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Introduction

In recent years, there has been a growing body of evidence supporting the notion that spirituality and religion can improve one’s physical and mental health. Studies show that religion and spirituality play a significant role in the suicidal path. Considering the dearth of data on the patterns of suicidal thoughts, acts and related factors in Pakistan, a country with a large Muslim population and stigma with sociocultural perceptions of religious notions, the current study investigated the role of religious and spiritual factors of suicide using psychological autopsies.





Method

Purposive sampling was used to gather retrospective data records from police stations and hospital forensic departments in Rawalpindi and Islamabad, Pakistan, between January 2021 and July 2022. In total, 60 samples (30 cases and 30 controls) were used in this autopsies investigation. As with the majority of case control studies, the study sample cases were matched with the controls. At least two close bereaved family members served as the primary information sources, and data was gathered using the Semi Structured Interview Protocol for Psychological Autopsies.





Results

According to statistical analysis, both the suicide cases and the controls were comprised mostly of Muslim individuals. They follow Islam and hold the view that suicide is prohibited, forbidden, and haram in Islam. Regarding spirituality and religion, the majority of cases, according to the respondents interviewed, were not spiritual at all, while the controls are slightly spiritual. While the majority of both cases and controls had reduced interest in or practice of religious activities over the past year, a higher number of cases rarely performed and attended the religious services/activities as compared to controls.





Discussion

It was thus evident that the cases lacked significant engagement in spiritual and religious activities, and their attendance at such gatherings had notably decreased in the year preceding the suicide attempt. This decline in involvement in spiritual and religious practices might be linked to decreased levels of satisfaction, sense of belongingness, which could raise the risk of suicide. Therefore, in nations where Muslims predominate, culturally relevant suicide prevention initiatives including spiritual and religious treatments aimed at reducing the risk of suicide should be considered.
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Introduction

Research and services related to mental health, among other fields, have largely shown an increase in interest in subject of spirituality and religiosity (1–4). These terms are bracketed and differentiated in Western academia such that spirituality is understood to be a broader concept that includes the individual search for understanding answers to fundamental questions about life, meaning, and relationship with the sacred or transcendent, and religion is seen to consist of beliefs, practices, and rituals related to the transcendent (5, 6). Studies have indicated that spirituality and religion are typically linked to improved mental health (7). Increased levels of spirituality or religion have been linked to decreased levels of depressive symptoms (8), eating disorder symptoms (9, 10), negative symptoms of schizophrenia (11), perceived stress (12), risk of suicide, and personality disorder (13). Patients’ general quality of life is generally improved by religion and spirituality (10, 11). It has been demonstrated that spirituality or religion serves as a protective factor and improves adherence to psychiatric treatment (14). Additionally, better psychological health is linked to a greater degree of conviction in one’s belief system (10, 15).

The epidemiological profile of suicide also seems to be influenced by spiritual and religious variables (1, 2), particularly in nations where suicide is prohibited by religion. Suicide is a categorically forbidden act in Islam (16). While all monotheistic religions forbid suicide, Muslims frequently condemn suicide even more harshly, calling it an unforgivable sin. Muslims often believe that persons who die by suicide are not allowed to enter Heaven, even though the Qur’an makes no mention of this (17). According to Alothman and Fogarty (18), in Muslim-predominant nations, the median male-to-female suicide rate ratio was 2.5 in 2015—the second-highest ratio behind Christian-predominant countries, at 3.3. However, whether the percentage of Muslims and the male-to-female suicide rate ratio are correlated remains uncertain. According to a recent study, Muslims are the least permissive of all major religions regarding suicide, regardless of religiosity, and there is a correlation between permissiveness and national suicide rates (19).

The following of the Islamic way was the reason for liberation of the land known as Pakistan and therefore Islamic values and instructions form the foundation of Pakistani legislation and Muslims make up the majority of the population in Pakistan. Suicides and attempted suicides were punishable by state law up until December 2022, Section 325 of the Pakistani Penal Code, 1860 (PPC), which carried a maximum sentence of one year in prison and/or a significant fine. Furthermore, the law stipulates situations involving suicide attempts may only be handled at specific medicolegal centers (MLCs) or required registration at an MLC if treated at a private hospital. Nevertheless, neither of these guidelines was adhered to rigorously in practice. Blackmail and extortion of suicide attempters and their families by corrupt officials was frequent, despite the fact that the heavier penalties permitted under PPC Section 325 were rarely applied (16, 20).

