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A B S T R A C T   

The economic and social devastation wrought by the COVID-19 crisiscoupled with the unavailability of tradi-
tional coping resources is a “perfect storm” for suicide. Evidence suggests that its impact may be dispropor-
tionately high in low-and-middle-income countries. The study aimed to assess and compare nature and correlates 
of suicidesfrom news reportsduring the immediate pre-lockdown and lockdown phase of COVID-19 in 
Bangladesh and India. We performed analysis of suicide reports from purposively selected online vernacular and 
English newspapers of Bangladesh and two states/union territory in India, between January to June 2020. We 
divided the time period of observation into two phases: pre-lockdown and lockdown phase. Country wise 
findings between the two phases were compared in terms of demographic and characteristics of the reported 
suicide. 

A total of 769 news reports wereanalysed; 141 from Bangladesh and 628 from India. When compared to the 
pre-lockdown period, the odds of suicide by hanging was significantly higher during lockdownin India (adjusted 
Odds Ratios [aOR] = 3.8, p = 0.018) and Bangladesh (aOR = 3.1, p = 0.048). Suicide demographics in India 
were different from Bangladesh during lockdown; more males died by suicide in India (aOR = 2.7, p = 0.023) 
and more people died by hanging (aOR = 2.6, p = 0.029). The pandemic restrictions impacted suicide de-
mographics in the studied regions of India and Bangladesh. Further research using population-based time-series 
data are warranted to investigate the issue.   

1. Introduction 

Vulnerability to suicidal behaviour in the wake of the COVID-19 
crisis has been shown to vary across nations and settings. A study on 
Google search trends datain the early part of the COVID-19 pandemic 
noted an increase in several suicide risk factors that could potentially 
exacerbate long term suicide risk (Halford et al., 2020). Some of the 
population level risk factors identified for suicideduring thepandemic 
include female gender, COVID-19 positive status, hailing from a low 
socio-economic status, unemployment, disability, history of medical or 

psychiatric morbidity, and racial and ethnic factors (Iob et al., 2020). 
Further, changes like social isolation, lockdown resulting in scarcity of 
resources, stigma, discrimination, and stress related to COVID-19 have 
also been implicated (Thakur and Jain, 2020). Suicide rates are known 
to increase during pandemics which are periods of social and economic 
crisis (Cheung et al., 2008; Wasserman, 1992). Additionally, there is 
mass unemployment, exhaustion of resources, financial crisis, health-
care challenges, academic loss, and so on; all of which may negatively 
impact population mental health. 

Experts have opined that the impact may be worse in low resource 
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settings where the social and economic challenges owing to the 
pandemic are compounded by the lack of social safety and welfare nets 
(Gunnell et al., 2020). The impact is also worse in certain population 
sub-groups such as those with mental illnesses; such individuals are 
unable to access treatment adequately (Muruganandam et al., 2020; 
Sher, 2020) and this may worsen suicide risk. This effect may also be 
pronounced in low- and middle-income countries like India and 
Bangladesh, two densely populated nations with inadequate, inequi-
table health care systems and a high treatment gap for mental health 
disorders (Gautham et al., 2020; Hossain et al., 2014; Momotaz et al., 
2019; Murthy, 2017). Further, these countries are located in South-East 
Asia, a suicide dense region that contributes to nearly 40 % of global 
suicides (Vijayakumar, 2017). 

These considerations add context to the present study whereinour 
primary objective was to systematically compare patterns and trends in 
suicidal behavior between pre-COVID lockdown and lockdown periodin 
India and Bangladesh separately, by performing a content analysis of 
online published news reports of suicide.Additionally, we also aimed to 
perform a cross-country comparison of nature and correlates suicide in 
the pre-lockdown and lockdown periods. No such research has been 
carried out in these nations so far to the best of our knowledge; never-
theless, it has the potential to inform suicide prevention programs in 
these countries and may also have relevance for similarly resource 
constrained settings. 

2. Material & methods 

2.1. Study setting & data collection 

Relevant suicide reports were collected from online news portals of 
English and vernacular newspapers by a team of bilingual investigators 
from India and Bangladesh. In India, data were collected from two 
specified geographical regions: Uttar Pradesh and Puducherry, both of 
which have certain unique characteristics. Uttar Pradesh is the most 
populous state in India with a relatively low suicide rate whereas 
Puducherry is a small union territory of India with the dubious 
distinction of the country’s one of the high suicide rate (National Crime 
Records Bureau, 2020) and an annual suicide rate of nearly three times 
the national average in 2018 (National Crime Records Bureau, 2020). 
The newspapers of Bangladesh cover the whole country. There are lots of 
socio-cultural similarities between Bangladesh and India. Similarly, 
there are no major differences in terms of economics between the two 
countries. Both countries are placed under lower-middle income coun-
tries group in World bank report (World Bank, 2020). 

Because national lockdown was implemented in both Bangladesh 
and India on the same time (25th March 2020 for India and 26th March 
2020 for Bangladesh), we divided the time period of news publication 
into two phases: pre-lockdown period from January 1st, 2020 to March 
24th, 2020 and lockdown phase from March 25th, 2020 to June 30th 
2020, for both Bangladesh and India. In both countries, the enforcement 
of lockdown was not uniform; there were variations from rural to urban 
areas, between states, as well as small to large cities. Despite these 
variations, the impact of lockdown was significant on general popula-
tion, in both the countries. 

Only online versions of newspapers were scrutinized. Newspapers of 
four different languages (Hindi, Tamil, Bangla, English) were purpo-
sively selected; all of them were among the most widely read newspa-
pers in the respective countries and languages (Indian Readership 
Survey, 2019). We included all news articles that reported a suicide 
event (both suicide attempts and suicide) within the jurisdiction of each 
country during the relevant time periods. Reports about suicide by 
bombing and physician-assisted suicide were not found in the search and 
were intended to be excluded. 

