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Introduction: Suicide is one of the leading causes of death worldwide. Owing to poor suicide literacy, people are not aware of the consequences of the suicide stigma, which may affect individuals. This study aimed to examine the status of suicide stigma and literacy among young adults in Bangladesh.

Methods: This cross-sectional study included 616 male subjects and female subjects residing in Bangladesh aged between 18 and 35 years who were invited to complete an online survey. Suicide literacy and suicide stigma among the respondents were assessed by using the validated Literacy of Suicide Scale and Stigma of Suicide Scale, respectively. Other independent variables that have been found to affect suicide stigma or literacy were included in this study based on prior research. Correlation analysis was used to assess the relationships between the study's main quantitative variables. Multiple linear regression models were used to assess factors affecting suicide stigma and suicide literacy, respectively, after controlling for covariates.

Results: The mean literacy score was 3.86. The participants' mean scores in the stigma, isolation, and glorification subscale were 25.15, 14.48, and 9.04, respectively. Suicide literacy was negatively associated with stigmatizing attitudes (p = 0.005). Male subjects, unmarried/divorced/widowed, less educated (below HSC), smokers, less exposure to suicide, and respondents with chronic mental illness had lower suicide literacy and more stigmatizing attitudes.

Conclusion: The findings suggest that addressing suicide literacy and stigma by developing and executing awareness programs on suicide and mental health among young adults may increase knowledge, decrease stigma, and hence prevent suicide among this population.
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Introduction

Suicide is one of the leading causes of death worldwide. There are an estimated 800,000 cases of suicide deaths per year throughout the world (1). In addition, suicide attempts are many folds higher than the actual number of suicides (1). Suicide not only affects the people who attempted it but also leaves a long-term scar on the people surrounding them. Suicide is a serious yet preventable public health problem if proper awareness, help-seeking behavior, and counseling regarding mental health problems can be outreached (2).

Over 79% of all suicides occur in low- and middle-income countries (LMICs) (1). The World Health Organization (WHO) estimates that ~20% of global suicides are caused by pesticide poisoning, with the majority occurring in the rural areas of LMICs (1). Mental disorders are perceived to be one of the significant causes of suicide in developed nations. But, in the LMIC crisis, moments such as interpersonal relationship problems are considered to be major causes of suicide (1, 3, 4). Most of the LMICs did not create any national suicide prevention strategies or programs (1). Bangladesh, a densely populated country in Southeast Asia, has achieved health-related Millennium Development Goals (MDG), but suicide is still under-addressed (5).

According to the WHO, among all age groups, young adults are more susceptible to suicides, and it is ranked the second most cause of death among adults aged between 15 and 29 years (1). Another study reported that in young adults actual suicide attempts have become more common and are key indicators of further suicidal risk (6). A scoping review in Pakistan conducted by Shekhani et al. (7) reported that suicidal behaviors were more common among individuals younger than 30 years. A systematic review conducted in Bangladesh revealed that the mortality rate of suicide was 39.6 per 100,000 among all age groups, and the commonly affected age group was 20–29 years (8).

Multiple factors are responsible for suicidal behaviors, such as a higher level of stigma toward suicidal behavior, inadequate suicide or mental health-related literacy, and cultural representation (9–12). The term “stigma” is used to describe a “mark of disgrace; stain, as on one's reputation” (13). Suicide stigma is regarded as one of the barriers to asking for psychological assistance and making suicide prevention efforts (14, 15). In Bangladesh, there is a significant cultural and religious taboo around suicide, and individuals who attempt or die by suicide are often stigmatized and ostracized by their communities (5, 16). This can lead to a lack of social support for those who are struggling with suicidal thoughts and may discourage individuals from seeking help or disclosing their suicidal ideation to others (17). By addressing suicide stigma, individuals and communities can create a more supportive and accepting environment for those who are struggling with suicidal thoughts, reducing the risk of social isolation and increasing the likelihood of help-seeking behavior (18).