A shift in the legal landscape has started when suicide attempts are no longer considered crimes as of December 2022. But since implementation is still a ways off, a lot of the obstacles posed by the previous law likely still stand. In Pakistan, treating suicide thoughts and actions is hampered not just by medical and legal restrictions but also by societal and religious ones, such as pervasive stigma (20). The age-standardized suicide death rate in Pakistan for 2019 was projected to be 9.8 per 100,000 people in the most recent World Health Organization (21) report, however this is probably an underestimate (21). Pakistan has conducted some study on the epidemiology of suicidal thoughts and behaviors, but the nation lacks an official, standardized monitoring system to gather these data on a national scale (16). The stigma directly impacts such an undertaking and data gathered is not reflective of reality.

According to earlier research, a significant percentage of medical admissions for suicide attempts in Pakistan are made by young people under 30 (22). Prior research on suicide in Pakistan has revealed risk factors for self-harm, including being a woman (particularly if married), having a mental illness, and being unemployed (23). Research has indicated that suicidal ideation are common among Pakistani college students (24) and teenagers who attend school (25). Furthermore, the most prevalent mental health issues were detrimental substance use and major depressive illness. In addition, self-harming thoughts, irritability and aggression, low self-esteem, treatment non-adherence, familial conflicts, and financial hardship have all been linked to young adults who have attempted suicide (26). In Pakistan’s north, suicide rates are startlingly rising, especially in the Valley of Chitral (27). Rahnuma et al. (27) asserted that Northern Pakistani culture and society underwent a significant transition due to fast social change, moving from pastoral to agricultural life, then to government and corporate employment, and finally towards a merchant society that was succeeded by a capitalist society (28). As a result of this change, individualism replaced collectivism as the prevailing value in religious society. People are getting less social help and are left to deal with their issues on their own. The primary risk factors for suicide, alienation and dissatisfaction, are frequently fueled by this isolation (29).

While there is evidence that religion and spiritual beliefs can prevent suicide (30), the empirical evidence varies. While some studies find that religion and spiritual beliefs can prevent suicide (2, 31, 32), others find that they are risk factors (33), and still others find no correlation between religion and suicide risk (2, 34). For example, Akotia et al. (35) found that spiritual difficulties were encountered by attempted survivors either before or during their hospitalization and while receiving medical care in Ghana. While going to church might help prevent suicide, there is evidence that poor mental health and ultimately suicide are linked to interpersonal issues with churchgoers, doubts, and fear of God’s wrath (5, 36).

Suicide and religion are both complex phenomena, which makes their relationship difficult to understand. Just as suicide has multiple dimensions (ideation, attempt, completion), religion also has multiple aspects (affiliation, participation, doctrine) (2). Spirituality and religion have a psychological impact on health. Cognitive, emotional, self-and-identity, and socio-psychological phenomena, are among these psychological factors (37, 38). Pargament (39), for example, provides a list of religious coping mechanisms, like internal locus of control, prayer, meditation, and self-directing style, that can be used to deal with stressful life events. Better physical and mental health outcomes are found to be associated with other psychological characteristics like self-esteem, self-efficacy, and strength of will, which have been linked to religious commitment in some research (38). In addition to that, the formation of a person’s spiritual identity and the integration of spirituality into a sense of self are significant aspects of spirituality that are also associated with wellness (40). Therefore, spirituality can be understood as a journey that offers a person a variety of objectives, including self-improvement, a sense of connection to God or the sacred, and the cultivation of certain values or the performance of particular rituals as a means of achieving more significant objectives (38). Pargament (39), Hood et al. (41), have all described religion as a symbolic cosmos. A person’s belief system is especially crucial during a crisis, like when they are contemplating suicide, since it can offer support in comprehending the challenging circumstances and accepting the sad and stressful events that have occurred, potentially overcoming pressures (42). Thus, understanding the presence of existential components (such as spirituality, religion, meaning, etc.) in suicidal behaviors as risk factors or resources for recovery is crucial for understanding suicide and its prevention in context (43, 44). Suicide frequently happens when someone decides that living is no longer desirable as a result of excruciating pain and a lack of coping mechanisms. People value religion and spirituality globally. They establish belief systems and offer prosocial, socially adaptable guiding principles (45). Further emotional and spiritual states and attributes that Islam supports are patience, gratitude, never losing hope, dependence on God, contentment, and peace. Many research (46–48) suggest that each of these stages provides the individual with attitudes, emotions, and feelings that could potentially assist prevent suicide (1).

