

1. Surname  _______________________________________ 

2. Forename (s)  _______________________________________ 

 

2. Address of deceased (usual): 

1. Number  _______________________________________ 

2. Street  _______________________________________ 

3. Town  _______________________________________ 

4. Country _______________________________________ 

5. Postcode _______________________________________ 

 

3. Address of deceased (at death): 

1. Number  _______________________________________ 

2. Street  _______________________________________ 

3. Town  _______________________________________ 

4. Country _______________________________________ 

5. Postcode _______________________________________ 

 

4. Sex of deceased: 

1. Male 

2. Female 

 

5. a. Date of birth of deceased: _________________________________ 

 

b. Country of Birth          __________________________________ 

 

6. Date of act of deliberate self harm: ________________________________ 

 

7. Time of act of deliberate self harm: ________________________________ 



8. Day of week of act of deliberate self harm: 

1. Monday 

2. Tuesday 

3. Wednesday 

4. Thursday 

5. Friday  

6. Saturday 

7. Sunday 

9. Date of death: _______________________________________ 

 

10. Family doctor: 

1. Name  _______________________________________ 

2. Number   _______________________________________ 

3. Street  _______________________________________ 

4. Town  _______________________________________ 

5. Country  _______________________________________ 

6. Postcode  _______________________________________ 

 

11. Marital status of deceased (legal): 

1. Single    

2. Married   

3. Widowed   

4. Widowed, Remarried  

5. Divorced  

6. Divorced, Remarried   

7. Separated   

 

12. Marital status of deceased (actual); 

1. Single 

2. Cohabiting 

3. Married  

 

13. a. Number of times deceased had been married: 

1. None    

2. One    



3. Two or more (specify)_______________________________________ 

 

 SPOUSE’S NAME NO. C’DREN YR (S)           YR (F) REASON ENDED 

M1     

M2     

 

13 b. Number of times deceased had been cohabiting: 

1. None 

2. One 

3. Two or more (specify) 

 PARTNER’S NAME NO.C’DREN YR (S)           YR (F) REASON ENDED 

C1     

C2     

 

14. Occupation of deceased:  _____________________________________ 

If unemployed / retired / long-term sick 

 Last main occupation:       _____________________________________ 

   

BIOGRAPHICAL DETAILS OF MAIN INFORMANT (S) 

 

15. Date of interview:  _______________________________________                                    

 

16. Name of informant: 

1. Surname              _______________________________________                   

2. Forename (s)   _______________________________________                   

 

17. Address of informant: 

a. Number   ___________________                  

b. Street  ___________________                



c. Town  ___________________                

d. Country  ___________________                  

e. Postcode  ___________________                   

 

 

 

 

18. Sex of informant: 

1. Male 

2. Female 

 

19. Date of birth of informant: __________________________________ 

 

20. Relationship of informant to deceased: 

1. Spouse 

2. Parent 

3. Sibling 

4. Cohabitant 

5. Grandparent 

6. Uncle 

7. Aunt 

8. Nephew 

9. Niece 

10. Cousin 

11. Boyfriend 

12. Girlfriend 

13. Child 

14. Finance (e) 

15. O (specify)  ____________________________________ 

 

21. How long had informant known deceased? 

1. 1-3 months  

2. 4-6 months  

3. 7-12 months   

4. 13-36 months   



5. 3-6 years 

6. 6-12 years   

7. 12-24 years  

8. > 24 years (specify)     _______________________________________ 

 

22. How often did informant see deceased in preceding 3 months? 

1. Lived with   

2. Daily    

3. Twice weekly   

4. Weekly   

5. Fortnightly   

6. Monthly   

7. Less than monthly   

 

23. Had informant been in contact with the deceased’s doctor following the death? 

1. Yes 

2. No 

 

24. Had informant been in contact with his / her own doctor following the death? 

1. Yes 

2. No 

 

25. Investigating officer: 

1. Name   _______________________________________ 

2. Police station             _______________________________________ 

 

26. Name of the Hospital ________________________________________ 

 

27. Postmortem result: _______________________________________ 

(if available)  _______________________________________ 

    _______________________________________ 

    _______________________________________ 

 



28. Alcohol ………... Blood (mg / 100ml): 

(If available)  Urine (mg / 100ml): 

 

PARENTS, SIBLINGS AND CHILDREN 

 

29. (a) Father’s age if alive: 

1. Name :   ______________________________________ 

2. Address:              ______________________________________ 

    ______________________________________ 

(b) Father’s age at death if deceased: ________________ 

Cause _______________________________________ Date._____________ 

 

30. Journey time from residence of deceased to father’s residence: 

1. 0 minutes  

2. 1-10 minutes   

3. 11-30 minutes  

4. 31-60 minutes   

5. 1-2 hours   

6. > 2 Hours (specify) __________________________________ 

 

31. Did father ever suffer from or receive treatment for mental illness (include substance 

abuse or deliberate self harm)? 

1. Yes    

2. No    

3. If (1), specify Yes (1) / No (2) … 

a. Hospital IP (specify) _____________________________ 

b. Hospital OP (specify) __________________________ 

c. Attending “alternative medicine” practitioner (specify) _________ 

 

 

 



 MTH / YR AGE SYMPTS DIAGNOSIS* DSH A B C 

S1         

S2         

S3         

 

A = Physical Treatment 

B = Psychological Treatment 

C = Social Treatment 

* Diagnosis: 1. Chronic schizophrenia, 2. Schizoaffective disorder, 3. Depressive 

disorder, 4. Manic disorder, 5. Senile organic brain syndrome, 6. 

Unspecified functional psychosis, 7. Alcoholism, 8. Drug use disorder, 9. 

Antisocial personality, 10. Other psychiatric disorder, 11. Bipolar, 12. 

Recurrent unipolar, 13. No known mental disorder. 

 

32. (a) Mother’s age if alive: 

1. Name:   _______________________________________ 

2. Address:              _______________________________________ 

    _______________________________________ 

(b) Mother’s age at death if deceased: _____________ 

Cause:  _______________________________________ Date:______ 

 

33. Journey time from residence of deceased to mother’s residence: 

1. 0 minutes   

2. 1-10 minutes 

3. 11-30 minutes   

4. 31-60 minutes   

5. 1-2 hours   

6. > 2 hours (specify) _______________________________________ 

 



34. Did mother ever suffer from or receive treatment for mental illness (include substance 

abuse or deliberate self harm)? 

1. Yes    

2. No    

3. If (1), specify Yes (1) / No (2) … 

a. Hospital IP (specify)    _________________________________ 

b. Hospital OP (specify)    ___________________________ 

c. Attending “alternative medicine” practitioner (specify) __________ 

 MTH / YR AGE SYMPTS DIAGNOSIS* DSH A B C 

S1         

S2         

S3         

A = Physical Treatment 

B = Psychological Treatment 

C = Social Treatment 

 

* Diagnosis: 1. Chronic schizophrenia, 2. Schizoaffective disorder, 3. Depressive 

disorder, 4. Manic disorder, 5. Senile organic brain syndrome, 6. Unspecified 

functional psychosis, 7. Alcoholism, 8. Drug use disorder, 9. Antisocial personality, 

10. Other psychiatric disorder, 11. Bipolar, 12. Recurrent unipolar, 13. No known 

mental disorder. 

35. Were parents ever separated? 

1. Yes (specify when / how long) ___________________________ 

2. No     

 

36. Number of brothers: 

 

37. Number of sisters: 

 

 



38. How many siblings ever suffered from or received treatment for mental illness 

(include substance abuse or deliberate self harm)? 

1. 0    

2. 1                 

3. 2                         

4. > 2 (specify) _______________________________________ 

5. If (2)-(4) specify Yes (1) / No (2) … 

a. Hospital IP (specify)    _________________________________ 

b. Hospital OP (specify)  _____________________________ 

c. Attending “alternative medicine” practitioner (specify) _____________ 

 NAME MTH/YR AGE SYMPTS DIAGNOSIS* DSH A B C 

S1          

S2          

S3          

 

39. How many siblings committed suicide? 

1. 0    

2. 1              

3. 2              

4. > 2 (specify) ______________________________________ 

 

 NAME MTH/YR SEX AGE AT DEATH MODE 

S1       

S2       

 

* Diagnosis: 1. Chronic schizophrenia, 2. Schizoaffective disorder, 3. Depressive 

disorder, 4. Manic disorder, 5. Senile organic brain syndrome, 6. 

Unspecified functional psychosis, 7. Alcoholism, 8. Drug use disorder, 9. 

Antisocial personality, 10. Other psychiatric disorder, 11. Bipolar, 12. 

Recurrent unipolar, 13. No known mental disorder. 

 



40. How many children ever suffered from or received treatment for mental illness 

(include substance abuse or deliberate self harm)? 

1. 0    

2. 1  

3. 2  

4. > 2 (specify)  _______________________________________ 

5. If (2)-(4) specify Yes (1) / No (2) … 

a. Hospital IP (specify)   __________________________________ 

b. Hospital OP (specify)    __________________________________ 

c. Attending “alternative medicine” practitioner (specify) ___________. 

 

 NAME MTH/YR AGE SYMPTS DIAGNOSIS* DSH A B C 

C1          

C2          

C3          

 

41. How many children committed suicide? 

1. 0    

2. 1  

3. 2  

4. > 2 (specify)  _______________________________________ 

 

 NAME MTH/YR SEX AGE AT DEATH MODE 

C1       

C2       

 

42. Did any other relatives ever suffer from or receive treatment for mental illness 

(include substance abuse, deliberate self harm or suicide)? 

1. Yes (specify)  ____________________________________ 

2. No    

 



 NAME MTH/YR R’SHIP AGE DIAG* SUI DSH A B C 

R1           

R2           

 

PHYSICAL ILLNESS 

43. Did the deceased have any symptoms or illness for which (s) he was receiving 

medical treatment at the time of his death (exclude mental illness)? 

1. Yes      ______________________________________ 

2. No    

3. If (1) specify Yes (1) / No (2) … 

a. Hospital IP (specify) __________________________________ 

b. Hospital OP (specify) __________________________________ 

c. Attending “alternative medicine” practitioner (specify) _______ 

S.NO SYMPTOMS DIAGNOSIS TREATMENT 

1    

2    

3    

 

44. Was deceased awaiting a medical or surgical outpatient appointment of hospital 

admission? 

1. Yes (specify) _______________________________________ 

2. No    

 

45. Did deceased have any significant past medical history (including pregnancy, birth 

complications and childhood)? 

1. Yes (specify) _______________________________________ 

2. No    

S.NO MTH/YR SYMPTOMS HOSP DIAG TREATMENT 

      



      

      

      

      

      

 

46. Did deceased have a hearing aid? 

1. Yes     

2. No    

 

47. Was deceased registered blind? 

1. Yes   

2. No    

 

48. Was deceased receiving speech therapy? 

1. Yes     

2. No    

 

49. Did deceased have chronic pain? 

1. Severe  

2. Moderate  

3. Mild  

4. None    

 

50. To what extent do you agree that the above physical problems influenced the death 

of the deceased? 

1. Strongly agree   

2. Agree    

3. Undecided 

4. Disagree   

5. Strongly disagree  

            



ADMINISTER THE STRUCTURED CLINICAL INTERVIEW FOR DSM-III-R AND THEN 

GO TO Q51 

PREVIOUS MENTAL ILLNESS 

51. Did deceased ever suffer from or receive treatment for mental illness (include 

substance abuse, deliberate self harm and childhood emotional/conduct disorders 

etc)? 

1. Yes    

2. No (GO Q 53)   

3. If (1) specify Yes (1) / No (2) … 

a. Hospital IP (specify) _________________________________ 

b. Hospital OP (specify) _____________________________ 

c. Attending “alternative medicine” practitioner (specify) __________ 

 M/YR (S) M/YR (F) SYMPTOMS DIAG* DSH A B C 

S1         

S2         

S3         

S4         

S5         

S6         

 

A = Physical Treatment 

B = Psychological Treatment 

C = Social Treatment 

* Diagnosis: 1. Organic, 2. Psychoactive substance use, 3. Mood, 4. Schizophrenia etc, 

5. Anxiety, 6. Dissociative, 7. Somatoform, 8. Eating, 9. Adjustment,        

10. Sexual, 11. Developmental, 12. Sleep, 13. Other. 

 

52. How many spells* of psychiatric treatment were there, not counting the present one? 

1. None    



2. 1    

3. 2    

4. 3 or more (specify) _______________________________________ 

* Entry – seeing a psychiatrist 

(Outpatient / day patient) or being admitted. 

Exit – discharge or lapse of attendance >3 months 

 

LIFE EVENTS 

53. (a) Did the deceased suffer a serious illness, injury or assault during the 12 months 

prior to death? 

1. Yes     

2. No    

(b) Number of weeks prior to death?  _________________ 

54. (a) Did close relative*, spouse / partner or friend* of deceased suffer a serious 

illness, injury or assault during the 12 months prior to death? 

1. Yes    

2. No    

* Close relative – parent, sibling or child. 

* Friend – person deceased had contact with on a regular basis either in person, 

by phone or by letter. 

(b) Number of weeks prior to death? _____________________ 

 

55. (a) Did deceased’s parent, child or spouse / partner die during the 12 months prior to 

death? 

1. Yes    

2. No   

(b) Number of weeks prior to death? ___________________ 

 

56. (a) Did a close family friend or other relative of deceased (aunt, uncle, sibling, cousin, 

niece, nephew or grandparent) die during the 12 moths prior to death? 

1. Yes    



2. No    

(b) Number of weeks prior to death?  ________________________ 

57. (a) Did deceased have a separation due to marital difficulties during the 12 months 

prior to death? 

1. Yes     

2. No    

(b) Number of weeks prior to death?  ________________________ 

58. (a) Did deceased break off a steady relationship during the 12 months prior to death? 

1. Yes   

2. No    

(b) Number of weeks prior to death?  ___________________________ 

 

59. (a) Did deceased have a serious problem with a close friend, neighbour or relative 

during the 12 months prior to death? 

1. Yes   _______________________________________ 

2. No    

(b) Number of weeks prior to death? 

60. (a) Did deceased become unemployed or was he / she seeking work unsuccessfully 

for mote than one month during the 12 months prior to death? 

1. Yes    

2. No   

(b) Number of weeks prior to death? __________________ 

 

61. (a) Was deceased sacked from a job during the 12 months prior to deaths? 

1. Yes    

2. No    

(b) Number of weeks prior to death? ____________________ 

 

62. (a) Did deceased have a major financial crisis during the 12 months prior to death? 

1. Yes    

2. No    

(b) Number of weeks prior to death? ____________________________ 



63. (a) Did the deceased have problems with the police or a court appearance during the 

12 months prior to death? 

1. Yes 

2. No    

(b) Number of weeks prior to death? ________________________ 

 

(c) Did the deceased ever have problems with the police or a court appearance? 

a. Yes    

b. No   

 YEAR REASON CONSEQUENCE 

    

    

    

    

 

64. (a) Did deceased lose or have stolen something of value during the 12 months prior 

to death? 

1. Yes     

2. No    

(b) Number of weeks prior to death? __________________ 

65. (a).Did deceased have any ongoing difficulties or sources of stress? 

1. Yes     

2. No  

(b)Number of weeks prior to death? ______________________  

66. To what extent do you agree that each of the above life events and difficulties 

influenced the death of the deceased? 

1. Strongly agree   

2. Agree  

3. Undecided   

4. Disagree   

5. Strongly disagree  



EDUCATION AND WORK 

67. Age at which full-time education of deceased finished? _______________ 

68. What was the highest level of qualification achieved by the deceased? 

1. Primary    

2. High School   

3. Higher Secondary 

4. Graduate   

5. Illiterate    

 

69. Did the deceased have any professional qualifications e.g. nursing, teaching, etc? 

1. Yes (specify) _____________________________________ 

2. No    

 

70. Economic position of deceased prior to death? 

1. Economically active in work 

2. Economically active part-time work 

3. Economically active off sick 

4. Economically active unemployed 

5. Economically inactive retired 

6. Economically inactive student 

7. Economically inactive other 

8. Armed forces 

71. Social class of deceased? 

1. Upper    

2. Middle  

3. Lower    

Monthly income/annual income ________________________ 

 

72. How many jobs in the last 5 years? 

1. 0    

2. 1   

3. 2   

4. 3 



5. 4    

6. >4 (specify) ____________________________________ 

 

73. Reason(s) for changing jobs 

1. Pursuit of better conditions  

2. Pursuit of better pay 

3. Relationship difficulties  

4. Ill-health   

5. Dismissal   

6. Others             _____________________________________ 

 

74. How long ago was last change of job? 

1. <1 month (specify) 

2. 1-3 months 

3. 4-6 months 

4. 7-12 months 

5. 1-2 years 

6. >2 years  

7.    Never employed 

8.  Only one job    

 

75. (a) How long was deceased off work prior to death? 

1. Not off   

2. 1-7 days   

3. 8-14 days   

4. 15-28 days   

5. 1-3 months  

6. >3 months (specify)                        ________________________________  

7. Not employed   

If (2) – (6) specify reason…           ________________________________ 

(b) How long in total was the deceased unemployed since (s) he first became eligible 

to work? 

1. <6 months   

2. 6-12 months   



3. 1-2 years   

4. 2-4 years  

5. 4-8 years   

6. > 8 years (specify) ______________________________ 

7. Always employed   

8. Unable to work due to sickness  

9. NA 

(c). How often did deceased express concern about unemployment? 

1. Very often   

2. Often    

3. Occasionally 

4. Rarely    

5. Never    

 

(d). How often did deceased express concern about inability to work due to sickness? 

1. Very often   

2. Often    

3. Occasionally   

4. Rarely    

5. Never  

 

76. Was deceased receiving social security benefits? 

1. Yes (specify type and amount) 

2. No 

 

 NAME FREQUENCY AMOUNT 

B1    

B2    

B3    

B4    

 

 



77. How long was deceased off work in the past year through physical or mental illness? 

1. Not off    

2. <2 weeks (specify) _______________________________________ 

3. 2-4 weeks   

4. 4-8 weeks   

5. >8 weeks (specify) ____________________________ 

6. Unemployed past year 

7. Others 

 

RELIGION 

78. Did deceased profess to believe in God? 

1. Definitely yes   

2. Probably yes   

3. Probably no  

4. Definitely no  

 

(b) Religion of deceased 

1. Hindu 

2. Muslim 

3. Christian 

4. Others (specify) ________________________________ 

 

79. Any change or religious affiliation ever? 

1. Yes   

2. No    

 

80. Holder of special office in Church/Temple/Mosque during the six months prior to 

death? 

1. Yes (specify)  ________________________________ 

2. No    

 

81. Holder of special office in church / Temple / Mosque ever? 

1. Yes (specify)  ________________________________ 

2. No    



82. How many worship service attended in a typical month during the six months prior to 

death? 

1. None     

2. One    

3. Two    

4. Three    

5. Four or more (specify) ________________________________ 

 

83. Was above frequency of attendance at worship services different from previously? 

Usual frequency… 

1. None   

2. One   

3. Two    

4. Three    

5. Four    

6. Five or more (specify) _____________________________________ 

 

84. How often did deceased pray privately outside of church / Temple / Mosque during 

the six months prior to death? 

1. Regularly or often  

2. Sometimes but not regularly  

3. Occasionally   

4. Never of seldom  

 

85. How above frequency of private prayer outside of church / Temple / Mosque different 

from previously? Usual frequency… 

1. Regularly or often 

2. Sometimes but not regularly 

3. Occasionally 

4. Never of seldom 

86. How often did the deceased read the Bible / Gita / Koran out side of 

church/Temple/Mosque during the six months prior to death? 

1. Regularly or often 

2. Sometimes but not regularly 

3. Occasionally 

4. Never of seldom 



87. Was above frequency of reading the Bible / Gita / Quron outside of church 

/Temple/Mosque different from previously? Usual frequency… 

1. Regularly or often 

2. Sometimes but not regularly 

3. Occasionally 

4. Never of seldom 

 
88. How often did the deceased say prayer before meals during the six months prior to 

death? 

1. Regularly or often  

2. Sometimes but not regularly 

3. Occasionally 

4. Never of seldom 

 

89. Was above frequency of saying prayer before meals different from previously? Usual 

frequency… 

1. Regularly or often 

2. Sometimes but not regularly 

3. Occasionally 

4. Never of seldom 

 

90. How often did deceased attend religious education courses, retreats or workshops 

during the six months prior to death? 

1. 2-3 times per week 

2. Weekly   

3. Every 2-3 weeks  

4. Monthly   

5. once or twice   

6. Never    

 

91. Was above frequency of attendance at religious education courses, retreats or 

workshops different from previously? Usual frequency… 

1. 2-3 times per week  

2. Weekly   

3. Every 2-3 weeks 

4. Monthly   



5. 2-4 times per year  

6. Never   

 

92. How much approximately did the deceased donate annually to his 

church/temple/mosque?  

1. Less than Rs. 1000 

2. Rs. 1001 – 5000 

3. Rs. 5001 – 10000 

4. > 10001 

 

93. How important was it for deceased to marry into the same religion? 

1. Very important 

2. Important   

3. Unimportant   

4. Very unimportant  

5. NA    

 

94. How important was it for the deceased to marry in church/ temple/ mosque? 

1. Very important  

2. Important   

3. Unimportant   

4. Very unimportant  

5. NA    

 

95. How important was it for the deceased to baptize his / her children according to their 

religion? 

1. Very important  

2. Important 

3. Unimportant  

4. Very unimportant  

5. NA    

 

 

 

 



 

96. How many of the deceased’s 5 closest friends were of the same religion? 

 

97. How often did the deceased watch or listen to religious programmes during the six 

months prior to death? 

1. Regularly or often  

2. Sometimes but not regularly  

3. Occasionally   

4. Never of seldom  

 

98. Was above frequency of watching or listening to religious programmes different from 

previously? Usual frequency… 

1. Regularly or often  

2. Sometimes but not regularly  

3. Occasionally   

4. Never of seldom  

 

99. Did deceased talk about a born again experience, conversion, sense of presence of 

God or receiving God’s help concretely during the six months prior to deaths? 

1. Yes (specify how/when) ____________________________ 

2. No    

 

100. Did deceased ever talk about a born again experience, conversion, sense of 

presence of God or receiving God’s help concretely? 

1. Yes (specify how/when) _______________________ 

2. No    

 

101. Frequency of pilgrimages to holy places during the six months prior to deaths? 

1. Monthly or more often  

2. Four times per year  

3. Twice per year   

4. Annually   

5. Occasionally   

6. Never 

 



102. Was above frequency of pilgrimages to holy places different from previously? 

Usual frequency… 

1. Monthly or more often  

2. Four times per year 

3. Twice per year 

4. Annually   

5. Occasionally   

6. Never    

 

103. How many religious organizations or religious activities did the deceased 

participate in regularly during the six months prior to death? 

1. Five or more   

2. Four  

3. Three    

4. Two    

5. One    

6. None    

 

104. Was above participation in religious organizations or activities different from 

previously? Usual number… 

1. Five or more (specify)   ____________________   

2. Four    

3. Three    

4. Two    

5. One  

6. None   

105. How often did deceased discuss life after death during the six months prior to 

death? 

1. Regularly or often  

2. Sometimes but not regularly 

3. Occasionally   

4. Never of seldom  

 

106. According to whatever standards were important to the deceased personally, how 

religious would you say he / she thought he / she was? 

1. Very religious 



2. Quite religious 

3. Fairly religious 

4. Somewhat religious 

5. Not very religious 

107. Overall, would you say that the deceased considered religion to have been a 

positive or a negative force in making his / her life worthwhile? 

1. A very positive force 

2. By and large, a positive force 

3. Not much of a force one way or the other 

4. More of a negative than a positive force 

5. A very negative force 

 

108. To what extent would you say that the deceased believed religious faith helped 

him / her in making daily decisions in life? 

1. Religious faith the basis of all decisions 

2. Religious faith extremely helpful in most decisions, more than anything else in fact. 

3. Religious faith helpful in many ways, but so were some other things 

4. Religious faith some help, but other things were more important at times 

5. While not usually important in making decisions, once in a while religious faith did 

help 

6. Religious faith had nothing to do with most decisions 

 

109. To what extent do you think that religious belief or practice (or the lack thereof) 

influenced the death of the deceased? 

1. Religion had an important influence 

2. Religion had some influence 

3.  Religion had no influence  

4. Lack of religion had an important influence 

5. Lack of religion had some influence 

6.  Lack of religion had no influence 

 

LIVING ARRANGEMENTS 

110. Household classification on day of death? 

1. One Person household 

2. Two person household 



3. Three person household or more  

4. Institution or partly supervised old people’s accommodation  

5. Boarding house or hotel  

6. Others(specify) _____________________ 

(Sex, age and relationship of household members to deceased) 

 SEX AGE RELATIONSHIP 

Person 1    

Person 2    

Person 3    

Person 4    

Person 5    

Person 6    

Person 7    

 

111. Housing status of deceased at time of death? 

1. Own    

2. Rental   

3. Children’s home   

4. Hostel    

5. Old age home  

6. Others specify  _______________________________________ 

112. Length of time living with present household members (excluding temporary 

visitors and temporary absences) 

1. < 6 weeks (specify) _______________________________________ 

2. 6 weeks to 3 months   

3. 3 months to 1 year   

4. 1-2 years    

5. 2-4 years   

6. 4-8 years    

7. > 8 years (specify) ____________________________________ 

8. Lived alone   

 



113. Apparent reason for deceased living alone on the day before death? 

1. Bereavement of friend or relative   

2. Hospitalization of friend or relative   

3. Marital disruption    

4. Not living alone    

114. Number of people usually living in deceased’s household? 

1. 1      

2. 2      

3. 3 or more (specify)   ________________________ 

4. None        

5. Not a private household    

 

BEHAVIOUR IN RELATION TO CLUBS, SOCIETIES, ETC 

115. Did the deceased participate in clubs or societies unrelated to his/her work within 

the last three months? 

1. Committee member/Organizer 

2. Regular attender 

3. Occasional attender 

4. Did not participate 

116. Did the deceased participate in clubs or societies unrelated to his / her work 

longer ago than three months? 

Specify which and when _______________________________________ 

1. Committee member / organizer  

2. Regular attender  

3. Occasional attender  

4. Did not participate  

 

117. Did the deceased participate in groups or associations related to his/her work within 

the last three months? 

1. Committee member / organizer  

2. Regular attender  



3. Occasional attender  

4. Did not participate  

118. Did the deceased participate in groups or associations related to his/her work 

longer ago than three months? 

1. Committee member / organizer  

2. Regular attender  

3. Occasional attender  

4. Did not participate  

119. Did the deceased participate in any other activities which brought him/her into 

contact with other people within the last three months? 

1. Yes (Specify which) _________________________________ 

2. No  

 ACTIVITY FREQUENCY NO. OF PEOPLE INVOVLED 

A 1     

A2     

120. Did the deceased participate in any other activities which brought him / her into 

contact with other people longer ago than three months? 

1. Yes (specify which and when) ___________________________ 

2. No    

 ACTIVITY FREQUENCY NO. OF PEOPLE INVOVLED 

A 1     

A2     

121. Did the deceased have solitary hobbies? 

1. Yes (Specify)   ____________________________________ 

2. No    



INTEGRATION WITH FAMILY AND FRIENDS 

122. Position of deceased in household? 

1. Head of household 

2. Spouse of head of household 

3. Parent of head of household 

4. Sibling of head of household 

5. Child of head of household 

6. Other relative of head of household 

7. Unrelated to head of household 

8. Not living in private household 

123. How many relatives or friends (person deceased had contact with on a regular 

basis either in person, by phone or by letter) were household members in the week 

preceding the death? 

1. None    

2.1 

3.2    

4. 3 or more (specify) __________________________________ 

 

124. How long was it since the deceased last saw a first degree relative (parent, sibling 

or child)? 

1. <12 hours (specify) _______________________________________ 

2.12-24 hours   

3.1-3 days   

4.3-7 days   

5.1-2 weeks   



6.2-4 weeks   

7.> 4 weeks (specify) __________________________________  

8. No first degree relatives          

125. Road distance between deceased’s residence and that of nearest first degree 

relative? 

1. <0.5 mile   

2. 0.5-1 mile   

3. 1-2 miles   

4 .2-4 miles   

5. 4-8 miles   

6. > 8 miles (specify) _______________________________________ 

7. No first degree relatives 

 

126. Was there another relative (excluding first degree) of particular importance to the 

deceased? 

1. Yes (specify)  ________________________________ 

2. No                                                                        

127. Road distance from deceased’s residence to relative mentioned in last question: 

1. <0.5 mile   

2.0.5-1 mile  

3.1-2 miles  

4.2-4 miles   

5.4-8 miles   

6.> 8 miles (specify) _______________________________________ 

7. No other degree relative  



128. How many individual relatives, including parents-in-law, siblings-in-law and children 

but excluding household members did deceased see in the week before his / her death? 

1. None      2.1         3.2    

4.3 Or more (specify) _______________________________________ 

5. No relatives   

 

129. How many different relative’s households did deceased visit in the week before his / 

her death? 

1. None    

2.1 

3.2   

4..3 Or more (specify) ________________________________ 

5. No relatives   

 

130. How many relatives lived within a ten minute journey by foot or transport? 

1. None    

2.1    

3.2   

4..3 Or more (specify) ________________________________ 

5. No relatives   

 

131. Did deceased complain of feeling lonely? 

1. Yes    

2. No   

 



132. Did deceased complain of lacking friends? 

1. Yes  

2. No     

 

133. (a) How many friends (person deceased had contact with on a regular basis either 

in person, by phone or by letter) did deceased have during the six months prior to death? 

1. None    

2.1    

3.2    

4.3    

5.4 or more (specify) _______________________________________ 

(b) How many close friends (able to share most private feelings with including 

 spouse) did deceased have during the six months prior to death. 

1. None    

2. 1    

3. 2 or more (specify) _______________________________________ 

 

134. (a) Usual number of friends …. 

1. None    

2.1    

3.2    

4.3    

5.4 Or more (specify) __________________________________ 

(b) Usual number of close friends… 

1. None    

2. 1    

3. 2 or more (specify) __________________________________ 



 

135. How often did deceased have contact with friends during the six months prior to 

death (passes/visits if hosp IP)? 

1. Daily 

2. Two or three times per week 

3. Weekly 

4. Monthly 

5. Less than monthly 

6. Never 

7. No friends 

 

136. Was above frequency of contact with friends different from previously? Usual 

frequency… 

1. Daily 

2. Two or three times per week 

3. Weekly 

4. Monthly 

5. Less than monthly 

6. Never 

7. No friends 

 

MIGRATION 

137. What was deceased’s permanent address one year ago? 

1. Same as now 

2. Different (specify distance moved) ________________________ 



 

138. What was deceased’s permanent address five years ago? 

1. Same as now 

2. Different (specify distance moved) ________________________ 

 

139. How long had deceased lived at present address? 

1.0-3 months   

2.4-6 months   

3.6-12 months   

4.1-2 years    

5.2-4 years    

6.4-8 years    

7.> 8 years (specify) _______________________________________ 

 

140. How many moves in the last five years? 

1. None    

2.1   

3.2    

4.3    

5.4 Or more (specify) _______________________________________ 

 

141. Was deceased born at present address? 

1. Yes    

2. No (specify)  _______________________________________ 

 



BEREAVEMENT 

 

142. Death of spouse / partner, parent, child, sibling, close friend or other significant 

person in the last 5 years? 

1. Yes (specify)  _______________________________________ 

2. No (GO Q 147)  

 YEAR NAME R’SHIP AGE AT DEATH CAUSE OF DEATH 

D1       

D2       

D3       

 

143. Social contact with death person? 

1. Living together 

2. Regularly visiting one another 

 

144. Was death expected or unexpected ? 

1. Expected 

2. Unexpected 

 

145. What were the lasting social changes following the bereavement? 

1. Left living alone 

2. Financial loss 

3. Having to move house 

4. Loss of social relationship 

5. Loss of sexual partner 



6. None 

 

146. To what extent do you agree that (each) bereavement influenced the death of the 

deceased? 

1. Strongly agree   

2. Agree 

3. Undecided   

4. Disagree   

5. Strongly disagree  

 

CIRCUMSTANCES OF DEATH 

147. Address or place of death? 

1. Home    

2. At home but not in house  

3. General hospital  

4. Psychiatric hospital  

5. Custody / prison  

6. Others (specify) ______________________ 

 

148. Isolation: 

1. Somebody present  

2. Somebody nearby, or in visual or vocal contact 

3. No one nearby, or in visual or vocal contact 

149. Timing 

1. Intervention probable 



2. Intervention unlikely 

3. Intervention highly unlikely 

 

150. Precautions against discovery / intervention: 

1. No precautions 

2. Passive precautions e.g. avoiding others but doing nothing to prevent their 

intervention, alone in room with unlocked door 

3. Active precautions e.g. locked door 

151. Acting to get help during / after attempt: 

1. Notified potential helper regarding attempt 

2. Contacted but did not specifically notify potential helper regarding attempt 

3. Did not contact or notify potential helper 

152. Final acts in anticipation of death e.g. will, gifts insurance: 

1. None 

2. Thought about or made some arrangements 

3. Made definite plans or completed arrangements 

 

153. Active preparation for attempt: 

1. None 

2. Minimal to moderate 

3. Extensive 

154. Suicide note: 

1. Absence of note 

2. Note written but torn up, or thought about 

3. Presence of note _______________________________________ 



 

155. Overt communication of intent before attempt: 

1. None 

2. Equivocal communication  

3. Unequivocal communication  

 

156. Did deceased give any reason(s) for wanting to die? 

1. Yes (specify)  ____________________________________ 

2. No    

 

157. Did any friend or relative take any direct action to prevent a suicide act? 

1. Yes (specify)  ____________________________________ 

2. No    

 WKS BEFORE DEATH PERSON ACTION 

     

     

 

158. Did any relative or friend do anything else to help or get help for the deceased in the 

month before his / her death? 

1. Yes (specify)  ____________________________________ 

2. No    

 DAYS BEFORE DEATH PERSON ACTION 

*     

*     

 



159. Was the act impulsive or deliberate in the interviewer’s judgement? 

1. Impulsive     

2. Deliberate   

3. Uncertain   

 

160. Was alcohol taken prior to the death? 

1. Yes (specify)  _______________________________________ 

2. No   

 

161. Was any drug of abuse taken prior to the death? 

1. Yes (specify)  _______________________________________ 

2. No    

162. Was there any reason for the choice of day or date? 

1. Yes (specify)  _______________________________________ 

2. No    

 

163. Mode of death? 

1. Poisoning by analgesics 

2. Poisoning by psychotropic agents 

3. Poisoning by other solid and liquid substances (Insecticide)  

4. Poisoning by gases in domestic use  

5. Poisoning by other gases and vapors 

6. Hanging, strangulation and suffocation  

7. Submersion (drowning) 

8. Firearms and explosives  



9. Cutting and piercing instruments  

10. Jumping from high places  

11. Others(specify)                            _________________________________ 

 

 

 

 

164. Could any more help have given by anyone in informant’s view? 

1. Yes (specify)  _______________________________________ 

2. No    

 

165. Could anything more have been done to prevent the death in the interviewer’s 

opinion? 