2.2. Data extraction 

Following reviewing the content of the included news reports, data 
were extracted in a structured format under the following headings: 
country, region, date of publication of news report, name of the news-
paper, the language of the news report, particulars of the deceased (age, 
gender, marital status, education, occupation), risk factors, life events, 
mode of suicide, suicide note, presence of mental illness/substance use, 
type of suicide (complete, incomplete, extended), suicide-pact, and ho-
micidal act associated with suicide. Quality checking of data was done 
by two investigators (first and second author) and duplicate entries were 
removed.During data cleaning, duplicate suicide reports were removed 
by matching date & place of suicide, names (if available), age and 
gender. A total of 137 duplicate reports were removed. All the in-
vestigators (medical graduates, post-graduate trainees in psychiatry) 
involved in data collection underwent an initial online training session 
explaining the questionnaire responses and data coding. This session 
was led by a psychiatrist (first author) with prior experience in con-
ducting similar studies (Menon et al., 2020). Data collection was done 
using google forms. To check the understanding of the investigators, 
they were allowed to cross-check certain random entries of other in-
vestigators. Final cleaning of the data was done by the first author. 

2.3. Statistical analysis 

Data were analysed using Stata version 14.0 (Statacorp., Texas, 
United States). Categorical variables were summarized as frequency and 
percentages. Patterns of suicide as reported by media during the pre- 
lockdown and during lockdown were compared between countries as 
well as for each country separately. The association of various inde-
pendent variables with patterns of suicide was assessed using Chi-square 
test and unadjusted odds ratios with 95 % CI were calculated. Multi-
variable logistic regression analysis was performed by including the 
variables that had a p-value of less than 0.2 in unadjusted analysis and 
adjusted odds ratios(aOR) with 95 % CI were calculated. For risk factors, 
however, ORs were not calculated as one report could contribute several 
reasons for observed suicide. A p-value of less than 0.05 was considered 
statistically significant. 

2.4. Ethical approval 

As we have only used information available in the public domain, no 
formal ethical approval was sought. 

3. Results 

3.1. Sample description 

A total of 769 news reports were analysed from Bangladesh and 
India, of which 141 were from Bangladesh and 628 were from India 
(Fig. 1). From Bangladesh, only two news reports were in English and 
rest were in vernacular language (i.e. Bangla); hence, we excluded these 
two news reports from analysis, making the final sample of 139.The 
distribution ofvernacular Bangladeshi news reports were as follows: 
Bdnews24 (n = 13), Ittefaq (n = 13), Jagonews (n = 52), Jugantor (n =
10), KalerKantho (n = 26), Prothom Alo (n = 24) and RisingBD (n = 1). 
Thus, a total of 7 vernacular newspapers were analysed from Bangladesh 

Among news reports from India, 171 were in English and the 
remaining (n = 457) were in vernacular languages (Hindi - 303; Tamil - 
154). The distribution of suicide related news reports from the sampled 
vernacular newspapers in India were as follows: Dainik-Jagaran (Hindi, 
n = 247), Amar-Ujala (Hindi, n = 56), Daily-Thanthi (Tamil, n = 140), 
and Dinakaran (Tamil, n = 14). English news reports were extracted 
from the HindustanTimes (n = 95) andthe Times-of-India (n = 76).Thus, 
a total of 2 English and 4 vernacular newspapers were sampled from 
India. 
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3.2. Comparison between suicide patterns in India during pre-lockdown 
and lockdown period 

Compared to pre-lockdown period, the odds of suicide by hanging 
were significantly higher during the lockdown period in India (adjusted 
OR 3.8, p = 0.018) (Table 1). However, the odds of recovery of suicide 
note during lockdown period was lesser when compared to pre- 
lockdown(adjusted OR 0.34, p = 0.009).No significant differences 
were noted in demographic or newspaper reported risk factors for sui-
cide between the two time periods. 

3.3. Comparison between suicide patterns in Bangladesh during pre- 
lockdown and lockdown period 

The odds of suicide by hanging were significantly higher(adjusted 
OR – 3.1, p = 0.048) while suicide by poisoning was non-significant 
(adjusted OR – 3.3, p = 0.081) during lockdown period as compared 
to pre-lockdown period.No significant differences were noted either in 
demographics or other newspaper reported risk factors for suicide in 
Bangladesh during the two time periods of observation (Table 2). 

3.4. Comparison of pre-lockdown suicide patterns in Bangladesh and 
India 

The odds of suicide among those employed in India was 13.5 times 
that in Bangladesh (p = 0.002). The odds of completed suicide in India 
was 18.4 times that in Bangladesh (p = 0.027) (Table 3). Other pa-
rameters assessed did not distinguish the two countries. 

3.5. Comparison of suicide patterns during lockdown in Bangladesh and 
India 

During lockdown, the odds of suicide among Indian males was 2.7 
times that among Bangladeshi males; this finding was statistically sig-
nificant (p = 0.023) (Table 4). Likewise, the odds of suicide by hanging 
in India was 2.6 times that in Bangladesh (p = 0.029). 

Significant differences were found in newspaper reported risk factors 
for suicide in the lockdown period between the countries. It was 
observed that relational issues were the most common reasons for sui-
cide in both the countries while health issues were more commonly 
reported as a reason for suicide in India. The two groups did not differ on 
the other parameters assessed. 

Fig. 1. Word cloud analysis of frequencies of news items from sampled news-
papers of each country. 

Table 1 
Comparison between suicide patterns in India during pre-lockdown and lock-
down period.  