According to Stratta et al. (49), negative spiritual coping also raises the risk of suicide. More research on the connection between spirituality and religion and suicidality is necessary in light of these apparently contradictory results. Currently, the most direct method to examine the relationship between specific factors and suicide is the psychological autopsy method, which is based on interviews with at least two informants close to the deceased and reviewing the data records, either medical or police report (50). Therefore, the study’s goal was to look into the role that religion and spirituality had in suicide cases and controls using psychological autopsy to explore the influence of these factors comprehensively.




Aim

Of all suicide deaths worldwide, an estimated 60% is accounted by suicide in Asian nations, which is a substantial share of these deaths (51). Asia, with one-third coming from South Asia, and the African area are home to the bulk of Muslim countries. Low- and middle-income countries (LMICs) comprise the majority of them (17). Suicides happen everywhere and in all cultures, although a disproportionate amount happen in low- and middle-income countries (LMICs), accounting for more than 88% of all suicides (21, 52).

With a population of more than 213,000,000, the Islamic Republic of Pakistan is an LMIC on the South Asian subcontinent and the fifth most populated nation globally (53). In Pakistan, religion is a commonly held belief. There are multiple languages, civilizations, subcultures, ethnic groups, and religious sects in the nation, which is divided into four provinces (Punjab, Sindh, Balochistan, and Khyber Pakhtunkhawa) (22). Since gaining independence, the nation has had to contend with significant issues including an unstable political system, inadequate governance, and persistently low social and health indicators (22, 54). Despite the fact that there are only 0.19 psychiatrists per 100,000 people in Pakistan, mental problems account for more than 4% of all diseases, according to the World Health Organization, and 24 million people are thought to require mental healthcare services (20). Ninety-six percent of Pakistanis identify as Muslims, and Islamic religious traditions are prevalent in both the public and private sectors of daily life (20). Numerous economic, societal, and religious issues have been found to contribute to Pakistan’s poor mental health, which is further hampered by the country’s small labor force (54). In 2018, 39.8% of people were living below the lower middle-class poverty line. The actual figure might be greater (20).

According to the World Health Organization (21), there were 8.9 suicides per 100,000 people in Pakistan alone in 2019 (13.3% of males and 4.3% of females). This means that one person dies by suicide per hour, or between 15 and 35 individuals each day (55). According to a study examining crude suicide rates, suicide rates in Peshawar ranged from 0.43 per 100,000 people (1991–2000) to 2.86 per 100,000 people (2006) in Rawalpindi. With a gender ratio of 16:1, Rawalpindi, Punjab, had the highest rates of crude suicide. Compared to women, men are more prone to complete suicide (23). According to a recent study, Punjab accounted for the majority of completed suicides (79.7%) (22). Hence, the present study aimed to gather data from Rawalpindi, Islamabad, and its catchment areas. Apart from data on prevalence and risk factors, nothing is known about the role that spiritual and religious factors play in suicide. As of now, no single study in Pakistan has conducted matched case control psychological autopsy to examine the role that spiritual and religious elements played in suicide. It is imperative to comprehend the impact of spiritual and religious elements contributing to suicide, given the widespread occurrence of spiritual and religious beliefs worldwide, the high suicide rate, and the paucity of research on suicide in Pakistan. Taken together, this psychological autopsy study sought to shed light on the role that spiritual and religious factors played in suicide among cases and controls, given the mounting body of research indicating both a positive and negative relationship between religion and suicide as well as the pressing need to put suicide prevention measures into place.






Method




Sample and study design

This study followed a retrospective case control study design (56) to collect data on cases and controls in order to perform a psychological autopsies of suicide. Based on data records, the Police Stations and hospital forensic departments in Rawalpindi and Islamabad, Pakistan, provided a list of occurrences that were determined to be suicides following a medico-legal autopsy. Additionally, information about the control group which comprised of suicide attempt survivors from January 2021 to July 2022 was also obtained from the police stations and hospital forensic departments. Purposive sampling was therefore the method used to select the cases and controls. A sample of 24 cases and 24 controls was computed by maintaining the odd ratio (RR, also known as the risk ratio, or OR) at 7.5, significance at 0.10, with a 95% confidence interval and 80% power (57). Thus, the current study contained a sample size of 60 (n=30 cases, n=30 controls). The study included controls and patients with ages ranging from 10 to 35. As with the majority of case control studies, the study sample was matched in terms of age (± 2 years), gender, year of death (± 2 years), and length of hospital stay to controls who had died by suicide. At least two close bereaved family members (parent, sibling, or partner) who were at least 18 years old served as the primary information source for cases. The duration of the study was 2021-2023.