1. Yes (specify)  _______________________________________ 

2. No    

 

166. Was deceased dead when found?  

1. Yes (specify)  _______________________________________ 

2. No   

 

167. Time between discovery and hospital admission? 

1. < 1 hour    

2.1-2 hours    

3.2-4 hours    

4.> 4 hours (specify)  ______________________  

5. Not admitted to hospital  

 



168. Time between hospital admission and death? 

1. < 1 hour    

2.1-2 hours    

3.2-4 hours    

4.> 4 hours (specify) _______________________________________ 

5. Not admitted to hospital  

 

169. To what extent do you agree that the availability of the means of self-harm 

influenced the death of the deceased? 

1. Strongly agree   

2. Agree    

3. Undecided  

4. Disagree   

5. Strongly disagree  

 

 

                      PREVIOUS EPISODES OF DELIBERATE SELF HARM 

 

170. How many previous episodes of deliberate self harm? 

1. None (GO Q175)  

2.1    

3.2    

4.3 Or more (specify) ____________________________________ 

 

 



Year Method A B C 

     

     

     

 

A = Physical Treatment  

B = Psychological Treatment     

C = Social Treatment  

 

171. How long ago was the most recent definite attempt at suicide? 

1. < 1 year (specify) _______________________________________ 

2.1-2 Years    

3.2-4 years   

4.4-8 years   

5.> 8 years (specify)_______________________________________  

6. None     

 

172. Method of last incident of deliberate self harm? 

1. Poisoning by analgesics  

2. Poisoning by psychotropic drugs  

3. Poisoning by other solid and liquid substance (Insecticide)  

4. Poisoning by gases in domestic use  

5. Poisoning by other gases and vapours  

6. Hanging, strangulation and suffocation  

7. Submersion (drowning) 



8. Firearms and explosives  

9. Cutting and piercing instruments  

10. Jumping from high places 

11. Other (specify) _______________________________________  

 

173. Treatment for last incident of deliberate self harm? 

Specify Yes (1) / No (2) 

1. None (why)   

2. Medical only   

3. Psychiatric consultation only  

4. Psychiatric Treatment (physical) 

5. Psychiatric  Treatment (psychological)  

6. Psychiatric Treatment (social) 

7. Others (specify)  __________________________________ 

 

174. Was anything done to prevent it happening again? 

1. Yes (specify)  _______________________________________ 

2. No     

 

PSYCHIATRIC TREATMENT 

175. was the deceased currently attending a psychiatrist? 

1. Yes     

2. No    (Go to Q. No  191 ) 

3. If, specify 

i. Name of psychiatrist _________________________________ 



ii. Hospital  _________________________________ 

 

176. How long between death and last appointment with psychiatrist? 

1. < 7 days (specify) _______________________________________ 

2.7-14 days   

3.15-28 day  

4.1-3 months   

5.3-6 months   

6.> 6 months (specify) _______________________________________ 

7. Not attending   

177. How long between death and next appointment with psychiatrist? 

1. < 7 days (specify)     _______________________________________ 

2.7-14 days   

3.15-28 days   

4.1-3 months   

5.3-6 months   

6.> 6 months (specify)      _______________________________________ 

7. Not attending   

 

178. was deceased awaiting a psychiatric outpatient appointment of hospital admission? 

1. Yes (specify)        _______________________________________ 

2. No     

 

179. Category of psychiatric patient at time of death? 

1. Psychiatric hosp IP (specify) _________________________________ 



2. Psychiatric hosp OP (specify) _________________________________ 

3. General hosp IP (specify) _________________________________ 

4. General hosp OP (specify)        _________________________________ 

5. Health centre OP (specify) _________________________________ 

6. Day patient (specify)  _________________________________ 

7. Others (specify)                        _________________________________ 

 

180. Current treatment from psychiatrist: 

             Specify Yes (1) / No (2)… 

1. Drug(s) (specify)  

2. ECT   

3. Psychotherapy 

4. Social    

5. Other (specify) _______________________________________ 

 

181. Was a deceased receiving visit from a community nurse/community psychiatric 

nurse? 

1. Yes (specify name and frequency) ___________________________ 

2. No    

182. Was deceased receiving visits from a psychiatric social worker? 

1. Yes (specify name and frequency) ___________________________ 

2. No    

 

183. Was deceased attending a psychotherapist? 

1. Yes (specify name and reason) ___________________________ 



2. No   

 

184. Was deceased attending a practitioner of “alternative medicine” for psychological 

problems? 

1. Yes (specify name and reason) ___________________________ 

2. No    

 

185. Was deceased attending clergymen for psychological problem? 

1. Yes (specify name and reason) ___________________________ 

2. No    

 

186. Was deceased taking psychiatric drugs (antidepressants, tranquilizers or any other 

drug given primarily for its effect on mental functioning or behaviour) prescribed by the 

general practitioner? 

1. Yes (specify)  _______________________________________ 

2. No   

 

187. Was deceased compliant with drug treatment prescribed by GP or psychiatrist? 

1. Yes    

2. No    

3. Partially  

 

188. To what extent do you agree that lack of effective treatment of psychiatric illness 

influenced the death of the deceased? 

1. Strongly agree   

2. Agree    



3. Undecided   

4. Disagree   

5. Strongly disagree  

IMITATION 

189. How often during the last year did deceased talk about a known relative who had 

committed suicide? 

1. Often    

2. Occasionally   

3. Rarely    

4. Never    

 

 MTH /YR RELATIONSHIP AGE AT DEATH MODE 

R1      

R2      

 

190. How often during the last year did deceased talk about a known friend who had 

committed suicide? 

1. Often    

2. Occasionally  

3. Rarely    

4. Never    

 

 MTH /YR RELATIONSHIP AGE AT DEATH MODE 

F1      

F2      



 

191. How often during the last year did deceased talk about a known person in the 

community who had committed suicide? 

1. Often  

2. Occasionally   

3. Rarely    

4. Never    

 

 MTH /YR RELATIONSHIP AGE AT DEATH MODE 

P1      

P2      

 

192.How often during the last year did deceased talk about a newspaper, television, 

radio or book account (factual) of deliberate self harm or suicide? 

1. Often     

2. Occasionally    

3. Rarely    

4. Never     

 

193. How often during the last year did deceased talk about a newspaper, television 

radio or book account (fictional) of deliberate self harm or suicide? 

1. Often     

2. Occasionally    

3. Rarely    

4. Never     

 

194. To what extent do you agree that imitation influenced the death of the deceased? 



1. Strongly agree 

2. Agree    

3. Undecided    

4. Disagree   

5. Strongly disagree  

 

195. Is there any other aspect of this death that we have not yet discussed which you 

feel is important to mention? 

1. Yes (specify)  _______________________________________ 

2. No     

 

AFTER THE ADMINISTRATION OF THE STANDARDIZED ASSESSMENT OF 

PERSONALITY WHICH COMPLETES THE INTERVIEW THANK THE INFORMANT 

AND ASK THE FOLLOWING QUESTIONS... 

 

196. Which of the following best describes your experience of the interview you have just 

taken part in? 

1. Very positive experience   

2. Quite positive experience   

3. Positive experience   

4. Negative experience    

5. Quite negative experience   

6. Very negative experience   

 

197. Overall impression of quality of informant? 

1. Excellent    



2. Good     

3. Fair    

4. Poor    

 

************************************************************************ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



APPENDIX – II B  

PSYCHOLOGICAL AUTOPSY INTERVIEW GUIDE 

TAMIL VERSION  

 

,we;jtiug; gw;wpa tptu’;fs;,we;jtiug; gw;wpa tptu’;fs;,we;jtiug; gw;wpa tptu’;fs;,we;jtiug; gw;wpa tptu’;fs;    

    

1/,we;jthpd; bgah; 

 1/    __________ 

 2/    __________    

    

2/ ,we;jthpd; Kfthp (tHf;fkhd) 

 1/ vz;    __________ 

 2/ bjU   __________ 

 3/ Ch;    __________ 

 4/ ehL   __________ 

 5/ m”;ry; FwpaPl;L vz; __________    

    

3/ ,we;jthpd; Kfthp (kuzj;jpd; nghJ) 

 1/ vz;    __________ 

 2/ bjU   __________ 

 3/ Ch;    __________ 

 4/ ehL   __________ 

 5/ m”;ry; FwpaPl;L vz;  __________    



    

4/ ,we;jthpd; ghypdk; 

    1/ Mz;     

 2/ bgz;    

    

5/  (m) ,we;jthpd; gpwe;j njjp __________    

 (M) gpwe;j ,lk; (ehL)   __________ 

 

6/ jw;bfhiyr; rk;gtk; ele;j njjp 

7/ / / / jw;bfhiyr; rk;gtk; ele;j neuk; 

 

8/ thuj;jpd; ve;j ehs; (fpHikapy;) jw;bfhiyr; rk;gtk; ele;jJ> 

 1/ jp’;fs; 

 2/ brt;tha; 

 3/ g[jd; 

 4/ tpHhad; 

 5/ bts;sp 

 6/ rdp 

 7/ “hapW 

 

9/ ,we;j njjp 

    

10/ / / / FLk;g kUj;Jth; 

 1/ bgah; 



 2/ vz; 

 3/ bjU 

 4/ ehL 

 5/ m”;ry; FwpaPl;L vz;    

    

11/ ,we;jthpd; jpUkz thH;t[ (rl;lg;go) Fwpg;g[fs; 

 1/ jdp egh; 

 2/ jpUkzkhdth; 

 3/ tpjit - Jizia ,He;jth; 

 4/ tpjit - kWkzkhdth; 

 5/ tpthfuj;jhdth; 

 6/ tpthfuj;jhdth;. kWkzk; bra;jth; 

 7/ gphpe;J thH;gth;    

    

12/ ,we;jthpd; kzthH;t[ epiy 

 1/ jdp egh; 

 2/ jpUkzk; Mfhky; fztd; kidtp nghy; nrh;e;J thH;jy; 

 3/ kzkhdth;    

    

13/ / / / (m) ,we;jth; vj;jid Kiw jpUkzk; g[hpe;jhh; 

 1/ ,y;iy 

 2/ xU Kiw 

 3/ ,uz;L my;yJ mjw;Fk; nky; (Fwpg;gpLf) _______ 

    



    thH;f;ifj; 

Jizapd; 

bgah; 

FHe;ijfspd; 

vz;zpf;if 
Yr(s) Yr(f) 

Koe;jjd; 

fhuzk; 

jpUkzk; 

1 

                

jpUkzk; 

2 

                

    

(M) jpUkzk; Mfhky; ntW xUtnuhL fztd; kidtp nghy; ,we;jth; vj;jid 

Kiw thH;e;jpUe;jhh; ? 

 (1) xd;Wkpy;iy 

 (2) xUKiw 

 (3) ,uz;L my;yJ mjw;F nky; (Fwpg;gPLf) 

    

    Jizapd; 

bgah; 

FHe;ijfspd; 

vz;zpf;if 
Yr(s) Yr(f) 

Kot[f;Ff; 

fhuzk; 

C1                 

C2                 

    

14/ ,we;jthpd; bjhHpy;/________________________ ntiyapy;yhky; ,Ue;jpUe;jhy; - 

gjtp Xa;t[ bgw;wpUe;jhy; -ePz;l ehs; neha[w;wpUe;jpUe;jhy; 

filrpahf bra;j bjhHpy;    

    

Fwpg;g[ tH’;Fgthpd; tpgu’;fs;Fwpg;g[ tH’;Fgthpd; tpgu’;fs;Fwpg;g[ tH’;Fgthpd; tpgu’;fs;Fwpg;g[ tH’;Fgthpd; tpgu’;fs;    

    

15/ neh;fhzy; ele;j njjp _________________ 

 

16/ / / / Fwpg;g[ tH’;gFgthpd; bgah; 



 1/_________________ 

 2/_________________ 

    

17/ / / / Fwpg;g[ tH’;Fgthpd; Kfthp 

 m/ vz; _________________ 

 M/bjU _________________ 

 ,/ Ch;  _________________ 

 </ ehL _________________ 

 c/ m”;ry; FwpaPl;L vz; _________________ 

    

18/ / / / Fwpg;g[ tH’;Fgthpd; ghypdk; 

 m/ Mz; 

 M/ bgz;    

    

19/ Fwpg;g[ tH’;Fgthpd; gpwe;j njjp _________________    

    

20/ / / / Fwpg;g[ tH’;FgtUf;Fk; ,we;jtUf;Fk; ,ilna ,Ue;j cwt[Kiw 

 1/ thH;f;ifj; Jiz 

 2/ bgw;nwhh; 

 3/ cld; gpwe;jth; 

 4/ cld; trpj;jth; 

 5/ jhj;jh. ghl;o 

 6/ khkh 



 7/ mj;ij 

 8/ rnfhjud; - rnfhjhpd; kfd; 

 9/ rnfhjud; - rnfhjhpd; kfs; 

 10/ mj;ij - khkhtpd; gps;is 

 11/ Mz; rpnefpjd; 

 12/ bgz; rpnefpjp 

 13/ FHe;ij 

 14/ epr;rakhdth; 

 15/ kw;wit (Fwpg;gpLf) _________________    

    

21/ Fwpg;g[ tH’;FgtUf;F vt;tst[ fhykhf ,we;jtiuj; bjhpa[k;> 

 1/ 1?3 khj’;fs; 

 2/ 4?6 khj’;fs; 

 3/ 7?12 khj’;fs; 

 4/ 13?36 khj’;fs; 

 5/ 3?6 tUl’;fs; 

 6/ 6?12 tUl’;fs; 

 7/ 12?24 tUl’;fs; 

 8/ >24 tUl’;fs; (Fwpg;gpLf) _________________ 

 

22. mLj;jLj;J K:d;W khj’;fspy; vt;tst[ mof;fo tpguk; bjhptpg;gth; ,we;jtiu 

ghh;j;jhh;/ 

1/ cld; thH;e;jhh; 



 2/ jpdKk; 

 3/ thuj;jpw;F ,UKiw 

 4/ thue;njhWk; 

 5/ ,uz;L thu’;fSf;F xUKiw 

 6/ khje;njhWk; 

 7/ xU khjj;jpw;Fk; Fiwthf 

23/ Fwpg;g[ tH’;Fk; egh;. ,we;jthpd; kuzj;jpw;Fg; gpwF. ,we;jthpd; kUj;Jtiu 

brd;W ghh;j;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

 

24/ / / / ,we;jthpd; kuzj;jpw;Fg; gpwF. Fwpg;g[ tH’;Fgth; jdJ kUj;Jtiu brd;W 

re;jpj;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

    

25/ / / / Jg;gwpa[k; mjpfhhp 

 1/ bgah;  _________________ 

 2/ fhty; epiyak; _________________ 

 

26/ / / / kUj;Jtkidapd; bgah;  

 

27/ gpnujg; ghpnrhjidapd; Kot[  _________________ 

 (fpilf;Fk; vd;why;)  _________________ 

      _________________ 



 

28/ ,uj;jj;jpy; My;f\hypd; (kJtpd;) mst[ 

       ____________kp/fp/-100 kp/yp 

rpWePhpy; My;f\hypdmst[/___________kp/fp/-100 kp/yp 

bgw;nwhh;. cld; gpwbgw;nwhh;. cld; gpwbgw;nwhh;. cld; gpwbgw;nwhh;. cld; gpwe;njhh; kw;Wk; FHe;ijfs;e;njhh; kw;Wk; FHe;ijfs;e;njhh; kw;Wk; FHe;ijfs;e;njhh; kw;Wk; FHe;ijfs;    

    

29/ m) je;ijapd; taJ (caph; thH;e;jhh;) 

 1/ bgah; _________________ 

 2/ Kfthp _________________ 

   _________________ 

    

M) je;ijapd; taJ (,we;jpUe;jhy;. kuzj;jpd; nghJ) 

 fhuzk; _________________ehs; _________________    

    

30/ / / / ,we;jthpd; tPl;oypUe;J mtuJ je;ijapd; tPl;ow;Fr; bry;Yk; gpuahz neuk; 

 1/ 0 epkpl’;fs; 

 2/ 1?10 epkpl’;fs; 

 3/ 11?30 epkpl’;fs; 

 4/ 31?60 epkpl’;fs; 

 5/ 1?2 kzp neuk; 

 6/ >2 kzp neuk; (Fwpg;gpLf) _________________    

    

31/ ,we;jthpd; je;ij vg;nghjhtJ kdneha;f;fhf rpfpr;ir bgw;wpUf;fpwhuh> 

(nghij kUe;J cgnahfk;. Ra rpj;jputij bra;jy; cl;gl) 



 1/Mk; 

 2/ ,y;iy 

 3/ gjpy; (1) vd;why;. Mk; (1) - ,y;iy (2) 

 m/ kUj;Jkid cs; nehahsp (Fwpg;gpLf) ________________ 

 M/ kUj;Jkid g[wnehahsp (Fwpg;gpLf) _________________ 

 ,/ khw;W tHp kUj;Jtiu mqfpdhh; (Fwpg;gpLf) __________    

    

 khjk; -

Mz;L 
taJ mwpFwpfs; 

nehapd; 

bgah;* 

Ra 

rpj;jputij 
A B C 

S1         

S2         

S3         

A - cly; eyr; rpfpr;ir  

B- kd eyr; rpfpr;ir 

C- rK:f eyr; rpfpr;ir 

 

*neha; bgah; : (1) ePz;lfhy kdr;rpijt[ neha; (2) kdr;rpijt[ kd vGr;rp neha; (3) 

kdr;nrhh;t[ neha; (4) kd vGr;rp neha; (5) tnahjpgj;jpy; Vw;gLk; Kis neha; (6) 

Fwpg;gpl ,ayhj bray; rhh;e;j kdr;rpijt[ neha; (7) kJg;gHf;fk; (8) nghijg; 

gHf;fk; (9) rK:f tpnuhj Fzk; (10) gpw kdneha;fs; (11) ,U JUt neha; (12) 

kWgoa[k; epfGk; xU JUt neha; (13) kdneha; VJk; mwpag;gltpy;iy 

 

32/ m) jhapd; taJ (caph;thH;e;jhy;) 

 1/ bgah; _________________ 

 2/ Kfthp _________________ 



 

M) jhapd; taJ (,we;jpUe;jhy;. kuzj;jpd; nghJ ________________fhuzk; 

 _________________njjp______________ 

 

33/ ,we;jthpd; tPl;oypUe;J mtuJ jhapd; tPl;ow;Fr; bry;Yk; gpuahz neuk;  

 1/ 0 epkpl’;fs; 

 2/ 1?10 epkpl’;fs; 

 3/ 11?30 epkpl’;fs; 

 4/ 31?60 epkpl’;fs; 

 5/ 1?2 kzp neuk; 

 6/ >2 kzp neuk; (Fwpg;gpLf) 

 

 

34/ ,we;jthpd; jha; vg;nghjhtJ kdneha;f;fhf rpfpr;ir bgw;wpUf;fpwhuh> 

(nghij kUe;J cgnahfk;. Ra rpj;jputij bra;jy; cl;gl) 

 1/Mk; 

 2/ ,y;iy 

 3/ gjpy; (1) vd;why;. Mk; (1) - ,y;iy (2) 

 m/ kUj;Jkid cs; nehahsp (Fwpg;gpLf) ________________ 

 M/ kUj;Jkid g[wnehahsp (Fwpg;gpLf) ________________ 

 ,/ khw;W tHp kUj;Jtiu mqfpdhh; (Fwpg;gpLf) ______________ 

 

 khjk; -

Mz;L 
taJ mwpFwpfs; 

nehapd; 

bgah;* 

Ra 

rpj;jputij 
A B C 

S1         



S2         

S3         

 

A - cly; eyr; rpfpr;ir  

B- kd eyr; rpfpr;ir 

C- rK:f eyr; rpfpr;ir 

 

neha; bgah;:  

(1) ePz;lfhy kdr;rpijt[ neha; (2) kdr;rpijt[ kd vGr;rp neha; (3) kdr;nrhh;t[ 

neha; (4) kd vGr;rp neha; (5) tnahjpgj;jpy; Vw;gLk; K:is neha; (6) Fwpg;gpl 

,ayhj bray; rhh;e;j kdr;rpijt[ neha;  (7) kJg;gHf;fk; (8) nghijg; gHf;fk; (9) 

rK:f tpnuhj Fzk; (10) gpw kdneha;fs; (11) ,U JUt neha; (12) kWgoa[k; epfGk; 

xU JUt neha; (13) kdneha; VJk; mwpag;gltpy;iy 

 

35/ bgw;nwhh; gphpe;J thH;e;jduh> 

 1/ Mk; (Fwpg;gpLf: vg;nghJ - vt;tst[ fhyk;)//////////////// 

 2/ ,y;iy 

 

36/ rnfhjuh;fs; vj;jid ngh;> 

37/ rnfhjupfs; vj;jid ngh;> 

 

38/ cld; gpwe;njhhpy; vj;jid ngh; vg;nghjhtJ kdnehahy; ghjpf;fg;gl;Ls;sdh;> 

(nghijg; gHf;fk;. Ra rpj;jputij cl;gl) 

 1/ 0 

 2/ 1 



 3/ 2 

 4/ >2 (Fwpg;gpLf) ________________ 

 5/ gjpy; (2) ?(4) Mf ,Ue;jhy; ? Mk; (1) - ,y;iy (2) 

 m/ kUj;Jkid cs; nehahsp (Fwpg;gpLf) ________________ 

 M/ kUj;Jkid g[wnehahsp (Fwpg;gpLf) ________________ 

 ,/ khw;W tHp kUj;Jtiu mqfpdhh; (Fwpg;gpLf) ___________ 

 

 khjk; -

Mz;L 
taJ mwpFwpfs; 

nehapd; 

bgah;* 

Ra 

rpj;jputij 
A B C 

S1         

S2         

S3         

 

39/ cld; gpwe;njhhpd; vj;jid ngh; jw;bfhiy bra;jpUf;fpd;wdh;> 

 1/ 0 

 2/ 1 

 3/ 2 

 4/ > 2 (Fwpg;gpLf) ________________ 

 

bgah; khjk; -

Mz;L 
ghypdk; taJ kuzj;jpd; nghJ tHp 

      

      

      



 

neha; bgah;: (1) ePz;lfhy kdr;rpijt[ neha; (2) kdr;rpijt[ kd vGr;rp neha; (3) 

kdr;nrhh;t[ neha; (4) kd vGr;rp neha; (5) tnahjpgj;jpy; Vw;gLk; K:is neha; (6) 

Fwpg;gpl ,ayhj bray; rhh;e;j kdr;rpijt[ neha; (7) kJg;gHf;fk;  (8) nghijg; 

gHf;fk; (9) rK:f tpnuhj Fzk; (10) gpw kdneha;fs; (11) ,U JUt neha; (12) 

kWgoa[k; epfGk; xU JUt neha; (13) kdneha; VJk; mwpag;gltpy;iy 

 

 

40/ FHe;ijfspy; vj;jidngh; vg;nghjhtJ kdneha;f;fhf rpfpr;ir 

bgw;wpUf;fpd;wdh;> (nghijg;gHf;fk; my;yJ Ra rpj;jputij cl;gl) 

 1/ 0 

 2/ 1 

 3/ 2 

 4/ >2 (Fwpg;gpLf) ________________ 

 5/ gjpy; (2) ?(4) Mf ,Ue;jhy; ? Mk; (1) - ,y;iy (2) 

 m/ kUj;Jkid cs; nehahsp (Fwpg;gpLf) ________________ 

 M/ kUj;Jkid g[wnehahsp (Fwpg;gpLf) ________________ 

 ,/ khw;W tHp kUj;Jtiu mqfpdhh; (Fwpg;gpLf) ______________ 

 

 khjk; -

Mz;L 
taJ mwpFwpfs; 

nehapd; 

bgah;* 

Ra 

rpj;jputij 
A B C 

C1         

C2         

C3         

 



41/ vj;jid FHe;ijfs; jw;bfhiy bra;jpUf;fpd;wdh;> 

 1/ 0 

 2/ 1 

 3/ 2 

 4/ >2 (Fwpg;gpLf) ________________ 

 

bgah; khjk; -

Mz;L 
ghypdk; taJ kuzj;jpd; nghJ tHp 

      

      

      

42/ cwtpdhpy; ahnuDk; vg;nghjhtJ kdneha;f;fhf rpfpr;ir bgw;Ws;sduh> 

(nghijg; gHf;fk;. Ra rpj;jputij cl;gl) 

 1/ Mk; (Fwpg;gpLf) 

 2/ ,y;iy 

bgah; khjk;-

Mz;L 

cwt[ 

Kiw 
taJ 

nehapd; 

bgah;* 

jw; 

bfhiy 

Ra 

rpj;jpu

tij 

A B C 

C1          

C2          

C3          

 

cly; eykpd;ikcly; eykpd;ikcly; eykpd;ikcly; eykpd;ik    

 

43/ ,we;jth; kuzj;jpd; nghJ VnjDk; cly; eyf; Fiwthy; tUe;jp. mjw;fhf 

kUj;Jt rpfpr;ir bgw;whuh> (kdneha; eP’;fyhf) 



 1/ Mk; ________________ 

 2/ ,y;iy 

 3/ gjpy; (1) vd;why; Fwpg;gpLf/ Mk; (1) - ,y;iy (2) 

 m/ kUj;Jkid cs; nehahsp (Fwpg;gpLf) ________________ 

 M/ kUj;Jkid g[wnehahsp (Fwpg;gpLf) ________________ 

 ,/ khw;W tHp kUj;Jtiu mqfpdhh; (Fwpg;gpLf) ______________ 

 

t/vz; mwpFwpfs; nehapd; bgah; rpfpr;ir 

1.    

2.    

3.    

 

 

44/ ,we;jth; kUj;Jt my;yJ mWitr; rpfpr;ir my;yJ kUj;Jtkid 

mDkjpf;fhf (ml;kp&d;) fhj;Jf; bfhz;oUe;jhuh> 

 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy 

 

45/ ,we;jtUf;F Fwpg;gplj;jf;f tifapy; VnjDk; fle;j fhy kUj;Jt tuyhW 

cs;sjh> (fh;g;gk;. gpwg;g[ rhh;e;j kw;Wk; FHe;ijg; gUt gpur;ridfs; cl;gl) 

 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy 

 

 

 



t/vz; 
khjk;-

Mz;L 
mwpFwpfs; kUj;Jtkid 

nehapd; 

bgah; 
rpfpr;ir 

      

      

      

      

      

 

 

46/ ,we;jth; nfl;Fk; fUtp (brtp cjtpf; fUtp) cgnahfpj;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

 

47/ ,we;jth; gjpt[ bra;ag;gl;l fz;ghh;itaw;wtuh> 

 1/ Mk; 

 2/ ,y;iy 

 

48/ ,we;jth; ngr;Rg; gapw;rp vLj;Jf;bfhz;oUe;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

 

49/ ,we;jtUf;F jPuhj. ePz;lfhy typ VnjDk; ,Ue;jjh> 

 1/ 

 2/ 

 3/ 



 4/ 

 

50/ nkw;Twg;gl;l cly; eyg; gpur;ridfs; ve;j mst[f;F ,we;jtuJ kuzj;jpd; 

kPJ bry;thf;F bgw;wpUe;jJ> 

 1/ cWjpahf Vw;fpnwd; 

 2/ Vw;fpnwd; 

 3/ jPh;khdpf;f Koatpy;iy 

 4/ kWf;fpnwd; 

 5/ cWjpahf kWf;fpnwd; 

 

 

 

 

Kd;gpUe;j kd neha;Kd;gpUe;j kd neha;Kd;gpUe;j kd neha;Kd;gpUe;j kd neha;    

    

51/ ,we;jth; VnjDk; kdnehahy; tUe;jp. mjw;F rpfpr;ir vLj;jhuh> (nghijg; 

gHf;fk;. Ra rpj;jputij kw;Wk; FHe;ijg; gUt czh;r;rp - elj;ijg; gpur;ridfs; 

cl;gl) 

 1/ Mk; 

 2/ ,y;iy (53 Mk; tpdhtpw;Fr; bry;yt[k;) 

 3/ tpil (1) vd;why;. Mk; (1) - ,y;iy (2)  

 m/ kUj;Jkid cs; nehahsp (Fwpg;gpLf) ______________ 

 M/ kUj;Jkid g[wnehahsp (Fwpg;gpLf) ______________ 

 ,/ khw;W tHp kUj;Jtiu mqfpdhh; (Fwpg;gpLf) ______________ 

    



 

 khjk; -

Mz;L 

(S) 

khjk; -

Mz;L 

(F) 

mwpFwpfs; 
nehapd; 

bgah;* 

Ra 

rpj;jputij 
A B C 

S1         

S2         

S3         

S4         

S5         

S6         

 

 A - cly; eyr; rpfpr;ir  

 B- kd eyr; rpfpr;ir 

 C- rK:f eyr; rpfpr;ir 

 

neha; bgah;: (1) ePz;lfhy kdr;rpijt[ neha; (2) kdr;rpijt[ kd vGr;rp neha; (3) 

kdr;nrhh;t[ neha; (4) kd vGr;rp neha; (5) tnahjpgj;jpy; Vw;gLk; K:is neha; (6) 

Fwpg;gpl ,ayhj bray; rhh;e;j kdr;rpijt[ neha;                              (7) 

kJg;gHf;fk; (8) nghijg; gHf;fk; (9) rK:f tpnuhj Fzk; (10) gpw kdneha;fs; (11) 

,U JUt neha; (12) kWgoa[k; epfGk; xU JUt neha;              (13) kdneha; VJk; 

mwpag;gltpy;iy 

52/ ,g;nghJ cs;s gpur;rid eP’;fyhf. vj;jid Kiw kdneha; ghjpg;g[* 

te;jpUf;fpwJ> 

 1/ xd;Wk; ,y;iy  

 2/ 1 

 2/ 2 



 3/ 3 kw;Wk; mjw;F nky; (Fwpg;gpLf) 

*cs; EiHe;jJ kd ey epg[ziu re;jpj;jJ 

(g[w nehahspahf – gfy; nehahspahf) my;yJ mDkjpf;fg;gl;lJ/ btspna te;jJ ? 

tpLtpf;fg;gl;lJ my;yJ 3 khjj;jpw;F nky; kUj;Jtkidf;F tuhjJ 

thH;f;if rk;gt’;fs;thH;f;if rk;gt’;fs;thH;f;if rk;gt’;fs;thH;f;if rk;gt’;fs;    

53/ ,we;jth; kuzj;jpw;F Ke;jpa 12 khj’;fspy; jPtpu neha;. fhak; my;yJ 

kw;wtuhy; jhf;fg;gl;oUe;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

 M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

 

54/ m) ,we;jtuJ cwtpdnuh∗. thH;f;ifj; Jiznah my;yJ ez;gnuh 

,we;jthpd; kuzj;jpw;F Ke;jpa 12 khj’;fspy; jPtpu neha;. fhak; my;yJ 

kw;wtuhy; jhf;fg;gl;oUe;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

∗ beU’;fpa cwt[ ? bgw;nwhh;. cld; gpwe;njhh; my;yJ FHe;ijfs; 

∗ ez;gh; ? ,we;jth; tHf;fkhf nehpnyh. my;yJ foj;jjpnyh bjhlh;g[ 

bfhz;oUe;j egh; 

(M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

 

55/ m) ,we;jthpd; kuzj;jpw;F Ke;jpa 12 khj’;fspy; mtuJ bgw;nwhnuh. 