Parameters of 
assessment†

Pre- 
lockdown n 
(%) 

Lockdown n 
(%) 

OR (95 % CI) p-value 

Gender n ¼ 223 n ¼ 395   
Male 148 (66.4) 257 (65.1) 1 – 
Female 75 (33.6) 138 (34.9) 1.05 

(0.74− 1.49) 
0.290 

Marital status n ¼ 168 n ¼ 298   
Married 108 (64.2) 167 (56.0) 1 – 
Unmarried 58 (34.5) 119 (39.9) 1.33 

(0.89− 1.97) 
0.162 

Widow/Widower / 
Divorced / 
Separated 

2 (1.3) 12 (4.1) 3.88 
(0.85− 17.68) 

0.080 

Employment status n ¼ 164 n ¼ 252   
Student 39 (23.8) 54 (21.4) 1.07 

(0.66− 1.74) 
0.767 

Employed 108 (65.9) 139 (55.2) 1  
Housewife* 9 (5.5) 32 (12.7) 2.76 

(1.26− 6.03) 
0.011 

Unemployed* 8 (4.8) 27 (10.7) 2.62 
(1.15− 6.00) 

0.022 

Risk factors n ¼ 194 n ¼ 373   
Financial stress 31 (17.4) 39 (10.5) – 

0.055 
Health issues 32 (18.0) 75 (20.1) – 
Relational issue 87 (48.9) 196 (52.5) – 
Other issues 44 (24.7) 63 (16.9) – 
Life event n ¼ 205 n ¼ 359   

Present 135 (65.9) 259 (72.1) 
1.31 
(0.91− 1.90) 0.148 

Absent 69 (34.1) 100 (27.9) 1 – 
Mode of suicide n ¼ 216 n ¼ 391   

Hanging*** 135 (62.5) 278 (71.1) 
3.43 
(1.75− 6.72) 

<0.001 

Poisoning 36 (16.6) 45 (11.5) 2.08 
(0.96− 4.53) 

0.064 

Fire arm 25 (11.7) 15 (3.8) 1 – 

Others*** 20 (9.2) 53 (13.6) 
4.42 
(1.94− 10.04) <0.001 

Suicide note n ¼ 196 n ¼ 324  – 

Recovered* 29 (14.8) 29 (9.0) 
1.77 
(1.02− 3.06) 

0.042 

Not recovered 167 (85.2) 295 (91.0) 1 – 
Substance use n ¼ 178 n ¼ 283   

Present 22 (12.4) 33 (11.7) 
1.07 
(0.60− 1.90) 0.822 

Not present 156 (87.6) 250 (88.3) 1 – 
Mental illness n ¼ 184 n ¼ 289   
Present 15 (9.2) 64 (22.1) 1 – 

Not present*** 169 (91.8) 225 (77.9) 3.20 
(1.76− 5.82) 

<0.001 

Type of suicide n ¼ 220 n ¼ 398   
Complete 204 (92.7) 339 (85.2) 1 – 

Extended* 10 (4.5) 37 (9.3) 
2.23 
(1.08− 4.57) 0.029 

Incomplete 6 (2.7) 22 (5.5) 
2.21 
(0.88− 5.53) 

0.092 

Suicide – Pact n ¼ 205 n ¼ 337   

Present 17 (9.3) 38 (11.3) 1.41 
(0.77− 2.56) 

0.266 

Absent 188 (91.7) 299 (88.7) 1 – 
Homicide n ¼ 206 n ¼ 331   
Present 21 (10.2) 27 (9.2) 1 – 

Absent 185 (89.8) 304 (91.8) 
1.28 
(0.70− 2.33) 

0.422  

* p < 0.05. 
*** p < 0.00. 
† Numbers may vary for different parameters because all reports did not 

provide information for all parameters. 
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4. Discussion 

The findings of the study need to be evaluated keeping the following 
facts in mind.  

• The quality of reporting varies across the newspapers.  
• Multiple factors influence the quality of news reports. 

Table 2 
Comparison between suicide pattern in Bangladesh during pre-lockdown and 
lockdown period.  

Parameters of 
assessment†

Pre- 
lockdown n 
(%) 

Lockdown n 
(%) 

OR (95 % CI) p- 
value 

Gender n ¼ 44 n ¼ 95   
Male 16 (36.4) 42 (44.2) 1.39 

(0.66− 2.89) 
0.384 

Female 28 (63.6) 53 (55.8) 1 – 
Marital status n ¼ 39 n ¼ 81   
Married 20 (51.3) 46 (48.4) 1.18 

(0.55− 2.56) 
0.671 

Unmarried 18 (46.2) 35 (51.6) 1 – 
Widow/Widower/ 

Divorced/ 
Separated 

1 (2.5) 0 (0.0) – – 

Employment status n ¼ 36 n ¼ 74   
Student 17 (47.2) 28 (37.8) 1.10 

(0.17− 7.25) 
0.923 

Employed 7 (19.4) 19 (25.7) 1.81 
(0.25− 13.21) 

0.559 

Housewife 10 (27.8) 24 (32.4) 1.60 
(0.23− 11.08) 

0.634 

Unemployed 2 (5.6) 3 (4.1) 1  
Risk factors n ¼ 35 n ¼ 75   
Financial stress 2 (5.7) 9 (12.0) – 

0.489 
Health issues 3 (8.6) 9 (12.0) – 
Relational issue 21 (60.0) 34 (45.3) – 
Other issues 9 (25.7) 23 (30.7) – 
Life event n ¼ 36 n ¼ 76   

Present 25 (69.4) 57 (75.0) 
1.32 
(0.55− 3.18) 0.536 

Absent 11 (30.6) 19 (25.0) 1 – 
Mode of suicide n ¼ 42 n ¼ 90   

Hanging 25 (59.5) 63 (70.0) 
2.88 
(0.94− 8.78) 

0.063 

Poisoning 7 (16.7) 20 (22.2) 3.27 
(0.86− 12.35) 

0.081 

Fire arm 2 (4.8) 0 (0.0) – – 
Others 8 (19.0) 7 (7.8) 1  
Suicide note n ¼ 35 n ¼ 65   

Recovered 4 (11.4) 8 (12.3) 
1.09 
(0.30− 3.90) 0.897 

Not recovered 31 (88.6) 57 (87.7) 1 – 
Substance use n ¼ 34 n ¼ 59   

Present 3 (9.8) 1 (1.7) 5.61 
(0.56− 56.25) 