Additionally, improving suicide literacy can help individuals and communities to better identify and respond to suicide risk (11). Suicide literacy has been defined by understanding the four components of suicidality: warning signs and symptoms, causes, risk factors and treatment, and preventive methods (11). Suicide literacy is inadequate among the young generation, which has not been widely explored (19). Improving suicide literacy may enable people and communities to identify individuals who may be at risk for suicide based on their behavior, emotions, and other risk factors (20). This can lead to early intervention and support, which can help prevent suicidal behavior (21). A cross-sectional study conducted by Ludwig et al. (22) among the German adult population revealed a moderate level of suicide literacy, low level of stigmatization, low normalization of suicide, and lower attribution of suicide to isolation. Another study among Arab young adults observed high suicide stigma, low suicide literacy, and negative attitude toward psychological help-seeking (23). A higher level of suicide stigma and suicide literacy was found among the Australian adult farming community in a study performed in 2018 (24). A study conducted by Shah et al. (25) revealed better suicide literacy scores among Nepali physicians and nurses. In Bangladesh, there is a lack of awareness about suicide risk factors and limited knowledge of effective suicide prevention strategies and resources (26). A study conducted by Arafat et al. (27) among Bangladeshi university students on validation of the Stigma of Suicide Scale-Short Form (SOSS-SF) and Literacy of Suicide Scale-Short Form (LOSS-SF) revealed a low literacy score about suicidality and a high level of stigma. Another study conducted by Maruf et al. (28) among Bangladeshi doctors reported higher suicide literacy among single doctors with a family history of suicide and a history of suicidal thoughts in their lifetime, while suicide stigma was lower among the respondents with a history of mental illness. Evidence elaborates that with the rise in seeking professional help from psychiatrists, there is a decline in stigma and an increase in literacy about mental health that ultimately lowers the number of suicidal cases (29).

Although research on suicide has grown in recent years in Bangladesh, there is a lack of studies that investigated the status and associated factors of suicide stigma and literacy among young adults (5, 27, 28, 30–33). The study conducted by Arafat et al. (27) included only university students and focused on the validation of the SOSS-SF and LOSS-SF scales. There is another study on suicide stigma and suicide literacy among physicians in Bangladesh that assessed the factors associated with suicide stigma and suicide literacy among that specific study population (28). Yet no study looked upon the factors associated with suicide stigma and suicide literacy among young adults. This study included students as well as other professionals within the age range of 18–35 years. By focusing on this population, the study provides important insights into the factors that may contribute to suicide risk among this group. Therefore, this study aimed to assess the magnitude of suicide stigma and suicide literacy among Bangladeshi young adults and the factors associated with it.

The ecological systems theory (EST) serves as the conceptual framework for the present study (34). Individuals are at the center of the paradigm, with different tiers of systems layered around them (35). The concept splits a person's environment into five major systems/levels (36). These levels are interconnected and can be evaluated jointly (37, 38), with each level impacting the other, and its influence depends on its relationship with other levels during the life development of an individual (37). For instance, an individual's knowledge, beliefs, and attitudes surrounding mental health concerns (e.g., suicide) may be influenced by others and the cultural and religious aspects of his or her environment. Using this model, this study assessed the sociodemographic characteristics, suicide literacy levels, and suicide stigma levels, in addition to their relationships, among a sample of Bangladeshi young adults.



Methods


Study participants and recruitment procedure

A cross-sectional study was carried out among young adults in Bangladesh between January 2022 and April 2022. Participants aged between 18 and 35 years living in Bangladesh were included in the study. Those who refused to respond or did not confront to inclusion criteria were excluded from the study. Young adults have been defined as the age group of 18–35 years in this study (39–42). A convenient sampling technique was used to recruit participants. To mitigate possible biases, a large sample was recruited, and the questionnaire was circulated using social media sites (Facebook and Messenger) to reach a diverse segment of the community. The sample size was calculated using the formula of Cochran's ([image: image] With a 5% of margin of error (e), estimated population proportion of 61.7% (p) (27), and standard normal deviation of 1.96 (z), the required sample size was 362. But the study team tried to reach a large sample than the required sample size.