Psychological autopsies method

Research on psychological autopsies makes use of the advantages of qualitative and quantitative techniques to produce a comprehensive picture of the life and circumstances surrounding the death of the person. Hence, research on psychological autopsies usually employs a mixed-method approach, integrating qualitative and quantitative components to comprehensively examine and comprehend the factors that led to an individual’s demise (58). Similar to biological autopsies, a psychological autopsy uses a checklist to understand the mental state of the deceased shortly before they pass away. A portion of this information is biographical (birthdate, occupation, marital status, relationship status, and any secondary data like a criminal record or family history), personal (such as any history of drug or alcohol abuse, known stresses, lifestyle, relationships, etc.), and information obtained through interviews with the deceased’s family members (59, 60). Interview and document data are frequently categorized into categories so that they can be quantified. Researchers may, for instance, calculate the prevalence of particular risk variables, such as past attempts at suicide, mental health conditions, or drug abuse. By statistical analysis, it is possible to find trends, differences, correlations, or risk factors related to suicide in quantitative data obtained from medical records, demographic data, and other structured data sources. While the quantitative data gives the qualitative observations more rigor and generalizability, the qualitative insights give the quantitative findings depth and context. Researchers can get a more thorough and nuanced knowledge of the factors that led to the death by combining the two approaches.





Instrument

The American Association of Suicidology for Psychological Autopsy developed and updated a semi-structured interview technique, which was comparable to the one used in earlier psychological autopsy research (61, 62). The procedure included the gathering of deceased’s or control’s demographic data as well as additional details about their level of spirituality and participation in religious activities.





Interview techniques

The family of the person who had died by suicide and controls was first contacted via a cell phone call. Following the initial communication, a culturally appropriate discussion of the study’s aims and procedures took place, and a time for the semi-structured interview was scheduled. Of the interviews, 27 (45%) took place in front of the police, while 33 (55%) take place in the consultant’s duty room at the hospital’s emergency room. The parents, spouses, and siblings were the primary informants. For each individual case, two family members were also present. The first author conducted all of the interviews. The interview was conducted between six and twelve months following the suicide. Typically, interviews lasted between forty-five to fifty minutes.





Statistical analysis

Data gathered from interviews, and documents are further categorized into categories so that they can be quantified. For this purpose, we used IBM SPSS version 25 for the statistical analysis. P < 0.05 was used as the statistical significance threshold. Frequency and percentages were used to display the demographic characteristics. For categorical variable cross tabulations, Pearson chi-square was employed.





Ethics statement

The research was carried out in conformity with the Helsinki Declaration of 1975, which was updated in 2008. The International Islamic University’s (permission number 26/03/2021/42DPEC) ethics committee for the psychology department in Islamabad, Pakistan, gave it their approval. Every informant provided written consent after being informed, and the study was registered (NCT05097690).






Results

After matching the cases (n = 95) and controls (n = 96), 191 of the 334 records that were initially found at the police stations and hospitals in Rawalpindi and Islamabad, Pakistan, were contacted; 63 of them took part in the study. Moreover, 3 out of 63 were excluded from the analysis because of doubts about the information that was provided.

Table 1 presents a sociodemographic profile of suicide cases and controls. Among the 60 cases and controls, a higher percentage of suicide cases and controls (n = 12 (40.0% cases, n = 10 (33.3% controls)) are observed in the 30-34 age group as compared to other age groups. 33.3% (n=10) of the controls and the majority of suicide cases are Punjabi as per the ethno-linguistic group. Males (n = 20, 66.7%) make up the majority of cases, while females (n = 20, 66.7%) make up the controls. Higher percentages of cases (n=19, 63.3%) and controls (n=22, 73.3%) are associated with lower socioeconomic level. The majority of cases (n=15, 50.0%) are single or never married, while a larger percentage of controls (n=15, 50.0%) are married. A significant percentage of cases (n = 18, 60.0%) are part of the nuclear family system, whereas controls (n = 17, 56.7%) are part of the joint family system and live in an urban region (cases = 22, 73.3%, Controls = 20, 66.7%).


Table 1 | Socio demographic profile of cases and controls.