FHe;ijnah my;yJ thH;f;ifj; Jiznah ,we;jduh> 

 1/Mk; 

 2/ ,y;iy 



 M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

56/ m) ,we;jthpd; kuzj;jpw;F Ke;jpa 12 khj’;fspy; mtuJ beU’;fpa FLk;g 

cwtpdnuh my;yJ cwtpdnuh (mj;ij. khkh. cld; gpwe;njhh;. mj;ij kfd; 

gps;isfs; rnfhjuh;? rnfhjhpfspd; gps;isfs;/ jhj;jh ghl;o) ,we;jduh> 

 1/ Mk; 

 2/ ,y;iy 

M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

 

57/ m) kuzj;jpw;F Ke;jpa 12 khj’;fspy;. ,we;jth; jpUkzg; gpur;ridapd; 

fhuzkhf tpyfpapUe;jhuh> 

 1/ Mk;  

 2/ ,y;iy 

 M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[> 

 

58/ m) kuzj;jpw;F Ke;jpa 12 khj’;fspy;. ,we;jth; cWjpahd cwt[fis 

Kwpj;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

 M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

 

 

59/ m) kuzj;jpw;F Ke;jpa 12 khj’;fspy;. ,we;jtUf;F beU’;fpa ez;gh;. mf;fk; 

gf;fj;jhh; my;yJ cwtpdUld; jPtpug; gpur;rid VnjDk; ,Ue;jjh> 

 1/ Mk; 

 2/ ,y;iy 



 M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

 

60/ m) kuzj;jpw;F Ke;jpa 12 khjj;jpy;. xU khjj;jpw;Fk; nky; ,we;jth; 

ntiyapy;yhknyhmy;yJ ntiy njonah bfhz;oUe;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

 M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

 

61/ kuzj;jpw;F Ke;jpa 12 khj’;fspy;. ,we;jth; ntiyapypUe;J 

epWj;jg;gl;oUe;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

 M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

 

 

62/ m) kuzj;jpw;F Ke;jpa 12 khj’;fs;. ,we;jth; kpfg;bghpa gzk;- epjpg; 

gpur;ridapy; ,Ue;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

 M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

 

63/ m) kuzj;jpw;F Ke;jpa 12 khj’;fspy;. ,we;jth; nghyP!; my;yJ ePjpkd;wk; 

rhh;e;j gpur;ridapy; rpf;fpapUe;jhuh> 

 1/ Mk; 

 2/ ,y;iy 



 M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

 ,) ,we;jtUf;F vg;bghGnjDk; fhty; Jiw my;yJ ePjpkd;wk; bry;y 

ntz;oa gpur;rid ,Ue;jjh> 

 1/ Mk; 

 2/ ,y;iy 

 

t/vz; Mz;L fhuzk; tpist[ 

    

    

    

    

 

 

64/ m) kuzj;jpw;F Ke;jpa 12 khj’;fspy;. ,we;jth; VnjDk; kjpg;g[f;Fhpa 

bghUisf; fsthonah my;yJ ,He;njh ,Uf;fpwhuh> 

 1/ Mk; 

 2/ ,y;iy 

 M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

 

 

 

65/ ,we;jtUf;F VnjDk; bjhlh;e;J gy gpur;ridfnsh my;yJ kd 

mGj;jjpw;fhd tHpfnsh ,Ue;jdth> 

 1/ Mk; 

 2/ ,y;iy 

 M) kuzj;jpw;F vj;jid thu’;fSf;F Kd;g[>______________ 

 



66/ nkw;Twpa thH;f;ifr; rk;gt’;fSk;. f&;l’;fSk; ve;j mst[f;F ,we;jthpd; 

kuzj;jpd; kPJ bry;thf;F bgw;wpUe;jJ vd eP’;fs; Vw;Wf;bfhs;fpwPh;fs;> 

 1/ cWjpahf Vw;fpnwd; 

 2/ Vw;fpnwd; 

 3/ jPh;khdpf;f Koatpy;iy 

 4/ kWf;fpnwd; 

 5/ cWjpahf kWf;fpnwd; 

 

gog;g[ kw;Wk; ntiygog;g[ kw;Wk; ntiygog;g[ kw;Wk; ntiygog;g[ kw;Wk; ntiy    

67/ ve;j tajpy; ,we;jthpd; KGneug; gog;g[ epiwtile;jJ> 

 

 

68/ ,we;jthpd; mjpfgl;r gog;g[ vd;d> 

 1/ bjhlf;f epiy 

 2/ cah; epiy 

 3/ nky; epiy 

 4/ gl;lg;gog;g[ 

 5/ gog;gwptpy;iy 

 

69/ ,we;jth; VnjDk; cj;jpnahfg; gog;g[ (eh;!p’;. Mrphpah;) goj;jpUe;jhuh> 

 1/ Mk; (Fwpg;gLf) ______________ 

 2/ ,y;iy 

70/ kuzj;jpw;F Kd;g[ ,we;jthpd; bghUshjhu epiy vg;go ,Ue;jJ> 

 1/ bghUshjhu Cf;fk; ? KG neug; gzp 

 2/ bghUshjhu Cf;fk; ? gFjpneug; gzp 



 3/ bghUshjhu Cf;fk; ? neha[w;wpUe;jhh; 

 4/ bghUshjhu Cf;fk; ? ntiyapd;wpapUe;jhh; 

 5/ bghUshjhu Cf;fk; ? gzp Xa;t[bgw;wpUe;jhh; 

 6/ bghUshjhu eypt[ ? khzth; 

 7/ bghUshjhu eypt[ ? ,d;d gpw 

 8/ ghJfhg;g[g; gzpj; Jiw 

 

71/ ,we;jthpd; rK:f tFg;g[  

 1/ cah; tFg;g[ 

 2/ eLj;ju tFg;g[ 

 3/ fPH; tFg;g[  

 khj tUkhdk; - Mz;L tUkhdk; 

 

 

72/ fle;j 5 tUlj;jpy; vj;jid ntiy (gzp) bra;jhh;> 

 1/ 0 

 2/ 1 

 3/ 2 

 4/ 3 

 5/ 4  

 6/ >4 (Fwpg;gpLf)  ______________ 

 

73/ ntiy khw;wj;jpw;fhd fhuzk; 

 1/ mijtpl ey;y ntiyr; NH;epiy 



 2/ mijtpl ey;y rk;gsk; 

 3/ cwt[g; gpur;ridfs; 

 4/ cly; eykpd;ik 

 5/ epWj;jg;gl;lhh; 

 6/ ,d;d gpw ______________ 

 

74/ filrpahf khw;wpa ntiy vt;tst[ fhyk; Kd;g[> 

 1/ 1 khjk; (Fwpg;gpLf) 

 2/ 1?3 khj’;fs; 

 3/ 4?6 khj’;fs; 

 4/ 7?12 khj’;fs; 

 5/ 1?2 tUl’;fs; 

 6/ >2 tUl’;fs; 

 7/ xUnghJk; gzpapy; ,y;iy 

 8/ xnu xU ntiy 

 

75/ m) kuzj;jpw;F Kd;g[ vt;tst[ fhyk; ,we;jth; ntiy bra;ahky; ,Ue;jhh;> 

 1/ ntiyapd;wp ,Uf;ftpy;iy 

 2/ 1?7 ehl;fs; 

 3/ 8?14 ehl;fs; 

 4/ 15?28 ehl;fs; 

 5/ 1?3 khj’;fs; 

 6/ >3 khj’;fs; (Fwpg;gpLf) ______________ 



 7/ ntiyapd;wp ,Ue;jhh; 

 gjpy; (2) ? (6) vd;why;. fhuzj;jijf; Fwpg;gpLf/ 

 

M) ntiyf;Fj; jFjpbgw;w ehspypUe;J bkhj;jj;jpy; vj;jid fhyk; ,we;jth; 

ntiyapd;wp ,Ue;jhh;> 

 1/ >6 khj’;fs; 

 2/ 6?12 khj’;fs; 

 3/ 1?2 tUl’;fs; 

 4/ 2?4 tUl’;fs; 

 5/ 4?8 tUl’;fs; 

 6/ >8 tUl’;fs; (Fwpg;gpLf)  ______________ 

 7/ vg;nghJk; ntiy bra;jhh; 

 8/ nehapd; fhuzkhf ntiy bra;a ,ayhky; ,Ue;jhh; 

 9/ bghUe;jhJ 

 

,) ve;j mst[f;F ,we;jth; ntiyapd;ikiag; gw;wp ftiy bfhz;oUe;jhh;> 

 1/ kpft[k; mof;fo 

 2/ mof;fo 

 3/ vg;nghjtJ 

 4/ mhpjhf 

 5/ xUnghJkpy;iy 

 

76/ ,we;jth; rK:ff; fhg;gPl;L ed;ikfs; bgw;Wf; bfhz;oUe;jhuh> 

 1/ Mk; (ve;j tif kw;Wk; gz msitf; Fwpg;gpLf) 



 2/ ,y;iy 

 

 
bgah; 

vt;tst[ ehSf;bfhU 

Kiw 
mst[ 

B1    

B2    

B3    

B4    

 

77/ fle;j Mz;oy; vt;tst[ fhyk; cly; my;yJ kd nehapd; fhuzkhf ,we;jth; 

ntiy bra;ahky; ,Ue;jhh;> 

 1/ ntiy bra;ahky; ,Uf;ftpy;iy 

 2/ 2 thu’;fs; (Fwpg;gpLf) ______________ 

 3/ 2?4 thu’;fs;  

 4/ 4?8 thu’;fs; 

 5/ >8 thu’;fs; (Fwpg;gpLf) ______________ 

 6/ fle;j tUlk; ntiyapd;wp ,Ue;jhh; 

 7/ kw;wit 

 

kjk;kjk;kjk;kjk;    

    

78/ m) ,we;jth; flt[spd; kPJ ek;gpf;if bfhz;oUe;jjhff; TwpaJz;lh> 

 1/ cWjpahf Mk; 

 2/ mnefkhf Mk; 

 3/ mnefkhf ,y;iy 



 4/ cWjpahf ,y;iy 

 M) ,we;jthpd; kjk; 

 1/ ,e;J 

 2/ K!;yPk; 

 3/ fpwp!;jtk; 

 4/ kw;wit (Fwpg;gpLf) ______________    

79/ vg;nghjhtJ kjk; khwpdhuh my;yJ kjj;jpy; nrh;e;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

 

80/ kuzj;jpw;F 6 khjj;jpw;F Kd;g[ Myaj;jpnyh. nfhtpypnah my;yJ gs;sp 

thrypnyh VnjDk; rpwg;g[ gjtp tfpj;jpUe;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

 

81/ vg;nghjhtJ Myaj;jpnyh. nfhtpypnyh my;yJ gs;sp thrypnyh VnjDk; rpwg;g[ 

gjtp tfpj;jpUe;jhuh> 

 1/ Mk; 

 2/ ,y;iy 

 

82/ kuzj;jpw;F Ke;jpa MW khjj;jpy;. xU khjj;jpw;F vj;jidg; gpuhh;j;jidapy; 

fye;jpUf;fpwhh;> 

 1/ xd;Wkpy;iy 

 2/ xd;W 

 3/ ,uz;L 



 4/ ehd;F 

 5/ Ie;J my;yJ mjw;F nky; (Fwpg;gpLf) 

 

83/ Kd;gpUe;j gpuhh;j;jidf;Fk; ,g;nghJs;s gpuhh;j;jidf;Fk; ntWghL cs;sjh> 

tHf;fkhd gpuhh;j;jid vz;zpf;if 

 1/ xd;Wkpy;iy 

 2/ xd;W 

 3/ ,uz;L 

 4/ ehd;F 

 5/ Ie;J my;yJ mjw;F nky; (Fwpg;gpLf) 

84/ kuzj;jpw;F Ke;jpa MW khj fhyj;jpy;. Myak;. nfhtpy; my;yJ gs;spthry; 

my;yhky; jdpahf vt;tst[ fhy ,ilbtspapy; brgpg;ghh;> 

1/ tHf;fkhf my;yJ mof;fo 

2/ rpy neu’;fspy; Mdhy; tHf;fkhf ,y;iy 

3/ vg;nghjhtJ 

4/ xUnghJk; ,y;iy 

85/ Kd;gpUe;j jdpg;gl;lg; gpuhh;j;jidf;Fk;. ,g;nghJs;s jdpg;gl;l gpuhh;j;jidf;Fk; 

ntWghL cz;lh> tHf;fkhf ,ilbtsp (vj;jid Kiw) 

 1/ tHf;fkhf my;yJ mof;fo 

 2/ rpy neu’;fspy; Mdhy; tHf;fkhf ,y;iy 

 3/ vg;nghjhtJ 

 4/ xUnghJk; ,y;iy 

 



86/ kuzj;jpw;F MW khjj;jpw;F Kd;t[ vt;tst[ mof;fo ,we;jth; iggps;. 

gftj;fPij my;yJ jpUf;Fuhd;. Myak;. nfhtpy; my;yJ gs;spthry; my;yhky; 

gog;ghh;> 

 1/ tHf;fkhf my;yJ mof;fo 

 2/ rpy neu’;fspy; Mdhy; tHf;fkhf ,y;iy 

 3/ vg;nghjhtJ 

 4/ xUnghJk; ,y;iy 

 

87/ Myak;/ nfhtpy;. gs;spthry; my;yhJ iggps;. gftj;fPij kw;Wk; jpUf;Fuhd; 

thrpf;Fk; ,ilbtsp Kd;gpUe;jij tpl ntWgl;Ls;sjh> tHf;fkhf vj;jid 

Kiw 

 1/ tHf;fkhf my;yJ mof;fo 

 2/ rpy neu’;fspy; Mdhy; tHf;fkhf ,y;iy 

 3/ vg;nghjhtJ 

 4/ xUnghJk; ,y;iy 

 

88/ kuzj;jpw;F Ke;jpa MW khj’;fspy; vt;tst[ mof;fo ,we;jth; czt[ 

cz;qKd; brgpg;ghh> 

 1/ tHf;fkhf my;yJ mof;fo 

 2/ rpy neu’;fspy; Mdhy; tHf;fkhf ,y;iy 

 3/ vg;nghjhtJ 

 4/ xUnghJk; ,y;iy 

 

 

 

 



89/ czt[f;F Kd; brgpf;Fk; tHf;fk; Kd;gpUe;jij tpl ntWgl;oUe;jh> 

tHf;fkhf vt;tst[ mof;fo 

 1/ tHf;fkhf my;yJ mof;fo 

 2/ rpy neu’;fspy; Mdhy; tHf;fkhf ,y;iy 

 3/ vg;nghjhtJ 

 4/ xUnghJk; ,y;iy 

 

90/ kuzj;jpw;F Ke;jpd MW khj fhyj;jpy; vt;tst[ mof;fo ,we;jth; kjf;fy;tp 

tFg;g[fs; my;yJ jpahd’;fspy; fye;J bfhs;thh;> 

 1/ thuj;jpw;F 2?3 Kiw  

 2/ thue;njhWk; 

 3/ 2?3 thue;njhWk; 

 4/ khje;njhWk; 

 5/ xUKiw my;yJ ,UKiw 

 6/ xUnghJk; ,y;iy 

 

91/ nkw;Thpa kjf; fy;tp tFg;g[fspy; fye;J bfhs;tJ Kd;gpUe;jij tpl 

ntWgl;oUf;fpwjh> tHf;fkhf vt;tst[ mof;fo/////// 

 1/ thuj;jpw;F 2?3 Kiw  

 2/ thue;njhWk; 

 3/ 2?3 thue;njhWk; 

 4/ khje;njhWk; 

 5/ xUKiw my;yJ ,UKiw 

 6/ xUnghJk; ,y;iy 



 

 

 

92/ ,we;jth; njhuhakhf vt;tst[ ed;bfhil Myaj;jpw;F tH’;Fthh;> 

 1/ U:gha; 1000 f;F Fiwthf 

 2/ U:gha; 1000 ? 5000 tiu 

 3/ U:gha; 5001 ? 10000 tiu 

 4/ >10001 U:gha; 

 

93/ ,we;jtUf;F brhe;j kjj;jpypUe;J jpUkzk; bra;J bfhs;tJ vt;tst[ 

Kf;fpakhdJ> 

 1/ kpft[k; Kf;fpakhdJ 

 2/ Kf;fpakhdJ 

 3/ Kf;fpakpy;iy 

 4/ bfh”;rk; Tl Kf;fpakpy;iy 

 5/ bghUe;jhJ 

 

94/ Myak;-nfhtpy;-gs;spthrypy; jpUkzk; bra;J bfhs;tJ ,we;jtUf;F ve;j 

mst[f;F Kf;fpahdJ> 

 1/ kpft[k; Kf;fpakhdJ 

 2/ Kf;fpakhdJ 

 3/ Kf;fpakpy;iy 

 4/ bfh”;rk; Tl Kf;fpakpy;iy 

 5/ bghUe;jhJ 

 



95/ kjj;jpd; go FHe;ijfSf;Fg; bgah; Nl;LtJ. ,we;jtUf;F ve;j mst[f;F 

Kf;fpakhdJ> 

 1/ kpft[k; Kf;fpakhdJ 

 2/ Kf;fpakhdJ 

 3/ Kf;fpakpy;iy 

 4/ bfh”;rk; Tl Kf;fpakpy;iy 

 5/ bghUe;jhJ 

 

96/ ,we;jthpd; beU’;fpa ezgh;fspy; vj;jid ngh; mnj kjj;ijr; rhh;ejth;fs;> 

 

97/ kuzj;jpw;F Ke;jpa MWkhjj;jpy;. vt;tst[ mof;fo ,we;jth; kjk; rhh;e;j 

epfH;r;rpfisg; ghh;g;gnjh. nfl;gnjh cz;L> 

1/ tHf;fkhf my;yJ mof;fo 

2/ rpy neu’;fspy; Mdhy; tHf;fkhf ,y;iy 

3/ vg;nghjhtJ 

4/ xUnghJk; ,y;iy 

98/ kjk; rhh;e;j epfH;r;rpfisg; ghh;f;Fk; - nfl;Fk; ,ilbtsp Kd;apUe;jijtpl 

ntWgl;oUe;jjh> tHf;fkhd ,ilbtsp 

1/ tHf;fkhf my;yJ mof;fo 

2/ rpy neu’;fspy; Mdhy; tHf;fkhf ,y;iy 

3/ vg;nghjhtJ 

4/ xUnghJk; ,y;iy 

 



99/ kuzj;jpw;F Ke;jpa MW khj fhyj;jpy;. ,we;jth; kWKiw gpwg;gJ gw;wpnah. 

cUkhWjy;. flt[spd; cldpUg;ig czh;jy;. flt[spd; cjtpia bgWjy; nghd;w 

mDgt’;fisg; gw;wp ngrpdhuh> 

1/ Mk; (Fwpg;gpLf ? vg;go-vg;nghJ) ______________ 

2/ ,y;iy 

 

100/ kWKiw gpwg;gJ. cUkhWtJ. flt[spd; cldpUg;ig czh;tJ. neuoahff; 

flt[splkpUe;J cjtpiag; bgWtJ mJ nghd;w mDgt’;fis ,we;jth; 

vg;nghjhtJ ngrpapUf;fpwh>+ 

 1/ Mk; (Fwpg;gpLf ? vg;go-vg;nghJ) ______________ 

 2/ ,y;iy 

 

101/ kuzj;jpw;F Ke;jpa MW khj fhyj;jpy; vj;jid Kiw g[dpjj; jyj;jpw;F 

ahj;jpiu brd;wpUf;fpwhh;> 

 1/ khje;njhWk; my;yJ mof;fo 

 2/ xU tUlj;jpw;F ehd;F Kiw  

 3/ xU tUlj;jpw;F ,UKiw  

 4/ tUle;njhWk; 

 5/ vg;nghjhtJ 

 6/ xUnghJk; ,y;iy 

 

102/ nkw;Twg;gl;l g[dpj ahj;jpiu Kd;gpUe;jij tpl ntWgl;oUe;jjh tHf;fkh 

vj;jid Kiw// 

 1/ khje;njhWk; my;yJ mof;fo 

 2/ xU tUlj;jpw;F ehd;F Kiw  



 3/ xU tUlj;jpw;F ,UKiw  

 4/ tUle;njhWk; 

 5/ vg;nghjhtJ 

 6/ xUnghJk; ,y;iy 

 

103/ kuzj;jpw;F Ke;jpa MW khj’;fspy; vj;jid kjk; rhh;e;j mikg;g[fspy; 

my;yJ bray;fspy; ,we;jth; <Lgl;oUf;fpwhuh> 

 1/ Ie;J my;yJ mjw;F nky; 

 2/ ehd;F 

 3/ K:d;W 

 4/ ,uz;L 

 5/ xd;W 

 6/ xd;Wkpy;iy 

 

 

104/ nkw;Thpa <LghL Kd;gpUe;jij tPl ntWgl;oUe;jjh> tHf;fkhd vj;jid 

Kiw 

 1/ Ie;J my;yJ mjw;Fnky; (Fwpg;gpLf) ______________ 

 2/ ehd;F 

 3/ K:d;W 

 4/ ,uz;L 

 5/ xd;W 

 6/ xd;Wkpy;iy 

 



 

105/ kuzj;jpw;F Ke;jpa MW khj’;fspy; vt;tst[ mof;fo ,we;jth; kuzj;jpw;Fg; 

gpwFs;s thH;t[ gw;wp ngrpapUf;fpwhuh> 

 1/ tHf;fkhf my;yJ mof;fo 

 2/ rpy neu’;fspy; Mdhy; tHf;fkhf ,y;iy 

 3/ vg;nghjhtJ 

 4/ xUnghJk; ,y;iy 

 

 

 

106/ ,we;jth; Kf;fpakhff; fUjpa kjpg;gPLfisf; bfhz;L mth; ve;j mst[f;F 

kjr; rhh;g[ilath; vdf; Tw Koa[kh> 

 1/ kpf kpf kjr;rhh;g[ilath; 

 2/ ed;whf kjr; rhh;g[ilath; 

 3/ rhjhuz mst[kjr; rhh;g[ilath; 

 4/ Xust[ kjr; rhh;g[ilath; 

 5/ kjr; rhh;g[ilath; ,y;iy 

 

107/ thH;it kjpg;g[ilajhf;Ftjpy;. kjk; neh;kiwahd ce;Jrf;jp vd;W ,we;jth; 

fUjpdhuh my;yJ vjph;kiwahd ce;Jrf;jp vd;W fUjpdhuh> 

 

 1/ kpft[k; neh;kiwahd ce;Jrf;jp 

 2/ bghpjstpyhd neh;kiw ce;Jrf;jp 

 3/ bghpa rf;jp xd;Wkpy;iy. ,g;go my;yJ mg;go 

 4/ bghpjstpy; vjph;kiw rf;jpna 



 5/ kpft[k; vjph;kiwahd rf;jp 

 

108/ thH;tpy; jpdrhp Kot[fis vLg;gjw;F. kj ek;gpf;if cjtp bra;a[k; vd;W. 

,we;jth; ve;j mst[ ek;gpdhh; vd;W TwKoa[kh> 

 

1/ kj ek;gpf;ifna vy;yh Kot[fSf;Fk; mog;gil 

2/cz;ikapnyna ve;j tp&aj;ija[k; tpl. kj ek;gpf;ifna KobtLg;gjw;F kpft[k; 

cjt[fpwJ 

3/ kj ek;gpf;if gy tHpfspy; cjt[fpwJ/ Mdhy; kw;w tp&a’;fSk; ,Uf;fpd;wd 

4/ kj ek;gpf;if rpy cjt[k;/ Mdhy; rka’;fspy;. mijtpl Kf;fpakhd ntWgy 

tp&a’;fs; ,Uf;fpd;wd 

5/ KobtLg;gjw;F kj ek;gpf;if Kf;fpakhdJ ,y;iy/ vg;nghjhtJ 

ntz;Lbkd;why;. mJ cjtp bra;ayhk; 

6/ KobtLg;gjpy; kj ek;gpf;if ve;j ntiynah. mtrpankh ,y;iy 

 

 

 

 

109/ ve;j mst[f;F kjek;gpf;if my;yJ kjr; rhh;gpd;ik bry;thf;F bgw;wpUe;jJ 

vd eP’;fs; ek;g[fpwPh;fs;> 

 1/ kjk; kpf Kf;fpahd bry;thf;F bgw;wpUe;jJ 

 2/ kjk; bfh”;rk; bry;thf;F bgw;wpUe;jJ 

 3/ kjk; ve;j bry;thf;Fk; bgw;wpUf;ftpy;iy 

 4/ kjj;ijr; rhuhky; ,Ue;jJ bry;thf;F bgw;wpUe;jJ 

 5/ kjj;ijr; rhuhky; ,Ue;jJ bfh”;rk; bry;thf;F bgw;wpUe;jJ 

 6/ kjj;ijr; rhuhky; ,Ue;jJ ve;j bry;thf;Fk; bgw;wpUf;ftpy;iy 



 

thH;f;if Kiwfs;thH;f;if Kiwfs;thH;f;if Kiwfs;thH;f;if Kiwfs; 

110/ kuzj;jpd; nghJ FLk;g mikg;ig tifg;gLj;jt[k; 

 1/ FLk;g cWg;gpdh; xUth; 

 2/ FLk;g cWg;gpdh; ,Uth; 

 3/ FLk;g cWg;gpdh;fs; K:th; my;yJ mjw;F nky; 

 4/ epWtdk; my;yJ Kjpnahh; j’;fpapUe;j ,y;yk;  

 5/ tpLjp my;yJ fhg;gfk; 

 6/ kw;wit (Fwpg;gpLf) 

 (FLk;g cWg;gpdh;fspd; ghypdk;. taJ kw;Wk; ,we;jtUldhd cwt[  Kiw) 

 ghypdk; taJ cwt[Kiw 

egh; 1    

egh; 2    

egh; 3    

egh; 4    

egh; 5    

egh; 6    

egh; 7    

 

111/ kuzj;jpd; nghJ ,we;jthpd; tPl;od; epiy vd;d> 

 1/ brhe;j tPL 

 2/ thlif tPL 

 3/ FHe;ijfspd; tPL 

 4/ tpLjp 



 5/ Kjpnahh; ,y;yk; 

 6/ kw;wit Fwpg;gpLf ______________ 

112/ tPl;L cWg;gpdh;fnshL nrh;e;J thH;e;j fhyk; (jw;fhypf cWg;gpdh;fs; my;yJ 

jw;fhypfkhf tpLgl;oUg;gth; eP’;fyhf) 

 1/ > 6 thu’;fs; (Fwpg;gpLf) 

 2/ 6 thu’;fs; Kjy; 3 khj’;fs; tiu 

 3/ 3 khj’;fs; Kjy; 1 tUlk; tiu  

 4/ 1?2 tUl’;fs; 

 5/ 2?4 tUl’;fs; 

 6/ 4?8 tUl’;fs; 

 7/ > 8 tUl’;fs; (Fwpg;gpLf) ______________ 

 8/ jdpahf thH;e;jhh; 

 

113/ kuzj;jpw;F Ke;jpd ehs; ,we;jth; jdpahf ,Ue;jjw;fhdj; bjspthdf; 

fhuzk;/ 

 1/ ez;gh; - cwtpdhpd; ,Hg;g[ 

 2/ ez;gh; - cwtpdh; kUj;Jtkidapy; mDkjpf;fg;gl;oUe;jhh; 

 3/ jpUkz Kwpt[ 

 4/ jdpahf ,Uf;ftpy;iy 

 

114/ ,we;jthpd; tPl;oy; tHf;fkhf thH;e;jth;fspd; vz;zpf;if 

 1/ 1 

 2/ 2 

 3/ 3 my;yJ mjw;F nky; (Fwpg;gpLf) 



 4/ xUtUkpy;iy 

 5/ jdp tPL ,y;iy 

 

r’;fk;. mikg;g[fs; rhh;e;j eltof;iffs;r’;fk;. mikg;g[fs; rhh;e;j eltof;iffs;r’;fk;. mikg;g[fs; rhh;e;j eltof;iffs;r’;fk;. mikg;g[fs; rhh;e;j eltof;iffs; 

 

115/ fle;j K:d;W khj’;fspy; ntiyg;ghL rk;ge;jg;glhj r’;fk; my;yJ 

mikg;g[fspy; ,we;jth; g’;nfw;whuh> 

 1/ FG cWg;gpdh; - mikg;ghsh; 

 2/ bjhlh;e;j g’;nfw;ghsh; 

 3/ mhpjhd g’;nfw;ghsh; 

 4/ g’;Fbgw;wjpy;iy 

116/ K:d;W khj fhyj;jpw;F btFfhyk; Kd;g[. ntiynahL rk;ge;jg;glhj r’;fk;-

mikg;g[fspy; ,we;jth; g’;nfw;whuh> 

 

 1/ FG cWg;gpdh; - mikg;ghsh; 

 2/ bjhlh;e;j g’;nfw;ghsh; 

 3/ mhpjhd g’;nfw;ghsh; 

 4/ g’;Fbgw;wjpy;iy 

 

117/ fle;j K:d;W khjj;jpy;. ,we;jth; ntiynahL bjhlh;g[ila r’;fk; - 

mikg;g[fspy; g’;nfw;whuh> 

 1/ FG cWg;gpdh; - mikg;ghsh; 

 2/ bjhlh;e;j g’;nfw;ghsh; 

 3/ mhpjhd g’;nfw;ghsh; 

 4/ g’;Fbgw;wjpy;iy 



 

118/ K:d;W khjfhyj;jpw;F btF fhyk; Kd;g[ ntiynahL bjhlh;g[ila r’;fk; - 

mikg;g[fspy; g’;nfw;whuh> 

1/ FG cWg;gpdh; - mikg;ghsh; 

2/ bjhlh;e;j g’;nfw;ghsh; 

3/ mhpjhd g’;nfw;ghsh; 

4/ g’;Fbgw;wjpy;iy 

 

119/ fle;j K:d;W khj fhy’;fspy;. ,we;jth; jd;id kw;wtnuhL bjhlh;g[gLj;jpf; 

bfhs;Sk; tifapyhd VnjDk; bray;ghLfspy; <Lgl;oUe;jhuh> 

 

 1/ Mk; (Fwpg;gLf) ______________ 

 2/ ,y;iy 

 

 
bray;ghL 

fhy 

,ilbtsp 

egh;fspd; 

vz;zpf;if 
< bgl;oUj;jy; 

A1     

A2     

 

120/ K:d;W khj fhyj;jpw;F btFfhyk; Kd;g[. ,we;jth; jd;id kw;wtnuhL 

bjhlh;g[gLj;jpf; bfhs;Sk; tifapyhd VnjDk; bray;ghLfspy; <Lgl;oUe;jhuh> 

1/ Mk; (Fwpg;gLf) ______________ 

2/ ,y;iy 

 

 
bray;ghL 

fhy 

,ilbtsp 

egh;fspd; 

vz;zpf;if 
< bgl;oUj;jy; 



A1     

A2     

 

121/ ,we;jtUf;F jdpg;gl;l bghGJ nghf;Ffs; ,Ue;jjh> 

 1/ Mk; (Fwpg;gLf) ______________ 

 2/ ,y;iy 

 

FLk;g kw;Wk; ez;gnuhL xU’;fpide;jpUj;jy;FLk;g kw;Wk; ez;gnuhL xU’;fpide;jpUj;jy;FLk;g kw;Wk; ez;gnuhL xU’;fpide;jpUj;jy;FLk;g kw;Wk; ez;gnuhL xU’;fpide;jpUj;jy; 

 

122/ tPl;oy; ,we;jtuJ epiy vd;d> 

 1/ FLk;g jiyth; 

 2/ FLk;gj; jiythpd; thH;f;ifj; Jiz 

 3/ FLk;gj; jiythpd; bgw;nwhh; 

 4/ FLk;gj; jiythpd; cld; gpwe;njhh; 

 5/ FLk;gj; jiythpd; FHe;ij 

 6/ FLk;gj; jiythpd; kw;w cwtpdh;fs; 

 7/ FLk;gj; jiytUf;Fj; bjhlh;gpy;yhjth;fs; 

 8/ jdpahd FLk;gj;jpy; thHtpy;iy 

 

123/ kuzj;jpw;F Kd;dhy;. ,we;jthpd; cwtpdh;fs; my;yJ ez;gh;fs; (nehpnyh. 

bjhiyngrpapnyh my;yJ fojj;jpnyh bjhlh;g[ bfhz;oUe;;j) vj;jid ngh; 

FLk;gj;jpd; cWg;gpduhf ,Ue;jdh;> 

 1/ xUtUkpy;iy 

 2/ 1 

 3/ 2 



 4/ 3 my;yJ mjw;F nky; (Fwpg;gpLf) ______________ 

 

124/ vt;tst[ fhyj;jpw;F Kd;g[ ,we;jth; jdJ Kjy;fhy; cwt[Kiwia (bgw;nwhh;. 

cld;gpwe;njhh; kw;Wk; FHe;ijfis) re;jpj;jhh;> 

 1/ > 12 kzp neuk; (Fwpg;gpLf) 

 2/ 12 ?24 ehl;fs; 

 4/ 1?3 ehl;fs; 

 5/ 1?2 thu’;fs; 

 6/ 2?4 thu’;fs; 

 7/ > 4 thu’;fs; (Fwpg;gpLf)  ______________ 

 8/ Ky; fhy; cwt[Kiw ,y;iy   

 

125/ ,we;jtuJ tPl;ow;Fk; mtuJ kpf beU’;fpa Kjy;fhy; cwtpdh; tPl;ow;Fk; 

cs;s rhiyj; bjhiyt[ vd;d> 

 1/ < 0/5 iky;fs; 

 2/ 0/5 ? 1 iky;fs; 

 3/ 1?2 iky;fs; 

 4/ 2?4 iky;fs; 

 5/ 4?8 iky;fs; 

 6/ >8 iky;fs; (Fwpg;gpLf) 

 7/ Kjy;fhy; cwt[ ,y;iy 

 

126/ Kjy;fhy; cwtpdh; my;yJ ,we;jtUf;F ntW VnjDk; Fwpg;gplj;jf;f 

Kf;fpaj;Jtk; tha;e;j cwtpdh; cs;sduh> 



 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy 

 3/ ntW cwtpdh; ,y;iy 

 

127/ nkw;Twg;gl;l cwtpdhpd; tPl;Lf;Fk; ,we;jthpd; tPl;Lf;Fk; ,ilnaa[s;s 

rhiyj; bjhiyt[ vd;d> 

 1/ < 0/5 iky;fs; 

 2/ 0/5 ? 1 iky;fs; 

 3/ 1?2 iky;fs; 

 4/ 2?4 iky;fs; 

 5/ 4?8 iky;fs; 

 6/ >8 iky;fs; (Fwpg;gpLf) ______________ 

 7/ Kjy;fhy; cwt[ ,y;iy 

 

128/ kuzj;jpw;F xU thuj;jpw;F Kd;g[. tPl;oYs;s cWg;gpdh;fs; jtpu. khkdhh;. 

khkpahh;. mz;zd;. mz;zpfs; my;yJ FHe;ijfs; vj;jid ngh; ,we;jtiur; 

re;jpj;jdh;> 

 1/ xUtUkpy;iy 

 2/ 1 

 3/ 2 

 4/ 3 my;yJ mjw;F nky; (Fwpg;gpLf) 

 5/ cwtpdh;fs; ,y;iy 

 

129/ kuzj;jpw;F xU thuj;jpw;F Kd;g[ vj;jid cwtpdh;fspd; tPl;il ,we;jth; 

re;jpe;jhh;> 



 1/ xd;Wkpy;iy 

 2/ 1 

 3/ 2 

 4/ 3 my;yJ mjw;F nky; (Fwpg;gpLf) ______________ 

 5/ cwtpdh;fs; ,y;iy 

 

130/ fhy; eilahfnth my;yJ ngUe;J K:ynkh 10 epkpl neuj;jpy; milf; Toa 

bjhiytpy; vj;jid cwtpdh;fs; thH;fpwhh;fs;> 

 1/ xUtkpy;iy 

 2/ 1 

 3/ 2 

 4/ 3 my;yJ mjw;F nky; (Fwpg;gpLf) ______________ 

 5/ cwtpdh;fs; ,y;iy 

 

 

131/ ,we;jth; jdpik czh;itg; gw;wp Fiw TwpapUf;fpwhuh> 

 1/ Mk; 

 2/ ,y;iy 

 

132/ ,we;jth; ez;gh;fs; ,y;yhjijg; gw;wp TwpapUf;fpwh> 

 1/ Mk; 

 2/ ,y;iy 

 



133/ m) kuzj;jpw;F Ke;jpa MW khj fhyj;jpy; ,we;jtUf;F vj;jid ez;gh;fs; 

(tHf;fkhf nehpnyh. bjhiyngrpapnyh my;yJ fojk; K:ykhfnth bjhlh;g[ 

bfhs;gth;fs;) ,Ue;jhh;fs;> 

 1/ xUtUkpy;iy 

 2/ 1 

 3/ 2 

 4/ 3 

 5/ 4 my;yJ mjw;F nky; (Fwpg;gpLf) ______________ 

 

M) kuzj;jpw;F Ke;jpa MW khjj;jpy; ,we;jtUf;F vj;jid beU’;fpa 

ez;gh;fs; (jdpg;gl;l czh;itg; gfph;e;J bfhs;Sk; mst[f;F thH;f;ifj; Jiza[k; 

cl;gl) ,Ue;jhh;fs; 

 

134/ m) tHf;fkhd ez;gh;fspd; vz;zpf;if 

 1/ xd;Wkpy;iy 

 2/ 1 

 3/ 2 

 4/ 3 

 5/ 4 my;yJ mjw;F nky; (Fwpg;gpLf) ______________ 

 

M) tHf;fkhd beU’;fpa ez;gh;fspd; vz;zpf;if  

 1/ xd;Wkpy;iy 

 2/ 1 

 3/ 2 my;yJ mjw;F nky; (Fwpg;gpLf) ______________ 



 

 

 

 

 

135/ kuzj;jpw;F Ke;jpa MW khjj;jpy; ,we;jth; vt;tst[ mof;fo mtuJ 

ez;gh;fisj; bjhlh;g[ bfhs;thh;> (kUj;Jtkid vd;why; vj;jid ghh;it neuk;) 

 1/ jpdKk; 

 2/ thuj;jpw;F ,uz;L my;yJ K:d;W Kiw  

 3/ thue;njhWk;  

 4/ khje;njhWk; 

 5/ khjj;jpw;F xUKiwia tplf; Fiwt[ 

 6/ xUnghJk; ,y;iy 

 7/ ez;gh;fs; ,y;iy 

 

136/ nkw;Twpa bjhlh;gpd; vz;zpf;if Kd;gpUe;jij tpl ntWgl;oUe;jh> 

tHf;fkhf vj;jid Kiw 

 1/ jpdKk; 

 2/ thuj;jpw;F ,uz;L my;yJ K:d;W Kiw  

 3/ thue;njhWk;  

 4/ khje;njhWk; 

 5/ khjj;jpw;F xUKiwia tplf; Fiwt[ 

 6/ xUnghJk; ,y;iy 

 7/ ez;gh;fs; ,y;iy 

 



Fobgah;g;g[Fobgah;g;g[Fobgah;g;g[Fobgah;g;g[    

    

137/ xU tUlj;jpw;F Kd;g[ ,we;jthpd; epue;ju Kfthp vJ>  

 1/ ,g;nghJ ,Uf;Fk; mnj Kfthp 

 2/ ntW (vt;tst[ J}uk; vdf; Fwpg;gpLf) ______________ 

 

 