A Google Form questionnaire was developed to ascertain the status of suicide stigma and literacy among young adults. A data collector from each division (eight divisions were taken to represent the young population of Bangladesh) circulated the link through different social media sites. The authors considered that individuals who live in different divisions might have many friends and relatives living in the same division, and the likelihood of receiving a response from them would be higher. The survey included a direct link to the online Google Form and a brief description of the study's objective, purpose, and eligibility criteria. Data collectors reached participants by creating a post on Facebook describing the study and providing the link to the survey. They also shared the survey on Messenger by directly messaging individuals who meet the inclusion criteria. Participants provided consent by clicking “yes” to agree to participate in the survey. Participation was anonymous, with no financial incentive offered. To avoid the repetition of responses from the same individual, the authors limited the Google form to a single response so that responders could respond once. Finally, 636 questionnaires were completed with self-reported online responses. After cleaning the dataset and discarding the missing responses, a dataset of 616 responses was analyzed for this study. The ethical approval committee, the Institutional Review Board (IRB) of North South University (NSU), approved the study on August 2022 (#2022/OR-NSU/IRB/0807) against the second author as principal investigator.



Measures

Participants completed a questionnaire comprising socio-demographic data, personal experience with suicidality, and validated versions of the 16-item SOSS-SF and the 12-item LOSS_SF. The SOSS-SF and LOSS-SF scales have previously been validated in a university-setting sample in Bangladesh (27). This study only used validated questionnaires similar to Arafat et al. for quantifying the suicide literacy and stigma assessments. In addition, the authors have considered other explanatory variables associated with suicide literacy and stigma. Specifically, this study examines the relationship between suicide literacy, stigma, and other variables, such as chronic physical illness, psychological help received, and smoking or substance history among individuals. The questionnaire was initially composed in English and later translated into Bengali by a language expert. In all, 5% of the study's total sample was used for pilot testing of the English questionnaire before translating it to Bengali.



Sociodemographic profile

The sociodemographic section of the questionnaire obtained information regarding respondents' age, gender, religion, the highest level of education, occupation, and marital status. The age by which usually students in Bangladesh complete graduation is 22–23 years. Therefore, the authors tried to compare individuals who were ≤23 and individuals who were above 23. In addition, information on smoking status and any substance use history were collected.



Personal experience with suicidality and other diseases

The second section comprised questions related to respondents' personal experience with suicidality and other diseases, such as the history of chronic physical or mental illness, relationship with parents or spouse, family history of suicide or suicidal attempt, personal history of suicidal thought or attempt, and history of taking any psychological help.



Stigma of suicide scale-short form

SOSS-SF was employed to measure the respondent's stigma toward suicidal people based on the original instrument with 58 items and a 16-item reduced version (10). In accordance with the original scale, there were three subscales of this scale: “stigma,” “isolation/depression,” and “glorification/normalization.” The SOSS-SF scale consists of sixteen different descriptors; each item consists of a one-word descriptor of a person who dies by suicide, such as “strong,” “lonely,” and “immoral,” all of which were assessed on a 5-point Likert scale (strongly disagree, disagree, neutral, agree, and strongly agree). These categories were coded from 1 to 5 ranging from strongly disagree to strongly agree, respectively. Summing up the item scores, the total SOSS score was calculated with a possible range of values from 16 to 80. Among the three subscales, the stigma subscale consists of eight items with scores ranging from 8 to 40, the isolation subscale consists of four items with scores ranging from 4 to 20, and the glorification subscale consists of four items with scores ranging from 4 to 20. There are no cutoff values for the subscales of SOSS-SF. A higher score on the SOSS-SF scale indicates a greater stigma toward suicide.



Literacy of suicide scale-short form

The LOSS-SF scale was used to assess the respondents' literacy level toward suicide a 12-item instrument, based on the original instrument with 26 items (43). The LOSS-SF includes four knowledge categories: (a) reasons or nature of suicide (four items), (b) risk factors for suicidal conduct (three items), (c) symptoms and signs (three items), and (d) treatment and prevention (two items). This scale consists of suicidality-related items with three possible answers (true, false, and I don't know). Alcoholism was substituted with substance dependence in item number 4 of LOSS-SF. LOSS-SF was linguistically updated as studies conducted in Bangladesh have revealed that other types of drugs are considered substantial risk factors for suicide (33). The scoring system of item 11 on the LOSS-SF scale was reversed in this study because studies revealed that women are more at risk of suicide than men in Bangladesh (8, 31). In the LOSS-SF employed in the present study, items 2, 4, 6, and 8 include true assertions, whereas the remaining items are false. To ensure consistency with the original instrument, correct responses were assigned a score of 1; incorrect or “I don't know” responses were assigned a score of 0 in LOSS-SF in this study. Total LOSS scores (ranges from 0 to 12) were determined by adding the item scores of each individual. There are no cutoff values for the LOSS-SF scale. Those who scored more were considered to have better literacy toward suicide.