0.142 

Not present 31 (91.2) 58 (98.3) 1 – 
Mental illness n ¼ 34 n ¼ 93   

Present 5 (14.7) 14 (15.1) 
1.53 
(0.50− 4.68) 

0.454 

Not present 29 (85.3) 79 (84.9) 1 – 
Type of suicide n ¼ 44 n ¼ 88   
Complete 38 (86.4) 88 (100.0) – – 
Incomplete 6 (13.6) 0 (0.0) – – 
Suicide – Pact n ¼ 31 n ¼ 72   

Present 2 (6.5) 6 (9.3) 
1.32 
(0.25− 6.92) 0.744 

Absent 29 (93.5) 66 (91.7) 1 – 
Homicide n ¼ 35 n ¼ 71   

Present 4 (11.4) 5 (7.0) 1.70 
(0.43− 6.79) 

0.45 

Absent 31 (88.6) 66 (93.0) 1 –  

† Numbers may vary for different parameters because all reports did not 
provide information for all parameters. 

Table 3 
Comparison of pre-lockdown suicide pattern of Bangladesh and India.  

Parameters of 
assessment†

India n 
(%) 

Bangladesh n 
(%) 

OR (95 % CI) p-value 

Gender n ¼
223 

n ¼ 44   

Male*** 148 
(66.4) 

16 (36.4) 3.43 
(1.74− 6.73) 

<0.001 

Female 75 
(33.6) 

28 (63.6) 1  

Marital status n ¼
168 

n ¼ 39  – 

Married 108 
(64.3) 

20 (51.3) 2.70 
(0.23− 31.20) 

0.426 

Unmarried 58 
(34.5) 

18 (46.1) 1.61 
(0.14− 18.82) 

0.704 

Widow/Widower / 
Divorced / Separated 

2 (1.2) 1 (2.6) 1 – 

Employment status n ¼
164 

n ¼ 36   

Student 39 
(23.8) 

17 (47.2) 2.55 
(0.88− 7.40) 

0.085 

Employed*** 108 
(65.9) 

7 (19.4) 17.14 
(5.26− 55.86) 

<0.001 

Housewife 9 (5.5) 10 (27.8) 1 – 
Unemployed 08 (5.0) 2 (5.6) 4.44 

(0.74− 26.68) 
0.103 

Risk factors n ¼
174 

n ¼ 35   

Financial stress 31 
(17.8) 

2 (5.7) – 

0.056 
Health issues 

32 
(18.4) 3 (8.6) – 

Relational issue 87 
(50.0) 

21 (60.0) – 

Others 24 
(13.8) 

9 (25.7) – 

Life event 
n ¼
205 n ¼ 36   

Present 
136 
(66.3) 

25 (69.4) 
1.15 
(0.54− 2.48) 

0.716 

Absent 69 
(33.7) 

11 (30.6) 1 – 

Mode of suicide n ¼
216 

n ¼ 42   

Hanging 
135 
(62.5) 25 (59.5) 

2.16 
(0.86− 5.44) 0.102 

Poisoning 
36 
(16.7) 

7 (16.7) 
2.06 
(0.65− 6.51) 

0.220 

Fire arm 25 
(11.6) 

2 (4.7) 5.00 
(0.95− 26.23) 

0.057 

Others 20 (9.3) 8 (19.1) 1 – 

Suicide note 
n ¼
196 n ¼ 35   

Recovered 
29 
(14.8) 4 (11.4) 

1.34 
(0.44− 4.09) 0.601 

Not recovered 167 
(85.2) 

31 (88.6) 1 – 

Substance use n ¼
178 

n ¼ 34   

Present 22 (8.8) 3 (12.4) 
1.46 
(0.41− 5.17) 0.560 

Not present 
156 
(91.2) 

31 (87.6) 1 – 

Mental illness n ¼
184 

n ¼ 34   

Present 15 (8.1) 5 (14.7) 1.19 
(0.66− 5.76) 

– 

Not present 
169 
(91.9) 29 (85.3) 1 – 

Type of suicide 
n ¼
220 

n ¼ 44   

Complete** 204 
(92.7) 

38 (86.4) 5.37 
(1.64− 17.53) 

0.005 

Extended 10 (4.6) 0 (0.0) – – 
Incomplete 6 (2.7) 6 (13.6) 1 – 
Suicide – Pact n ¼ 31   

(continued on next page) 
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• The degree of adherence to media reporting guidelines also varies 
among newspapers. 

However, in our recent studies on media reports, we found that most 
of the newspapers have poor adherence to media reporting guidelines 
(Arafat et al., 2020a). This phenomenon has been widely in various 
newspapers of South-East Asia with little variations (Arafat et al., 2020a; 
Menon et al., 2020). 

The main findings of the study were that several significant changes 
in suicide demographics and clinical characteristics were observed in 
India following the imposition of national lockdown; however, no such 
changes were noted in Bangladesh. This included more suicides among 
the housewives and unemployed; a greater proportion of suicides by 
hanging and extended suicides; higher proportion leaving a suicide note 
and, notably, decreased odds of suicide associated with mental illness 
during the lockdown, when compared to pre-lockdown period. Further, 
compared to Bangladesh, a significantly greater proportion of males and 
those employed committed suicide in India during both time periods; in 
contrast, suicides among the unemployed were greater in India only 
during the lockdown period. Interestingly, reasons for suicide also 
differed between countries during lockdown; health issues were more 
commonly incriminated in India compared to Bangladesh. 

There is a dearth of systematic research on suicides during the 
COVID-19 pandemic, particularly in low- andmiddle-income countries 
like Bangladesh and India. Prior case reports of COVID-19 associated 
suicide in Bangladesh and India have noted possible reasons for suicide 
such as fear of having COVID-19, financial strife, unemployment, aca-
demic loss and psychological distress (like guilt, shame, frustration, 
fear) are available (Bhuiyan et al., 2020; Dsouza et al., 2020; Lath-
abhavan and Griffiths, 2020; Mamun and Griffiths, 2020; Monjur, 2020; 
Menon et al., 2021). Our findings agree with these reports and suggest 
that relationship issues, health concerns and financial issues are the 
most common reasons for suicide, though health concerns were more 
commonly reported from India. 