138/ Ie;J tUlj;jpw;F Kd;g[ ,we;jthpd; epue;ju Kfthp vJ> 

 1/ ,g;nghJ ,Uf;Fk; mnj Kfthp 

 2/ ntW (vt;tst[ J}uk; vdf; Fwpg;gpLf) ______________ 

 

 

 

 

139/ ,g;nghjpUf;Fk; Kfthpapy; ,we;jth; vj;Jiz fhyk; thH;e;jpUe;jhh;> 

 1/ 0?3 khj’;fs; 

 2/ 4?6 khj’;fs; 

 3/ 6?12 khj’;fs;  

 4/ 1?2 tUl’;fs; 

 5/ 2?4 tUl’;fs; 

 6/ 4?8 tUl’;fs; 

 7/ >8 tUl’;fs; (Fwpg;gpLf) ______________ 

 

140/ fle;j Ie;J tUl’;fspy; vj;jid Kiw tPL khw;wpapUf;fpwhh;> 



 1/ xd;Wkpy;iy 

 2/ 1 

 3/ 2 

 4/ 3 

 5/ 4 my;yJ mjw;F nky; (Fwpg;gLf) ______________ 

 

141/ ,we;jth; ,nj Kfthpapy; gpwe;jhuh> 

 1/ Mk;  

 2/ ,y;iy (Fwpg;gpLf) ______________ 

 

,Hg;g[,Hg;g[,Hg;g[,Hg;g[    

 

142/ fle;j 5 tUlj;jpy; thH;f;ifj; Jiznah. FHe;ijnah cld; gpwe;jtnuh. 

beU’;fpa ez;gnuh my;yJ Kf;fpakhd egnuh ,we;jhuh> 

 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy ( 147 Mk; tpdhtpw;Fr; bry;f) 

 

 
tUlk; bgah; cwt[Kiw taJ 

kuzj;jpd; 

nghJ 

,wg;gpd; 

fhuzk; 

D1       

D2       

D3       

 

 

 



 

143/ ,we;jtUf;F nkw;Twpa ,we;j egnuhL ,Ue;j rK:fj; bjhlh;g[ 

 1/ nrh;e;J thH;e;jdh; 

 2/ xUtiubahUth; tHf;fkhfr; re;jpg;ghh;fs; 

 

144/ ,e;j kuzk; vjph;ghh;f;fg;gl;ljh my;yJ vjph;ghuhky; epfH;e;jjh> 

 1/ vjph;ghh;f;fg;gl;lJ 

 2/ vjph;ghuhky; epfH;e;J 

 

145/ ,e;j ,Hg;igj; bjhlh;e;J Vw;gl;l rK:f khw;w’;fs; vd;d> 

 1/ jdpahf tplg;gl;lhh; 

 2/ epjp ,Hg;g[ 

 3/ tPl;il khw;w ntz;oa epiy 

 4/ rK:f cwit ,Hf;f ntz;oa epiy 

 5/ ghYwt[j; Jizapd; ,Hg;g[ 

 6/ xd;Wkpy;iy 

 

146/ ,e;j ,Hg;g[ ,we;jthpd; kuzj;jpd; kPJ ve;j mst[ bry;thf;F bgw;wpUe;jJ 

vd;W ek;g[fpwPh;fs;> 

 1/ cWjpahf Vw;fpnwd; 

 2/ Vw;fpnwd; 

 3/ jPh;khdpf;f Koatpy;iy 

 4/ kWf;fpnwd; 

 5/ cWjpahf kWf;fpnwd; 



    

kuzj;jpd; nghjpUe;j NH;epiykuzj;jpd; nghjpUe;j NH;epiykuzj;jpd; nghjpUe;j NH;epiykuzj;jpd; nghjpUe;j NH;epiy 

 

147/ ,we;j ,lj;jpd; Kfthp vJ> 

 1/ ,y;yj;jpy; 

 2/ ,y;yj;jpy; Mdhy; ,y;yj;jpd; cs; ,y;iy 

 3/ bghJ kUj;Jtkid 

 4/ kdey kUj;Jtkid 

 5/ rpiwr;rhiy 

 6/ kw;wit (Fwpg;gpLf) ______________ 

 

 

148/ jdpik 

 1/ ahnuDk; ,Ue;jdh; 

 2/ ghh;f;Fk; my;yJ ngRk; mst[ mUfhikapy; ahnuDk; ,Ue;jdh; 

 3/ ghh;f;Fk; my;yJ ngRk; mst[ mUfhikapy; ahUk; ,y;iy 

 

149/ neuk; 

 1/ bray; mnefkhf if TLk; 

 2/ bray; if TLtJ rhj;jpak; ,y;iy 

 3/ bray; if TLtJ bfh”;rk; Tl rhj;jpak; ,y;iy 

 

150/ jw;bfhiyr; braYf;F vjpuhd Kd;ndw;g[ eltof;iffs;  

 1/ ve;j Kd;ndw;ghLk; ,y;iy 



 2/ Cf;fkw;w Kd;ndw;ghLfs;/ v/fh kw;wth;fisj; jtph;j;jy; Mdhy; 

 mth;fs; jw;bfhiyia epWj;Jtijj; jLf;f xd;Wk; bra;atpy;iy. 

 fjt[ g{l;lg;glhj jdp miwapy; bra;jy; 

 3/ Cf;fkhd Kd;ndw;ghLfs; (v/fh? fjt[ g{l;lg;gl;l miwapy; bra;jy;) 

 

151/ jw;bfhiy Kaw;rpf;Fg; gpwF cjtpiag; bgw KaYjy; 

 1/ ahhplkpUe;J cjtp fpilf;Fnkh mthplk; jw;bfhiyr; braiyj;  bjhpag; 

gLj;Jjy; 

 2/ bjhlh;g[ bfhs;Sjy;. Mdhy; cjtp ahhplkpUe;J fpilf;Fnkh 

 mthplk; ,y;iy 

 3/ ahhplKk; bjhlh;g[ bfhs;snth. bjhptpf;fnth ,y;iy 

152/ kuzj;ij vjph;nehf;ff; Toa tifapy; bra;j ,Wjpr; bray;fs; v/fh/ capy;. 

Ma[s; fhg;gPL:  

 1/ xd;Wkpy;iy 

 2/ rpy jahhpg;g[fis nahrpj;J bra;jpUj;jhh; 

 3/ Kothd  jpl;l’;fs; jPl;o vy;yh jahhpg;g[fisa[k; epiwntw;wpapUg;ghh; 

 

153/ jw;bfhiyr; braYf;fhd Cf;fkhdj; jahhpg;g[ 

 1/ xd;Wkpy;iy 

 2/ Fiwe;jJ Kjy; Xust[ tiu 

 3/ kpft[k; jPtpukhf 

 

154/ jw;bfhiyf; Fwpg;g[ 

 1/ jw;bfhiyf; Fwpg;g[ VJkpy;iy 

 2/ vGjtpy;iy Mdhy; nahrpj;jpUe;jhh;. fpHpj;Jtpl;lhh; 



 3/ Fwpg;g[ ,Ue;jJ ______________ 

 

155/ jw;bfhiyr; rk;gtj;jpw;F Kd; ,we;jth; jw;bfhiy vz;zj;ij 

btspg;gilahf btspg;gLj;jpdhuh> 

 1/ xd;Wkpy;iy 

 2/ $hilahfg; ngrpdhh; 

 3/ neuoahfg; ngrpdhh; 

 

156/ ,we;jth; ,wg;gjw;F tpUk;g[tjpd; fhuzk; VnjDk; Twpdhuh> 

 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy 

 

157/ ez;gnuh. cwtpdnuh. jw;bfhiyiaj; jLf;f neuoahd eltof;iffs; 

VnjDk; vLj;jhuh> 

 1/ Mk; (Fwpg;gpLf) 

 2/ ,y;iy 

 

 
thu’;fs; 

kuzj;jpw;F 

Kd;g[ 
egh; eltof;if 

     

     

 

158/ kuzj;jpw;F Ke;jpa xU khjj;jpy; ,we;jthpd; ez;gnuh. cwtpdnuh 

,we;jtUf;fhf cjtp bra;anth my;yJ cjtp bgwnth VnjDk; bra;jhuh> 

 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy 



 

 
thu’;fs; 

kuzj;jpw;F 

Kd;g[ 
egh; eltof;if 

     

     

 

 

 

 

159/ tptuk; bjhptpg;gthpd; jPh;g;gpy;. ,e;j jw;bfhiyr; bray; ntz;Lbkd;nw my;yJ 

mtruj;jpy; bra;ag;gl;ljh> 

 1/ mtrur; bray; 

 2/ ntz;Lbkd;nw bra;ag;gl;lJ 

 3/ bjsptpy;yhky; bra;ag;gl;lJ 

 

160/ kuzj;jpd; Kd; ,we;jth; kJ mUe;jpapUe;jhuh> 

 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy 

 

161/ kuzj;jpw;F Kd; ,we;jth; VnjDk; nghij kUe;J cl;bfhz;oUe;jhuh> 

 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy 

 

162/  ehisnah. neuj;ijnah njh;bjLj;jjw;F VnjDk; fhuzk; cz;lh> 

1/ Mk; (Fwpg;gpLf) ______________ 

2/ ,y;iy 



 

163/ ,we;j Kiw 

 1/ typ epthuzpfis mjpfk; rhg;gpl;L 

 2/ kdneha;f;fhd kUe;Jfis mjpfk; rhg;gpl;L 

 3/ ntW jpl. jput tp&j;ij rhg;gpl;L 

 4/ tPl;L cgnahfj;jpw;fhd tp&tha[f;fisg; gad;gLj;jp  

 5/ ntW tha[f;fis tp&khfg; gad;gLj;jp 

 6/ J}f;Fkhl;o. fGj;ijbewpj;J my;yJ K:r;R jpzwoj;J 

 7/ jz;zPhpy; K:H;fp 

 8/ jP itj;J my;yJ btobghUs; itj;J btoj;J 

 9/ btl;of; bfhz;nlh. Thpa Ma[jj;jhy; Fj;jpf;bfhz;nlh 

 10/ cauj;jpypUe;J Fjpj;J 

 11/ kw;wit (Fwpg;gpLf) ______________ 

 

 

 

 

 

164/ tpguk; bjhptpg;ghpd; ghh;itapy; ntW ahuhtJ ,d;Dk; cjtp bra;jpUf;fyhkh> 

 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy  

 

165/ tpguk; bjhpg;gthpd; ghh;itapy; kuzj;ijj; jLg;gjw;F ntW VjhtJ 

bra;jpUf;fg;glyhkh> 



 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy 

 

166/ ,we;jthpd; kuzk; vg;nghJ fz;Lgpof;fg;gl;lJ> 

 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy 

 

167/ kuzk; fz;L gpof;fg;gl;lJf;Fk;. kUj;Jkidapy; mdkjpf;fg;  gl;lJf;Fkhd 

fhy ,ilbtsp 

 1/ <1 kzp neuk; 

 2/ 1?2 kzp neu’;fs; 

 3/ 2?4 kzp neu’;fs; 

 4/ > 4 kzp neu’;fs; 

 5/ kUj;Jtkidapy; mDkjpf;fg;gltpy;iy 

 

168/ kUj;Jtkidapy; mDkjpf;fg;gl;lJf;Fk;. kuzj;jpw;Fk; ,ilapyhd fhy 

mst[ 

 1/ < 1 kzp neuk;  

 2/ 1?2 kzp neuk; 

 3/ 2?4 kzp neuk; 

 4/ >4 kzp neuk;  (Fwpg;gpLf) ______________ 

 5/ kUj;Jtkidapy; mDkjpf;fg;gltpy;iy 

 

 



 

 

 

 

169/ jw;bfhiyr; bra;aj; njitahd bghUl;fs; ,Ue;jJ ve;j mst[f;F ,e;j 

kuzj;jpd; kPJ bry;thf;F bgw;wpUe;J vd Vw;fpwPh;fs;> 

 1/ cWjpahf Vw;fpnwd; 

 2/ Vw;fpnwd;  

 3/ jPh;khdpf;f Koatpy;iy 

 4/ kWf;fpnwd; 

 5/ cWjpahf kWf;fpnwd; 

 

Ke;jpd jw;bfhiy Kaw;rpfs; Ke;jpd jw;bfhiy Kaw;rpfs; Ke;jpd jw;bfhiy Kaw;rpfs; Ke;jpd jw;bfhiy Kaw;rpfs; ----rk;gt’;fs;rk;gt’;fs;rk;gt’;fs;rk;gt’;fs;    

    

170/ ,jw;F Kd; vj;jid Kiw jw;bfhiy Kaw;rpapy; <Lgl;oUf;fpwhh;> 

1/ xd;Wkpy;iy (tpdh 175 f;Fr; bry;f) 

2/ 1 

3/ 2 

4/ 3 my;yJ mjw;F nky; (Fwpg;gpLf) ______________    

 

tUlk; tHp-Kiw A B C 

     

     

 

A - cly; eyr; rpfpr;ir 



B - kdeyr; rpfpr;ir 

C - rK:feyr; rpfpr;ir 

 

 

171/ vt;tst[ fhyj;jpw;F Kd;g[ rkPgj;jpa bjspthd jw;bfhiy Kaw;rp ele;jJ> 

 1/< 1 tUlk; (Fwpg;gpLf) ______________ 

 2/ 1?2 tUl’;fs; 

 3/ 2?4 tUl’;fs; 

 4/ 4?8 tUl’;fs; 

 5/ > 8 tUl’;fs; (Fwpg;gpLf) ______________ 

 6/ xd;Wkpy;iy 

 

 

 

172/ filrpahf jw;bfhiy Kaw;rp bra;j tHpKiw vd;d> 

 1/ typ epthuzpfis mjpfk; rhg;gpl;L 

 2/ kdneha;f;fhd kUe;Jfis mjpfk; rhg;gpl;L 

 3/ ntW jpl/ jput tp&j;ijr; rhg;gpl;L  

 4/ tPl;L cgnahfj;jpw;fhd tp&tha[f;fisg; gad;gLj;jp 

 5/ ntW tp&tha[f;fisg; gad;gLj;jp 

 6/ J}f;fpnghl;L. fGj;J bewpj;J. K:r;R jpzwoj;J 

 7/ jz;zPhpy; K:H;fp 

 8/ jP itj;J. bto itj;J rpjwp 

 9/ btl;of; bfhz;L. Thpa Ma[jj;jhy; Fj;jpf;bfhz;L 



 10/ cauj;jpypUe;J Fjpj;J 

 11/ kw;wit (Fwpg;gpLf) ______________ 

 

173/ fle;j jw;bfhiy Kaw;rpfhfr; bra;ag;gl;l rpfpr;ir Fwpg;gpLf/ Mk; (1) - 

,y;iy (2) 

 1/ xd;Wkpy;iy (Vd;) 

 2/ kUj;Jt Ch;jp kl;Lk; 

 3/ kdey Mnyhrid kl;Lk; 

 4/ kdeyr; rpfpr;ir (cly; rhh;e;j) 

 5/ kdeyr; rpfpr;ir (kdk; rhh;e;j) 

 6/ kdeyr; rpfpr;ir ( rK:fk; rhh;e;j) 

 7/ kw;wit (Fwpg;gpLf) ______________  

 

174/ mLj;j Kiw - kPz;Lk; mJnghd;W epfHhky; ,Uf;f VnjDk; bra;ag;gl;ljh> 

 1/ Mk; (Fwpg;gpLf) ______________ 

 2/ ,y;iy 

 

 

 

 

 

 

 

 

kd eyr; rpfpr;irkd eyr; rpfpr;irkd eyr; rpfpr;irkd eyr; rpfpr;ir    



 

175/ ,we;jth; kdey kUj;Jtiu re;jpj;Jf; bfhz;oUe;jhuh> 

 1/ Mk;  

 2/ ,y;iy (tpdh 191 f;Fr; bry;yt[k;) 

 3/ Mk; vd;why; Fwpg;gpLf 

 m) kdey kUj;Jthpd; bgah; ______________ 

 M) kUj;Jtkid ______________ 

 

 

176/ kuzj;jpw;Fk;. filrpahf kdey kUj;Jtiu re;jpj;jjw;Fk; ,ilna cs;s 

fhy ,ilbtsp 

 1/ <7 ehl;fs; (Fwpg;gpLf) ______________ 

 2/ 7?14 ehl;fs; 

 3/ 15?28 ehl;fs; 

 4/ 1?3 khj’;fs; 

 5/ 3?6 khj’;fs; 

 6/ >6 khj’;fs; (Fwpg;gpLf) ______________ 

 7/ kdey kUj;Jthplk; bry;ytpy;iy 

 

177/ kdey kUj;Jthpd; mLj;j re;jpg;gpw;Fk;. kuzj;jpw;Fk; ,ilna cs;s fhy 

mst[ 

 1/ <7 ehl;fs; (Fwpg;gpLf) ______________ 

 2/ 7?14 ehl;fs; 

 3/ 15?28 ehl;fs; 



 4/ 1?3 khj’;fs; 

 5/ 3?6 khj’;fs; 

 6/ >6 khj’;fs; (Fwpg;gpLf) ______________ 

 7/ kUj;Jtiu re;jpf;ftpy;iy 

 

178/ ,we;jth; kdey kUj;Jtkidapy; g[wnehahsp gphpt[ nritf;fhfnth my;yJ 

cs; mDkjpf;fhfnth fhj;jpUe;jhuh> 

 1/ Mk; (FLg;gpLf) ______________ 

 2/ ,y;iy  

179/ kuzj;jpd; nghJ kd nehahspapd; tif 

1/ kdey kUj;Jtkid cs;nehahsp (Fwpg;gpLf) ______________ 

2/ kdey kUj;Jtkid g[wnehahsp (Fwpg;gpLf) ______________ 

3/bghJ kUj;Jtkid cs;nehahsp (Fwpg;gpLf) ______________ 

4/ bghJ kUj;Jtkid g[wnehahsp (Fwpg;gpLf 

5/ Mnuhf;fpa ikak; g[wnehahsp (Fwpg;gpLf) ______________ 

6/ gfy; neu nehahsp (Fwpg;gpLf) ______________ 

7/ kw;wit (Fwpg;gpLf) ______________ 

 

180/ kdey kUj;JthplkpUe;J bgw;w jw;nghija rpfpr;ir Fwpg;gpLf/ Mk; (1) - 

,y;iy (2) 

1/ kUe;Jfs; Fwpg;gpLf 

2/ kpd; rpfpr;ir -&hf; rpfpr;ir 

3/ MH;kdr; rpfpr;ir 

4/ rK:fr; rpfpr;ir 



5/ kw;wit (Fwpg;gpLf) ______________ 

 

181/ ,we;jtiu fpuhkg;g[w brtpypanuh - fpuhkg;g[w kdey brtpypanuh re;jpj;jhuh> 

 1/ Mk; (bgah; kw;Wk; vj;jid Kiw vdf; Fwpg;gpLf) 

 2/ ,y;iy 

 

182/ ,we;jtiu kdey rK:f mYth; ghh;itapl;lhuh> 

 1/ Mk; (bgah; kw;Wk; vj;jid Kiw vdf; Fwpg;gpLf) 

 2/ ,y;iy 

 

183/ ,we;jth; cstpay; epg[ziu re;jpj;Jf; bfhz;oUe;jhuh> 

 1/ Mk; (bgah; kw;Wk; vj;jid Kiw vdf; Fwpg;gpLf) 

 2/ ,y;iy 

 

184/ ,we;jth; kdg; gpur;ridf;fhf khw;WtHp kUj;Jtiur; re;jpj;Jf; 

bfhz;oUe;jhuh> 

 1/ Mk; (bgah; kw;Wk; vj;jid Kiw vdf; Fwpg;gpLf) ____________ 

 2/ ,y;iy 

 

185/ ,we;jth; kdg; gpur;ridf;fhf kjf;FU my;yJ ghjphpahiu re;jpj;J te;jhuh> 

 1/ Mk; (bgah; kw;Wk; vj;jid Kiw vdf; Fwpg;gpLf) ____________ 

 2/ ,y;iy 

 

186/ ,we;jth; bghJ kUj;Jtuhy; ghpe;Jiuf;fg;gl;l kdneha;f;fhd kUe;Jfis 

cl;bfhz;L te;jhuh> (kdr;nrhh;t[. cwf;fk;. elj;ij khw;wk; ,tw;wpw;fhf) 



 1/ Mk; (Fwpg;gpLf) ____________ 

 2/ ,y;iy 

 

187/ ,we;jth; kdey kUj;Jth; my;yJ bghJ kUj;Jth; ghpe;Jiuj;j 

kUe;Jfis xG’;fhf. jtwhky; rhg;gpl;L te;jhuh> 

 1/ Mk;  

 2/ ,y;iy 

 3/ ghjpast[ 

188/ xG’;fhf rpfpr;ir bra;ahjJ kuzj;jpd; kPJ bry;thf;F bgw;wpUe;jJ vd 

eP’;fs; ve;j mst[f;F Vw;fpwPh;fs;> 

 1/ cWjpahf Vw;fpnwd; 

 2/ Vw;fpnwd; 

 3/ jPh;khdpf;f Koatpy;iy 

 4/ kWf;fpnwd; 

 5/ cWjpahf kWf;fpnwd; 

 

ghh;j;;J bra;jy;ghh;j;;J bra;jy;ghh;j;;J bra;jy;ghh;j;;J bra;jy; 

 

189/ jw;bfhiy bra;J ,we;Jnghd bjhpe;j cwtpdiug; gw;wp vt;tst[ mof;fo 

,we;jth; ngrpdhh;> 

 1/ mof;fo 

 2/ vg;nghjhtJ 

 3/ mhpjhf 

 4/ xU nghJk; ,y;iy 

 



 

 
khjk;-tUlk; 

cwt[ 

Kiw 
taJ 

kuzj;jpd; 

nghJ 
tHp 

R1      

R2      

 

190/ jw;bfhiy bra;J ,we;Jnghd bjhpe;j ez;giug; gw;wp vt;tst[ mof;fo 

,we;jth; ngrpdhh;> 

 1/ mof;fo 

 2/ vg;nghjhtJ 

 3/ mhpjhf 

 4/ xU nghJk; ,y;iy 

 

 
khjk;-tUlk; 

cwt[ 

Kiw 
taJ 

kuzj;jpd; 

nghJ 
tHp 

F1      

F2      

 

191/ jw;bfhiy bra;J ,we;Jnghd rK:fj;jpy; cs;s xU egiug; gw;wp ,we;jth; 

vt;tst[ mof;fo ngrpdhh;> 

 1/ mof;fo 

 2/ vg;nghjhtJ 

 3/ mhpjhf 

 4/ xU nghJk; ,y;iy 

 

 khjk;-tUlk; cwt[ taJ kuzj;jpd; tHp 



Kiw nghJ 

P1      

P2      

 

192/ fle;j xU tUlj;jpy; vt;tst[ mof;fo ,we;jth; jw;bfhiy rk;ge;jg;gl;l 

bra;jpj;jhs;. bjhiyf;fhlrp. thbdhyp my;yJ g[j;jfj;jpd; cz;ik bra;jpiag; 

gw;wp ngrpapUg;ghh;> 

 1/ mof;fo 

 2/ vg;nghjhtJ 

 3/ mhpjhf 

 4/ xU nghJk; ,y;iy 

 

193/ fle;j xU tUlj;jpy; vt;tst[ mof;fo ,we;jth; jw;bfhiy rk;ge;jg;gl;l 

bra;jpj;jhs;. bjhiyf;fhlrp. thbdhyp my;yJ g[j;jfj;jpy; ,lk;bgw;w  fijr; 

bra;jpiag; gw;wp ngrpapUg;ghh;> 

 1/ mof;fo 

 2/ vg;nghjhtJ 

 3/ mhpjhf 

 4/ xU nghJk; ,y;iy 

 

194/ mLj;jtiug; ghh;j;J mnjnghy; bra;tJ kuzj;jpd; kPJ bry;thf;F 

bgw;wpUe;jJ vd ve;j mst[f;F eP’;fs; Vw;fpwPh;fs;> 

 1/ cWjpahf Vw;fpnwd; 

 2/ Vw;fpnwd; 

 3/ jPh;khdpf;f Koatpy;iy 

 4/ kWf;fpnwd; 



 5/ cWjpahf kWf;fpnwd; 

195/ ,Jtiu Mnyhrpf;fg;glhj. kuzj;njhL beU’;fpa kpf Kf;fpakhd tp&ak; 

vd eP’;fs; vz;qk; tp&ak; VnjDk; ,Uf;fpwjh> 

 1/ Mk; (Fwpg;gpLf) ____________ 

 2/ ,y;iy 

 

 

totikf;fg;gl;l Fzeyd; Ma;t[f; nfs;tpfisr; nrhjpj;J. ,e;j neh;fhziy 

Koj;J tpl;L. tptuk; bjhptpj;jtUf;F ed;wp Twptpl;L. gpd;tUk; tpdhf;fisf; 

nfl;ft[k; 

 

196/ eP’;fs; g’;F bgw;w ,e;j neh;fhzypy;. c’;fsJ mDgtj;ij rpwg;ghf 

vLj;Jiuf;Fk; thf;fpaj;ij gpd;tUk; thf;fpa’;fspypUe;J bjhptpa[‘;fs; 

 1/ kpft[k; neh;kiwahd mDgtk; 

 2/ ey;y neh;kiwahd mDgtk; 

 3/ neh;kiwahd mDgtk; 

 4/ vjph;kiwahd mDgtk; 

 5/ Xust[ vjph;kiwahd mDgtk; 

 6/ kpft[k; vjph;kiwahd mDgtk; 

197/  neh;fhzypd; juk; gw;wp tpguk; bjhpg;gthpd; xl;L bkhj;j fUj;J vd;d> 

 1/ kpf ed;W 

 2/ ed;W 

 3/ Xust[ ed;W 

 4/ nkhrk;  

 



 

 

 

 

 

 

APPENDIX – III A 

SCID 

















































































































































































































































 

  

 

 



APPENDIX – III B 

STRUCTURED CLINICAL INTERVIEW FOR DSM – III R (SCID) 

TAMIL VERSION  

 

Kd; Fwpg;g[Kd; Fwpg;g[Kd; Fwpg;g[Kd; Fwpg;g[    

 c’;fSf;F gpur;ridfs; my;yJ f&;l’;fs; ,Ue;jJz;lhdhy; mit 

Fwpj;J rpy Fwpg;g[fs; ehd; vLg;ngd;/  ehd; Muk;gpf;FKd; c’;fSf;F VjhtJ 

nfs;tpfs; ,Ue;jhy; nfl;fyhk;/ 

1) c’;fs; taJ vd;d> 

2) eP’;fs; jpUkzk; Mdtuh> 

3) FHe;ijfs; cz;lh> 

Mk; vd;why; vj;jid> 

4) eP’;fs; v’;nf trpf;fpwPh;fs; > 

5) eP’;fs; ahUld; thH;fpwPh;fs; > 

 

fy;tp kw;Wk; bjhHpy; gw;wpa Fwpg;g[fs; 

6) c’;fs; gs;spf; fy;tp vJtiu cs;sJ> 

7) gog;ig g{h;j;jp bra;a jtwpapUg;gpd; Vd; Kof;ftpy;iy> 

eP’;fs; vt;tpj bjhHpy; bra;fpwPh;fs;> (tPl;ow;F btspna brd;W ntiy 

bra;fpwPh;fsh>) 

8) jw;bghGJ ntiy bra;fpwPh;fsh> 

Mk; vd;why; vt;tst[ fhyk; m’;nf ntiy bra;jPh;fs;>  

6 khj’;fSf;Fk; Fiwthf vd;why; Ke;ija bjhHpiy Vd; tpl;Ltpl;Oh;fs;> 

eP’;fs; vg;bghGJk; mt;tpjkhd ntiyiaj;jhd; bra;jPh;fsh>  

jw;bghGJ ntiy bra;atpy;iybad;why; mJ Vd;> 

vt;tpjkhd ntiy bra;jPh;fs;> 



jw;bghGJ vt;thW c’;fs; njitfis re;jpf;fpwPh;fs;> 

bjhpatpy;iy vd;why; eP’;fs; ntiy bra;a ,ayhj my;yJ gs;sp bry;y 

,ayhj fhy fl;lk; Vw;gl;lJ cz;lh> 

Mk; vd;why; vg;bghGJ> Vd;> 

2/ / / / jw;nghija neha;gw;wpa nkw;Fwpg;g[fs; 

 jw;nghija neha;fhuzkhf g[wnehahspahf my;yJ cs;nehahspahf 

mDkjpf;fg;l;l njjp 

kUj;Jtkidf;F vg;bghGJ te;jPh;fs;> 

Kf;fpa g[fhh; (gpur;rid) kw;Wk; jw;nghija gpur;rid gw;wpa tpsf;fk; 

 ,k;Kiw vjw;fhf ,’;F te;jPh;fs;> (ve;j gpur;rid fhuzkhf c’;fSf;F 

mjpf bjhy;iy ,Ue;jJ>) 

 

 jw;nghija gpur;rid Fwpj;J tpsf;fk; bfhLf;ftpy;iy vd;why; 

mJFwpj;J ,d;Dk; nkw;bfhz;L vdf;Ff; TW’;fs;/ 

 

jw;nghija nehapd; Muk;gk; my;yJ mjpfkhdJ 

    

 ,J vg;bghGJ Muk;gkhdJ> (Vnjh nfhshW Vw;gl;L cs;sJ vd;W 

vg;bghGJ Kjd; Kjyhf fz;lwpe;jPh;fs;> 

 

g[J Muk;gk; my;yJ kWgoa[k; Vw;gl;lJ 

 ,J g[jpjhf te;jjh my;yJ Kd;g[  c’;fSf;F Vw;gl;lJ jpUk;g Vw;gl;ljh> 

(vjdpkpj;jk; jw;bghGJ cjtpf;F te;jPh;fs;>) 

 



 jw;nghija neha; my;yJ mjd; mjpfhpg;g[ Vw;gl Rw;Wg;g[w R{H;epiy kw;Wk; 

,ju fhuz’;fspd; rhj;jpaf;TW 

 ,J Muk;gpj;jbghGJ. c’;fs; thH;tpy; vd;d epfH;e;J bfhz;oUe;jJ> 

 

 ,J Muk;gpg;gjw;F rw;WKd; VjhtJ Muk;gpf;fnth my;yJ khwnth 

bra;jjh> (j’;fsJ jw;nghija neha[ld; ,jw;F VjhtJ bjhlh;g[ cz;L vd;W 

vzqfpwPh;fsh>) 

 

jw;nghija nehapd; nghf;F kw;wk; my;yJ mjpfhpg;g[ 

 mJ Muk;gpj;jgpd; mLj;J vd;d rk;gtpj;jJ> (kw;w tp&a’;fs; c’;fis 

bjhy;iy gz;z Muk;gpj;jjh>) 

 ,J Muk;gkhdjpypUe;J. vg;bghGJ kpf nkhrkhdjhf czh;e;jPh;fs;> 

 xU Mz;ow;F nkyhf vd;why;.:: fle;j Mz;oy; vg;bghGJ kpf nkhrkhdjhf 

czh;e;jPh;fs;> 

 

rpfpr;ir gw;wpa tptuk; 

 czh;r;rp my;yJ cstpay; gpur;ridfSf;fhf vg;bghGJ Kjd; Kjypy; 

vtiunaDk; ghh;j;jPh;fs;> (vjw;fhf> vd;d rpfpr;ir bgw;wPh;fs;) vd;d kUe;Jfs;>) 

 

 eP’;fs; vg;bghGjhtJ kdey kUj;Jtkidapy; xU nehahspahf 

,Ue;jPh;fsh> 

 

Mk; vd;why; vjw;fhf> (vj;jid Kiw) 

 rhpahd gjpy; bfhLf;fhtpl;lhy; bkJthf Jutpf; nfl;ft[k;/ cjhuzk; ntW 

vjw;fhfnth my;yth> tHf;fkhf btWk; nrhh;t[ my;yJ gaj;jpd; fhuzkhf kf;fs; 

kdey kUj;Jt kidf;F bry;tjpy;iyna/ 



 

jw;nghija gpw gpur;ridfs; 

 fle;j xU khj fhyj;jpy; c’;fSf;F ntW VjhtJ gpur;ridfs; 

,Ue;jjh> 

 

c’;fs; kdepiy vt;thW ,Ue;jJ> 

 c’;fs; cly; Mnuhf;fpak; vt;thwpUe;jJ> eP’;fs; VjhtJ kUe;Jfs; 

my;yJ itl;lkpd; khj;jpiufs; rhg;gpLfpwPh;fsh> (eP’;fs Vw;bfdnt vd;dplk; 

Twpait jtpu) (c’;fSf;F VjhtJ kUj;Jt gpur;ridfs; ,Ue;jdth>) 

 vt;tst[ kJ mUe;jpdPh;fs;> (fle;j khjj;jpy;) 

VjhtJ nghij kUe;Jfs; rhg;gpl;Oh;fsh> (fle;j xU khjj;jpy;) 

 

jw;nghija rK:f bray;ghL 

 c’;fs; Xa;t[ neuj;ij vt;thW bryt[ bra;fpwPh;fs;> 

ahUld; Xa;t[ neuj;ijf; fHpf;fpwPh;fs;> 

 ,g;bghGJ ehd; c’;fsJ kdepiy gw;wp nkYk; rpy nfs;tpfs; nfl;fg; 

nghfpnwd;/ 

 fle;j khjj;jpy; ________ Vwf;Fiwa vy;yh ehl;fspYnk eP’;fs; kdg; 

ghuj;njhL ,Ue;j czh;r;rp Vw;gl;l fhyf; fl;l’;fs; cz;lh> (mJ vt;thW 

,Ue;jJ>) 

 

 Mk; vd;why; mJ vt;tst[ fhyk; ePoj;jJ> (,uz;L thu’;fs; tiuf;Fkh>) 

 

 ________ vjpYnk cw;rhfkpy;yhJ nghd;nwh my;yJ eP’;fs; tHf;fkhf 

kfpH;r;rpahapUf;Fk; fhhpa’;fspy; kfpH;r;rpaila KoahjJ nghd;nwh ,Ue;jjh> 

(mJ vJ nghd;W ,Ue;jJ>) 



 

 Mk; vd;why; mJ Vwf;Fiwa vy;yh ehl;fspYk; ,Ue;jjh> 

 

vt;tst[ fhyk; ePoj;jJ> (,uz;L thu’;fshf) 

 

me;j neuj;j;py; ___________ 

 ________ c’;fs; cly; vil Fiwanth my;yJ Tlnth bra;jjh> 

(vt;tst[) (eP’;fs; vil Fiwa Kaw;rp bra;jPh;fsh>) 

 

 ,y;iy vd;why; c’;fs; grp vt;thW ,Ue;jJ> (tHf;fkhd c’;fs; grpa[ld; 

xg;gpLk; nghJ vt;thW ,Ue;jJ>) (eP’;fs; c’;fis rhg;gpLkhW fl;lhag;gLj;j 

ntz;oapUe;jjh>) (tHf;fkhf rhg;gpLtijtpl mjpfkhf my;yJ Fiwthf 

rhg;gpl;Oh;fsh>) 

(mJ Vwf;Fiwa vy;yh ehl;fspYk; ,Ue;jjh>) 

 

,e;j rkaj;jpy; _________ 

 