Statistical analysis

The sociodemographic characteristics and suicidal attitude-related variables were demonstrated with frequency and percentages. Correct responses of the LOSS-SF and agreement statements of SOSS-SF were expressed in frequencies. The normality of the data was tested by the Shapiro–Wilk test, and the data were normally distributed. Pearson's correlation was performed to observe the association between the LOSS-SF score and three subscales of the SOSS-SF score. Independent-samples t-test or one-way ANOVA was used for continuous variables when comparing means of two or greater than two groups. Finally, multiple linear regression models were used to assess factors affecting suicide stigma and suicide literacy after controlling for covariates. The independent variables which were described as predictors of suicide stigma and literacy in previous studies were included in this study for regression analysis. All tests were two-tailed, and a p-value ≤0.05 were considered statistically significant. The internal consistency of the SOSS-SF score was checked by Cronbach's alpha coefficient. Due to the response pattern (yes, no, and do not know), the internal consistency form of reliability was not justified for LOSS-SF. The SOSS-SF instrument had an internal consistency of 73% during the pilot study. Statistical software IBM SPSS Statistics (RRID: SCR_019096) was used for all statistical analyses.




Results

Among 616 participants, the majority of the participants were male (56.2%), Muslim (88%), and single (73.4%). The percentage of respondents belonging to age groups 18–23 years and 24–35 years were 40.9%, and 59.1%, respectively. The respondents had an average age of 24.5 years (SD = 3.39 years). The majority of the participants were studying at an undergraduate level or above (64.4%). More than half of the participants (51.9%) were students, 23.4% were service holders, and the rest (24.7%) were from other professions. The larger portion of the study population was non-smoker (82.1%) and had no history of alcohol/other substance use (90.3%) (Table 1).


TABLE 1 Socio-demographic profile of the study participants (N = 616).

[image: Table 1]

Suicide related experience and other clinical factors are presented in Table 2. The vast majority of individuals did not suffer from any form of persistent physical ailment (89.4%) or mental illness (92.0%). Among the surveyed individuals, 97.2 and 93.8% reported having healthy relationships with their parents and spouse or children, respectively. No prior suicidal ideation or suicide attempts were observed among the majority of the participants (83.6%), whereas the rest had a history of suicidal thoughts or attempts (16.4%). With regard to seeking psychological help, only a few (8.0%) respondents reported having sought psychological support in the past. The percentage of the participants having a family history of suicide or suicidal attempts and a family history of mental illnesses were 10.2 and 19.1%, respectively.


TABLE 2 Suicide-related experience and other clinical factors (N = 616).

[image: Table 2]

The agreement percentage of the items of the stigma of suicide scale is presented in Supplementary Table S1. Overall, the instrument had a strong internal consistency (Cronbach's alpha of 0.703), with the stigmatization subscale having an alpha of 0.81, the normalization/glorification subscale having an alpha of 0.60, and the isolation/depression subscale having an alpha of 0.74. Three of the eight items in the stigma subscale were endorsed by more than 50% of the sample, while the remaining five items were endorsed by more than 30% of the sample, with the exception of one item (vengeful), which was endorsed by ~20% of the respondents. The mean stigmatization subscale score was 25.15 ± 6.16, indicating that the participants stigmatized suicidal individuals. The participants' mean isolation subscale score was 14.48 ± 2.91, indicating that they strongly agreed that isolation is associated with suicide. Over 70% of the respondents endorsed two items relating to social isolation. Two additional items were endorsed by more than 40% of the sample. The participants' mean score on the glorification subscale was 9.04 ± 2.69, indicating they did not believe suicidal individuals should be praised or normalized. Three items of the glorification subscale were supported by 4%−10% of the participants, while the remaining item (brave) was agreed by more than 28% of the sample.