Previous print media based studies from Bangladesh reveal a similar 
demographic and clinical risk factor profile for suicide aligned with our 
findings in the pre-lockdown period (Arafat et al., 2020b, 2018; Arafat, 
2019). No nationwide media reporting study is available from India, 
possibly owing to the size and diversity of the country. Few available 
studies from individual Indian states using the psychological or verbal 
autopsy method have noted a greater proportion of suicide deaths 
among males (Prasad et al., 2006; Soman et al., 2009) and hanging and 
insecticide poisoning being the favoured methods of suicide (Prasad 
et al., 2006). A nationally representative Indian survey using verbal 
autopsy method found a lower male to female ratio and greater pro-
portion of suicide among the young (Patel et al., 2012). Similar findings 
have been noted in studies using information available from national 

Table 3 (continued ) 

Parameters of 
assessment†

India n 
(%) 

Bangladesh n 
(%) 

OR (95 % CI) p-value 

n ¼
205 

Present 17 (8.3) 2 (6.5) 1.31 
(0.28− 5.97) 

0.726 

Absent 188 
(91.7) 

29 (93.5) 1 – 

Homicide n ¼
206 

n ¼ 35   

Present 21 
(10.2) 

4 (11.4) 1.14 
(0.37− 3.54) 

0.825 

Absent 185 
(89.8) 

31 (88.6) 1 –  

** p < 0.01. 
*** p < 0.001. 
† Numbers may vary for different parameters because all reports did not 

provide information for all parameters. 

Table 4 
Comparison of suicide pattern during lockdown period in Bangladesh and India.  

Parameters of 
assessment†

India n 
(%) 

Bangladesh n 
(%) 

OR (95 % CI) p-value 

Gender n ¼
395 

n ¼ 95   

Male*** 257 
(63.6) 

42 (44.2) 2.35 
(1.49− 3.70) 

<0.001 

Female 138 
(36.4) 

53 (55.8) 1 – 

Marital status n ¼
298 

n ¼ 81   

Married 167 
(56.0) 

46 (48.4) 1.07 
(0.65− 1.76) 

0.797 

Unmarried 119 
(39.9) 

35 (51.6) 1 – 

Widow/Widower / 
Divorced / Separated 

12 (4.1) 0 (0.0) – – 

Employment status n ¼
252 

n ¼ 54   

Student 54 
(21.4) 

8 (14.8) 1.45 
(0.72− 2.90) 

0.301 

Employed*** 139 
(55.2) 

19 (35.2) 4.67 
(2.69− 11.21) 

<0.001 

Housewife 32 
(12.7) 

24 (44.4) 1  

Unemployed** 27 
(10.7) 

3 (5.6) 6.75 
(1.83− 24.89) 

0.004 

Risk factors n ¼
373 

n ¼ 75   

Financial stress 39 
(10.5) 

9 (12.0) – 

0.028 

Health issues 
75 
(20.1) 

9 (12.0) – 

Relational issue 196 
(52.5) 

34 (45.3) – 

Other issues 
63 
(16.9) 23 (30.7) – 

Life event** 
n ¼
359 n ¼ 76  

Present 259 
(66.2) 

57 (75.0) 1 

Absent 100 
(33.8) 

19 (25.0) 1.16 
(0.66− 2.04) 

0.612 

Mode of suicide 
n ¼
391 n ¼ 90   

Hanging 
278 
(71.1) 63 (70.0) 

1.96 
(1.08− 3.55) – 

Poisoning 45 
(11.5) 

20 (22.2) 1 – 

Fire arm 15 (3.8) 0 (0.0) – – 

Others* 
53 
(13.6) 7 (7.8) 

3.37 
(1.30− 8.68) 0.012 

Suicide note 
n ¼
324 n ¼ 65   

Recovered 29 (9.0) 8 (12.3) 
0.70 
(0.30− 1.61) 

0.402 

Not recovered 295 
(91.0) 

57 (87.7) 1  

Substance use*** 
n ¼
283 n ¼ 59   

Present 
33 
(11.7) 1 (1.7) 

7.66 
(1.03− 57.13) 0.047 

Not present 250 
(88.3) 

58 (98.3) 1 – 

Mental illness*** n ¼
289 

n ¼ 93   

Present 
64 
(22.1) 14 (15.1) 

1.08 
(0.56− 2.07) 0.824 

Not present 
225 
(77.9) 79 (84.9) 1 – 

Type of suicide n ¼
398 

n ¼ 95   

Complete 339 
(85.2) 

88 (92.6) 1.23 
(0.51− 2.96) 

0.651 

Extended 37 (9.3) 0 (0.0) – – 
Incomplete 22 (5.5) 7 (7.4) 1 – 

(continued on next page) 

S.K. Kar et al.                                                                                                                                                                                                                                   



Asian Journal of Psychiatry 60 (2021) 102649

6

suicide databases in India (Arya et al., 2019, 2018). An Indian study, 
evaluated the published suicide reports from google database during 
12th March 2020 to 11th April 2020 as a pilot study and described 
various psycho-social attributes of suicide during COVID-19 pandemic 
(Rajkumar, 2020). This study included a total of 49 media reports and 
evaluated the reports in the context of stress-diathesis model (Rajkumar, 
2020). However, to the best of our knowledge, none of the study eval-
uated the change of trend of suicide from pre-lockdown to lockdown 
phase, globally. 

Our study, though different from the above studiesin terms of the 
methodology employed, also attempted to evaluate changes in suicide 
trendsdue to the imposition of national lockdown; an infection 
containment strategy. Hence, our time period of observation was 
shorter. Some of our major findings can be explained due to the physical 
effects of the lockdown; as an example, the relatively greater proportion 
of suicides due to hanging in India and Bangladesh during lockdown 
may be due to difficulty in procuring poisonous compounds or firearms 
owing to the restrictions imposed. 