 ________ eP’;fs; vt;thW J}’;fpdPh;fs;> (J}f;fk; tUtjpy; gpur;rid/ 

mof;fo tpHpj;jy;. bjhlh;e;J J}’;Ftjpy; gpur;rid. rPf;fpukhf tpHpj;jy;/ my;yJ 

mjpfkhf J}’;Fjy;> tHf;fkhf J}’;FtnjhL bghUj;jp ghh;j;jhy; xU ,utpy; 

vj;jid kzp neuk;> mJ Vwf;Fiwa vy;yh ,ut[fspYk; ,Ue;jjh> 

 

 ________ eP’;fs; xU ,lj;jpy; epiyahf mkuhj mst[f;F 

JUJUbtd;wpUe;jPh;fsh> (mJ kw;wth;fs; ghh;f;Fk; mstpw;F kpf nkhrkhf 

,Ue;jjh>) (mJ mndfkhf vy;yh ehl;fspy; ,Ue;jjh>) 

 



 ,y;iy vd;why; mjw;F neh;khwhf eP’;fs; tHf;fkhf ngRtJ my;yJ 

mirthLtjw;Fk; kpft[k; Fiwthfth> (mJ kw;wth;fs; ghh;f;Fk; mst[f;F kpf 

nkhrkhf ,Ue;jjh> mJ mndfkhf vy;yh ehl;fspYk; ,Ue;jjh> 

 

 c’;fs; rf;jp vg;go ,Ue;jJ> (vg;bghGJk; nrhh;thf ,Ue;jPh;fsh> 

Vwf;Fiwa vy;yh ehl;fspYkh>) 

 

 c’;fisg; gw;wp eP’;fs; vd;d epidj;jPh;fs;> (jFjpaw;wth; Vwf;Fiwa 

vy;yh ehl;fspYkh>) 

 

 ,y;iy vd;why; eP’;fs; bra;j my;yJ bra;ahj fhhpa’;fs; gw;wpa Fw;w 

czh;t[ Vw;gl;ljh> (Vwf;Fiwa vy;yh ehSk;>) 

 

 _______ rpe;jpj;jy; my;yJ kdij epiy epWj;Jtjpy; c’;fSf;F 

gpur;rid ,Ue;jjh> (vt;tpjkhd fhhpa’;fs; ,ilkwpj;jd> (Vwf;Fiwa vy;yh 

ehSk;>) 

 

 ,y;iy vd;why;: mDjpd fhhpa’;fspy; jPh;khd’;fs; vLf;f fodkhf 

,Ue;jjh> (Vwf;Fiwa vy;yh ehSkh>) 

 

 ________ kuzj;ijg; gw;wp mjpfkhf rpe;jpj;jy; my;yJ eP’;fs; ,we;jhy; 

ed;whf ,Uf;Fk; vd;W rpe;jpf;Fk; mstpw;F fhhpa’;fs; kpf nkhrkhf ,Ue;jdth> 

c’;fis eP’;fns g[z;gLj;j vz;zpdPh;fsh> 

 

Mk; vd;why; eP’;fns c’;fis g[z;gLj;j VjhtJ bra;jPh;fsh> 

 



 ,J Muk;gpf;Fk; rw;W Kd;g[. cly; Mnuhf;fpaf; Fiwa[ld; eP’;fs; 

,Ue;jPh;fsh> (kUj;Jth; vd;d Twpdhh;>) 

 

 VjhtJ ehl;L kUe;Jfs; rhg;gpl;Oh;fsh> 

(eP’;fs; vLj;j kUe;jpd; mst[ khWgl;ljh>) 

(c’;fSf;F beU’;fpa xUth; ,we;j cld; ,J Muk;gpj;jjh>) 

 

 eP’;fs; tpthpj;j mndf mwpFwpfs; vj;jid Kiw Fiwe;jJ ,uz;L 

thu’;fs; bjhlh;e;J ,Ue;jJ> 

 

 ,t;tpj mwpFwpfs; Fiwe;jJ ,uz;L thu’;fs; bjhlh;e;J Kjd; Kiwahf 

te;jbghGJ c’;fSf;F vj;jid taJ> 

 

 jw;bghGJ kd ghuk; ,y;iy vd;why; mndfkhf vy;yh ehl;fSnk 

kdghuj;Jld; my;yJ mkpH;e;jJ nghy fhyfl;lk; Vw;gl;lJz;lh> (mJ vt;thW 

,Ue;jJ) 

 

 ntW VjhtJ jUzj;jpy; vy;yh ehl;fSnk kdghuj;Jld; my;yJ 

mkpH;e;jJ nghy ,Ue;j jUzk; cz;lh> (mJ vt;thW ,Ue;jJ>) 

 

 Mk; vd;why; vg;bghGJ> mJ mt;tst[ fhyk; ePoj;jJ> (,uz;L 

thu’;fshfth>) 

 

 Kd;g[ kdg;ghuk; Vw;gl;oUe;jhy; mg;bghGJ eP’;fs; tHf;fkhf ,d;g[Wk; 

fhhpa’;fspy; ,d;g[w ,ayhknyh my;yJ vy;yhtw;wpYnk cw;rhfkpHe;njh 

,Ue;jPh;fsh> (mJ vg;go ,Ue;jJ>) 

 



 Mk; vd;why; vg;bghGJ> mJ Vwf;Fiwa vy;yh ehl;fspYkh> 

vt;tst[ fhyk; mJ ePoj;jJ> (,uz;L thu’;fshfth>) 

 

 xU jlitf;F nkyhf mJ c’;fSf;F ,Ue;jjh> (vg;bghGJ kpf nkhrkhf 

,Ue;jJ> 

 

me;j ntisapy; ______ 

 

 _______ c’;fs; vil Tlnth Fiwanth bra;jjh> (vt;tst[) (eP’;fs; vil 

Fiwa Kaw;rp bra;jPh;fsh>) 

 

 ,y;iy vd;why; c’;fs; grp vt;thW ,Ue;jJ> (c’;fs; tHf;fkhd grpnahL 

xg;gpl;lhy; vt;thW ,Ue;jJ>) (eP’;fs; tYf;fl;lhakha; rhg;gpl ntz;oapUe;jjh>) 

tHf;fj;ijtpl mjpfkhf – Fiwthf rhg;gpl;Oh;fsh>) (Vwf;Fiwa vy;yh ehSkh>) 

 

 _______ eP’;fs; vt;thW J}’;fpdPh;fs;> (J}’;fr; bry;tjpy; gpur;rid. 

mof;fo tpHpj;jy;. bjhlh;e;J J}’;Ftjpy; gpur;rid. rPf;fpukha; J}f;fj;ijtpl;L 

vGjy; my;yJ mjpfneuk; J}’;Fjy;>) tHf;fj;ijtpl vj;jid kzp neuk; 

mjpfkhf> mJ Vwf;Fiwa vy;yh ,ut[fspYkh> 

 

 xU ,lj;jpy; mirtpw;W ,Uf;fKoahj mst[f;F eP’;fs; JUJUbtd;W 

mikjpaw;W ,Ue;jPh;fsh> gpwh; ghh;f;Fk; mst[f;F nkhrkhf ,Ue;jjh> mJ vy;yh 

ehl;fspYk; ,Ue;jjh> 

 

 ,y;iy vd;why; mjw;F vjph;khwhfnth> tHf;fj;ijtpl kpft[k; bkJthf 

ngrnth my;yJ elkhlnth bra;jPh;fsh> gpwh; ghh;f;Fk; mst[f;F nkhrkhf 

,Ue;jjh> vy;yh ehl;fspYk; ,Ue;jjh> 



 

 c’;fs; rf;jp vt;thW ,Ue;jJ> (vg;bghGJk; nrhh;thfth> Vwf;Fiwa 

vy;yh ehSkh>) 

 

 __________ c’;fisg; gw;wp vt;thW czh;e;jPh;fs;> jFjpaw;wth; vd;W> 

Vwf;Fiwa vy;yh ehl;fspYkh> 

 

 ,y;iy vd;why; eP’;fs; bra;j my;yJ bra;ahj fhhpa’;fis Fwpj;J Fw;w 

czh;t[ld; ,Ue;jPh;fsh> Vwf;Fiwa vy;yh ehl;fspYkh> 

 

 ________ rpe;jpf;f my;yJ kdij xUKfg;gLj;j c’;fSf;F gpur;rid 

,Ue;jjh>  (vt;tpj fhhpa’;fs; FWf;fpl;ld) (vy;yh ehl;fspYkh>) 

 

,y;iy vd;why; md;whl fhhpa’;fspy; jPh;khd’;fs; fLf;f fodkhf 

,Ue;jjh> Vwf;Fiwa vy;yh ehl;fspYkh> 

mg;bghGJ ________ 

 

 rhitg; gw;wp mjpfkhf epidf;f my;yJ ,we;jhy; eykhf ,Uf;Fk; vd;W 

vz;Zk; mst[f;F fhhpa’;fs; kpf nkhrkhdjh>  c’;fis g[z;gLj;Jk; mst[f;F 

vz;zpdPh;fsh> 

 

 Mk; vd;why; c’;fis g[z;gLj;j VjhtJ bra;jPh;fsh> 

 

 ehd; ,g;bghGJ nfl;ljw;Fk; nkyhd mwpFwpfs; ntW VjhtJ ntisapy; 

Vw;gl;lJz;lh> 

 



,J Muk;gpf;Fk; Kd; cly; Mnuhf;fpaf; Fiwt[ld; ,ue;jPh;fsh> 

(kUj;Jth; vd;d Twpdhh;>) 

 

 VjhtJ kUe;Jfnsh ehl;L kUe;Jfnsh rhg;gpl;Oh;fsh> (eP’;fs; vLj;j 

mstpy; khw;wk; ,Ue;jjh>) 

 

c’;fSf;F beU’;fpa xUth; ,we;j cld; ,J Muk;gpj;jjh> 

 

 Fiwe;j gl;rk; ,uz;L thu’;fshf Vwf;Fiwa jpdKk; btt;btW 

rka’;fspy; vj;jid Kiw eP’;fs; tpthpj;jJ nghd;w mwpFwpfs; Vw;gl;lJ> 

 

 Kjd; Kiwahf ,J nghd;w mwpFwpfs; ,uz;L thu’;fSf;F nkyhf Vw;gl;l 

nghJ c’;fSf;F vj;jid taJ> 

 

 fle;j khjj;jpy; eP’;fs; rhjhuzkhf ,y;iy vd;W kw;wth;fs; vz;qk; 

mst[f;F eP’;fs;  kpft[k; ed;whf ,Ug;gJ nghd;W czh;ej jUz’;fs; cz;lh> 

 ,y;iy vd;why; eP’;fs; kpft[k; mUtUg;gile;J kw;wth;fis jpl;onah 

my;yJ rz;ilaplnth my;yJ thjhlnth bra;jJz;lh>  (c’;fisawpahky; 

eP’;fs; kw;wth;fnshL fj;jpaJ cz;lh>) 

 

mJ vt;thW> 

 

mJ vt;tst[ fhyk; ePoj;jJ> 

 

vg;bghGJ kpf mjpfkhf Vw;gl;lJ> 

 



,e;j ntisapy; __________ 

 

_________ c’;fisg; gw;wp vd;d czh;t[ Vw;gl;lJ> 

(tHf;fj;ijtpl mjpf Ra ijhpak;>) 

VjhtJ rpwg;g[ jpwikfs; my;yJ rf;jp>) 

(tHf;fj;ijtpl Fiwe;j mst[ J}f;fk; njitg;gl;ljh>) 

 

Mk; vd;why; nrhh;t[ mile;jjhf czu tpy;iyah> 

 

 __________ tHf;fj;ijtpl kpft[k; thahodPh;fsh> (kf;fs; c’;fis jil 

bra;a my;yJ g[hpe;J bfhs;s rpukg;gl;lhh;fsh> 

 

_________ vz;z’;fs; K:istHpahf gha;e;J XoaJz;lh> 

 

 c’;fisr; Rw;wp epfGk; fhhpa’;fs; c’;fis jpir jpUg;g[tjdhy; 

c’;fSf;F MH;e;J ftdpg;gjpy; gpur;rid cz;lh> 

 

 ___________ c’;fs; neuj;ij vg;go brytpLfpwPh;fs; > (ntiy. ez;gh;fs; 

Xa;t[neu bray;fs;) (c’;fs; ez;gh;fs; my;yJ FLk;gj;jpdh;fs; fhpridg;gLk; 

mst[f;F eP’;fs; mjpf RWRWg;g[ld; ,Ue;jPh;fsh>) 

RWRWg;ghf ,y;iy vdpy; eP’;fs; JUJUbtd;wpUe;jPh;fsh> (mJ vt;tst[ 

nkhrkhf ,Ue;jJ>) 

 

 __________ c’;fSf;F my;yJ c’;fs; FLk;gj;jpw;F ghjfk; tpistpf;Fk; 

tifapy; VjhtJ bra;jPh;fsh> 



(c’;fSf;F njitaw;witfis th’;fpdPh;fsh> (tHf;fj;jpw;F khwhd ghy; czh;t[ 

Vw;gLj;Jk; tpjj;jpy; VjhtJ bra;jPh;fsh>) 

(fz;K:oj;jdkhf thfdk; Xl;odPh;fsh>) 

 

 bjhpatpy;iy vd;why; me;j rkaj;jpy; c’;fSf;F nehapd; mwpFwpfs; 

fhuzkhf my;yJ kUj;Jtkidapy; nrh;f;fgl;ljpd; fhuzkhf tPl;oy; my;yJ 

ntiyaplj;jpy; mjpf gpur;ridfs; ,Ue;jjh> 

 

 ,J Muk;gpf;Fk; Kd;g[ eP’;fs; bjUtpy; fpilf;Fk; kUe;Jfnsh my;yJ 

ntW kUe;Jfnsh rhg;gpl;Oh;fsh> (kUe;J mstpy; khw;w’;fs; VjhtJ cz;lh>) 

rhPuj;jpy; neha;tha; gl;oUe;jPh;fsh> 

 

 vj;jid btt;ntW jUz’;fspy; eP’;fs; mrhjhuzkhd cw;rhfj;Jld; xU 

Fwpg;gpl;l fhyk; ,Ue;jPh;fs; my;yJ kUj;Jtkidapy; mDkjpf;fg; gl;Oh;fs;> 

 

 Kjd; Kiw mjpf gpur;ridfs; Vw;gl;lbghGJ my;yJ eP’;fs; mjpf 

cw;rhfj;jpd; fhuzkhf kUj;Jtkidf;F bry;y ntz;oapUe;j bghGJ 

c’;fSf;F vj;jid taJ> 

 

 eP’;fs; kpft[k; ed;whapUg;gJ nghd;W czh;e;jjpd; fhuzkhf eP’;fs; 

rhjhuzkhf ,y;iy my;yJ eP’;fs; mjpf cw;rhfj;jpd; fhuzkhf gpur;ridf;Fs; 

,Uf;fpwPh;fs; vd;W gpwh; vz;qk; mstpw;F VjhtJ jUz’;fs; c’;fSf;F 

vg;bghGjhtJ Vw;gl;ljh> 

 

 (ahuhtJ eP’;fs; mrhjhuz cw;rhfj;Jld; ,Ug;gjhf Twpdhh;fsh>)  

 (mJ ed;whapUg;gjw;Fk; rw;W mjpfkhf ,Ue;jjh>) 

 



 

 

 

 ,y;iy vd;why; eP’;fs; gpwhplk; fj;Jk; mstpw;F mjpf vhpr;rYlndh 

my;yJ rz;ilaplnth my;yJ thjplnth bra;a[k; mstpw;F jUz’;fs; Vw;gl;ljh> 

(c’;fSf;F bjhpahjth;fsplk; eP’;fs; rz;ilapLtij czh;e;jPh;fsh>) 

 

vg;bghGJ> 

 

mJ vt;thwpUe;jJ> 

 

mJ vt;tst[ fhyk; ePoj;jJ> 

 

xU jlitf;F nky; mJ nghd;W Vw;gl;ljh> 

 

Mk; vd;why; ve;j ntisapy; eP’;fs; mjpf cw;rhfj;Jld; ,Ue;jPh;fs;> 

 

mg;bghGJ ________ 

 

 _______ c’;fis eP’;fs; vt;thW czh;e;jPh;fs;> (tHf;fj;jpw;F khwhf 

mjpf Ra ek;gpf;ifa[ldh>) (VjhtJ rpwg;g[ rf;jpfs; my;yJ jpwikfsh>  

 

 __________ tHf;fj;jpw;F khwhf Fiwe;j mst[ J}f;fk; njitg;gl;ljh> 

 

Mk; vd;why; eP’;fs; nrhh;e;J nghftpy;iyah> 



 

 _________ tHf;fj;jpw;F khwhf eP’;fs; mjpfkhf ngrpdPh;fsh> (c’;fis 

jLg;gjpy; my;yJ g[hpe;J bfhs;tjpy; gpwUf;F rpukk; ,Ue;jjh> 

 

c’;fs; rpe;jidfs; K:istHpahf ntfkhf Xoajh> 

 

 c’;fisr; Rw;wp epfGk; ve;j xU rpW fhhpaKk; c’;fis jlk;g[usr; 

bra;tjd; fhuzkhf Cd;wp ftdpg;gjpy; c’;fSf;Fr; rpukk; Vw;gl;ljh> 

 

 __________ c’;fs; neuj;ij vt;thW fHpj;jPh;fs;> (ntiy ez;gh;fs; 

bghGJnghf;Ffs;>) eP’;fs; kpft[k; RWRWg;ghf ,Ue;jjpd; fhuzkhf c’;fs; 

ez;gh;fnsh my;yJ FLk;gj;jpdnuh c’;fisf; Fwpj;J fhpridg; gl;lhh;fsh> 

 

 mjpf RWRWg;gpy;yhtpl;lhy; eP’;fs; rhPuj;jpy; mikjp ,y;yhky; 

,Ue;jPh;fsh> (my;yJ vt;tst[ nkhrkhf ,Ue;jJ>) 

 

 c’;fSf;nfh my;yJ FLk;gj;jpdUf;nfh Jd;gk; tUtpf;Fkstpw;F VjhtJ 

bra;jPh;fsh> (c’;fSf;F njitaw;w bghUl;fis th’;fpdPh;fsh>) (tHf;fj;jpw;F 

khwhf ghy; czh;t{l;Lk; fhhpak; VjhtJ>) 

(fz;K:oj;jdkhd thfdk; Xl;odPh;fsh>) 

 

 Vw;bfdnt nfl;fg;gltpy;iy vd;why; ntW vg;bghGjhtJ (mjpf RWRWg;g[ - 

mUtUg;g[) ehd; nfl;lJ nghy; mjpf mwpFwpfs; ,Ue;jdth> 

 

 bjhpahJ vd;why; mg;bghGJ c’;fSf;F ntiyapy; my;yJ tPl;oy; mjpf 

gpur;ridfs; ,Ue;jjh> mjdhy; kUj;Jtkidapy; nrh;f;fg;gl;oUe;jPh;fsh> 

 



 Vw;bfdnt nfl;fg;gltpy;iy vd;why; ntW vg;bghGjhtJ eP’;fs; mjpf 

kfpH;r;rp -  mjw;F rkkhf ,Ue;J mjid xj;Jf; bfhz;Oh;fsh> 

gpwUld; gpur;ridf;F Mshfnth my;yJ kUj;Jtkidapy; mDkjpf;fg;gl;nlh 

,Ue;jPh;fsh> 

 

 ,J Muk;gpf;Fk; Kd; bjUtpy; fpilf;Fk; kUe;njh my;yJ ntW 

kUe;Jfnsh vLj;jPh;fsh> (KUe;jpd; mstpy; VjhtJ khw;w’;fs; ,Ue;jjh>) 

(eP’;fs; cly; eyf;Fiwthf ,Ue;jPh;fsh>) 

 

 vj;jid btt;ntW jUz’;fspy; eP’;fs; mrhjhuz cw;rhfj;Jld; xU 

Fwpg;gpl;l fhyj;jpy; ,Ue;jPh;fs; my;yJ kUj;Jt kidapy; mDkjpf;fg;gl;Oh;fs;> 

 

 Kjd; Kjypy; mjpf gpur;ridfs; te;jnghJ my;yJ mjpf re;njh&j;jpd; 

fhuzkhf kUj;Jtkid bry;y nehpl;lnghJ c’;fSf;F vj;jid taJ> 

 

 fle;j ,uz;L Mz;Lfspy; vt;tpj kd mGj;j mwpFwpfs; vJt[k; ,y;iy 

vd;why; fle;j rpy Mz;Lfspy; kdghuk; c’;fis mndf ehl;fs; 

bjhy;iyf;Fs;shf;fpajh> (ghjpf;F nkyhd ehl;fs;) 

 

Mk; vd;why; mJ vJ nghd;W ,Ue;jJ> 

 

 jw;bghGJ kdg;ghuk; vdpy; Kjd;Kiwahf jw;nghija kdg;ghuj;jpd; 

mwpFwpfs; Vw;gl;lij Muha;nthk;/  (Muk;gpj;j ehspypUe;J) ,uz;L Mz;LfSf;F 

Kd;g[ kdg;ghuk; c’;fis tUj;jpajhf> mndf ehl;fs; (ghjpf;F nkw;gl;l 

neu’;fspy;) 

 

 fle;j ,uz;L Mz;Lfspy; bghpa mstpy; Vw;gl;l kdg;ghuj;jpw;fhf (fle;j 

,uz;L Mz;Lfspy; Vw;gl;l bghpa mst[ kdg;ghu mwpFwpfs;) Kjd; Kiwahf 



mndfkhd mwpFwpfs; vg;bghGJ Vw;gl;L vg;bghGJ mwpFwpfs; Kw;wpYk; khwpaJ 

vd ghh;g;nghk;/  (mwpFwpfs; ,y;yhkw;nghdgpd;) vg;bghGjpUe;J kdg;ghuk; c’;fis 

mndfkhf vy;yh ehl;fspYnk c’;fis ghjpg;g[f;Fs;shf;fpaJ> 

 

 Mk; vd;why; ,uz;L (bghpa mst[ kdg;ghuk; Vw;gl;l njjpf;F) Kd;g[ ghjpf;F 

nkw;gl;l rka’;fspy; mndfkhf vy;yh ehl;fSk; kdg;ghuk; c’;fis ghjpj;jjh> 

 

,e;j rka’;fspy; (mjpf kdg;ghuk;) c’;fSf;F mof;fo _________ 

_________ grpapd;ik ,Ue;jjh> (mjpfkhf rhg;gp[l;Oh;fsh>) 

_________ J}f;fj;jpy; gpur;rid my;yJ mjpf J}f;fk; ,Ue;jjh> 

_________ ntiy bra;a rf;jpFiwt[ my;yJ mjpfgoahf nrhh;t[ Vw;gl;ljh> 

 _________ mK’;fptpl;lJ nghd;W eP’;fns czh;e;jPh;fsh> (cjthf;fiu 

my;yJ njhw;Wg; nghdth; vd;W vz;qfpwPh;fsh> 

 

________ Cd;wp ftdpg;gjpy; my;yJ jPh;khdk; vLg;gjpy; gpur;ridah> 

________ ek;gpf;ifaw;W czh;fpwPh;fsh> 

 

 ePz;l fhyk; kdghuj;Jld; ,Ue;jnghJ mjpfgl;rk; guthapy;yhky; ,Ue;jJ 

vg;nghJ> 

 

 vt;tst[ fhyk; eP’;fs; mt;thW guthapy;yhky; ,Ug;gij czh;e;jPh;fs;> 

(,J vg;bghGJ Muk;gpj;jJ) 

 

 bghpa mstpy;kdg;ghuk; Vw;gl;oUe;jhy;: ,e;j bghpa mstpy; kdg;ghuk; Vw;gl;l 

gpwF tHf;fkhf eP’;fs; ,Ug;gJnghy KGtJk; khwpdPh;fsh vd;W mwpa 

tpUk;g[fpnwd;/  ,e;j ePz;lfhy Fiwe;j mst[ kdg;ghuk; Vw;gL:Kd; bghpa mstpy; 



kdg;ghuk; Vw;gl;l njjp vd;d>  (eP’;fs; tHf;fkhf ,Ug;gJnghy; khwpaJ Fiwe;j 

gl;rk; MWkhj’;fs; ,Uf;Fkh>) 

 

 ,e;j rkaj;jpy; VjhtJ bjUtpy; fpilf;Fk; kUe;Jfnsh my;yJ gpw 

kUe;Jfnsh rhg;gpl;Oh;fsh>  (fle;j ,uz;L Mz;Lfspy;>) 

 

 (me;j rkaj;jpy; c’;fSf;F VjhtJ ePz;lfhy cly; Mnuhf;fpaf;Fiwt[ 

,Ue;jjh>) 

 

 ePz;l kdneha;tha; gl;oUe;jnghJ eP’;fs; vjhtJ kUe;J khj;jpiufs; 

rhg;gpl;Oh;fsh>  mjpfk; Foj;jPh;fsh>  cly; epiy rhpapd;wp ,Ue;jPh;fsh> 

 

 kdneha;tha;gl;lij xg;g[f;bfhs;stpy;iy vd;why; rpy rka’;fspy; 

tHf;fj;jpw;F khwhf kf;fSf;F ,Uf;Fk; mDgt’;fs;gw;wp ,g;bghGJ ehd; 

c’;fsplk; nfl;fg; nghfpnwd;/ 

 

 kdneha;tha; gl;oUg;gij xg;g[f; bfhs;fpwPh;fs; vd;why; eP’;fs; vd;dplk; 

(kdneha; gw;wpa mDgt’;fis) TwpdPh;fs;/  ,g;bghGJ ehd; nkYk; mJgw;wpa 

fhhpa’;fis nfl;fg; nghfpn;wd;/ 

 

 vg;bghGjhtJ kf;fs; c’;fisg; gw;wp ngrpaJ nghd;nwh my;yJ rpwg;g[ 

ftdk; brYj;jpaJ nghd;nwh njhd;wpajh> 

 

 bjhiyf;fhl;rp. thbdhyp my;yJ bra;jpj;jhs; K:ykhf rpwg;g[r; bra;jpfs; 

bgw;Wbfhs;tJ my;yJ c’;fisr; Rw;wpYk; fhhpa’;fs; Vw;ghL bra;ag;gl;lJ/  

VjhtJ cz;lh> 

 



 ,ay;g[kiwf;F khwhfr; brd;W ahuhtJ c’;fSf;F fodkhd jUz’;fis 

bfhLf;fnth my;yJ Jd;g[Wj;jnth Kaw;rpj;jJz;lh> 

 

 eP’;fs; rpy tHpfspy; rpwg;g[ Kf;fpaj;Jtk; cs;sth; vd;nwh my;yJ gpwuhy; 

bra;a Koahj fhhpa’;fisr; bra;a c’;fSf;F rf;jp ,Ue;jJ vd;nwh czh;e;jJ 

cz;lh> 

 

 c’;fs; clw;gFjpfs; khwpajhfnth my;yJ epd;Wtpl;ljhfnth eP’;fs; 

vg;bghGjhtJ czh;e;jJ cz;lh>  (c’;fs; kUj;Jth; vd;d Twpdhh;>) 

 

 eP’;fs; xU Fw;wk; g[hpj;jjhfnth my;yJ jz;of;fg;glf;TLk; mst[f;F 

bfhL:ukhdtw;iw bra;jjhfnth vg;bghGjhtJ vz;zpaJz;lh> 

 

 c’;fs; ,r;irf;F khwhf ahnuh xUth; my;yJ c’;fSf;F btspnaapUe;J 

Vnjh xd;W c’;fs; vz;z’;fis my;yJ bray;fis fl;Lg;gLj;Jtjhf 

vg;bghGjhtJ czh;e;jPh;fsh> 

 

 c’;fSilait my;yhj rpy vz;z’;fis c’;fs; K:isapy; 

itf;fggl;lJ nghd;W vg;bghGjhtJ czh;e;jPh;fsh> 

 

 

 

 

K:isapypUe;J vLf;fg;gl;lJ nghd;W VjhtJ> 

 c’;fs; vz;z’;fs; cz;ikapnyna gpwh; nfl;Fk; mst[f;F rj;jkhf 

xypgug;gg;gl;lJ nghd;W vg;bghGjhtJ czh;e;jPh;fsh> 

 



 vy;yhnk (kdg; gpuikahf ,Jtiu tpthpf;fg;l;lit) rpy tHpfspy; 

xd;Wf;bfhd;W bjhlh;g[ilait/ 

 

 Vd; vd;gJ gw;wp c’;fSf;Fj; bjhpe;jJ vd;d> (kdg;gpuikapd; cs;slf;fk;) 

 

 rj;j’;fs; my;yJ kf;fspd; bky;ypa Fuy; my;yJ ngRtJ nghd;w  gpwh; 

nfl;fKoahjtw;iw eP’;fs; vg;bghGjhtJ nfl;lJz;lh> (eP’;fs; mg;bghGJ 

tpHpj;jpUe;jPh;fsh>) 

vd;d nfl;Oh;fs;> vj;jid Kiw nfl;Oh;fs;> 

 

eP’;fs; bra;jdtw;iw my;yJ epidj;jtw;iw mJ tpthpj;jjh> 

 

vj;jid Fuy;fs; nfl;Oh;fs;> mitfs; j’;fSf;Fs;ns ngrpf; bfhz;ldth> 

 

 gpwh; ghh;f;f ,ayhjtw;iw eP’;fs; jhprdk; fhzntz;o my;yJ 

vg;bghGjhtJ ghh;j;jnjh cz;lh> 

 

eP’;fs; mg;bghGJ tpHpj;jpUe;jPh;fsh> 

 

c’;fs; rUkj;jpy; my;yJ c’;fs; clypy; tpndhjkhd czh;t[fs; Vw;gl;ljh> 

 

gpwh; Efu ,ayhj thridfis Efh;e;jJz;lh> 

 

 (ehd; ,g;bghGJ rpy Fwpg;g[fs; vLf;Fk;bghUl;L rpwpJ neuk; epWj;j 

ntz;oa[s;sJ) 

 



 nehf;fkw;w mirt[fs;. vjph;g;g[fs;. tpiwg;g[fs;. miyay epiyfs;. 

braypd;ik kw;Wk; bkGF nghd;W jsh;r;rpa[w;w jirfs; Mfpait cs;spl;l 

Fwpg;gplj;jf;f jir FiwghLfs;/ 

czh;r;rpaw;w njhw;wk; (cjhuzk;) rPuhd Fuy;. rydkw;w Kfk;/ 

 

 ngr;rpw;F my;yJ fUj;jpw;F bjhlh;gpy;yhj Kw;wpYk; rk;ke;jkw;w czh;r;rp 

(cjhuzk;) Jd;g[Wj;jg;gLtJ gw;wp Mnyhrpf;Fk; nghJ g[d; Kd; KWty; bra;tJ) 

 

 brhw;fs; my;yJ thh;j;ijfSf;fpilna bghUs; bjhlh;g[ ,d;ik. 

miuf;Fiw thh;j;ijfis mjpfkhf gad;gLj;Jjy;. mjpfgoahd bjhlh;gpd;ik 

my;yJ ngr;rpd; bghUis ,ilna khw;Wjy; my;yJ bghUsw;w thh;j;ijfis 

gad;gLj;Jjy; nghd;wit fhuzkhf ngr;rpd; vy;yh gFjpfSnk g[hpe;Jbfhs;s 

Koatpy;iy/ 

 

 ngr;rpd; fUj;Jfs; xU bghUspypUe;J rk;ke;jkw;w kw;bwhU bghUSf;F 

jht[jy; my;yJ rpwpjst[ kl;Lnk bjhlh;g[ilajhf. ngRgtUf;F fUj;Jf;fs; 

bjhlh;gw;W ,Ug;gJ Fwpj;j bjsptpd;wp ,Uf;Fk; jd;ik cila vz;z’;fs;. 

jPtpukhf ,Uf;Fk;nghJ ngr;R bjhlh;gpd;wp ,Uj;jy;. Koa[Kd; ,ilapy; ngr;rpd; 

bghUis khw;WtJ. Vwf;Fiwa bjhlh;r;rpahf xLk; ngr;R khw;wj;Jld; 

bjhlh;g[ilajhf ,Ug;gpd; mij nrh;ff ntz;lhk; tpthpf;ft[k;/ 

 

 xU MH;e;j kdfpsh;r;rpapypUe;J kw;bwhd;Wf;F mjpntf khw;wk; my;yJ 

mjpfgoahd perplexity my;yJ kdf;FHg;gk;. Mood disorder fhuzkhf my;yJ 

tpthpf;ft[k;/ 

 

fle;j khjj;jpw;Fs; ,Ue;jpUe;jjh vd;W nrhjpj;Jg; ghh;f;ft[k;/ 

 



 bghpa mstpy; kd mGj;jk; my;yJ re;njh&j;jpd; mwpFwpfs; 

,Ue;jpUe;jhy;. VjhtJ jUzj;jpy; c’;fSf;F kdnehapd; mwpFwpfs; ,Ue;J 

mJ c’;fSf;F kd mGj;jk; my;yJ re;njh&j;jpw;F rkkhf ,y;yhkypUe;jjh> 

 

 bjspthf ,y;yhtpl;lhy; vg;bghGjhtJ jPtpu kdneha; epiy nghd;W jUzk; 

Vw;gl;L mnj ntisapy; eP’;fs; kd mGj;jj;Jlndh my;yJ re;njh&j;Jlndh 

,Ue;jPh;fsh> 

 

 bjspthf ,y;yhtpl;lhy; vt;tst[ fhyk; c’;fSf;F kdneha; jPtpuepiy 

kw;Wk; mK’;fpa epiyapy; ,Ue;jJ> c’;fSf;F kd mGj;jk; my;yJ 

kdre;njh&k; Tl ,Ue;jJ vd;W brhy;fpwPh;fsh> 

 

 bjspthf ,y;yhtpl;lhy; gyKiwfs; te;jbghGJ mitfSf;F ,ilna 

cs;s fhy’;fspy; eP’;fs; c’;fs; rhjhuz thH;f;if epiyf;F te;jPh;fsh> 

xt;bthU ghjpg;g[k; vj;jid fhyk; ePoj;jJ> 

 

 Kd;ng bjhpahJ vd;why; c’;fSf;F “m” tiuaiwg;go kdneha; 

te;jbghGJ eP’;fs; ntiy bra;jPh;fsh> fye;J gHfp thH;e;jPh;fsh> jhkhfnt 

c’;fis ftdpj;Jf; bfhz;Oh;fsh> 

 

 Kd;ng bjhpahJ vd;why; kdneha; mDgtj;jpw;F Kd;g[ my;yJ mjd;gpwF 

vt;tpjkhd f&;l’;fs; c’;fSf;F ,Ue;jJ> 

 

 Kd;ng bjhpahJ vd;why; eP’;fs; kd mGj;jk; my;yJ mjpf re;njh&j;Jld; 

my;yhky; ,Ue;jbghGJ c’;fSf;F kdneha; Vw;gl;l jUz’;fs; VjhtJ cz;lh> 

 



 bjspthf ,y;yhtpl;lhy; vg;bghGjhtJ tpndhj vz;z’;fs; c’;fSf;F 

,Ue;J mnj ntisapy; eP’;fs; kd mGj;jJld; my;yJ mjpf kfpH;r;rp my;yJ 

mjw;F rkkhf ,Ue;j fhy’;fs; cz;lh> 

 

 bjspthf ,y;yhtpl;lhy; vt;tst[ fhyk; c’;fSf;F tpndhj vz;z’;fs; 