Figure 1 illustrates the findings of the study population for all LOSS-SF items categorized by the knowledge domain. The overall sample had a mean LOSS-SF score of 3.86 (SD = 1.94). The majority of the participants were observed to have a very poor suicide literacy score. More than 50 and 70% of the participants provided correct responses to two items linked to the domain “treatment and prevention.” On the other hand, fewer than 5% of the respondents selected the statement “if assessed by a psychiatrist, everyone who suicides would be diagnosed as depressed” as false. The rest of the items did not have a percentage of accurate responses over 50%, except the “not all people who attempt suicide plan their attempt in advance” item in the knowledge domain, “signs” (58%).


[image: Figure 1]
FIGURE 1
 Literacy of Suicide Scale-SF items with four domains ordered by percent correct. (A) Causes/nature. (B) Risk factors. (C) Signs. (D) Treatment/prevention. SF, short form; T, Correct response is True; F, correct response is False.


The correlation assessment in the Supplementary Table S2 reveals that literacy of suicide was negatively associated with stigmatizing attitudes (p = 0.005) and normalizing or glorifying suicidal ideation, while it was positively associated with attribution to depression and isolation. Within SOSS-SF, the stigmatizing attitude was found to be positively associated with the isolation subscale (p < 0.001) and negatively associated with the glorification subscale (p < 0.001). The isolation subscale was negatively associated with the glorification subscale (p = 0.001).

A bivariate analysis of LOSS-SF and subscales of SOSS-SF by sociodemographic characteristics, behavioral factors, and suicide-related factors are shown in Tables 3, 4. Significant differences in the mean LOSS score between groups were observed for gender (p = 0.005), education (p = 0.019), smoking status (p < 0.001), and history of suicidal thoughts/attempts (p < 0.001). Significant differences in the mean stigmatization score between groups were found for gender (p < 0.001), education (p < 0.001), profession (p < 0.001), substance use (p = 0.007), chronic mental illness (p = 0.001), family history of suicide (p = 0.036), family history of mental illness (p = 0.005), history of suicidal thoughts/attempts (p < 0.001), and history of taking previous psychological help (p = 0.003).


TABLE 3 Comparison of mean LOSS-SF score and SOSS-SF scores by sociodemographic characteristics and behavioral factors (N = 616).

[image: Table 3]


TABLE 4 Comparison of mean LOSS-SF score and SOSS-SF scores by suicide-related factors (N = 616).

[image: Table 4]

As can be seen in the regression output in Table 5, more literacy was found among those who completed HSC [β = 0.24, p = 0.005, 95% CI: (0.32, 1.84)] or were at their bachelor's or above degree [β = 0.25, p = 0.003, 95% CI: (0.34, 1.72)], and having a history of suicidal thought/attempt [β = 0.15, p = 0.001, 95% CI: (0.33, 1.25)], while comparatively poor literacy was found among smokers [β = −0.18, p = 0.001, 95% CI: (−1.40, −0.39)].


TABLE 5 Suicide literacy, subscales of suicide stigma regressed on sociodemographic factors, behavioral factors, and suicide-related factors (N = 616).

[image: Table 5]

In regard to stigmatizing attitudes, while subjects who were students [β = −0.19, p = 0.004, 95% CI: (−3.76, −0.72)], had a history of alcohol or other substance use [β = −0.11, p = 0.02, 95% CI: (−4.23, −0.34)], and having a history of suicidal thought/attempt [β = −0.16, p < 0.001, 95% CI: (−4.05, −1.22)] were associated with reduced stigma; male respondents [β = 0.11, p = 0.01, 95% CI: (0.30, 2.40)] were observed to have more stigmatizing attitudes toward suicide (Table 5).



Discussion

The current study aimed to investigate the magnitude and distribution of suicide stigma and suicide literacy among Bangladeshi young adults. This study also aimed to examine a range of risk factors having associations with suicide stigma or literacy.