Notably, a greater proportion of suicides during lockdown in India 
was not associated with mental illness. This points to a greater role for 
socio-cultural factors such as economic adversity, social disruptions, 
interpersonal issues and stressful life events in triggering suicides in the 
Indian setting; the effects of which may be more pronounced in in-
dividuals harbouring maladaptive personality traits such as impulsivity 
(Kattimani et al., 2015). No such findings were noted, however, in 
Bangladesh. 

Overall, significant changes were noted in demographics of suicidal 
behavior between pre-lockdown and lockdown phases in India; but not 
Bangladesh. Several factors may account for these variations. First, the 
intensity and implementation of lockdown rules and containment stra-
tegies may vary between countries; these would directly impact liveli-
hood and job opportunities. Second, the number of media reports from 
Bangladesh were comparatively fewer lending decreased statistical 
power to detect differences, if any. Third, religion may exert a protective 
effect on suicides, particularly during times of distress. Bangladesh is a 
Muslim majority nation and suicide is strictly prohibited among Mus-
lims. Nevertheless, prior studies from Bangladesh (Arafat, 2019), have 
shown that suicide remains a major public health issue. In light of these 
findings, further studies are warranted to explain the observed lack of 
impact of COVID-19 lockdown on suicidality in Bangladesh. 

The study findings must be interpreted in light of itslimitations. First, 
we have covered only online newspapers due to resource constraints and 
other forms of mass media such as radio were not analysed. Next, we 
have purposively selected the dailies to be included and therefore, the 
results may not extend to other forms of print media, such as tabloids or 
evening dailies, which also enjoy a considerable readership. Further, 

data from mass media reports may not be accurately representative of 
the suicidal events in the community (Armstrong et al., 2019). Also, 
there may be reporting bias about mental illness, substance use, risk 
factors, and life events, etc. in the newspapers. Seasonal variations, 
socio-economic and political factors may too, influence the variation of 
suicide from pre- to post-lockdown period. Finally, single investigators 
were involved in the granular analysis and coding of data for every 
newspaper report and thus some observer bias is inevitable. We tried to 
minimize this bias in three ways;by conducting an initial online orien-
tation session as mentioned before; designing the individual questions in 
such a way that all items were either coded as present/absent or under 
simple and clear headings (such asemployed/housewife/student/u-
nemployed), thus minimizing the need for complex coding; and finally, 
creating an online group where investigators were encouraged to share 
their queries that arose during the data collection process – because all 
the authors were part of the group, it not only helped to clarify queries 
but also assisted investigators to learn from each other’s queries. The 
newspaper reporting standards advocate that confidentiality should not 
be violated but many newspapers do not comply (Arafat et al., 2020a; 
Menon et al., 2020; Menon et al., 2021). So effective reporting does not 
report on risk factors, most of which are confidential in nature (other 
than sociodemographic factors and recent stresses). Newspapers again 
do not publish credible evidence of the deceased’s mental illness. Good 
forms of reporting value the deceased’s privacy. Newspaper accounts 
are often not accurate with respect to investigating the existence of 
mental illness in the deceased. There could be fresh onset mental illness 
during the lockdown era that could have been undiagnosed or untreated. 
Hence, these should be interpreted cautiously. Newspapers should not, 
for these reasons, be considered a highly credible source of risk factors. 

Our findings provide preliminary evidence that may have implica-
tions for suicide prevention efforts in the region.Considering the find-
ings of this study, future research may attempt to explore the attributes 
of suicide during large calamities by obtaining information from more 
reliable sources covering a larger population.In resource constrained 
settings, the role of technological approaches, such as artificial intelli-
gence, may help in surmounting barriers to care and assist in taking care 
delivery to the doorstep of those who need it the most (Ćosić et al., 
2020). Also, there is need of collaboration between the press and media 
houses with the mental health professionals for increasing awareness 
among the journalists about sensible reporting of suicide. The Press 
Council of India (PCI) may conduct sensitizing workshops for reporters 
by involving mental health professionals and even patients with mental 
illnesses and their caregivers. Such collaboration is expected to improve 
the quality of media reporting, generate better data for research as well 
as information dissemination about suicide. 

5. Conclusion 

The study reveals thatthe COVID-19 crisis and subsequent lockdown 
has impacted the demographics of suicide (as reported in the news re-
ports) among the regions studied in India. At the same time, no signif-
icant effects were noted in Bangladesh. These findings point to the need 
for furtherstudies on the impact of lockdown and containment strategies 
employed by nations on suicidal behaviour using more robust tech-
niques such as population-based time-series data to investigate the issue 
more accurately. It needs to be noted that the news reports of suicide are 
not the true reflection of suicide in the community. The study findings 
give a preliminary overview of the suicide during and before lockdown. 
Moreover, they also highlight theneed for designing suicide prevention 
activities that take into account the unique interplay of socio-religious 
and economic factors that may vary between countries and regions; 
this will increase the impact and minimize damage as nations recover 
from the devastating impact of COVID-19. 

Table 4 (continued ) 

Parameters of 
assessment†

India n 
(%) 

Bangladesh n 
(%) 

OR (95 % CI) p-value 

Suicide – Pact n ¼
337 

n ¼ 72   

Present 38 
(11.3) 

6 (9.3) 1.39 
(0.57− 3.44) 

0.466 

Absent 299 
(88.7) 

66 (91.7) 1 – 

Homicide n ¼
331 

n ¼ 71   

Present 27 (8.2) 5 (7.0) 1.17 
(0.44− 3.16) 

0.753 

Absent 304 
(91.8) 

66 (93.0) 1 –  

* p < 0.05. 
** p < 0.01. 
*** p < 0.001. 
† Numbers may vary for different parameters because all reports did not 

provide information for all parameters. 
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Ćosić, K., Popović, S., Šarlija, M., Kesedžić, I., 2020. Impact of human disasters and 
Covid-19 pandemic on mental health: potential of digital psychiatry. Psychiatr. 
Danub. 32, 25–31. 