Vw;gl;lJ.  c’;fSf;F kd mGj;jk; - mjpf kfpH;r;rp – mjw;F rkkhft[k; ,Ue;jJ 

vd;W TWfpwPh;fsh> 

 

 bjspthf ,y;yhtpl;lhy; c’;fSf;F kdmGj;jk; - mjpf kfpH;r;rp - mjw;F 

rkkhf VjhtJ ,Ue;jbghGJ kl;Lk;jhd; tpndhj vz;z’;fs; Vw;gl;ljh> 

 

 bjspthf ,y;yhtpl;lhy; fle;j khjj;jpy; c’;fSf;F kdneha; FwpaPL 3 

my;yJ kdmGj;jk; my;yJ mjpf kfpH;r;rp FwpaPL 3 ,Ue;jjh> 

 

 filrpahf vg;bghGJ c’;fSf;F jPtpu kdneha; my;yJ kd mGj;jk; 

my;yJ kdmUtUg;g[ Vw;gl;lJ> 

 

fle;j Ie;J Mz;Lfspy; vj;jidKiw ,Jnghd;w kdneha;fs; te;jJ> 

 

eP’;fs; FwpaPLfs; brhy;y Koa[kh> 

 

 Kjd; kiw kdneha; te;jbghGJ c’;fSf;F vj;jid taJ> Kd;ng 

bjhpahJ vd;why; jPtpu kdneha; tUKd;g[ c’;fSf;F vt;tpj rpuk’;fs; Vw;gl;lJ> 

 

 eP’;fs; ntiy bra;jPh;fsh> fye;J gHfpdPh;fsh> jhkhfnt c’;fis 

ftdpj;jPh;fsh> 

 



 bjspthf ,y;yhtpl;lhy; fle;j khjj;jpy; c’;fSf;F kd mGj;jk; my;yJ 

mjpf kfpH;r;rp FwpaPL vd; 3 epiy Vw;gl;ljh> 

 

 filrpahf vg;bghGJ c’;fSf;F kdmGj;jnkh my;yJ kd vhpr;rnyh 

filrpahf Vw;gl;lJ>  mjhtJ rkPg fhyj;jpy; epfH;e;jJ> 

 

 c’;fs; FogHf;fk; vg;goa[s;sJ> (vt;tst[ Fof;fpwPh;fs;>) eP’;fs; kpf 

mjpfkhf Foj;j jUzk; c’;fs; thH;f;ifapy; Vw;gl;ljh> (kJ vg;bghGjhtJ 

gpur;ridia cUthf;fpajh>) 

 

Mk; vd;why; vd;d gpur;ridia cUthf;fpaJ> 

 

vg;bghGJ ahnuDk; eP’;fs; Fog;gij vjph;j;jhh;fsh> 

Mk; vd;why; Vd;> 

 

 kJit mjpfkhf vg;bghGJk; mUe;jpajpy;iy my;yJ kJr;rk;ke;jkhd 

gpur;ridfs; vJt[k; ,y;iy vd;why; ,’;;nf nrhjpj;J kJ my;yhj ,y;iy 

vd;why; ,’;nf nrhjpj;J kJ my;yhJ gpw nghijg; bghUl;fs; gw;wp E6 f;F g[ul;og; 

ghh;f;fg[k;/ 

 

 gpur;rid ,Uf;fpwJ vd;W xj;Jf;bfhz;oUe;jhy; Foapd; fhuzkhf 

c’;fs; thH;f;ifapy; vg;bghGJ mjpf gpur;rid Vw;gl;lJ> 

 

 gpur;rid ,y;iy vd;W xj;Jf;bfhz;L Mdhy; mjpfkhf kJ 

mUe;Jtjhf ,Ue;jhy; c’;fs; thH;f;ifapy; vg;bghGJ kpf mjpfkhff; 

Foj;jPh;fs;> (mJ vt;tst[ fhyk; ePoj;jJ>) 

 



 ,g;bghGJ me;j fhyk; gw;wp ehd; gy nfs;tpfs; nfl;fg; nghfpnwd;/ 

 

 mg;bghGJ vt;tst[ mof;fo Foj;jPh;fs;> vd;d Foj;jPh;fs;> vt;tst[> 

 

 eP’;fs; Fof;fj; bjhl’;fpaJk; eP’;fs; Fof;fj; jpl;lkpl;jw;Fk; kpf 

mjpfkhf Foj;J tpLtij eP’;fs; mof;fo czh;ejPh;fsh> 

 

 ,y;iy vd;why; eP’;fs; jpl;lkpl;ljw;Fk; mjpfkhf ePz;l neuk; 

Foj;jJz;lh> 

 

eP’;;fs; kJit Fiwf;fnth my;yJ epWj;jnth Kaw;rpj;jJz;lh> 

 

 Mk; vd;why;. cz;ikapnyna vg;bghGjhtJ eP’;fs; bkhj;jkhf Fog;gij 

epWj;jpaJz;lh> 

 

 (vj;jid Kiw eP’;fs; Fiwf;f my;yJ bkhj;jkhf epWj;j 

Kaw;rpj;jPh;fs;>) 

 

 bjspthf ,y;iyhbad;why; eP’;fs; Fiwf;f my;yJ epWj;j 

tpUk;gpdPh;fsh> 

Mk; vd;why; ,e;j tp&ak; Fwpj;J ftiyg;gl;Lf; bfhz;oUe;jPh;fsh> 

 

 cr;rfl;lj;jpw;F bry;y my;yJ js;shl ntz;o Fog;gjpy; mjpfneuk; 

brytHpj;jPh;fsh> 

 



 Foj;jhy; Mgj;J Vw;gLk; vd;Dk; fl;lj;jpy; vg;bghGjhtJ Foj;jPh;fsh> 

(cz;ikapnyna eP’;fs; kpf mjpfkhf Foj;jpUe;jbghGJ thfdk; Xl;odPh;fsh> 

(vj;jid Kiw>) 

 

 ,y;iy vd;why; eP’;fs; nghijapd; cr;r fl;lj;jpw;F my;yJ 

js;shl;lj;jpw;F brd;wjd; fhuzkhf gs;sp bry;yhky; my;yJ ntiyf;Fr; 

bry;yhky; my;yJ ghh;it neuj;ij ,Gj;jy; nghd;W Kf;fpakhd vijahtJ 

,Ge;jPh;fsh> 

 

 ntiy bra;tjw;Fg; gjpyhf my;yJ bghGJnghf;F my;yJ FLk;gk; my;yJ 

ez;gh;fSld; neuj;ijr; brytpLtjw;Fg; gjpyhf mof;fo Fof;Fk; epiyf;F 

Fof;fj; bjhl’;fpdPh;fsh> 

 

 Kd;ng bjhpahJ vd;why; FLk;gj;jhh; my;yJ gzpahsh;fs; nghd;w gpw 

kf;fSld; c’;fs; Fog; gHf;fk; gpur;ridia Vw;gLj;jpajh> 

 

 Kd;ng bjhpahJ vd;why; c’;fis kd mGj;jj;jpw;F Mshf;Fk; mstpw;F 

cstpay; gpur;ridfis c’;fs; Fog;gHf;fk; cUthf;fpajh> 

 

 Kd;ng bjhpahJ vd;why; c’;fs; Fog;gHf;fk; vg;bghGjhtJ 

cly;epiyf;nfL my;yJ clw;nfhshiw ,d;Dk; mjpfg; gLj;jpajh> 

(mJ xU rpW bjha;t[f;F nkyhf ,Ue;jjh>) 

nkw;Twpadtw;wpy; VnjDk; Mk; vd;why; vg;goa[k; eP’;fs; Foj;jjf; 

bfhz;nlapUe;jPh;fsh> 

 

 eP’;fs; Kjd; Kiw Fof;f Muk;gpj;jjw;Fk; kpf mjpfkhf cr;rf;fl;lj;ij 

miltjw;fhf mjpfkhf Fof;f ntz;oapUe;jjhf czh;e;jPh;fsh> (mnkhf 

Fof;Fk; mstpw;Fk; kpf mjpfkhf c’;fshy; Fof;f Koe;jjh> 



 

Mk; vd;why; vt;tst[ mjpfk;> 

 

 ,y;iy vd;why; eP’;fs; mnj mst[ Foj;j nghJ Kd;igtpl kpff; Fiwe;j 

mst[ nghijna ,Ue;jijf; fz;Oh;fsh> 

 

 Fog;gHf;fj;ij Fiwj;j my;yJ epWj;jpabghGJ cjwy; vg;bghGnjDk; 

Vw;gl;ljh> (mjhtJ gpwh; fhqk; mstpw;F c’;fs; iffs; cjw Muk;gpj;jjh> 

 

1. Fkl;ly; kw;Wk; the;jp 

2. nrhh;t[ my;yJ 

3. Rakhfnt RWRWg;g[ (JUJUg;g[) 

4. gaczh;t[ 

5. kdmGj;jk; my;yJ vhpr;ry; 

6. kdgpuik my;yJ njhw;wk; 

7. jiytyp 

8. J}f;fkpd;ik 

 

 Ke;jpa gFjpfspy; 2 my;yJ 3 vd;why; rpy kzpneuk; my;yJ mjw;F nkyhf 

Fof;fhky; ,Ue;jgpwF/ cjwy; my;yJ neht[ tuhky; ,Uf;fntz;o eP’;fs; 

mof;fo Foj;jPh;fsh> 

 

 ,y;iy vd;why; cjwiy epWj;j my;yJ nehahsp nghd;w vz;zk; 

tuhkypUf;F Fog;gJ nghd;W VjhtJ bra;jPh;fsh> 

 

 bjspthf ,y;iy vd;why; vt;tst[ fhykhf c’;fSf;F kJ my;yJ 

nghijg;bghUs; moikj; jdk; ,Ue;jJ> 

 



 

 

kJtpd; fhuzkhf filrpahf vg;bghGJ gpur;rid Vw;gl;lJ> 

 

 ,g;bghGJ eP’;fs; khj;jpiufs; my;yJ kUe;Jfs; cgnahfpg;gJ Fwpj;J 

nfl;fg; nghfpnwd;/ 

 

 nghijapd; cr;rpf;Fg; nghfnth. ed;whf J}’;fnth. cly; vil Fiwf;fnth 

my;yJ c’;fs; kdij khw;wnth ,e;j kUe;Jfs; VjhtJ rhg;gpl;lJz;lh> 

 

 eP’;fs; nghij kUe;Jfs; my;yJ kJ mUe;jpajhf vd;dplk; TwpdPh;fs;/ 

xnu rkaj;jpy; btt;ntW nghij kUe;Jfs; mjpfgoahf Fiwe;jgl;rk; fle;j 

MWkhj fhykhf vLj;jJz;lh> 

 

 Mk; vdpy; ve;j tpjkhf nghij kUe;jhf ,Ue;jhYk; guthapy;iy mJ 

c’;fis nghijapd; cr;rpf;Ff; bfhz;L brd;why; nghJk; vd;wpUe;jjy;yth> 

 

 ,g;bghGJ eP’;fs; nghij kUe;Jfs; mjpfgo cgnahfpj;jjhy; (FwpaPLfs; 

2 my;yJ 3) Fwpj;J rpy Fwpg;gpl;l nfs;tpfs; c’;fsplk; nfl;fg; nghfpnwd;/ 

 

 nghij kUe;Jfs; rhg;gpLk;nghJ. jpl;lkpl;ljw;Fk; mjpfkhfr; bry;tJ nghy 

mof;fo c’;fSf;Fj; njhd;wpajh> 

 

 ,y;iy vd;why; eP’;fs; jpl;lkpl;ljw;Fk; mjpfgoahd neuk; cgnahfpg;gijg; 

nghy VjhtJ ,Ue;jjh> 

 



 mjpfgoahd my;yJ jpl;lkpl;ljw;Fk; mjpfgoahd neuk; nghijg; 

bghUl;fs; mof;fo vLf;fg;gl;lJ/ 

 

 eP’;fs; nghij kUe;Jfs; cgnahfpg;gij Fiwf;f my;yJ epWj;j 

Kaw;rpj;jJz;lh> 

 

 Mk; vd;why; cz;ikapnyna vg;nghjhtJ nghij kUe;J rhg;gpLtij 

bkhj;jkhf epWj;jpaJz;lh> 

 

 vj;jid Kiwfs; Fiwf;f my;yJ bkhj;jkhf epWj;j Kaw;rpj;jPh;fs;> 

 

 bjspthf ,y;iy vd;why; eP’;fs; Fiwf;f my;yJ epWj;j tpUk;gpdPh;fsh> 

 

Mk; vd;why; ,J gw;wp ftiyg;gl;Lf; bfhz;oUe;jPh;fsh> 

 

 bjhlh;e;J tpUg;gk; my;yJ nghijg;bghUl;fs; Fiwf;fnth fl;Lg;gLj;jnth 

vLj;j miuFiw Kaw;rpfs;/ 

 

 nghijkUe;Jfs; rhg;gpl my;yJ mij mila bra;a ntz;oa 

fhhpa’;fisr; bra;tjpy; mjpfg;goahd neuj;ijr; brytHpj;jPh;fsh> 

giHa epiyf;F c’;fisf; bfhz;Ltu mjpf neuk; gpoj;jjh> 

(vt;tst[ neuk;> mjpf kzp neu’;fshfth>) 

 

 nghijg; bghUis bgw njitahd fhhpa’;fs;. nghijg; bghUis 

rhg;gpLjy;. my;yJ mjd; kaf;fj;jpypUe;J tpLjy; mJnghd;w njitahd 

fhhpa’;fis bra;tjpy; kpFjpahd fhyk; brytplg;gl;lJ/ 



 

 Mgj;ij tpistpf;Fk; R{H;epiyfspYk; vg;bghGjhtJ nghij kUe;J 

vLj;jPh;fsh> (eP’;fs; cz;ikapnyna mjpf fy;nghd;W my;yJ nghijapd; cr;rpapy; 

,Ue;j nghJ thfdk; Xl;odPh;fsh>) 

 

 4(A) nghijg; bghUs; cgnahfk; cly; eyj;jpw;F Mgj;ij tpistpg;gjhf 

,Ue;jhYk; mof;fo cgnahfpg;gJ. (cly;) Fonghijapy; thfdk; Xl;LtJ/ 

 

 gs;spf; Tlj;jpy; ,Ug;gJ my;yJ ntiyapy; ,Uf;Fk;nghJ my;yJ 

FHe;ijfis ftdpf;Fk;nghJ nghd;w Kf;fpakhd ntiyfis bra;a[k;nghJ 

mjpfgoahf nghij kUe;J mof;fo rhg;gpLtJ my;yJ nghij epiyapy; 

,Ug;gJ nghd;w fhyfl;lk; vg;bghGjhtJ Vw;gl;;ljh> 

 

 ,y;iy vd;why; eP’;fs; nghij kUe;J rhg;gpl;ljpd; fhuzkhf my;yJ 

mjpf nghijapd; fhuzkhf gs;sp bry;yhky; my;yJ ntiyf;Fr; bry;yhky; 

my;yJ ghh;it neuj;ij jtWjy; nghd;w Kf;fpakhdtw;wpypUe;J jtWjy; nghd;w 

VjhtJ Vw;gl;ljh> 

 

 4(B) ntiy  gs;spf;Tlk; my;yJ tPl;oy; cs;s Kf;fpa flikfs; bra;a 

ntz;oapUe;j nghJ mof;fo Fonghij my;yJ Fonghij gpd;khw;w mwpFwpapy; 

,Ue;jPh;fsh> 

 

 ntiyf;Fg; nghjy; my;yJ bghGJ nghf;fpy; fhyj;ij brytpLjy; my;yJ 

FLk;gj;jpy; my;yJ ez;gh;fSld; fhyj;ij brytpLjy; Mfpatw;iw bra;tjw;F 

gjpyhf nghij kUe;jpid mof;fo cgnahfpf;f Muk;gpj;jPh;fsh> 

 

 (5) nghijg; bghUs; cgnahfj;jpd; fhuzkhf Kf;fpakhd rKjha ntiy 

my;yJ bghGJnghf;Fr; bray;fs; iftplg;gl;lJ/ 



 

 Kd;ng bjhpahJ vd;why; FLk;g m’;fj;jpdh; my;yJ gzpaplj;jpy; cs;nshh; 

nghd;nwhUld; nghij kUe;J gpur;ridfis Vw;gLj;jpajh> 

 

 Kd;ng bjhpahJ vd;why; c’;fis kd mGj;jk; nghd;w cstpay; 

gpur;ridfSf;F nghij kUe;J Mshf;fpajh> 

 

 Kd;ng bjhpahJ vd;why; vg;bghGjhtJ nghij kUe;J clw;TW gpur;rid 

my;yJ clw;TW gpur;ridia nkhrkhfnth bra;jjh> 

 

 nkw;Twpa VnjDk; xd;wpy; Mk; vd;why; vg;goahfpYk; nghij kUe;jpid 

cgnahfpj;Jf; bfhz;nlapUe;jPh;fsh> 

 

 (6) nghijg; bghUl;fs; cgnahfpg;gjhy; mof;fo my;yJ bjhlh;e;J 

rKjhaj;jpy; my;yJ cs;sj;jpy; my;yJ clypy; gpur;ridfis cUthf;Fk; vd;W 

bjhpe;jpUe;Jk; bjhlh;e;J nghijg; bghUl;fis cgnahfpj;jy;/ 

 

 Kjd; Kiw nghij kUe;J rhg;gpl;lij ghh;f;Fk;nghJ nghijapd; 

cr;rpf;Fk; bry;y eP’;fs; mjpfgoahd nghij kUe;ij rhg;gpl mtrpag;gl;lij 

czh;e;jPh;fsh> 

 

Mk; vd;why; vt;tst[ mjpfkhf> 

 

 ,y;iy vd;why; mnj msit rhg;gpl;l nghJ Kd;ig tpl kpff; Fiwe;j 

mst[ nghijna Vw;gl;lJ nghd;W VjhtJ czh;e;jPh;fsh> 

 



 (7) Fwpg;gpljf;f rfpg;g[ xnu mst[ nghij kUe;J vLj;jjpd; fhuzkhf 

Fwpg;gpl;l mst[ nghijf;Fiwt[ my;yJ nghij Vw;wk; miljy; my;yJ tpUk;gpa 

mst[ nghij Vw;wk; fhuzkhf nghij kUe;jpd; msit Fwpg;gplj;jf;f mst[ 

mjpfg; gLj;j njitahf ,Ue;jJ/ 

 

c’;fSf;F vg;bghGjhtJ gpd;dilt[ mwpFwpfs; Vw;gl;ljh> 

 mjhtJ nghij kUe;jpd; msit Fiwj;j my;yJ cgnahfpg;gij 

epWj;jpa nghJ neht[w;wpUg;gJ nghd;w czh;t[/ 

 

(8) gpddilt[ mwpFwpfspd; Fz’;;fs; 

 

 gpd;dilt[ mwpFwpfs; ,ue;jpUe;jhy; rpy kzp my;yJ vjw;Fnkyhf 

nghij kUe;Jfs; cgnahfpf;fhky; ,Ue;j gpwF gpd;dilt[ mwpFwpfspypUe;J 

c’;fis fhj;Jf; bfhs;s ntz;o eP’;fs; mof;fo nghij kUe;J rhg;gpl;Oh;fsh> 

 

 gpd;dilt[ mwpFwpfspypUe;J tpLtpj;J ed;whf ,Uf;fk; bghUl;L xnu 

Tl;lj;ijr; nrh;e;j nghij kUe;Jfs; nghd;W VjhtJ cgnahfg;gLj;jpaJz;lh> 

 

(9) gpddilt[ mwpFwpfspypUe;J tpLgl my;yJ mij jtph;f;f ntz;o mof;fo 

vLf;fg;gl;l nghij bghUs;/ 

 

 bjspthf ,y;yhtpl;lhy; vt;tst[ fhykhf c’;fSf;F nghij kUe;jpd; 

moikj;jdk; my;yJ Jh;gpunahfk; ,Ue;jJ> 

 

 bjhy;iyapd; rpy mwpFwpfs; Fiwe;jJ xU khjkhf ,Ue;jJ my;yJ 

bjhlh;e;J gy fhykhf Vw;gl;lJ/ 

 



 moikj;jdk; (9 moikj;jd Fwpg;g[fspy; Fiwe;jgl;rk; 3 Fwpg;g[fSf;F 

FwpaPl;L vz; 3 bfhLf;fg;gl;lJ/  tiuaiu Bf;F 3 FwpaPL) 

 

 Jh;g;gpunahfk; (rfpg;g[j; jd;ikf;Ff; fPnH moikj;jdk; ,Ue;jhy; Fwpg;g[ 

vz; (4) (a) my;yJ Fwpg;g[ (6) 3 vd FwpaPL bfhLf;fg;gLfpwJ/  kw;Wk; tiuaiw 

B3 vd FwpaPL bfhLf;fg;gLfpwJ/ 

 

 c’;fSf;F FwpaPL 2 my;yJ 3 bfhLf;fg;gl;l nghij kUe;Jfshy; fle;j 

khjj;jpy; VnjDk; gpur;ridfs; Vw;gl;ljh> 

 

 Jh;gpunahfk; my;yJ moikj;jdj;jpd; mwpFwpfs; fle;j khjj;jpy; 

 

 fle;j Ie;J Mz;Lfspy; vt;tst[ fhyk; VjhtJ nghij kUe;jpw;F 

moikahf ,Ue;jPh;fs;> 

 

FwpaPl;L tpsf;f’;fis eP’;fs; Tw ,aYkh> 

 

 kJ my;yhJ gpw nghijg; bghUl;fSf;F moikbad FwpaPl;L vz; 3 I 

Fwpg;gpl;oUg;gJ Kjd; Kiwahf eP’;fs; vLj;jnghJ c’;fSf;F vj;jid taJ> 

 

 eP’;fs; jpObud gag;gl;lij czh;e;j nghy. my;yJ gak; nghd;W my;yJ 

mjpf MWjyw;W ,Ue;jJ nghd;W gPjp jhf;Fjy; VjhtJ vg;bghGnjDk; 

,Ue;jjh> 

 Mk; vd;why; mijg; gw;wp vdf;Ff; TW’;fs; vg;bghGJ mJ rk;gtpj;jJ> 

(vjph;ghuhj tpjkhf mJ Vw;gl;lJ nghy njhd;wpajh>) 

 



 gPjp jhf;Fjy; vjph;ghh;j;j R{H;epiyapy; te;jJ vd;why; VjhtJ xU 

jhf;Fjy; eP’;fs; vjph;ghuhj R{H;epiyapy; c’;fSf;F Vw;gl;ljh> 

 

 ehd;F thu fhyj;jpy; ehd;F jhf;Fjy;fs; nghd;W vg;nghjhtJ te;jjh> 

 

 ,y;iy vd;why; ,d;bdhU jhf;fjy; Fwpj;J eP’;fs; kpf mjpfkhf ftiy 

bfhz;Oh;fsh> (vt;tst[ fhyk; ftiy bfhz;Oh;fs;>) 

 

 vjph;ghh;j;njh my;yJ vjph;ghuhknyh kpf nkhrkhf filrpahf te;jJ 

vg;nghJ> 

 

 ,g;bghGJ ehd; me;j ghjpg;g[ Fwpj;J nfl;fg; nghfpnwd;/  KjyhtJ eP’;fs; 

fz;lJ vd;d> mjd; gpd; vd;d> 

 

mjd; ghjpg;gpd; nghJ 

 

_______ K:r;R milj;jjh> (K:r;R tpLtjpy; gpur;rid) 

 

_______ eP’;fs; js;shl;lk;. my;yJ kaf;fkiltJ nghd;W VjhtJ czh;e;jPh;fsh> 

 

_______ c’;fs; ,jak; ntfkhf Joj;jjh> my;yJ ,og;gJ nghy Js;StJ nghy 

,Ue;jjh> 

 

_______ eP;’;fs; eL’;fnth tpiwf;fnth bra;jPh;fsh> 

 

_______ mjpfkhf tpah;j;jjh> 



 

_______ be”;ir milg;gJ nghd;W czh;e;jPh;fsh> 

 

_______ c’;fSf;F Fkl;ly;. tapw;Wf; nfhshW my;yJ ngjpahfg; nghfpwJ nghd;w 

czh;t[ VjhtJ ,Ue;jjh> 

 

_______ c’;fisr; Rw;wpa[s;s fhhpa’;fs; bgha;ahfj; njhd;wpajh my;yJ 

c’;fisr; Rw;wpa[s;s fhhpa’;fspypUe;J gphpf;fg;gl;lJ nghy czh;e;jPh;fsh my;yJ 

c’;fs; clypy; xU gFjpapypUe;J gphpf;fg;gl;lJ nghy czh;e;jPh;fsh> 

 

________ clk;gpd; gFjpfs; kuj;Jg; nghdJz;lh> 

 

________ R{nlWtJ my;yJ rpy;ypl;Lg; nghtJ nghy Vw;gl;ljh> 

 

________ khh;g[typ my;yJ mGj;jk; Vw;gl;ljh> 

 

________ eP’;fs; khpj;Jg; nghtPh;fs; vd;W gae;jPh;fsh> 

 

________ eP’;fs; tplhg;gpoaha; ,Uf;fpwPh;fs; my;yJ fl;Lg;ghl;il ,Ge;J 

tpLtPh;fs; vd gae;jPh;fsh> 

 

 kpf nkhrkhd jhf;Fjy; Vw;gl;l bghGJ/ bjhl’;fpaJ Kjy; vt;tst[ fhyk; 

ePoj;jJ> (mof;fo 10 epkpl’;fSf;Fk; Fiwthf>) 

 

 c’;;fSf;F gPjp jhf;Fjy; Muk;gkhtjw;F Kd;g[ VjhtJ nghij 

kUe;Jfnsh khj;jpiufnsh rhg;gpl;Oh;fsh> 



 

 (xU ehspy; vt;tst[ fhg;gp njePh; my;yJ nfhyh Foj;jPh;fs;>) 

 

 eP’;fs; neha;tha;g;gl;oUe;jPh;fsh> (kUj;Jth; vd;d Twpdhh;>) 

 

 gPjp jhf;Fjy; tUKd;g[ ,iyfspy; VjhtJ ,urhapd gFjpfs; ,Ue;jhy; 

eP’;fs; ve;j nghij kUe;njh my;yJ kUe;Jfnsh my;yJ figd; bghUl;fnsh> 

clw;nfhshnwh ,y;yhjpUe;j fhyj;jpy; vg;bghGjhtJ ,e;j gPjp jhf;Fjy; 

te;jjh> 

 nknyhl;lkhf ghh;f;Fk;nghJ bjspthf bjhpatpy;iybadpy; c’;fSf;F gPjp 

jhf;Fjy; tUbkd gae;J mjidj; jtph;j;j jUz’;fnsh my;yJ ,l’;fnsh 

cz;lh> 

 

 (eP’;fs; jtph;j;j my;yJ ahuhtJ xUth; Tl ,Uf;Fk;bghGJ kl;Lnk 

bra;aKoa[k; my;yJ c’;fisna gyhj;fhug; gLj;jp vy;yh fhhpa’;fisg[k; vdf;Ff; 

TW’;fs;) 

 

Fwpg;ghf brhy;y KoahJ vd;why; mJnghd;W VjhtJ _________ 

 

________ tPl;oy; jdpahf ,Uf;Fk;nghJ> 

 

________ bghpa filfspy; jdpahf bghUl;fis th’;Fk; nghJ> 

 

________ tPl;iltpl;L J}nu jdpahf elf;Fk; nghJ> 

 

________ behpryhd my;yJ mfykhd tPjpfis jdpahf flf;Fk;nghJ> 



 

________ Tl;lkhd ,l’;fspy; jdpahf ,Uf;Fk; nghJ _______ jpiu mu’;F/ 

njthyak; my;yJ cz;or;rhiyfs; nghd;w ,l’;fspy;/ 

 

________ bghJg; nghf;Ftuj;Jfis cgnahfpg;gJ ngUe;J. ,uapy;. my;yJ fhh; 

Xl;LtJ nghd;w rka’;fspy;> 

 

 bjspthf ,y;iybad;why; fle;j khjj;jpy; c’;fSf;F vj;jid gPjp 

jhf;Fjy;fs; Vw;gl;lJ> 

 

 ,Wjpahf gPjp jhf;Fjypd; mwpFwpfs; c’;fSf;F Vw;gl;lJ vg;nghJ> 

 

 fle;j Ie;J Mz;Lfspy; gPjpj; jhf;Fjy;. jhf;Fjy; Vw;gLk; vz;zk; ga 

czh;r;rp my;yJ gPjpj; jhf;Fjiy jtph;f;Fk; Kaw;rpahy; vt;tst[ fhyk; 

cghijf;Fs;shdPh;fs;> 

 

FwpaPl;L tpsf;f’;fis Tw Koa[kh>FwpaPl;L tpsf;f’;fis Tw Koa[kh>FwpaPl;L tpsf;f’;fis Tw Koa[kh>FwpaPl;L tpsf;f’;fis Tw Koa[kh>    

 

 mjpfgoahd gPjp jhf;Fjy; Kjd;Kiwahf tuj; bjhl’;fpabghGJ 

c’;fSf;F vj;jid taJ> (my;yJ tUk; vd;W vz;zp mjpf ftiy bfhz;lJ>) 

 

 jdpahf tPl;iltpl;L btspna brd;wnghJ/ Tl;lj;jpd; kj;jpapy; ,Ue;jnghJ/ 

thpirapy; epw;Fk;nghJ my;yJ ngUe;J my;yJ ,uapypy; gazk; bra;g[k;nghJ 

vg;bghGjhtJ gag;gl;lJ cz;lh> 

 

vJ elf;Fk; vd gae;jPh;fs;> 



 

 eP’;fs; jtph;j;j vy;yh fhhpa’;fisa[k; vdf;Ff; TW’;fs; (my;yJ eP’;fns 

tYf;fl;lhakhf bra;a Koe;jitfs;) 

 

(tPl;ow;F btspna vj;jidKiw jdpahf brd;wPh;fs;) 

 

 (c’;fSf;F mof;fo Jizahf Ms; njitg;gl;ljh>) (,t;tpj 

R{H;epiyfis my;yJ ,l’;fis jtph;j;jjhy; c’;fs; thH;f;ifapy; vt;tpj 

ghjpg;g[ Vw;gl;lJ>) 

 

 bjspthf ,y;yhtpl;lhy; fle;j khjj;jpy; eP’;fs; gPjpaila[k; R{H;epiyfis 

jtph;j;jJz;lh> 

 

,Wjpahf gPjp R{H;epiyia vg;nghJ jtph;j;jPh;fs;> 

 

 fle;j 5 Mz;Lfspy; eP’;fs; gag;gl;ljpd; fhuzkhf vt;tst[ fhyk; eP’;fs; 

,t;tpj R{H;epiyfis jtph;j;jPh;fs;> 

 

eP’;fs; FwpaPl;L msit Tw Koa[kh> 

 

Kjd;Kiw ,e;j gpur;rid te;jnghJ c’;fSf;F vj;jid taJ> 

 

 eP’;fs; bra;a gae;j fhhpa’;fs; my;yJ gpwh;Kd; ngRjy;. rhg;gpLjy; my;yJ 

vGJjy; nghd;wtw;wpy; ja’;fpa fhhpa’;fs; VjhtJ cz;lh> 

 

ntW VjhtJ>ntW VjhtJ>ntW VjhtJ>ntW VjhtJ>    



 

vijf; Fwpj;J ,J elf;Fk; __________ vd;W gae;jPh;fs;> 

 

 bghJ ,l’;fspy; ngRtjw;F kl;Lk; vd;why; (eP’;fs; mndfiu tpl kpft[k; 

trjpaw;wth; vd;W vz;qfpwPh;fsh> 

 

 gakhdJ kUj;Jt hPjpapy; bjspthf ,y;iybad;why; vt;tst[ c’;fs; 

thH;f;ifapy; ,ila{W bra;jJ/ 

 

 thH;f;ifapy; ,ila{W bra;fpwjpy;iybad;why; cz;ikapy; ve;j mst[ 

thH;f;ifapy; mJ c’;fis bjhy;iyaspj;jJ> 

 

 gPjpaspf;Fk; fhhpa’;fis vjph;j;j nghJ c’;fSf;F vg;bghGJk; gaczh;t[ 

,Ue;jjh> 

 

 bjspthf ,y;yhtpl;lhy; vijj; jtph;f;f ntz;o ,ay;g[ epiyapypUe;J 

khwpr; brd;wPh;fs; ________ 

 

,y;iy vdpy; vijr; ________ bra;tjw;Fk; kpft[k; fodkhf ,Ue;jJ> 

 

 eP’;fs; gag;gl;oUf;f ntz;oa mst[f;F nkyhf gPjpaila[k; 

bray;fisf;fz;L kpf mjpfkhf gae;jPh;fs; vd;W epidf;fpwPh;fsh> 

 

 bjspthf ,y;iybadpy; fle;j khjj;jpy; rKjha R{H;epiy rk;ge;jkhd 

gPjpapdhy; ghjpf;fg;gl;Oh;fsh> 

 



 filrpahf vg;bghGJ rKjha R{H;epiy gPjpapdhy; ghjpf;fg; gl;Oh;fs;> 

 

 fle;j 5 Mz;Lfspy; rKjha gPjpapd; mwpFwpfs; vt;tst[ fhyk; c’;fs; 

thH;f;ifapy; FWf;fplnth my;yJ mjpf bjhy;iy junth Muk;gpj;jJ/ 

 

FwpaPl;L vz;zpd; epiyia Tw ,aYkh>FwpaPl;L vz;zpd; epiyia Tw ,aYkh>FwpaPl;L vz;zpd; epiyia Tw ,aYkh>FwpaPl;L vz;zpd; epiyia Tw ,aYkh>    

 

 Kjd; Kiwahf rKjha gPjp R{Hypy; mtjpg;gl;lnghJ  c’;fSf;F vj;jid 

taJ> 

 

 tpkhdj;jpy; gwj;jy; c’;fs; ,l’;fs; ,uj;jk; ,Lf;fkhd ,l’;fs; 

rpytpjkhd kpUf’;fs; my;yJ g{r;rpfs; ,iy nghd;W ntW VjhtJ tp&a’;fspy; 

eP’;fs; gae;jPh;fsh> 

    

vd;d elf;fyhk; vd gae;jPh;fs;>vd;d elf;fyhk; vd gae;jPh;fs;>vd;d elf;fyhk; vd gae;jPh;fs;>vd;d elf;fyhk; vd gae;jPh;fs;>    

 

 kUj;Jt hPjpapy; gakhdJ bjspthf bjhpatpy;iy vd;why; elf;F[k; vd 

gae;jJ c’;fs; thH;f;ifapy; vt;tst[ ,ila{W Vw;gLj;jpaJ> 

 

eP’;fs; _________ I Fwpj;J gae;jjhy; vijahtJ jtph;j;jPh;fsh> 

 

 thH;tpy; ,ila{W bra;fpwjpy;iybad;why; eP’;fs; _________ If; Fwpj;J 

gae;jJ vt;tst[ c’;fis bjhy;iyg; gLj;jpaJ> 

 

gaK:l;Lk; fhhpa’;fis rkhspj;j nghbjy;yhk; eP’;fs; ftiyg; gl;Oh;fsh> 

 



 eP’;fs; eilKiwf;F mg;ghw;gl;L mijj; jtph;f;f ___________ 

(rhjhuzkhf eP’;fs; bra;ahj VnjDk; fhhpa’;fis gaj;jpd; fhuzkhf 

bra;jJz;lh>) 