In terms of suicide stigma, the results showed that the respondents had a comparatively higher degree of stigma against suicidal individuals (Supplementary Table S1). This outcome is identical to what Bangladeshi (27) and Jordanian studies among university students (23) found, and it is also similar to what researchers in Turkey (44), China (45), and Qatar (46) observed. In the rural farming community of Australia, it was found that the levels of stigma were higher, attributing suicide to isolation and normalization were lower than in the community sample (24). In contrast, an Australian study found that both the general public and university students had less stigma about suicide (10, 11). The multivariate analysis in the current study found less stigmatization among certain groups of people, including students, alcohol or other substance users, and those with a history of suicidal thoughts or attempts. One possible explanation for these findings is that individuals who had personal experience with suicide or suicidal tendencies might have a greater understanding and empathy toward individuals who experience suicidal thoughts and behaviors. They might also have a greater awareness of the complex factors that contribute to suicide risk and may be less likely to hold stigmatizing attitudes and beliefs. Regarding the finding that students reported lower levels of suicide stigma, it is possible that their exposure to mental health resources and education through multiple platforms (academic and non-academic) may contribute to greater awareness and understanding of suicide and mental health issues among themselves compared with other professionals (47). The finding that alcohol or other substance users reported lower levels of suicide stigma is more complex and may be due to a variety of factors. Substance use and mental health issues often co-occur, and individuals who struggle with substance use disorders may have a greater understanding of the complexities of mental health issues and less stigmatizing attitudes toward individuals who experience suicidal thoughts and behaviors (48).

Overall, this study revealed a very lower score of suicide literacy (3.86) among young adults in Bangladesh (Figure 1). For instance, a study conducted among Bangladeshi university students reported a similar score (4.27) (27), while a German study found better suicide literacy among its population (22). A study conducted among Indian health professionals also revealed a better suicide literacy score (19). Exposure to mental health-related knowledge among health professionals might have a positive impact on suicide literacy. Compared with other studies that used the LOSS-SF among the general population and university students, such as the ones in Australia (10, 11), China (45), Turkey (44), and Jordan (9), the current study detected the lowest literacy level. The study suggests that the young age of the participants may be a factor in their limited knowledge of suicide. Another possible explanation could be that the people in the sample had a lot of negative feelings or stigma about suicidal people, which could have also affected their knowledge about suicide (Supplementary Table S1). In terms of sample characteristics and suicide literacy, respondents with higher education, female respondents, and respondents who reported having previous suicidal thoughts or attempts in their lifetimes performed better on the LOSS-SF (Table 5). The existing pieces of literature on suicide literacy (10, 11) and mental health literacy in general (49, 50) provide support for these findings. Female respondents were found to have a higher level of literacy toward suicide in the current study, similar to the findings in earlier studies on suicide literacy (11, 12, 27, 51). Female respondents are generally more likely to seek help and access mental health resources compared with male respondents (52), which could contribute to their better suicide literacy level. Those with higher education levels tend to have greater access to information and resources, which can increase their understanding of mental health issues, which may help them to have better knowledge about suicide (53). Participants who experienced suicidal thoughts or attempts in the past may have greater personal insight into the warning signs and risk factors for suicide. This increased awareness might help them better understand the questions and concepts presented in the LOSS-SF, leading to better performance. According to the multiple knowledge domains and the characteristics of those surveyed, suicide literacy varied significantly. It was found that knowledge of warning signs increases the likelihood that suicidal individuals would seek treatment (54), recommending that such literacy domain should be prioritized, for instance, by informative resources, training programs for particular groups, or activities aimed at increasing awareness.

According to the results, there is a statistically significant inverse association between suicide literacy and the stigma subscale of the SOSS-SF (Supplementary Table S2). This relationship indicates that individuals with a limited understanding of suicide are more likely to have stigmatizing behaviors toward it. A study carried out on Arab young adults (23) concluded similar findings. Several studies in different countries have shown how important it is to improve literacy to decrease stigmatizing attitudes (10, 11, 44, 55).

Several limitations existed in this study. First, the use of an online survey and voluntary sampling method may have resulted in selection bias, as only young individuals who had access to the internet and the survey link had a chance to participate in this study. Second, the cross-sectional study design provided information about the status and the relationships between the study variables at a particular time point and hence would not facilitate establishing causal inference. Third, as suicide is a sensitive and taboo subject, it was impossible to rule out social desirability bias. Another limitation is that the majority of participants in the current study were found to be students, despite the age range covered in the study not typically found within educational settings. The current study did not inquire about the economic status of the study participants, which is another limitation of this study. Despite these limitations, this study provides valuable information on suicide stigma and suicide literacy among Bangladeshi young adults.