To determine whether there is a statistically significant difference between the cases and controls of suicide in the areas of spirituality and religiosity, chi square statistics were used. Given that most of the cases and controls are Muslims and practice Islam, Table 2’s results indicate that there is non-significant difference between them in terms of identification with a particular religion and religious beliefs regarding suicide death (X2(1, n=60) = 1.017, p = n.s.). Regarding spirituality and religiosity, the majority of cases exhibit no spirituality at all/or low levels of spirituality, while the controls exhibit a slight levels of spirituality (X2(2, n=60) = 13.644, ***p<001). A larger percentage of cases and controls participated in religious activities and attended services rarely, X2(5, n=60) =15.160, **p<.01, while the majority of cases and controls reported a reduction in their degree of participation in religious activities over the previous year, X2(1, n=60) =6.239, *p<.02.


Table 2 | Religious and spiritual factors for suicide in cases and controls (N=60).







Discussion

The relationship between religion and spirituality and suicide has mostly been investigated in terms of its capacity to prevent suicide as well as moderating risk factors for suicide, like depression (63). The current research has examined the impact of spiritual and religious elements on suicide, in an effort to add to the body of existing literature and fill in knowledge gaps with particular regard to the Muslim population. In the current study, cases were found to have low levels of spirituality, while controls have been found to be somewhat spiritual. This is significant difference considering cases completed suicides and controls did not. The results align with a recent study wherein, after adjusting for sociodemographic variables, low level of spirituality was found to be a significant independent factor for an increased risk of suicide attempts (64). Spirituality has been linked in a number of studies to improved mental health and a decreased risk of suicide (65, 66). Low spirituality, on the one hand, makes it more difficult for people to use healthy coping mechanisms when under stress (67). However, other researchers contend that spiritual practices support “resiliency” (68). Furthermore, it’s critical to remember that spirituality is a very unique and individualized component of the human experience, and that it can have a wide range of effects on mental health which may be hard to objectively study particularly in retrospect from second-hand sources such as relatives who are informants. Nevertheless, some people find that spirituality gives their lives meaning and purpose (69). Strong senses of purpose have been linked to lower suicide rates because they may serve as a deterrent to hopelessness (70).

Being a part of spiritual or religious societies frequently offers a social support system. This feeling of belonging and community can improve mental health and lower the likelihood of suicidal thoughts (69). It was found in the current study that neither the patients nor the controls significantly participated in spiritual or religious activities, and that their attendance at these events had significantly declined in the year before the suicide attempt. Lower satisfaction levels could be linked to this decline in participation, which could increase the risk of suicide conduct (43). According to earlier research, people who identify as religious (71, 72), attend religious services more regularly (73, 74), and believe that religion plays a significant role in their lives (75) have lower rates of suicide attempt.

The degree to which a particular religion condones suicide may have a mediating effect on the potential protective effects of religion against suicide, both on an individual and societal level (76). This aligns with ecological research, which shows that suicide rates are lower in nations where the state actively promotes religious beliefs and higher in those where they are (77, 78). Additionally, it aligns with research conducted at the individual level that have discovered factors such a lack of religious belief to be a suicide risk factor (79). Therefore, there is ongoing discussion regarding the precise processes via which religion can prevent suicide (2).

Furthermore, among the major world religions, Muslims were shown to have the lowest level of permissiveness toward suicide, irrespective of their level of religiosity (19). National suicide rates were also found to be correlated with permissiveness (78). Despite their belief that suicide is forbidden or haram in Islam, both the cases and the controls in this study attempted suicide. It might be because of its links to elements of individual or social order, such wellbeing (80) or social order, including a lack of social support (81), as well as varying coping mechanisms (39). On the other side, it has been determined that factors connected to religion can affect views regarding suicide, such as shame, being left out of groups, or spiritual discontent (82). Additionally, Muslims who place no emphasis on God and pray infrequently have a more positive outlook on suicide, whereas Muslims who place a high value on God have the lowest suicide rates (19).

As religion may provide believers with a worldview about life and themselves, deeply spiritual and religious people tend to be more upbeat and confident in their ability to overcome challenges (83, 84), which makes them less likely to act suicidally (83, 85). It would be a useful avenue to investigate the connection between spirituality and religion and suicidal intent and ideation (86) in suicide survivors in future studies. In the future, additional specialized statistical research might be carried out to get a more accurate understanding of differences across particular religions (e.g., compare the Hindu, Muslim, and Christian communities living in Pakistan). Because of the limited sample size, caution should be used when extrapolating the study’s findings.