Dsouza, D.D., Quadros, S., Hyderabadwala, Z.J., Mamun, M.A., 2020. Aggregated 
COVID-19 suicide incidences in India: fear of COVID-19 infection is the prominent 
causative factor. Psychiatry Res. 290 (Aug), 113145 https://doi.org/10.1016/j. 
psychres.2020.113145. In this issue.  

Gautham, M.S., Gururaj, G., Varghese, M., Benegal, V., Rao, G.N., Kokane, A., Chavan, B. 
S., Dalal, P.K., Ram, D., Pathak, K., Lenin Singh, R.K., Singh, L.K., Sharma, P., 
Saha, P.K., Ramasubramanian, C., Mehta, R.Y., Shibukumar, T.M., 2020. The 
National Mental Health Survey of India (2016): prevalence, socio-demographic 
correlates and treatment gap of mental morbidity. Int. J. Soc. Psychiatry 66, 
361–372. https://doi.org/10.1177/0020764020907941. 

Gunnell, D., Appleby, L., Arensman, E., Hawton, K., John, A., Kapur, N., Khan, M., 
O’Connor, R.C., Pirkis, J., Appleby, L., Arensman, E., Caine, E.D., Chan, L.F., 
Chang, S.-S., Chen, Y.-Y., Christensen, H., Dandona, R., Eddleston, M., Erlangsen, A., 
Gunnell, D., Harkavy-Friedman, J., Hawton, K., John, A., Kapur, N., Khan, M., 
Kirtley, O.J., Knipe, D., Konradsen, F., Liu, S., McManus, S., Mehlum, L., Miller, M., 
Moran, P., Morrissey, J., Moutier, C., Niederkrotenthaler, T., Nordentoft, M., 
O’Connor, R.C., O’Neill, S., Page, A., Phillips, M.R., Pirkis, J., Platt, S., Pompili, M., 
Qin, P., Rezaeian, M., Silverman, M., Sinyor, M., Stack, S., Townsend, E., Turecki, G., 
Vijayakumar, L., Yip, P.S., 2020. Suicide risk and prevention during the COVID-19 
pandemic. Lancet Psychiatry 7, 468–471. https://doi.org/10.1016/S2215-0366(20) 
30171-1. 

Halford, E.A., Lake, A.M., Gould, M.S., 2020. Google searches for suicide and suicide risk 
factors in the early stages of the COVID-19 pandemic. PLoS One 15, e0236777. 
https://doi.org/10.1371/journal.pone.0236777. 

Hossain, M.D., Ahmed, H.U., Chowdhury, W.A., Niessen, L.W., Alam, D.S., 2014. Mental 
disorders in Bangladesh: a systematic review. BMC Psychiatry 14, 216. https://doi. 
org/10.1186/s12888-014-0216-9. 

Indian Readership Survey, 2019. Indian Readership Survey 2019. 
Iob, E., Steptoe, A., Fancourt, D., 2020. Abuse, self-harm and suicidal ideation in the UK 

during the COVID-19 pandemic. Br. J. Psychiatry 1–4. https://doi.org/10.1192/ 
bjp.2020.130. 

Kattimani, S., Sarkar, S., Rajkumar, R.P., Menon, V., 2015. Stressful life events, 
hopelessness, and coping strategies among impulsive suicide attempters. J. Neurosci. 
Rural Pract. 6, 171–176. https://doi.org/10.4103/0976-3147.153222. 

Lathabhavan, R., Griffiths, M., 2020. First case of student suicide in India due to the 
COVID-19 education crisis: a brief report and preventive measures. Asian J. 
Psychiatry 53, 102202. https://doi.org/10.1016/j.ajp.2020.102202. 

Mamun, M.A., Griffiths, M.D., 2020. First COVID-19 suicide case in Bangladesh due to 
fear of COVID-19 and xenophobia: possible suicide prevention strategies. Asian J. 
Psychiatry 51, 102073. 

Menon, V., Kaliamoorthy, C., Sridhar, V.K., Varadharajan, N., Joseph, R., Kattimani, S., 
Kar, S.K., Arafat, S.M.Y., 2020. Do Tamil newspapers educate the public about 
suicide? Content analysis from a high suicide Union Territory in India. Int. J. Soc. 
Psychiatry 66 (8), 785–791. https://doi.org/10.1177/0020764020933296. PMID: 
32571114.  

Menon, V., Kar, S.K., Varadharajan, N., Kaliamoorthy, C., Pattnaik, J.I., Sharma, G., 
Mukherjee, S., Shirahatti, N.B., Ransing, R., Padhy, S.K., Arafat, S.M.Y., 2021. 
Quality of media reporting following a celebrity suicide in India. J. Public Health. 
https://doi.org/10.1093/pubmed/fdaa161. 

Momotaz, H., Ahmed, H.U., Uddin, M.M.J., Karim, R., Khan, M.A., Al-Amin, R., 
Anwar, N., Kessaram, T., 2019. Implementing the mental health gap action 
programme in Cox’s bazar, Bangladesh. Intervention 17, 243. https://doi.org/ 
10.4103/INTV.INTV_14_19. 

Monjur, M.R., 2020. COVID-19 and suicides: the urban poor in Bangladesh. Aust. N. Z. J. 
Psychiatry 54 (12), 1224–1225. https://doi.org/10.1177/0004867420937769. 
PMID: 32552080.  

Murthy, R.S., 2017. National mental health survey of india 2015–2016. Indian J. 
Psychiatry 59, 21–26. https://doi.org/10.4103/psychiatry.IndianJPsychiatry_102_ 
17. 

Muruganandam, P., Neelamegam, S., Menon, V., Alexander, J., Chaturvedi, S.K., 2020. 
COVID-19 and severe mental illness: impact on patients and its relation with their 
awareness about COVID-19. Psychiatry Res. 291, 113265 https://doi.org/10.1016/j. 
psychres.2020.113265. PMID: 32763536.  