The finding in the current study needs more research to figure out how stigma has evolved and what impact suicide literacy has on attitudes and stigma. Future studies could focus on longitudinal studies to examine the changes in suicide stigma and literacy over time. This could provide insights into the effectiveness of interventions aimed at reducing stigma and increasing literacy. Possible research might also evaluate the efficacy of various educational and awareness programs and materials designed to reduce suicide stigma and increase suicide literacy through intervention studies. This study also implies that efforts combating stigma and raising awareness regarding suicide must focus on young adults. Finding out the appropriate prevention strategy for the country is an immediate necessity to formulate, initiate, implement, and evaluate its effectiveness. Males may need more interactive strategies to help them reduce suicidal stigma. One way to increase knowledge about suicide and mental health resources is to offer suicide gatekeeper training to students and other professionals. Interactive workshops or gatekeeper training where adults could learn how to intervene and practice doing so may help to lessen the negative beliefs surrounding the behavior. To date, gatekeeper training has not been started in Bangladesh, and also, no community mental health services team has been formulated in the country (30). This gatekeeper program improves knowledge about suicide, increases self-efficacy to intervene, and improves attitudes about intervention (56). Raising awareness among the general population through mass media should be considered as a potential prevention strategy. Therefore, a multisectoral approach to raising awareness and developing programs by involving government, institutions, and organizations could have a better impact on improving suicide literacy and reducing suicide stigma.



Conclusion

This study indicated that among a cohort of young adults, suicide stigma was high, and suicide literacy was extremely low. Higher education, being a student, being alcoholic or other substance users, and having a history of suicidal ideation or attempt were associated with less stigmatizing attitudes and better suicide literacy. Furthermore, suicide literacy was negatively correlated with stigmatizing attitudes; as a result, disseminating knowledge could contribute to reducing suicide stigma in the community. The outcome of this study highlighted the necessity of planning health education programs aiming at increasing suicide literacy, which might increase awareness and decrease stigma among young adults.
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Chronic physical condition®

Yes 65 40(2.1) 24.8 (6.4) 149 (2.9) 9.5(3.1)

No 551 3.8(1.9) 252(6.1) 14.4 (29) 9.0 (2.6)

Chronic mental illness®

Yes 49 40 (2.4) 22.4(7.2) 15.1(29) 105 (3.0)

No 567 3.8(1.9) 25.4 (6.0) 14.4 (29) 89 (2.6)

Relationship with parents?

Good 599 3.9(1.9) 252(6.2) 14.5(2.9) 8.9 (2.7)

Bad 17 37(24) 24.7(6.7) 15.1 (2.4) 109 (2.2)

Family history of suicide/suicidal attempts®

Yes 63 40(2.0) 23.6 (6.1) 14.8 (2.8) 95(2.7)

No 553 3.8(1.9) 253 (6.1) 14.4 (29) 9.0(2.7)

Family history of mental illness®

Yes 17 4.1(2.1) 23.7 (6.3) 14.6 (2.8) 9.1(2.6)

No 499 3.8(1.9) 25.5(6.1) 14.4 (2.9) 9.0 (2.7)

History of suicidal thoughts/attempts?

Yes 101 4.6 (2.0) 21.9 (5.9) 14.7 (3.0) 9.8 (2.7)

No 515 3.7(1.9) 25.8 (6.0) 14.4 (29) 89(27)

Any psychological help taken previously®

Yes 49 43(22) 22.6 (6.5) 14.7 (29) 9.9 (2.5)

No 567 3.8(1.9) 25.4(6.1) 14.5(2.9) 9.0 (2.7)