The results recommend including religious and spiritual components in general mental health care as well as programs that prevent and address suicidal conduct. Future studies are still needed to fully understand this issue from a qualitative standpoint. This will enable us to examine the discourse surrounding the irreversible and early disruption of life that is suicide and gain a deeper understanding of the religious and spiritual narratives of individuals who practice Islam and other religions. Due to the ease of accessibility, the data was gathered from Rawalpindi, Islamabad, and its catchment areas, hence future studies should conduct Psychological autopsies in other places of Pakistan like Gilgit Baltistan and Chitral. Also, in order to provide information on the unique religious and cultural context of suicide in Pakistan, it is also critical to improve earlier theoretical frameworks about the contribution of causes to suicide in the setting of Pakistan. Additionally, while screening individuals who may be at risk of suicide, an evaluation of their level of spirituality and religion in addition to mental risk factors may be advised. In psychiatric clinics, it is advised that all patients be asked to provide a brief history of their religious and spiritual practices.





Conclusion

In Asia, suicide is a serious and intricate problem. The typical profile of suicide described in the scientific literature is different from the epidemiological profile found in Asian countries, as the former is typically based on research undertaken in European and American countries. The intricate web of socioeconomic, cultural, and religious elements in Asian countries may help to explain this, at least in part. The study’s findings are consistent with the idea that spiritual and religious influences have a significant impact on suicide thoughts and actions. According to available data, suicide is influenced by low spirituality, a decline in religious membership and attachment, and a drop in engagement in religious activities. Suicide prevention efforts in Muslim nations obviously need to take these contextual difficulties into account, as awareness of these elements can be very helpful in policies and procedures aimed at preventing suicide.





Data availability statement

The original contributions presented in the study are included in the article/supplementary material. Further inquiries can be directed to the corresponding author.





Ethics statement

The research was approved by Research Ethics Committee, Department of Psychology, International Islamic University, Islamabad, Pakistan. The research was conducted in accordance with the Helsinki Declaration of 1975 (updated in 2008), and in accordance with local legislation and institutional requirements. Written informed consent for participation in this study was provided by the participants and participants’ legal guardians/next of kin.





Author contributions

SA: Writing – review & editing, Writing – original draft, Software, Project administration, Methodology, Investigation, Formal analysis, Data curation, Conceptualization. TS: Software, Writing – review & editing, Writing – original draft, Supervision, Project administration, Methodology, Investigation, Formal Analysis, Data curation, Conceptualization.





Funding

The author(s) declare that no financial support was received for the research, authorship, and/or publication of this article.





Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.





References

1. Ali SAEZ, Arafat SY, Rezaeian M, Khan MM. Suicide prevention in muslim countries: current status and way forward. In: Suicidal Behavior in Muslim Majority Countries: Epidemiology, Risk Factors, and Prevention. Springer Nature Singapore, Singapore (2024). p. 343–52.

2. Lawrence RE, Oquendo MA, Stanley B. Religion and suicide risk: a systematic review. Arch suicide Res. (2016) 20:1–21. doi: 10.1080/13811118.2015.1004494

3. Carey LB, Cohen J, Koenig HG, Gabbay E. COVID-19, islam and christianity. J Religion Health. (2021) 60:621–4. doi: 10.1007/s10943-021-01228-3

4. Tanhan A, Young JS. Muslims and mental health services: A concept map and a theoretical framework. J Religion Health. (2022) 61:23–63. doi: 10.1007/s10943-021-01324-4

5. Koenig HG. Religion, spirituality, and health: The research and clinical implications. Int Scholarly Res Notices. (2012) 1:278730. doi: 10.5402/2012/278730

6. Lucchetti G, Koenig HG, Lucchetti ALG. Spirituality, religiousness, and mental health: A review of the current scientific evidence. World J Clin cases. (2021) 9:7620–31. doi: 10.12998/wjcc.v9.i26.7620

7. Vitorino LM, Lucchetti G, Leao FC, Vallada H, Peres MFP. The association between spirituality and religiousness and mental health. Sci Rep. (2018) 8:17233. doi: 10.1038/s41598-018-35380-w

8. Braam AW, Koenig HG. Religion, spirituality and depression in prospective studies: A systematic review. J Affect Disord. (2019) 257:428–38. doi: 10.1016/j.jad.2019.06.063