 

,y;iy vd;why; _________ f;F vt;tst[ fodkhd c’;fSf;F ,Uf;fpwJ - 

,Ue;jJ> 

 

 _________ If; Fwpj;J eP’;fs; ,Ue;jpUf;f ntz;oajw;F khwhf eP’;fs; 

kpft[k; gae;jjhf vz;ZfpwPh;fsh> 

 

 bjspthf ,y;yhtpl;lhy; fle;j khjj;jpy; rhjhuz gPjpapdhy; 

ftiyg;gl;Oh;fsh> 

 

filrpahf vg;bghGJ rhjhuz gPjpapdhy; eP’;fs; ftiyg; gl;Oh;fs;> 

 

 fle;j Ie;J Mz;Lfspy;. rhjhuz gPjpahdJ c’;fs; thH;f;ifapy; 

vj;jid Kiw FWf;fpl;lJ my;yJ c’;fis ftiyg; gLj;jpaJ> 

 

FwpaPl;L vz;iz Fwpg;gpl Koa[kh>FwpaPl;L vz;iz Fwpg;gpl Koa[kh>FwpaPl;L vz;iz Fwpg;gpl Koa[kh>FwpaPl;L vz;iz Fwpg;gpl Koa[kh>    

 

rhjhuz gPjpapd; mwpFwpfs; Vw;gl;lnghJ c’;fSf;F vj;jid taJ> 

 

 eP’;fs; ntz;lhk; vd;W Kaw;rp bra;Jk; c’;fSf;F jpUk;gj; jpUk;g te;j 

bfhz;nlapUe;j g[j;jpaPdkhd vz;z’;fs; VjhtJ c’;fisf; ftiyg; 

gLj;jpaJz;lh vd;W ehd; c’;fsplk; ,g;bghGJ nfl;f tpUk;g[fpnwd;/ 

 



 cz;ikapnyna ahiuahtJ eP’;fs; tpUk;ghjpUe;Jk; g[z;gLj;JtJ my;yJ 

mKf;fp my;yJ fpUkpfshy; ghjpf;fg;gLtJ nghd;W mnfhu vz;z’;fs; vjhtJ 

cz;lh> 

 

 ,e;j vz;z’;fs; c’;fSf;F ,Ue;j bghGJ c’;fs; kdjpypUe;J 

mitfis btspnajs;s kpf fodkhf Kaw;rpj;jPh;fsh> (vd;d bra;a 

Kaw;rpj;jPh;fs;>) 

 

 bjspthf ,y;iybadpy; ,e;j vz;z’;fs; v’;fpUe;J te;jjhf 

vz;zpdPh;fs;> 

 

 ifia jpUk;gj; jpUk;g fGt[jy; my;yJ rhpahf bra;jPh;fsh ,y;iyah 

vd;W VjhtJ xd;iw mndfKiw nrhjpj;J ghh;j;jy; nghd;W VjhtJ xd;iw 

jilbra;a ,ayhky; jpUk;gpj; jpUk;gp vg;bghGjhtJ eP’;fs; bra;a 

ntz;oapUe;jjh> 

Mk; vd;why;Mk; vd;why;Mk; vd;why;Mk; vd;why;    eP’;fs; vd;d bra;a ntz;oapUe;jJ>eP’;fs; vd;d bra;a ntz;oapUe;jJ>eP’;fs; vd;d bra;a ntz;oapUe;jJ>eP’;fs; vd;d bra;a ntz;oapUe;jJ>    

(eP’;fs; mijr; bra;ahkypUe;jhy; vd;d ele;jpUf;Fk; vd gae;jPh;fs;>) (vj;jid 

Kiw eP’;fs; ________>) vt;tst[ neuk; xt;bthU ehSk; brytHpj;jPh;fs;>) 

 

 bjspthf ,y;iybad;why; eP’;fs; bra;a ntz;oajw;F nkyhf 

fl;lhag;gLj;jg;gLk; elj;ijfis bra;jjhf vz;ZfpwPh;fsh> 

(fl;lhak; epahakhdJ g[j;jpahdJ) vd;W vz;ZfpwPh;fsh> 

 

 fl;lhag;gLj;jg;gly; my;yJ gyKiwr; bra;a ce;jg;gLjy; vJt[k; ,y;iy 

vdpd; ghpnrhjpj;J tpl;L bghJthd gaFGg;gk; gFjpf;Fr; bry;yt[k;/ 

 



 c’;fs; thH;f;ifapy; ,e;j fl;lhag;gLj;jg;gly; my;yJ gyKiw bra;a 

ce;jg;gLjYf;F vd;d gyd; ,Ue;jJ> (mJ c’;fis mjpfk; ftiyg; 

gLj;jpajh>) 

 

 fl;lhag;gLj;jg;gLjy; my;yJ gyKiw bra;a ce;jg;gLjypy; vt;tst[ neuk; 

brytpLfpwPh;fs;> 

 

 c’;fs; fl;lhag;gLj;jg;gly; my;yJ gyKiw bra;a ce;jg;gLjy; fhuzkhf 

c’;fs; FLk;gj;jpy; ahuhtJ my;yJ c’;fs; ez;gh;fs; tHpkhwpr; bry;y 

ntz;oapUe;jjh> 

 

 bjspthf ,y;yhtpl;lhy; fle;j khj;jpy; fl;lhag; gLj;jg; gLjy; my;yJ 

gyKiw bra;a ce;jg;gLjy; fhuzkhf c’;fs; thH;tpy; VjhtJ ghjpg;g[ ,Ue;jjh>  

my;yJ c’;fis ftiyg;gLj;jpajh> 

 

    filrpahf vg;nghfilrpahf vg;nghfilrpahf vg;nghfilrpahf vg;nghJ gyKiw bra;a ce;jg;gLjy; my;yJ J gyKiw bra;a ce;jg;gLjy; my;yJ J gyKiw bra;a ce;jg;gLjy; my;yJ J gyKiw bra;a ce;jg;gLjy; my;yJ 

fl;lhag;gLj;jg;gly; fhuzkhf ftiyg;gl;Oh;fs;>fl;lhag;gLj;jg;gly; fhuzkhf ftiyg;gl;Oh;fs;>fl;lhag;gLj;jg;gly; fhuzkhf ftiyg;gl;Oh;fs;>fl;lhag;gLj;jg;gly; fhuzkhf ftiyg;gl;Oh;fs;>    

 

 fle;j Ie;J Mz;L fhyj;jpy; gy Kiw bra;a ce;jg;gLjy; my;yJ 

fl;lhag;gLj;jg;gLjy; vt;tst[ fhyk; c’;fs; thH;f;ifia ghjpj;jJ> my;yJ 

c’;fis mjpfkhf ftiyf;Fs;shf;fpaJ> 

FwpaPl;L vz; gw;wFwpaPl;L vz; gw;wFwpaPl;L vz; gw;wFwpaPl;L vz; gw;wpa tpsf;fk; Tw ,aYkh>pa tpsf;fk; Tw ,aYkh>pa tpsf;fk; Tw ,aYkh>pa tpsf;fk; Tw ,aYkh>    

 

 Kjy; Kiwahf fl;lhag;gLj;jg;gLjy; my;yJ gyKiw bra;a 

ce;jg;gLjyhy; c’;fs; thH;f;ifapy; ghjpg;g[ my;yJ c’;fis ftiyf;Fs;shd 

nghJ c’;fSf;F vj;jid taJ> 

 

fle;j MW khj fhyj;jpy; eLf;fkhfnth gakhfnth ,Ue;jPh;fsh>fle;j MW khj fhyj;jpy; eLf;fkhfnth gakhfnth ,Ue;jPh;fsh>fle;j MW khj fhyj;jpy; eLf;fkhfnth gakhfnth ,Ue;jPh;fsh>fle;j MW khj fhyj;jpy; eLf;fkhfnth gakhfnth ,Ue;jPh;fsh>    



 

 bfhL:ukhf elf;ff;Toa fhhpa’;fs; Fwpj;J ftiyg; gl;Oh;fs;> (mJ 

vt;tst[ cz;ikahdJ>) 

 

    fle;j MW khj’;fspy; eP’;fs; mndfkhf vy;yh ehl;fspYnk ftiyg; fle;j MW khj’;fspy; eP’;fs; mndfkhf vy;yh ehl;fspYnk ftiyg; fle;j MW khj’;fspy; eP’;fs; mndfkhf vy;yh ehl;fspYnk ftiyg; fle;j MW khj’;fspy; eP’;fs; mndfkhf vy;yh ehl;fspYnk ftiyg; 

gl;Lf; bfhz;oUe;jPh;fsh>gl;Lf; bfhz;oUe;jPh;fsh>gl;Lf; bfhz;oUe;jPh;fsh>gl;Lf; bfhz;oUe;jPh;fsh>    

 

,g;bghGJ eLf;fk; rhh;e;j rpy nfs;tpfs; c’;fsplk; nfl;fg; nghfpnwd;/ 

 

 __________ c’;fSf;F mof;fo eLf;fk; cjWjy; my;yJ Jog;g[ nghd;W 

tUtJz;lh> 

 

 __________ c’;fs; jirfs; mof;fo tpiwg;g[ jsh;t[ my;yJ typg;gJ 

cz;lh> 

 

 __________ eP’;fs; mof;fo clypy; mikjpapd;wp ,Ug;gJz;lh> epiyahf 

,Uf;f ,aytpy;iyah> 

 

 eP’;fs; eLf;fj;Jlndh my;yJ ftiya[lndh ,Ug;gjhf czUk; 

fhy’;fspy; _________ 

 

_________ K:r;Rg; gpur;rid nghy mof;fo czh;tjz;lh> 

 

_________ c’;fs; ,Ujak; mof;fo ,og;gJ my;yJ ntfkhf Jog;gJ cz;lh> 

 



 _________ mof;fo mjpfkhf tpah;g;gJz;lh> c’;fs; iffs; mof;fo 

Fsph;r;rpahf my;yJ gpR gpRg;ghf ,Uf;Fkh> 

 

_________ tha; mof;fo cyh;e;J nghfpwjh> 

 

_________ eP’;fs; mof;fo kaf;fkhf my;yJ FGk;gpa epiyapy; ,Uf;fpwJz;lh> 

 

_________ c’;fs; tapW mof;fo fy’;FtJ my;yJ c’;fSf;F Fkl;ly; my;yJ 

tapw;Wg;nghf;F tUfpwjh> 

 

_________ c’;fSf;F mof;fo clk;g[ R{lhtJ my;yJ rpy;ypl;Lg; nghtJ cz;lh> 

 

_________ tHf;fj;jpw;Fk; mjpfkhf eP’;fs; mof;fo rpW ePh; fHpg;gJz;lh> 

 

_________ c’;fSf;F tpG’;Ftjpy; my;yJ bjhz;il milg;gJ nghd;nwh 

tUtJz;lh> 

 

 eP’;fs; eLf;fkhf my;yJ gakhf czUk; fhy’;fspy; _________ eP;’;fs; 

KLf;fp tplg;gLtJ nghy my;yJ kWKidf;Fr; bry;tJ nghy mof;fo 

czh;fpwPh;fsh> 

 

________ jpOh; rj;j’;fs; mof;fo c’;fis mjph;t[ gLj;Jtjz;lh> 

 

________ eP’;fs; Cd;wp ftdpg;gjpy; gpur;rid my;yJ kdij bjspthf itg;gjpy; 

gpur;rid cz;lh> 



 

________ c’;fSf;F mof;fo J}f;fk; tUtjpy; my;yJ bjhlh;e;J J}’;Ftjpy; 

gpur;rid cz;lh> 

 

________ eP’;fs; mof;fo vhpr;ryilfpwPh;fsh> 

 

________ ,itfs; midj;Jk; vg;bghGJ Muk;gpj;jJ> 

 

 ,J  Muk;gpf;fKd; cly; epiy rhpapy;yhky; ,Ue;jPh;fsh> (kUj;Jth; vd;d 

Twpdhh;>) 

 

 VjhtJ kUe;Jfnsh my;yJ bjUkUe;Jfnsh vLj;jPh;fsh> (kUe;jpd; 

mstpy; VjhtJ khw;wk; cz;lh>) 

(vt;tst[ fhg;gp njePh; my;yJ nfhyh xU ehspy; rhg;gpLfpwPh;fs;>) 

 

 fle;j gy Mz;Lfshf c’;fs; cly; Mnuhf;fpak; vt;thW ,Ue;jJ> 

 

 cly; epiy rhpapy;iy vd;W vz;zp vj;jid Kiw kUj;Jtiu 

mqfntz;oapUe;jJ (vjw;fhf>) 

 

 Mk; vd;why; kUj;Jth; vd;d gpur;rid vd;W vy;yh Kiwa[k; fz;Lgpof;f 

Koe;jjh>  my;yJ ve;j gpur;rida[k; ,y;iy vd;W kUj;Jth; Twpa[k; eP’;fs; 

Vnjh gpur;rid ,Uf;fpwJ vd;gij ek;g[k; jUz’;fs; ,Ue;jjh> 

 

 c’;fs; cly; Mnuhf;fpak; Fwpj;J mjpf ftiyg;gLfpwPh;fsh> eP’;fs; mjpf 

ftiyg;gLtjhf c’;fs; kUj;Jth; epidf;fpwhuh> 



 

 Kjd;Kiwahf mjpf cly;eyg; gpur;rid my;y cly; eyf;nfL 

Vw;gl;lnghJ c’;fSf;F vj;jid taJ/ 

 

 xU kUj;Jthplk; neha; mwpFwpfisf; TwpdPh;fsh> vd;d neha; vd;W 

fz;lwpag;gl;lJ.  (kUj;Jth; vd;d fhuzj;jpdhy; vd;W Twpdhh;>) (ghpnrhjidfs; 

my;yJ vf;!;nuapy; VjhtJ Fiwfs; fhzg;gl;ljh> 

 

 (neha; mwpFwpfs; ,Ue;jnghJ VjhtJ kUe;J khj;jpiu my;yJ kJ 

rhg;gpl;Oh;fsh>) 

 

  

 

 neha; mwpFwpfs; clw;TW rk;ke;jg;gl;lJ vd;why; neha; mwpFwpfs; 

c’;fis vt;tst[ rpukg;gLj;jpaJ/ 

 

 gPjpjhf;Fjy; ,Ue;jpUe;jhy; gPjp jhf;Fjy; ,Ue;jnghJ kl;Lk;jhd; rpukk; 

,Ue;jjh> 

 

eP’;fs; mjw;bfd VjhtJ kUe;J rhg;gpl;Oh;fsh> 

 

mJ c’;fs; thH;f;ifapy; mjpf ,ila{W Vw;gLj;jpajh> 

 

 ehd; ,g;bghGJ c’;fsplk; fle;j rpy Mz;Lfshf ,Ue;j rpy Fwpg;gpl;l 

mwpFwpfs; gw;wp nfl;fg;nghfpnwd;/ 

 



,jdhy; c’;fSf;F mjpf bjhe;jut[ Vw;gl;ljh_________ 

__________ the;jp (eP’;fs; fh;g;gKwhj fhyj;jpy;) 

__________ tapw;W typ> (khjtplha; fhyj;ijr; nrh;ff ntz;lhk;) 

__________ Fkl;ly;> tapw;wpy; mRfk; vd vz;Zjy; Mdhy; cz;ikapnyna 

the;jp ,y;iy 

__________ mjpf tha[j;bjhy;iy my;yJ tapw;Wg; bgUf;fk;> 

__________ tapw;Wg; nghf;F> 

 

 c’;fis mRfg;gLj;jpajhy; rhg;gpl Koahky; ,Ue;j VjhtJ czt[g; 

bghUl;fs; cz;lh> mitfs; vit> 

 

vg;bghGjhtJ c’;fSf;F __________ 

_________ K:l;Lfs; jtpu if fhy;fspy; typ ,Ue;jjh> 

_________ KJF typapdhy; bjhy;iy Vw;gl;ljh> 

 

vg;bghGjhtJ c’;fSf;F __________ 

__________ K:l;Lfspy; typ ,Ue;jjh> 

__________ rpWePh;fHpf;Fk; nghJ typ ,Ue;jjh> 

__________ ntW v’;fhtJ typ ,Ue;jjh> (jiy typ jtpu) 

 

vg;bghGjhtJ eP’;fs; bjhy;iyfSf;F MshdJ _________ 

 

_________ K:r;rilj;jy;  (mjpf gapw;rp vJt[k; ,y;yhj nghJ) 



_________ c’;fs; ,Ujak; ntfkhf Jog;gJ ,og;gJ my;yJ Js;StJ> 

_________ be”;R typ> 

_________ kaf;fk;> 

 

c’;fSf;F vg;bghGjhtJ ___________ 

 

 mjpf kwjp nghd;w fhy’;fs; mjhtJ mndf kzpneuk; my;yJ 

ehl;fSf;Fg; gpwF Fwpg;gpl;l fhyj;jpy; rk;gtpj;j vija[nk “hgfj;jpw;F 

bfhz;Ltu ,aytpy;iyah> 

 

tpG’;Ftjpy; gpur;ridah> 

 

rpy epkpl’;fSf;F nky; bjhz;il (Fuy;) milj;Jf; bfhz;ljh> 

xU Fwpg;gpl;l fhyj;jpw;F Kw;wpYk; brtpL nghyhdPh;fsh> 

 

xU Fwpg;gpl;l fhyj;jpw;F ,ul;ilg; ghh;it ,Ue;jjh> 

k’;fpd ghh;it ,Ue;jjh> (c’;fSf;F K:f;Ff; fz;zho njit ,y;yhj nghJk;) 

 

rpy tpdhofSf;F nkyhf Kw;wpYk; FUlhf ,Ue;jPh;fsh> 

kaf;fKw;nwh my;yJ epidtw;nwh ,Ue;jPh;fsh> 

typg;g[ Vw;gl;ljh> 

elg;gjw;F gpur;rid Vw;gl;ljh> 

eP’;fs; tHf;fkhf J}f;Fk; bghUl;fis J}f;f Koahky; thjk; my;yJ nrhh;t[ 

Vw;gl;ljh> 



 

xU ehs; KGtJk; rpWePh; fGpf;f ,ayhky; vg;bghGjhtJ ,Ue;jjh> 

(gpurtk; my;yJ mWitrpfpr;irf;F gpwF my;yhky;) 

ehd; ,g;bghGJ ghy; (jhk;gj;jpak;) gw;wpa rpy nfs;tpfs; nfl;fg;nghfpnwd; 

 

c’;fs; ghy; cWg;g[fspy; my;yJ kythapy; vg;bghGjhtJ vhpr;ry; Vw;gl;ljh> 

(jhk;gj;jpa cwtpd; nghJ jtpu) 

 

 c’;fsJ jhk;gj;jpa thH;f;if Kf;fpakhdjhapUf;fpwJ my;yJ mJ 

,y;yhky; Tl ,Ue;jpUf;fyhk; vd;W TWfpwPh;fsh> 

 

mof;fo ghy; cwt[ bfhs;tJ rhPuj;jpy; typa[ilajhf ,Uf;fpwjh> 

 

 Mz;fSf;F Mz; cWg;g[ tpiwj;jy; ,ayhik nghdw ntW VjhtJ 

jhk;gj;jpa gpur;rid mof;fo Vw;gl;ljh> 

 

 c’;fsJ KjyhtJ Mz;L khjtplha; jtpu. c’;fSf;F kpft[k; typjUk; 

khjtplha;fs; ,Ue;jdth> 

 

 Mk; vd;why; mndf bgz;fSf;F Vw;gLtijtpl kpf mjpfkhfth> 

 

 khjtplhapd;nghJ mjpf ,uj;jg;nghf;F nghd;w VjhtJ cz;lh> 

 

 Mk; vd;why; mndf bgz;fSf;F Vw;gLtijtpl kpf mjpfkhfth> 

 



 FHe;ijfs; bgw;wpUe;jhy; VjhtJ fh;g;gfhyj;jpy; vy;yh ehSk; the;jp 

vLj;jPh;fsh> 

 

 bjhpahJ vd;why; fle;j MW khj’;fspy; c’;fSf;F mjpf cly;typ 

,Ue;jjh> 

(vg;bghGJ mJ Muk;gpj;jJ) 

 

kUj;Jthplk; typ gw;wp TwpdPh;fsh> 

 

 vd;d neha; vd;W fz;lwpag;gl;lJ> (typapd; fhuzj;ij kUj;Jth; 

Twpdhuh>) 

 

ghpnrhjid my;yJ vf;!;nuapy; VjhtJ Fiwfs; fhzg;gl;ljh> 

 

 clw;TW mwpFwpfs; VjhtJ ,Ue;jpUe;jhy; (typ kw;bwy;nyhUf;Fk; 

,Ug;gijtpl c’;fis mjpfk; (epiy) ftiyf;Fs;shf;fpajh> 

 

kUj;Jthplk; (mwpFwpfs;) gw;wp brhd;dPh;fsh> 

 

 vd;d neha; vd;W fz;lwpag;gl;lJ>  (kUj;Jth; mjw;Fhpa fhuzk; vd;d 

vd;W Twpdhh;>) 

 

nrhjid my;yJ vf;!;nuapy; VjhtJ Fiwfs; fhzg;gl;ljh> 

 

 neha; mwpFwpfs; ,Ue;jnghJ kUe;Jfs;. khj;jpiufs; my;yJ kJ nghd;W 

VjhtJ vLj;jPh;fsh> 



 

 clw;TW mwpFwpfs; VjhtJ ,Ue;jhy; clw;TW mwpFwpfs; c’;fs; 

thH;f;ifapy; vt;tst[ FWf;fpl;lJ> 

(clw;TW mwpFwpfs;) kw;bwy;yhiua[k; tpl c’;fis mjpfk; 

ftiyf;Fs;shf;fpajh> (epiy) 

 

,itfs; vy;yhk; vg;bghGJ Vw;gl;lJ> 

 

 cly;TW gpur;ridfshy; c’;fSf;F gpur;ridfs; ,Ug;gjhf TWfpwPh;fs;/.  

vd;d nfhshW vd;W vz;qfpwPh;fs;> 

 

(,itfs; xU jPtpu clw;nfhshW (neha;) fhuzkhf ,Uf;fyhk; vd;W 

vz;qfpwPh;fsh>) 

 

me;j mwpFwpfSf;F vd;d fhuzk; vd;W c’;fs; kUj;Jth; Twpdhh;> 

 

 kUj;Jtuhy; Twg;gl;lJ c’;fis nkYk; cWjpg;gLj;jpajh> (mJ 

c’;fSf;F Twg;gl;lnghJ ed;wha; ,Ug;gjhf czh;e;jPh;fsh ______) 

 

(,itfs; midj;Jk;  vg;bghGJ Muk;gpj;jJ>) 

 

 ,g;bghGJ c’;fs; czt[g; gHf;fk; kw;Wk; cly; vilg; gw;wp rpy nfs;tpfs; 

nfl;f tpUk;g[fpnwd;/ 

 

 c’;fSf;F ,Uf;f ntz;oa viliatpl kpff; Fiwthf vil ,Ug;gjhf 

kw;wth;fs; vz;zpa neu’;fs; cz;lh> 



 

 Mk; vd;why; mJ vd;d> c’;fSf;F vt;tst[ vil ,Ue;jJ> mg;bghGJ 

c’;fSf;F vj;jid taJ. eP;;’;fs; vt;tst[ cauk; ,Ue;jPh;fs;> 

 

mg;bghGJ kpft[k; gUkd; MtPh;fs; vd;W eP’;fs; kpft[k; gae;jPh;fsh> 

 

 kpff; Fiwthd vil ,Ue;jbghGJ eP’;fs; vt;thW njhw;wkspg;gjhf 

vz;zpdPh;fs;> (,d;Dk; eP’;fs; kpfg; gUkdhf my;yJ c’;fs; clypy; gFjpfs; 

gUkdhf ,Ug;gjhf czh;fpwPh;fsh>) 

 

bgz;fSf;F ,j;jlitf;F Kd;g[ c’;fSf;F khjtplha; ,Ue;jjh> 

mJ epd;wjh> (vt;tst[ fhyk;>) 

 

 bjspthf ,y;iybad;why; (fle;j khjj;jpy; c’;fSf;F cly; gUkdhFk; 

gak; Fwpj;j mwpFwpfs; VjhtJ ,Ue;jjh> 

 

,Wjpahf vg;bghGJ c’;fSf;F cly; gUkd; gak; gw;wpa mwpFwpfs; 3 vdf; 

Fwpf;fg;gl;lJ> 

 

 fle;j Ie;J Mz;Lfspy; c’;fSf;F ,Uf;f ntz;oaij tpl kpff;  

Fiwthf vil ,Ug;gjhf vt;tst[ fhyk; kf;fs; vz;zpdhh;fs;> 

 

(FwpaPl;L tpsf;fk; Tw Koa[kh>) 

 

 Kjd; Kiwahf cly; gUkd; Fwpj;j gaj;jpd; mwpFwpfs; Vw;gl;lbghGJ 

c’;fSf;F vj;jid taJ. 



 

 FWfpa neuj;jpy; mjpf czt[ cl;bfhz;lJ nghd;w rhg;gpLk; gpur;rid 

vg;bghGjhtJ ,Ue;jjh> 

 

 ,e;j  mjpfr; rhg;ghl;L gpur;ridapd;nghJ eP’;fs; fl;Lf;fl’;fhky; 

rhg;gpl;ljhf vz;ZfpwPh;fsh> 

 

 mjpfkhf rhg;gpLtjpd; tpisit vjph;j;J bray;gl ntz;o eP’;fs; VjhtJ 

bra;jPh;fsh> (the;jp vLg;gJ ngjp kUe;J rhg;gpLtJ/ fz;og;ghd czt[g;gHf;fk;. 

tpujk; ,Uj;jy;. my;yJ mjpf clw;gapw;rp nghd;witfs;>) 

 

 ,e;j neuj;jpy; xU thuj;jpy; ,U Kiwfshf K:d;W khj’;fs; c’;fSf;F 

mjpfkhf rhg;gpLk; epiy ,Ue;jjh> 

 

 (c’;fs; taJs;s) kw;w mndfiu tpl c’;fs; cly; totk; kw;Wk; vil 

Fwpj;J mjpf fhprid cilatuhf ,Ue;jPh;fsh> 

 

 bjspthf ,y;iy vd;why; fle;j khjj;jpy; ntfkhf mjpf mst[ 

cl;bfhs;Sk; mwpFwpfs; ,Ue;jjh> 

 

 ,Wjpahf vg;bghGJ ntfkhf mst[f;F mjpfk; rhg;gpLk; mwpFwpfs; 3 vd 

tiuaWf;fg;gl;lJ> 

 

 fle;j Ie;J Mz;Lfspy; vj;jid Kiw mjpfkhf. ntfkhf rhg;gpLk; 

jUz’;fs; ,Ue;jJ> 

 

eP’;fs; FwpaPl;L tpsf;fk; Fwpg;gpl Koa[kh> 



 

 Kjd; Kiwahf ntfkhf mjpfk; rhg;gpLk; nehapd; mwpFwpfs; Muk;gpj;j 

nghJ c’;fSf;F vj;jid taJ> 

 

(kd ,Wf;fk; fhhpa’;fSf;F neha; mwpFwpfSld; bjhlh;g[ cz;L vd;W 

vz;ZfpwPh;fsh>) 

 

 neha; mwpFwpfSf;F c’;fs; kPJk; c’;fs; ntiy bra;a[k; jpwik kPJk; 

vd;d bray;ghL ,Ue;jJ> 

 

 (,J nghd;w bray;ghL ,jw;FKd; gyKiw c’;fSf;F ,Ue;jjh>) 

 

 (,e;j neha; mwpFwpfs; kd ,Wf;fkhd fhhpa’;fs; epfGk; Kd;ng 

c’;fSf;F ,Ue;jdth>) 

 

 (mJ ,g;bghGjpypUe;J vt;tst[ fhykhf cs;sJ>) (kd ,Wf;fpfs; kw;Wk; 

kd ,Wf;fpfspypUe;J tUk; ,lh;ghLfSk;)) 

 

 

 

 

 

 

 

 



APPENDIX IV A 

DEMOGRAPHIC DATA 

1. Name  : 

2. Age  : 

3. Sex  : 0. Male 1. Female 

 
4. Religion : 1. Hindu 

2. Muslim 

3. Christian 

4. Others 

 
5. Class     : 

6. Father’s Occupation  : 

7. Mother’s Occupation  : 

8. Family income   : 

9. Number of siblings   : 

10. Type of family   : 

a. Nuclear   

b. Joined  

 

 

 

 

 

 

 

 

 



KNOWLEDGE SCALE REGARDING SUICIDE 

 
S. NO ITEMS TRUE FALSE 

 Factors Associated with high Suicide Risk   

1. Prestigious and Wealthy family background    

2. Family discord and turmoil    

3. Permissive parents    

4. Victim of physical and sexual abuse in childhood    

5. Recent disciplinary crisis resulting in Humiliation    

6. Substance abuse   

7. Break up of important relationship    

8. History of suicide attempts    

9. Depressive or other psychiatric disorder    

10. Large family    

11. Obesity   

 Warning Signs   

12. Giving away treasured possessions    

13. Spending lots of time with just one friend    

14. Participating in extreme, risky sports activities    

15. Withdrawal from friends and / or social activities    



16. Intense interest in films and computer games    

17. Verbal references to suicide   

18. Loss of interest in hobbies, work, school etc.    

 Beliefs about suicide   

19. People who talk about suicide are just trying to get 

attention  

  

20. Class discussions and literature on teen suicide should be 

avoided in schools because they may be triggers to 

suicidal behavior. 

  

21. If the person’s emotional state has improved, the risk of 

suicide will be minimal 

  

22. The more detailed a suicide plan, the greater the 

likelihood the adolescent will complete a suicide 

  

23. People who attempt suicide and survive will often make 

more attempts in future 

  

24. People who complete suicide always leave notes.    

25. Psychosocial stress such as failure in an exam or having 

debts may lead to suicide only if that person has some 

sort of mental illness 

  

 Interventions to Counsel suicidal teens   

26. Teenagers have to consider all their problems significantly    



27. They can talk directly about suicidal ideas   

28. Attend stress management workshops   

29. Do not develop personalized teacher student relationship   

30. Participate in a wide variety of extra curricular activities    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

APPENDIX IV B 

jw;bfhiy gw;wpa mwpt[jw;bfhiy gw;wpa mwpt[jw;bfhiy gw;wpa mwpt[jw;bfhiy gw;wpa mwpt[        

KNOWLEDGE SCALE REGARDING SUICIDE (TAMIL VERSION)    

t/ t/ t/ t/ 

vz;vz;vz;vz;    
bghUslf;fk;bghUslf;fk;bghUslf;fk;bghUslf;fk;    rhprhprhprhp    jtWjtWjtWjtW    

 jw;bfhiynahL rk;ge;jg;gl;l fhuzpfs;jw;bfhiynahL rk;ge;jg;gl;l fhuzpfs;jw;bfhiynahL rk;ge;jg;gl;l fhuzpfs;jw;bfhiynahL rk;ge;jg;gl;l fhuzpfs;      

1/ bry;thf;F kpFe;j FLk;g gpd;dzp   

2/ FLk;gf; FHg;gk; kw;Wk; gpur;ridfs;   

3/ mDkjp bfhLf;Fk; bgw;nwhh;   

4/ rpWtajpy; cly; kw;Wk; ghypay; bfhLikf;F cl;gLjy;   

5/ rkPgj;jpy; ey;byhGf;fk; nfl;ow;fhfj; jz;of;fg;gl;L. mjdhy; 

mtkhdk; Vw;gLjy; 

  

6/ nghijg;gHf;fk;   

7/ Kf;fpakhd cwt[fis cilj;bjwpjy;   

8/ Ke;ija jw;bfhiy Kaw;rp   

9/ kdr;nrhh;t[ my;yJ ntW VnjDk; kdneha;   

10/ bghpa FLk;gk;   

11/ mjpf cly; gUkd;   

 vr;rhpf;Fk; mwpFwpfs;vr;rhpf;Fk; mwpFwpfs;vr;rhpf;Fk; mwpFwpfs;vr;rhpf;Fk; mwpFwpfs;      

12/ brhe;jkhd (fUt{ykhd) cilikfisf; iftpLjy;   

13/ xnu ez;gUld; mjpf neuk; brytpLjy;   



14/ kpft[k; Mgj;jhd tpisahl;Lfspy; g’;nfw;wy;   

15/ ez;gh;fSlkpUe;Jk;. rK:fg; gzpfspypUe;Jk; tpyfpapUj;jy;   

16/ jpiug;glk; kw;Wk; fk;g;a{l;lh; tpisahl;oy; mjpf Mh;tk; 

fhl;Ljy; 

  

17/ jw;bfhiy gw;wpa ngr;R tpgu’;fs;   

18/ bghGJnghf;fpnyh. ntiy bra;tjpnyh. gs;sp bry;tjpnyh 

Mh;tk; ,y;yhjpUj;jy; 

  

 jw;bfhiy gw;wpa ek;gpf;iffs;jw;bfhiy gw;wpa ek;gpf;iffs;jw;bfhiy gw;wpa ek;gpf;iffs;jw;bfhiy gw;wpa ek;gpf;iffs;      

19/ jw;bfhiy gw;wp ngRgth;fs; kw;wthpd; ftdj;ij <h;f;fnt 

Kay;fpd;wdh; 

  

20/ gUt taJ khzth;fsplk; jw;fhiy gw;wp tFg;gpy; 

fye;JiuahLtJ. g[j;jf’;fisf; bfhLg;gJ Mfpatw;iw 

jtph;f;fg;glntz;Lk;/ vbddpy; mit khzth;fisj; jw;bfhiy 

bra;aj J}z;Lk; 

  

21/ xUthpd; czh;r;rp trg;gLk; epiy Fiwe;jhy;. jw;bfhiy 

bra;a[k; mghak; Fiwa[k; 

  

22/ gUt tajpdh; jw;bfhiy bra;a rhpahfj; jpl;lkpl;lhy;. mijr; 

bra;JtpLk; tha;g;g[ mjpfk; cs;sJ 

  

23/ jw;bfhiy bra;a Kad;W kPz;Lk; caph; thH;gth;fs; kPz;Lk; 

mof;fo jw;bfhiyf;F Kaw;rp bra;thh;fs; 

  

24/ jw;bfhiy bra;gth;fs; vnjDk; vGjptpl;Lr; brd;wpUg;ghh;fs;   

25/ xUtUf;F kdneha; ,Ue;jhy; kl;Lnk. rK:f. kdg;gpur;ridfs;. 

njh;tpy; njhy;tp kw;Wk; fld; bjhy;iy jw;bfhiyf;F 

miHj;Jr; bry;Yk;/ 

  

 jw;bfhiy bra;a KaYk; gUt tajpdiu Mw;Wg;gLj;Jk; tHp jw;bfhiy bra;a KaYk; gUt tajpdiu Mw;Wg;gLj;Jk; tHp jw;bfhiy bra;a KaYk; gUt tajpdiu Mw;Wg;gLj;Jk; tHp jw;bfhiy bra;a KaYk; gUt tajpdiu Mw;Wg;gLj;Jk; tHp 

Kiwfs;Kiwfs;Kiwfs;Kiwfs;    

  



26 ,isnahh; j’;fspd; midj;Jg; gpur;ridfisa[k; 

Kf;fpakhdjhff; fUjp. mtw;iwj; jPh;f;f ntz;Lk; 

  

27 jw;bfhiy vz;zk; vGe;jhy;. mij btspg;gilahfg; ngrp 

kw;wth;fsplk; bjhptpf;f ntz;Lk;/ 

  

28 kd mGj;j nkyhz;ikg; gapw;rpfspy; g’;F bfhs;s ntz;Lk;   

29 Mrphpah;fnshL jdpg;gl;l. rpwg;ghd cwit tsh;f;f ntz;Lk;   

30 gs;spapy; ghlk; kl;Lkpd;wp. tpisahl;L nghd;w gpw gapw;rpfspYk; 

Mh;tKld; <Lgl ntz;Lk;/ 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



APPENDIX V A 

ATTITUDE SCALE REGARDING SUICIDE 

INSTRUCTIONS: Given below are the statements about suicide. For each 

statement, kindly indicate the degree to which you agree by placing Tick (�) mark in 

column provided. There are no right are wrong answers.    