National Crime Records Bureau, 2020. Accidental Deaths & Suicides in India - 2019. 
Ministry of Home Affairs. 

Patel, V., Ramasundarahettige, C., Vijayakumar, L., Thakur, J.S., Gajalakshmi, V., 
Gururaj, G., Suraweera, W., Jha, P., 2012. Suicide mortality in India: a nationally 
representative survey. Lancet 379, 2343–2351. https://doi.org/10.1016/S0140- 
6736(12)60606-0. 

Prasad, J., Abraham, V.J., Minz, S., Abraham, S., Joseph, A., Muliyil, J.P., George, K., 
Jacob, K.S., 2006. Rates and factors associated with suicide in Kaniyambadi Block, 
Tamil Nadu, South India, 2000-2002. Int. J. Soc. Psychiatry 52, 65–71. https://doi. 
org/10.1177/0020764006061253. 

Rajkumar, R.P., 2020. Suicides related to the COVID-19 outbreak in India: a pilot study 
of media reports. Asian J. Psychiatry 53, 102196. https://doi.org/10.1016/j. 
ajp.2020.102196. 

Sher, L., 2020. Individuals with untreated psychiatric disorders and suicide in the 
COVID-19 era. Rev. Bras. Psiquiatr. 1999 https://doi.org/10.1590/1516-4446-2020- 
1210. 

Soman, C.R., Safraj, S., Kutty, V.R., Vijayakumar, K., Ajayan, K., 2009. Suicide in South 
India: a community-based study in Kerala. Indian J. Psychiatry 51, 261–264. https:// 
doi.org/10.4103/0019-5545.58290. 

Thakur, V., Jain, A., 2020. COVID 2019-suicides: a global psychological pandemic. Brain 
Behav. Immun. 88, 952–953. https://doi.org/10.1016/j.bbi.2020.04.062. PMID: 
32335196.  

Vijayakumar, L., 2017. Challenges and opportunities in suicide prevention in South-East 
Asia. WHO South-East Asia J. Public Health 6, 30. https://doi.org/10.4103/2224- 
3151.206161. 

Wasserman, I.M., 1992. The impact of epidemic, war, prohibition and media on suicide: 
united States, 1910–1920. Suicide Life. Behav. 22, 240–254. 

World Bank, 2020. Lower Middle Income. World Bank. 

S.K. Kar et al.                                                                                                                                                                                                                                   

http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0005
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0005
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0010
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0010
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0010
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0015
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0015
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0015
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0020
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0020
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0020
https://doi.org/10.1136/bmjopen-2019-030836
https://doi.org/10.1136/bmjopen-2019-030836
https://doi.org/10.1007/s00127-017-1466-x
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0035
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0035
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0035
https://doi.org/10.1007/s11469-020-00307-y
https://doi.org/10.1007/s11469-020-00307-y
https://doi.org/10.1002/gps.2056
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0050
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0050
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0050
https://doi.org/10.1016/j.psychres.2020.113145
https://doi.org/10.1016/j.psychres.2020.113145
https://doi.org/10.1177/0020764020907941
https://doi.org/10.1016/S2215-0366(20)30171-1
https://doi.org/10.1016/S2215-0366(20)30171-1
https://doi.org/10.1371/journal.pone.0236777
https://doi.org/10.1186/s12888-014-0216-9
https://doi.org/10.1186/s12888-014-0216-9
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0080
https://doi.org/10.1192/bjp.2020.130
https://doi.org/10.1192/bjp.2020.130
https://doi.org/10.4103/0976-3147.153222
https://doi.org/10.1016/j.ajp.2020.102202
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0100
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0100
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0100
https://doi.org/10.1177/0020764020933296
https://doi.org/10.1093/pubmed/fdaa161
https://doi.org/10.4103/INTV.INTV_14_19
https://doi.org/10.4103/INTV.INTV_14_19
https://doi.org/10.1177/0004867420937769
https://doi.org/10.4103/psychiatry.IndianJPsychiatry_102_17
https://doi.org/10.4103/psychiatry.IndianJPsychiatry_102_17
https://doi.org/10.1016/j.psychres.2020.113265
https://doi.org/10.1016/j.psychres.2020.113265
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0135
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0135
https://doi.org/10.1016/S0140-6736(12)60606-0
https://doi.org/10.1016/S0140-6736(12)60606-0
https://doi.org/10.1177/0020764006061253
https://doi.org/10.1177/0020764006061253
https://doi.org/10.1016/j.ajp.2020.102196
https://doi.org/10.1016/j.ajp.2020.102196
https://doi.org/10.1590/1516-4446-2020-1210
https://doi.org/10.1590/1516-4446-2020-1210
https://doi.org/10.4103/0019-5545.58290
https://doi.org/10.4103/0019-5545.58290
https://doi.org/10.1016/j.bbi.2020.04.062
https://doi.org/10.4103/2224-3151.206161
https://doi.org/10.4103/2224-3151.206161
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0175
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0175
http://refhub.elsevier.com/S1876-2018(21)00105-2/sbref0180

	Impact of COVID-19 pandemic related lockdown on Suicide: Analysis of newspaper reports during pre-lockdown and lockdown per ...
	1 Introduction
	2 Material & methods
	2.1 Study setting & data collection
	2.2 Data extraction
	2.3 Statistical analysis
	2.4 Ethical approval

	3 Results
	3.1 Sample description
	3.2 Comparison between suicide patterns in India during pre-lockdown and lockdown period
	3.3 Comparison between suicide patterns in Bangladesh during pre-lockdown and lockdown period
	3.4 Comparison of pre-lockdown suicide patterns in Bangladesh and India
	3.5 Comparison of suicide patterns during lockdown in Bangladesh and India

	4 Discussion
	5 Conclusion
	Role of funding source
	Declaration of Competing Interest
	Acknowledgements
	References