9. Boisvert JA, Harrell WA. The impact of spirituality on eating disorder symptomatology in ethnically diverse Canadian women. Int J Soc Psychiatry. (2013) 59:729–38. doi: 10.1177/0020764012453816

10. Weber SR, Pargament KI. The role of religion and spirituality in mental health. Curr Opin Psychiatry. (2014) 27:358–63. doi: 10.1097/YCO.0000000000000080

11. Mohr S, Perroud N, Gillieron C, Brandt PY, Rieben I, Borras L, et al. Spirituality and religiousness as predictive factors of outcome in schizophrenia and schizo-affective disorders. Psychiatry Res. (2011) 186:177–82. doi: 10.1016/j.psychres.2010.08.012

12. Arevalo S, Prado G, Amaro H. Spirituality, sense of coherence, and coping responses in women receiving treatment for alcohol and drug addiction. Eval Program Plann. (2008) 31:113–23. doi: 10.1016/j.evalprogplan.2007.05.009

13. Power L, McKinney C. The effects of religiosity on psychopathology in emerging adults: Intrinsic versus extrinsic religiosity. J Religion Health. (2014) 53:1529–38. doi: 10.1007/s10943-013-9744-8

14. Gearing RE, Alonzo D, Smolak A, McHugh K, Harmon S, Baldwin S. Association of religion with delusions and hallucinations in the context of schizophrenia: Implications for engagement and adherence. Schizophr Res. (2011) 126:150–63. doi: 10.1016/j.schres.2010.11.005

15. Weber SR, Pargament KI, Kunik ME, Lomax JW, Stanley MA. Psychological distress among religious nonbelievers: A systematic review. J religion Health. (2012) 51:72–86. doi: 10.1007/s10943-011-9541-1

16. Naveed S, Qadir T, Afzaal T, Waqas A. Suicide and its legal implications in Pakistan: A literature review. Cureus. (2017) 9:e1665. doi: 10.7759/cureus.1665

17. Shoib S, Armiya'u AY, Nahidi M, Arif N, Saeed F. Suicide in Muslim world and way forward. Health Sci Rep. (2022) 5:e665. doi: 10.1002/hsr2.665

18. Alothman D, Fogarty A. Global differences in geography, religion and other societal factors are associated with sex differences in mortality from suicide: An ecological study of 182 countries. J Affect Disord. (2020) 260:67–72. doi: 10.1016/j.jad.2019.08.093

19. Saiz J, Ayllón-Alonso E, Sánchez-Iglesias I, Chopra D, Mills PJ. Religiosity and suicide: a large-scale international and individual analysis considering the effects of different religious beliefs. J religion Health. (2021) 60:2503–26. doi: 10.1007/s10943-020-01137-x

20. Mirza S, Rehman A, Haque J, Khan MM. Perceptions of suicide among Pakistanis: results of an online survey. Arch suicide Res. (2024) 19:1–18. doi: 10.1080/13811118.2024.2305397

21. World Health Organization. Suicide worldwide in 2019: Global health estimates. Geneva: World Health Organization (2021). Available at: https://www.who.int/publications/i/item/9789240026643. Licence: CC BY-NC-SA 3.0 IGO.

22. Naveed S, Tahir SM, Imran N, Rafiq B, Ayub M, Haider II, et al. Sociodemographic characteristics and patterns of suicide in Pakistan: an analysis of current trends. Community Ment Health J. (2023) 59:1064–70. doi: 10.1007/s10597-022-01086-7

23. Khan MM, Mahmud S, Karim MS, Zaman M, Prince M. Case-control study of suicide in Karachi, Pakistan. Br J Psychiatry: J Ment Sci. (2008) 193:402–5. doi: 10.1192/bjp.bp.107.042069

24. Ayub N. Measuring hopelessness and life orientation in Pakistani adolescents. Crisis. (2009) 30:153–60. doi: 10.1027/0227-5910.30.3.153

25. Shaikh MA. Prevalence and correlates of suicidal expression among school attending adolescents in Pakistan. J Pakistan Med Assoc. (2014) 64:99–100.

26. Abdullah M, Khalily MT, Ahmad I, Hallahan B. Psychological autopsy review on mental health crises and suicide among youth in Pakistan. Asia-Pacific Psychiatry: Off J Pacific Rim Coll Psychiatrists. (2018) 10:e12338. doi: 10.1111/appy.12338

27. Rahnuma B, Fangtong J, Khan MA, Saddique K, Khan A. Causes of suicide in Gilgit-Baltistan region causes of suicide in Gilgit-Baltistan region. Eur Acad Res. (2017) V:4041–51.