Bold value indicates p-value of <0.05.
LOSS-SE Literacy of Suicide Scale-Short Form SOSS-SE, Stigma of Suicide Scale-Short Forms SD, standard deviation.
a[ndependent t-test for variables with two different categories.
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Chronic physical condition Yes 65(10.6)
No 551(89.4)
Chronic mental illness Yes 49 (8.0)
No 567 (92.0)
Relationship with parents Good 599 (97.2)
Bad 17 (2.8)
Relationship with spouse/children Good 152 (93.8)
Bad 10(6.2)
History of suicidal thought/attempt | Yes 101 (16.4)
No 515 (83.6)
History of taking any psychological | Yes 49 (8.0)
help
No 567 (92.0)
Family history of suicide/suicidal Yes 63(10.2)
attempt
No 553 (89.8)
Family history of mental illness Yes 117 (19.0)
No 499 (81.0)
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Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Age (in years)
18-23 252 3.7(2.0) 24.8(63) 14.8 (3.0) 8.8 (3.0)
24-35 364 39(1.9) 25.4(6.0) 143 (2.8) 9.2 (2.4)
Sex®
Female 270 4.1(2.0) 24.0 (6.0) 14.6 (2.7) 9.1(2.7)
Male 346 37(1.9) 26.0 (6.2) 14.4 (3.1) 9.0 (2.7)
Religion?
Muslim 541 39(1.9) 253 (6.0) 145 (2.9) 8.9 (27)
Others 75 3.6(1.8) 242 (69) 14.0 (2.8) 9.7 (2.4)
Education®
Up to primary 52 3.1(1.0) 28.9 (3.0) 13.6 (1.4) 9.6 (1.5)
ssC 16 35(13) 27.4(53) 14.3 (2.2) 104 (3.2)
HSC 151 38(21) 245 (6.6) 14.7 (3.2) 9.0 (3.0)
Bachelor and above 397 3.9(19) 24.8(6.2) 145 (3.0) 89(2.7)

Employment status®

Student 320 38(2.0) 242 (6.2) 145(32) 9.0 (2.9)
Service holder 144 40(1.9) 255 (6.2) 15.0 (2.9) 8.7 (2.6)
Others 152 3.9(1.9) 26.8 (5.8) 140 (2.2) 9.6 (2.2)

Marital status®

Married 161 40(1.8) 25.6(5.5) 141 (255) 9.1(2.2)

Others 455 38(2.0) 249(6.4) 14.6 (3.0) 9.1(2.8)

Smoking status?®

Smoker 110 33(1.8) 25.4(6.4) 14.0 (3.0) 9.4 (2.6)

Non-smoker 506 40(1.9) 25.1(6.1) 14.6 (2.9) 89(2.7)

Other substance use®

Yes 60 37(22) 23.1 (6.4) 14.0 (2.9) 100 (2.9)

No 556 3.9(1.9) 25.4(6.1) 145 (2.9) 89(27)

Bold value indicates p-value of <0.05.

LOSS-SE Literacy of Suicide Scale-Short Form; SOSS-SE Stigma of Suicide Scale-Short Form; SSC, Secondary School Certificate; HSC, Higher Secondary School Certificate; SD,
standard deviation.

*Independent t-test for variables with two different categories.

bOne-way ANOVA for variables with more than two categories.





OPS/images/inline_1.gif
3wy (1—
pgz( 2





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Suicide stigma and suicide literacy among Bangladeshi young adults: a cross-sectional study



		Introduction



		Methods



		Study participants and recruitment procedure



		Measures



		Sociodemographic profile



		Personal experience with suicidality and other diseases



		Stigma of suicide scale-short form



		Literacy of suicide scale-short form



		Statistical analysis







		Results



		Discussion



		Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Acknowledgments



		Conflict of interest



		Publisher's note



		Supplementary material



		References

















OPS/images/cover.jpg
@ frontiers | Frontiers in Psychiatry

Suicide stigma and suicide literacy
among Bangladeshi young adults:
a cross-sectional study





OPS/images/fpsyt-14-1160955-g001.gif
e ——eur
[FONSSOT S

Sttt i —— @138





OPS/images/fpsyt-14-1160955-t001.jpg
Variable n (%)
Age (years) 18-23 252 (40.9)
24-35 364 (59.1)
Gender Male 346 (56.2)
Female 270 (43.8)
Religion Muslim 542 (88.0)
Others 74(12.0)
Education level Up to primary 52(8.4)
$SC 16 (2.6)
HSC 151 (24.5)
Bachelor and above 397 (64.4)
Employment status Student 320 (51.9)
Service holder 144 (23.4)
Others 152 (24.7)
Marital status Married 161(26.1)
Single 455 (73.9)
(unmarried/divorced/
widowed)
Smoking status Smoker 110 (17.9)
Non-smoker 506 (82.1)
Alcohol or substance use Yes 60 (9.7)
history
No 556 (90.3)

SSC, Secondary School Certificate; HSC, Higher Secondary School Certificate.
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