 

S.No ITEMS 
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1. Suicide is an acceptable way to end an 

incurable illness. 

      

2. If someone wants to commit suicide, it 

is his or her business and we should 

not interfere. 

      

3. Suicide behaviour in younger people is 

unacceptable.   

      

4. Potentially, any one of us can be a 

suicide victim. 

      

5. Suicide is a selfish behaviour.       

6. It is the professional duty health team 

to prevent any suicidal client from 

dying  

      

7. Those people who attempt suicide are        



usually trying to get sympathy from 

others.  

8. People, who attempt suicide are 

usually mentally ill.  

      

9. People should not have the right to 

take their own lives. 

      

10. Suicidal behaviour among younger 

people is particularly puzzling as they 

have everything to live for.   

      

11. People who attempt suicide and live 

should be required to undertake 

therapy to understand their inner 

motivation.  

      

12. People may believe that ones’ karma, 

black magic or evil eye cause suicides 

      

13. Suicidal behaviour is particularly 

difficult to deal with and requires 

specialist care.  

      

14. Suicidal behaviour is essentially a way 

of crying out for help.   

      

15. Suicide attempters who use public 

place (buildings or bridge) are more 

interested in getting attention.   

      



16. Often, it feels as though suicide 

attempters are trying to make 

someone else sorry.   

       

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX – V B 

 



ATTITUDE SCALE REGARDING SUICIDE (TAMIL VERSION) 

    

Fwpg;g[ Fwpg;g[ Fwpg;g[ Fwpg;g[         

fPnH jw;bfhiy gw;wpa rpy thf;fpa’;fs; bfhLf;fg;gl;Ls;sd. Xt;bthU 

thf;fpaj;jpw;Fk; bghUj;jkhd xU tpiliaj; njh;e;bjLj;J mjw;bfdf; 

Fwpf;fg;gl;l ,lj;jpy; � Fwpaplt[k;/ ,jpy; rhpahd tpilnah ,y;iy/ 

thpir thpir thpir thpir 

vz;vz;vz;vz;    
bghUslf;fk;bghUslf;fk;bghUslf;fk;bghUslf;fk;    
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1/ Fzg;gLj;j Koahj nehapypUe;J jPh;t[ bgw 

my;yJ tpLjiy bgw. jw;bfhiy xU 

Vw;Wf; bfhs;sg;gl;l tHpahFk;/ 

      

2/ xUth; jw;bfhiy bra;a KobtLj;;jhy; mJ 

mthpd; brhe;j tp&akhFk;/ kw;wth;fs; mjpy; 

FWf;fplf;TlhJ/ 

      

3/ ,isnahh; jw;bfhiy bra;tij Vw;Wf; 

bfhs;s KoahJ/ 

      

4/ ek;kpy; ahh; ntz;LkhdhYk; jw;bfhiy 

bra;a[k; mgha epiy Vw;glyhk;/ 

      

5/ jw;bfhiy xU jd;dyr; brayhFk;/       

6/ nehahspfs; jw;bfhiy bra;J bfhz;L 

,wg;gijj; jtph;g;gJ kUj;Jtf; FG 

gzpahsh;fspd; jiyaha flikahFk;/ 

      

7/ jw;bfhiyf;F Kaw;rp bra;gth;fs; kw;wthpd;       



,uf;fj;ijg; bgwnt Kay;fpd;wdh;/ 

8/ tHf;fkhf jw;bfhiy Kaw;rp bra;gth;fs; 

kdnehahspfns/ 

      

9/ j’;fsJ capiug; gwpf;Fk; (vLf;Fk;) chpik 

vtUf;Fk; ,y;iy/ 

      

10/ ,is”h;fSf;F thH;tjw;fhd vy;yh 

trjpfSk; (my;yJ) vy;yhk; ,Uf;Fk;nghJ 

Tl. mth;fs; jw;bfhiy bra;a Kay;tJ 

g[hpahj g[jpuhf cs;sJ/ 

      

11/ jw;bfhiyf;F Kad;W capnuhL 

,Ug;gth;fSf;F mth;fspd; MH;e;j 

nehf;fj;ij mwpe;J bfhs;tjw;fhf 

rpfpr;ir mspf;f ntz;Lk;/ 

      

12/ jw;bfhiyf;F xUthpd; fUknkh. khake;jpuk; 

my;yJ bra;tpidnah. kw;wth;fs; fz; 

itg;gnjh jw;bfhiyf;Ff; fhuzk; vd;W 

kf;fs; ek;g[fpd;wdh;/  

      

13/ jw;bfhiyr; braiyr; rkhspg;gJ kpff; 

fodkhFk;/ mjw;bfdj; jdpg;gl;l ftdk; 

brYj;j ntz;Lk;. 

      

14/ jw;bfhiyr; bray; Kf;fpakhf cjtpf;fhf 

kd;whLk; xU tHpahFk;/ 

      

15/ bghJ ,l’;fspy; (ghyk;. fl;ol’;fs;) 

jw;bfhiy bra;a Kay;gth;fs;. kw;wthpd; 

ftdj;ijg; bgWtjpy; mjpf mf;fiw 

fhl;Lfpwhh;fs;/ 

      

16/ tHf;fkhf jw;bfhiy Kaw;rp bra;gth;fs;. 

jkf;fhf ahiuahtJ kdk; tUe;jr; 

      



bra;tjw;F vLj;Jf; bfhs;Sk; Kaw;rpahf 

fUjg;LfpwJ/ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX – VI A 

CASE VIGNETTES 



 Please read the following three vignettes, and compare them in terms of 

the severity of risk for suicide.  In the blank provided, put a “1” in front of vignette 

(Rani, Ravi or Radha) you feel suggests the highest risk for suicide.  Then put a 

“2” next to the vignette for middle level (the next highest level & risk) and a “3” 

next to vignette you believe suggests the lowest risk of suicide. 

 

 Rani, is a 12th standard student Her mother phones you and says that she 

is worried about her daughter because Rani is sad, withdrawn and un 

Communicative.  Mother believed that Tani’s behavior is because of evil spiut 

and task her to the teuple.  It did not help her on enquiry from Rani’s friends, they 

came to know that Rani had a lone affaire with her neighbor which brake up 

recently.  When Rani was in 10th standard, she consumed 20 metacis talets 

because her father scolded her.  How would you rank Rani’s Risk for Avicide?  

 

 Ravi, a student at your school, has marks on his wrists.  Upon enquiry, he 

reveals that he felt sad and lonely, the previous day because he had fought with 

his friend.  So he hook a paper clip and made the mark.  Ravi, denies suicidal 

ideation and intent.  In comparison with the vignettes about Rani, Ravi and 

Radha, how would you rank Ravi’s risk for suicide? 

 

 Radha a plus one student has come to see you.  She appears to nervous 

and upset.  She tells you that, she had lost her gold chairs during school how, 

which her father has bought for her during her last Birthday.  Radha says that her 

father wold beat her very badly and she in afraid to go home.  She has also 

expressed to her friends that she would kill herself.  In compariten with the 

vignetles about Rani, Ravi and Radha, how would you rank Radha’s risk for 

Suicide? 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX – VI B 



CASE VIGNETTES (TAMIL VERSION) 

 

 fPnH bfhLf;fg;gl;l K:d;W epfH;t[fisa[k; thrpa[‘;fs; mjpy; jw;bfhiy 

mghaj;ij xd;nwhL xd;W xg;gpL’;fs;/ ve;j epfH;t[ kpf mjpf Mgj;jhdnjh mjd; 

Kd; 1 vdf; Fwpg;gpL’;fs; mjw;F mLj;J epiyapy; my;yJ eLepiy Mgj;ij  2 

vdf; Fwpg;gpLfs; kpft[k; Fiwthd Mgj;ij 3 vdf; Fwpg;gpL’;fs; 

1. uhzp 12 Mk; tFg;g[ khztp/ MstJ mk;kh c’;fisj; bjhiyngrpapy; 

miHj;J mtuJ kfs; uhzp vy;nyhhplkpUe;Jk; tpyfp kpft[k; nrhfkhf 

,Ug;gjhft[k; Kd;g[ nghy ahhplKk; ngRtjpy;iy vdt[k; ftiynahL 

bjhptpf;fpwhh;/ ,J bfl;l Mtpahy; ele;jpUf;fpwJ vd;W vz;zp mtisf; 

nfhtpYf;F miHj;Jr; brd;wpUf;fpwhh;/ mJt[k; ve;j tifapYk; cjttpy;iy/ 

uhzpapd; ez;gh;fsplj;jpy; tprhhpj;jjpy; uhzp mf;fk;gf;fj;jpypUf;Fk; 

xUtiuf; fhypj;J mJ rkPgj;jpy; cile;jjhf bjhpatUfpwJ/ mts; 10 Mk; 

tFg;g[ gof;Fk;nghJ rhg;gpl;oUf;fpwhs;/ ,e;jf; bfhiy mgahj;ij vg;go 

kjpg;gpLtPh;fs;> 

 

2. 11 Mk; tFg;g[ khzt[ uhjh c’;fisf; fhz tUfpwhs;/ mts; kpft[k; 

gjl;lkhff; fhzg;gLfpd;whs;/ MtsJ gpwe;j ehSf;F mg;gh th’;fpf; 

bfhLj;jj; j’;fr; brapisj; (khiyia) bjhiyj;Jtpl;ljhfr; brhy;fpwhs;/ 

mtsJ ez;gh;fsplk; mtisna mHpj;Jf; bfhs;s tpUk;g[tjhfr; brhy;yp 

,Uf;fpwhs;/ kw;w epfH;t[fnshL xg;gpLifapy; ,ij vg;go kjpg;gPLtPh;fs;> 

 

3. c’;fs; gs;spapy; gapYk; utp vd;w khztDf;F kzpf;foy; fhaj; jGk;g[ cs;sJ/ 

tprhhpj;Jg; ghh;j;jjpy; Ke;jpd ehs; ez;gndhL rz;ilapl;L tpl;L mjdhy; 

jdpikapy; nrhfkhf ,Ue;jhd;/ ,g;nghJ ngg;gh; f;spg;igf; (fhfpjk; khl;o) 

bfhz;Lf; ifiaf; fpHpj;jpUf;fpwhd;/ utp jdf;F jw;bfhiy vz;zk; 

vJkpy;iy vd kWf;fpwhd;/ mtd; tHf;fkhf Xust[ (ruhrhpf;F nkyhf 

ed;whfg; gog;ghd;. kw;w epfH;t[fnshL xg;gpLifapy; ,e;j mghaj;ij vg;go 

kjpg;gpLtPh;fs;> 

 

APPENDIX VII A 



STRUCTURED TEACHING PROGRAMME ON SUICIDE 

 

Topic     :  Suicide 

Group    : Students  

Size of the group   : 40-50 

Place     : Higher Secondary School, Kaniyambadi   

    and Higher Secondary School, Kilminal 

Method of Teaching : Lecture and Discussion  

Time     : 30 Minutes 

AV aids    : Charts  

 

General Objective  

 The students will acquire knowledge and develop positive attitude regarding 

suicide.  

 

Specific Objectives : The students will be above to  

1. Discuss the magnitude of suicide problem.  

2. Definite the terms related to suicide  

3. List down the risk factors for suicide  

4. List down the warning signs for suicide  

5. Explain the myths and facts about suicide  

6. Discuss intervention for suicide specially any teens.     

 

Introduction  

 Suicide is a major public health problem, in many developing countries. It 

accounts for over 8,00,000 deaths a year globally. According to WHO, suicide is among 

the top 10 causes of death in most countries. The WHO estimates that in 2020, 1.5 

million people are likely to commit suicide.  



 

Magnitude of the Problem 

 The suicide rates in India vary from 6.8 to 58.3 per 1,00,000. The suicide rates in 

Kaniyambadi block is very high compared to national rates. During the year 1994-99, the 

suicide rate was 95 per 1,00,000. The suicide rate among adolescent population was 

148/1,00,000 and 58/1,00,000 for women and men respectively. The suicide rate for 

people over 55 years was 189/1,00,000. 

 

Definitions   

• Suicide – The act of killing oneself voluntarily.  

• Suicide attempt – Any willful, self inflicted, life threatening attempt at suicide that did 

not lead to death.  

• Suicidal Ideation – Person’s thought regarding killing himself or herself.  

 

Risk Factors for Suicide  

• Previous suicide attempts  

• Family history of suicide  

• History of mental disorders, particularly depression  

• History of alcohol and substance abuse  

• History of childhood abuse  

• Recent disciplinary crisis resulting in humiliation  

• Disappointment in career or financial status  

• Substance abuse  

• Physical illness  

• Unemployment  

• Isolation, a feeling of being cutoff from other people. 

• Loss of a close relationship  

• Easy access to lethal methods  

• Family problems  

• Poor coping strategies  

 

Warning Signs  



• Suicidal talk  

• Preoccupation with death and dying  

• Giving away special possessions and making arrangements to take care of 

unfinished business. 

• Loss of interest in usual activities (work, school, hobbies etc) 

• Difficulty with sleep and appetite  

• Increased use of drugs  

• Expression of guilt, share and loss of self esteem 

• Hopelessness – no aspirations about future  

• Withdrawal from friends / social activities  

• Visiting or calling people one cares about  

 

Myths and Facts about Suicide   

Myths   - People who talk about suicide are just trying to get attention.  

Fact   - It is possible that they are trying to get attention but unless   

  someone gives them some attention, the consequences    

 could be fatal.   

 

Myths   - People who talk about suicide do not complete suicide  

Fact   - Many people who die by suicide have given definite   

   warnings of their intensions.   

 

Myths   - All suicidal individuals are mentally ill. 

Fact   - Most suicidal people are not psychotic or insane. They must  

   be upset, grief stricken, depressed and despairing.  

 

Myths   - People who attempt suicide and survive will oftentimes make  

  additional attempts  

Fact  - People who have made prior suicide attempts may be at a   

  greater risk of actually committing suicide  



 

Myth  - Asking people if they are thinking about suicide gives them  

   the idea for suicide  

Fact   - Brining up the subject of suicide and discussing it openly is  

   one of the most helpful things.   

 

Myth   - People who attempt suicide really want to die. 

Fact   - A very small number of people may want to die. The majority  

  desperately want the pain to stop but have given up hope    

 that it can stop.  

 

Myth   - Suicide always occurs without any warning signs.  

Fact   - There are almost always warning signs.  

Myth  - Once people decide to die by suicide, there is nothing you   

  can do to stop them. 

Fact   - Suicide can be prevented. Most people who are suicide do  

   not want to die.  

 

Myth   - Suicide only strikes people of a certain gender, race, age   

  financial status etc.  

Fact   - Suicide can strike anyone.  

 

Myth   - Young people never think about suicide, they have their   

  entire life ahead of them. 

Fact   - Suicide in the third leading cause of death for young people  

   aged 15-24. Sometimes children under 10 die by suicide. 

 

Myth   - People who are suicidal do not seek help.  



Fact   - Many people who are suicidal reach out for help.  

 

Myth   - There is little correlation between alcohol or drug abuse and  

   suicide 

Fact   - Often times people who die by suicide are under the   

   influence of alcohol or drugs. 

 

Myth  - It is best to keep someone’s suicidal feelings a secret 

Fact   - Never, ever keep someone’s or your suicidal thoughts and   

  feelings a secret. 

 

Myth   - People who complete suicide always leave notes.  

Fact   - Most people don’t leave notes.  

 

Myth  - Once the emotional state improves, the risk of suicide in   

  over.  

Fact  - The highest rates of suicide occur within about three months  

   of an apparent improvement in a severely depressed state.  

   Therefore, an improvement in emotional state doesn’t mean  

   a learned risk.     

 

Interventions to Prevent Suicide (Teenage) 

1. Teenagers must consider all their problems significantly and attempt to solve 

them.  

2. If they have suicidal thoughts, they must express it to their parents or teachers.  

3. They must seek help and concern from parents or teachers.  

4. Until they receive professional help, they must be under the vigilant care of 

parents.  

5. They can attend stress management workshop 

6. They must develop personalized teacher – student relationship 



7. They can participate in a wide variety of extra curricular activities in school 

8. They must seek remedial measures to alleviate feelings of frustration and low self 

esteem.    

 

Conclusion  

 Teachers play an important part in prevention, because they spend so much time 

with their students. They can also increase suicide awareness among students by 

introducing the topic in health classes (moral science). It is possible through the 

coordinated actions of parents, peers, school personnel and the community at large to 

reverse the growing time of suicide.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX VII B 

STRUCTURED TEACHING PROGRAMME (TAMIL VERSION) 



jw;bfhiyjw;bfhiyjw;bfhiyjw;bfhiy    

Kd;DiuKd;DiuKd;DiuKd;Diu    

 

 jw;bfhiy vd;gJ tsh;e;J tUk; ehLfspd; kpfg;bgUk; bghJ eyg; 

gpur;rid MFk;/ cyf mstpy; tUlj;jpw;F 8.00.000 MFk;/ mjpfkhd ,wg;g[fs; 

jw;bfhiyapd; fhuzkhf epfH;fpd;wd/ 

 

 cyf Rfhjhu epWtdj;jpd; (WHO) fzpg;gpd;go. mjpf ehL:fspy; epfGk; 

,wg;g[f;F Kjy; 10 fhuz’;fspy; xd;whfj; jw;bfhiy mikfpwJ/ 2020 Mk; 

Mz;oy;. 1.5 kpy;ypad; kf;fs; jw;bfhiy bra;a[k; tha;g;g[s;sjhf. cyf Rfhjhu 

epWtdk;; fzf;fpl;Ls;J/ 

 

gpur;ridapd; mst[ Kf;fpaj;Jtk;gpur;ridapd; mst[ Kf;fpaj;Jtk;gpur;ridapd; mst[ Kf;fpaj;Jtk;gpur;ridapd; mst[ Kf;fpaj;Jtk;    

 ,e;jpahtpd; jw;bfhiy tpfpjk;. xU yl;rk; kf;fl;bjhiff;F. 608 ypUe;J 

58/3 tiu ntWgLfwpJ/ njrpa tpfpjj;njhL (msnthL) xg;gpLk; nghJ. fzpak;gho 

bjhFjp gFjpapd; jw;bfhiy tpfpjk; kpf mjpfkhFk;/ 

 

 ,e;j gFjpapy;. 1994-1999 f;F ,ilg;gl;l fhyj;jpy;. jw;bfhiy tpfpjk;. xU 

,yl;rj;jpw;F 95 Mf ,Ue;jJ/ ,e;j tpfpjk; gUt taJ Mz;fsplk; 58 – 

1.00.000 Mft[k;. gUt taJ bgz;fsplk; 148 – 1.00.000 Mft[k;. kw;Wk; 55 f;F 

nkw;gl;l tajpdhplk; 185 -1.00.000 Mft[k;  ,Ue;jbjdf; fzf;fplg;gl;Ls;sJ/ 

 

tiuaiwtiuaiwtiuaiwtiuaiw    

jw;bfhiyjw;bfhiyjw;bfhiyjw;bfhiy    

 jw;bfhiy vd;gJ jd;dpr;irahf (my;yJ) jhdfnt kdKte;J. 

jd;idna mHpf;Fk; xU brayhFk;/ 



 

 

 

jw;bfhiy Kaw;rpjw;bfhiy Kaw;rpjw;bfhiy Kaw;rpjw;bfhiy Kaw;rp    

 KG kdJld;. jd;idna fhag;gLj;jpf; bfhz;L. ,wg;g[ epfHhtz;zk;. jd; 

capUf;Ff; nfL tpistpf;Fk; Kaw;rpna jw;bfhiy Kaw;rpahFk;. ,J mr;RWj;jy; 

my;yJ kpul;lyhft[k; ,Uf;fyhk;/ 

 

jw;bfhiy vz;zk;jw;bfhiy vz;zk;jw;bfhiy vz;zk;jw;bfhiy vz;zk;    

 jd;idj; jhnd mHpj;jy; Fwpj;J rpe;jpg;gjhFk;/ 

 

jw;bfhiyf;fhd fhuz’fs; (mghaf; fhuzpfjw;bfhiyf;fhd fhuz’fs; (mghaf; fhuzpfjw;bfhiyf;fhd fhuz’fs; (mghaf; fhuzpfjw;bfhiyf;fhd fhuz’fs; (mghaf; fhuzpfs;)s;)s;)s;)    

� Ke;ija jw;bfhiy Kaw;rp 

� FLk;g tuyhW 

� kdepiy ghjpg;g[. Fwpg;ghf kdr;nrhh;t[ 

� Fo kw;Wk; nghijg; gHf;fk; 

� FHe;ijg; gUtj;jpy; gl;l bfhLikfs; 

� rkPgj;jpy; ey;byhGf;ff; Fiwthy; Vw;gl;l mtkhdk; 

� ntiyapy; my;yJ gz tp&aj;jpy; Vkhw;wk; 

� cly; eyf; FiwghL 

� ntiyapd;ik 

� jdpik. kw;wthplkpUe;J xJf;fg;gl;l czh;t[ 

� beU’;fpa cwit ,Hj;jy; 

� capUf;F Mgj;J  tpistpf;ff; Toa tHpfis Rygkhf mq[f ,aYk; 

epiy 

� FLk;gg; gpur;ridfs; 

� gpur;ridiar; rkhspf;Fk; (je;;jpuk;) jpwik gytPdkiljy; 

 

vr;rhpf;Fk; mwpFwpfs;vr;rhpf;Fk; mwpFwpfs;vr;rhpf;Fk; mwpFwpfs;vr;rhpf;Fk; mwpFwpfs;    



� jw;bfhiy gw;wpa ngr;R 

� ,wg;g[ gw;wpa MH;e;j nahrid 

� cilik – brhj;ijf; iftpLjy; 

� Kof;fhj ntiy - tpahghuj;ijf; ftdpj;Jf;bfhs;s ntW Kd;ndw;ghL 

(my;yJ) Ms; epakdk; bra;jy;/ 

� tHf;fkhd gzpfspy; tpUg;gkpd;ik (ntiy. gs;sp. bghGJnghf;F) 

� grpapd;ik. cw’;Ftjpy; f&;lk; 

� mjpfkhd kUe;Jfis cgnahfpj;jy; 

� Ra bfsut ,Hg;g[. mtkhdk; kw;Wk; Fw;w czh;it btspg;gLj;Jjy; 

� ek;gpf;ifapd;ik. vjph;fhyk;. gw;wpa Mirapd;ik 

� ez;gh;fsplkpUe;Jk;. rKfg; gzpfpspypUe;Jk; xJ[‘;fpapUj;jy; 

 

jkf;F ntz;oath;fis nehpy; brd;W ghh;j;jy;. my;yJ (bjhiyngrpapy;) jkf;F ntz;oath;fis nehpy; brd;W ghh;j;jy;. my;yJ (bjhiyngrpapy;) jkf;F ntz;oath;fis nehpy; brd;W ghh;j;jy;. my;yJ (bjhiyngrpapy;) jkf;F ntz;oath;fis nehpy; brd;W ghh;j;jy;. my;yJ (bjhiyngrpapy;) 

miHj;jy;/miHj;jy;/miHj;jy;/miHj;jy;/    

jw;bfhiy gw;wpa bghJthdf; Tw;WfSk; cz;ikfSk; 

Tw;W jw;bfhiyiag; gw;wp ngRgth;fs; kw;wthpd; ftdj;ijg; bgwnt 

Kaw;rp bra;fpd;wdh;/ 

cz;ik mth;fs; kw;wthpd; ftdj;ijg; bgw Kaw;rp bra;fpwhh;fs;/ Mdhy;. 

ahnuDk; ftdk; brYj;jhf gl;rj;jpy;. tpist[fs; kpf 

nkhrkhdjhFk;/ 

 

Tw;W jw;bfhiy gw;wp ngRgth;fs; jw;bfhiy bra;a khl;lhh;fs;/ 

cz;ik jw;bfhiyahy; ,we;jth;fs;. ,wg;gjw;F Kd; j’;fs; nehf;fj;ij 

cWjpahf vr;rhpj;J ,Ug;gh;/ 

 

Tw;W jw;bfhiy bra;a[k; ahtUk; kd nehahspfns Mth;/ 

cz;ik jw;bfhiy bra;nthhpy; bgUk;ghyhndhh; kdnehahspfs; my;yh;/ 

mth;fs; kpft[k; Jaukile;J. kdk; nrhh;e;J. ek;gpf;if ,He;J 

jw;bfhiy bra;aj;Jzpfpd;wdh;/ 



 

Tw;W  jw;bfhiyf;F Kad;W. caph; gpiHj;jth;fs;. kPz;Lk; mof;fo mnj 

Kaw;rpapy; <LgLth;/ 

cz;ik Ke;ija jw;bfhiy Kaw;rpapy; <Lgl;lth;. jw;bfhiy bra;J 

caph;tpLk; mgha epiyapy; cs;sdh;/ 

Tw;W c’;fSf;Fj; jw;bfhiy vz;zk; cs;sjh  vd;W btspg;gilahff; 

nfl;lhy;. mJ mth;fisj; jw;bfhiy bra;aj; Jz;lyhk; mJ ehnk 

mth;fSf;F tHp brhy;tJ nghd;wjhFk;/ 

cz;ik jw;bfhiy vz;zk; gw;wpa ngr;ir btspf;bfhzh;e;J. mijg; gw;wp 

fye;JiuahLjy; kpft[k; gaDs;sjhFk;/ 

 

Tw;W jw;bfhiy Kaw;rp bra;gth;fs; cz;ikapnyna rhf tpUk;g[fpd;wdh;/ 

cz;ik kpfr; rpynu rhf ntz;Lbkd;W tpUk;g[fpd;wdh;/  gth; ntjidj; jPu 

ntz;Lbkd;W tpUk;g[fpd;wdh;/ Mdhy;. ek;gpf;if ,He;J jw;bfhiy 

Kaw;rpapy; <LgLfpd;wdh;/ 

 

Tw;W  jw;bfhiy vg;bghGJk; ve;j Kd;dwptpg;g[kpd;wp eilbgWk;/ 

cz;ik gy rka’;fspy; Kd;dwptpg;g[ld; jhd; eilbgWk;/ 

 

Tw;W  jw;bfhiyf;F Kay;nghh; xUKiw KobtLj;Jtpl;lhy;. mth;fis 

ahuhYk; jLf;f KoahJ/  

cz;ik jw;bfhiyiaj; jLf;f Koa[k;/ jw;bfhiyf;F KaYk; gyh; rhf 

tpUk;g[tjpy;iy/ 

 

Tw;W jw;bfhiy xU Fwpg;gpl;l ghypdk;. ,dk; my;yJ kjj;jpdiu kl;Lnk 

jhf;Fk;  

cz;ik jw;bfhiy ahiu ntz;Lbkd;whYk; jhf;fyhk;/ 



 

Tw;W  ,is”h;fs; jw;bfhiyiag; gw;wp rpe;jpg;J ,y;iy/ mth;fspd; 

thH;f;if mth;fspd; fz; Kd; cs;sJ/ 

cz;ik 15 - 24 taJf;Fl;gl;l ,is”h;fspd; ,wg;g[f;F Kd;whtJ 

fhuzkhfj; jw;bfhiy mikfpwJ/ rpy neu’;fspy; 10 taJf;Fk; 

Fiwe;j FHe;ijfs; Tl jw;bfhiyahy; ,wf;fpd;wdh;/ 

 

 

Tw;W  jw;bfhiyf;F Kay;gth;fs; cjtpia ehLtjpy;iy/ 

cz;ik jw;bfhiyf;F KaYk; bgUk;ghyhndhh; cjtpia ehLfpwhh;fs;/ 

 

Tw;W  jw;bfhiyf;Fk;. Fo my;yJ nghijg; gHf;fj;jpw;Fk; kpfr; rpwjsnt 

bjhlh;g[ cs;sJ/ 

cz;ik gy neu’;fspy; jw;bfhiy bra;J ,wg;gth;fs; kJ (m) nghijapd; 

trg;gl;L ,Ug;gh;/ 

 

Tw;W xUthpd; jw;bfhiy vz;zj;ij ,ufrpakhf itj;jpUg;gJ kpfr; 

rpwe;jJ/ 

cz;ik vtUk;. xU nghJk; jw;bfhiy vz;zj;ijj; j’;fSf;Fs; 

,ufrpakhf itj;jpUf;ff; TlhJ/ 

 

Tw;W  jw;bfhiy bra;J ,we;jth;fs; VjhtJ vGjptpl;Lr; 

brd;wpUg;ghh;fs;/ 

cz;ik mth;fs; vija[k; vGjpr; brd;wpUf;f khl;lhh;fs;/ 

 



Tw;W xUthpd; czh;r;rp tag;gLk; epiy fl;Lg;gLj;jg;gl;lhy;. me;j eghpd; 

jw;bfhiy mghak; Fiwa[k;/ 

cz;ik czh;r;rp tag;gLjy; rhpahfpf; bfhz;Lk; neuj;jpy; jhd; 

jw;bfhiyf;fhd mghak; mjpfhpf;Fk;/ 

 

gUt tajpdhplk; jw;bfhiyiaj; jLf;f nkw;bfhs;s ntz;oa tHpKiwfs;/gUt tajpdhplk; jw;bfhiyiaj; jLf;f nkw;bfhs;s ntz;oa tHpKiwfs;/gUt tajpdhplk; jw;bfhiyiaj; jLf;f nkw;bfhs;s ntz;oa tHpKiwfs;/gUt tajpdhplk; jw;bfhiyiaj; jLf;f nkw;bfhs;s ntz;oa tHpKiwfs;/    

1. ,isnahh; j’;fspd; midj;Jg; gpr;ridfisa[k; Kf;fpakhdjhf; fUjp. 

mtw;iwj; jPh;f;f Kay ntz;Lk;/ 

2. jw;bfhiy vz;zk; vGe;jhy;. mijg; gw;wp bgw;nwhhplnkh my;yJ 

Mrphpahplnkh btspg;gilahfg; ngr ntz;Lk;/ 

3. bgw;nwhh; my;yJ Mrphpahpd; mf;fiw kw;Wk; cjtpiag; bgw ntz;Lk;/ 

4. kd ,ay; kUj;Jt cjtp fpilf;Fk; tiu. bghpath;fs; my;yJ bgw;nwhhpd; 

fz;fhzpg;gpy; ,Uf;f ntz;Lk;/ 

5. kd mGj;jj;ij nkw;bfhs;s nkyhz;ikg; gapw;rpfspy; g’;F bfhs;s 

ntz;Lk;/ 

6. jdpg;gil Mrphpah; - khzth; cwit tsh;f;f ntz;Lk;/ 

7. gs;spapy; ghlj;jpy; kl;Lkd;wp tpisahl;L nghd;w gytpjkhdg; gapw;rpfspy; 

mth;fs; g’;nfw;f ntz;Lk;/ 

8. tpuf;jp czh;t[ kw;Wk; Rabfsutf; Fiwt[ ,tw;wpypUe;J btsptug; gapw;rp 

vLj;jf; bfhs;s ntz;Lk;/ 

 

Kot[iuKot[iuKot[iuKot[iu    

 

 jw;bfhiyiaj; jLg;gjpy; khzth;fs; bgUk;g’;F tfpf;fpwhh;fs;/ Vbddpy; 

Mrphpah;fs; khzth;fSld; mjpf neuk; brytpLfpwhh;fs;/ ey;byhGf;ff; fy;tp 

my;yJ kjpg;gPl;Lf; fy;tp tFg;g[fspy; ,e;j jiyg;gpy; ghlk; fw;gpg;gjd; Kyk;. 

mth;fs; khzth;fspilna jw;bfhiyj; jLg;g[ gw;wpa tpHpg;g[zh;it Vw;gLj;jyhk;/ 



bgw;nwhh;. ez;gh;fs;. gs;spapy; gzpg[hpnthh; kw;Wk; rKjhaj;jpd; xU’;fpize;j Tl;L 

Kaw;rpahy; jw;bfhiyiaj; jLf;f ,aYk;/ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX – VIII 

ETHICAL CLEARANCE  

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

APPENDIX IX A 

 

CONSENT FORM  



 

 

Dear Relative  

 

 I am doing a research on assessment of risk factors and ways to prevent suicide. 

This study will help to prevent suicide. Therefore I need your cooperation and also you 

can feel free to express your opinion concerning this issue. I assure you that 

confidentiality will be maintained.  

 

 I _______________ give my consent to participate in the research study to 

assess the risk factors for suicide and ways to prevent suicide and ways to prevent 

suicide.  

  

 The Ph.D. nursing student has explained in detail about the study and my role in 

it. I am participating in the study with my own will.  

 

 

          Signature 

Date   :  

Place  :   

APPENDIX – IX B 

CONSENT FORM (TAMIL VERSION) 

 



cwtpdnu. 

 ehd; jw;bfhiy bra;tjw;F J}z;Lk; fhuzpfisg; gw;wpa[k; mijj; 

jLg;gjw;fhd tHpfs; mikg;gijg; gw;wp Muha;r;rp bra;fpnwd;/ ,e;j Muha;r;rp 

jw;bfhiy epfH;it elg;gjw;F Kd;dnk Cfpj;Jj; jLf;f tHp bra;a[k; vd;nt 

c’;fSila xj;JiHg;g[ kw;Wk; btspg;gilahd fUj;Jf;fis gfph;e;J 

bfhs;S’;fs;/ eP’;fs; jUk; tpgu’;fis midj;Jk; ,ufrpakhfg; ghJfhf;fg;gLk;/ 

 

xg;g[jy; gotk;xg;g[jy; gotk;xg;g[jy; gotk;xg;g[jy; gotk;    

 Mfpa ehd/ jw;bfhiy bra;tjw;F J}z;Lk; fhuzpfisg; gw;wpa[k;. mijj; 

jLg;gjw;fhd tHpfs; mikg;gijg; gw;wpa[k; Muha[k; ,e;j Muha;r;rpg; gog;gpy; 

m’;fj;jpduhf ,Uf;f xg;g[f;bfhs;fpnwd;/ 

 

 brtpypah; KJfiy Muha;r;rpg; gl;lg;gog;g[ khztp. Muha;r;rp gw;wpa 

tptu’;fisa[k;. vdJ g’;F vd;d vd;gJ gw;wpa[k; bjhptpj;jhh;/ g’;F bgWtJ vdJ 

brhe;j tpUg;gk; vd;Wk; bjhptpf;fg;gl;lJ/ 

 

cwtpdh; ifbahg;gk; 

njjp : 

,lk; : 

 

 

 



 

 

   

 



 
APPENDIX – XI 

 
MAP OF STUDY AREA (KANYAMBADI BLOCK) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