28. Ullah Z, Shah NA, Khan SS, Ahmad N, Scholz M. Mapping institutional interventions to mitigate suicides: A study of causes and prevention. Int J Environ Res Public Health. (2021) 18:10880. doi: 10.3390/ijerph182010880

29. Abrutyn S, Mueller AS. Toward a cultural-structural theory of suicide: Examining excessive regulation and its discontents. Sociological Theory. (2018) 36:48–66. doi: 10.1177/0735275118759150

30. Perlman CM, Neufeld E, Martin L, Goy M, Hirdes JP. Suicide risk assessment inventory: A resource guide for Canadian health care organizations. Toronto, ON: Ontario Hospital Association and Canadian Patient Safety Institute (2011).

31. Cook C. Suicide and religion. Br J Psychiatry. (2014) 204:254–5. doi: 10.1192/bjp.bp.113.136069

32. Dervic K, Oquendo MA, Grunebaum MF, Ellis S, Burke AK, Mann JJ. Religious affiliation and suicide attempt. Am J Psychiatry. (2004) 161:2303–8. doi: 10.1176/appi.ajp.161.12.2303

33. Zhao J, Yang X, Xiao R, Zhang X, Aguilera D, Zhao J. Belief system, meaningfulness, and psychopathology associated with suicidality among Chinese college students: a cross-sectional survey. BMC Public Health. (2012) 12:1–11. doi: 10.1186/1471-2458-12-668

34. Le MTH, Nguyen HT, Tran TD, Fisher JR. Experience of low mood and suicidal behaviors among adolescents in Vietnam: findings from two national population-based surveys. J Adolesc Health. (2012) 51:339–48. doi: 10.1016/j.jadohealth.2011.12.027

35. Akotia CS, Knizek BL, Kinyanda E, Hjelmeland H. I have sinned”: Understanding the role of religion in the experiences of suicide attempters in Ghana. Ment Health Religion Culture. (2013) 17:437–48. doi: 10.1080/13674676.2013.829426

36. Potter J. Is suicide the unforgivable sin? Understanding suicide, Stigma, and Salvation through two christian perspectives. Religions. (2021) 12:987. doi: 10.3390/rel12110987

37. Hill PC, Pargament KI, Hood RW, McCullough JME, Swyers JP, Larson DB, et al. Conceptualizing religion and spirituality: Points of commonality, points of departure. J Theory Soc Behav. (2000) 30:51–77. doi: 10.1111/jtsb.2000.30.issue-1

38. Wagani R, Colucci E. Spirituality and wellbeing in the context of a study on suicide prevention in North India. Religions. (2018) 9:183. doi: 10.3390/rel9060183

39. Pargament KI. The psychology of religion and coping. New York: The Guilford Press (1997).

40. MacDonald DA. Identity and spirituality: Conventional and transpersonal perspectives. Int J transpersonal Stud. (2009) 28:86–109. doi: 10.24972/ijts.2009.28.1.86

41. Hood RW Jr, Hill PC, Spilka B. The psychology of religion: An empirical approach. New York: Guilford Press (2009).

42. Idler EL, Musick MA, Ellison CG, George LK, Krause N, Ory MG, et al. Measuring multiple dimensions of religion and spirituality for health research: Conceptual background and findings from the 1998 General Social Survey. Res Aging. (2003) 25:327–65. doi: 10.1177/0164027503025004001

43. Colucci E, Martin G. Religion and spirituality along the suicidal path. Suicide Life-Threatening Behav. (2008) 38:229–44. doi: 10.1521/suli.2008.38.2.229

44. Osafo J, Asare-Doku W, Akotia CS. Exploring the role of religion in the recovery experiences of suicide attempt survivors in Ghana. BMC Psychiatry. (2023) 23:219. doi: 10.1186/s12888-023-04674-3

45. Teo DCL, Duchonova K, Kariman S, Ng J. Religion, spirituality, belief systems and suicide. In:  Alfonso  CA, Chandra  PS, Schulze  TG, editors. Suicide by Self-Immolation. Springer, Cham (2021). doi: 10.1007/978-3-030-62613-6_14

46. Awaad R, Quadri Y, Suleiman K, Husain A, Hosseini Z, Rehman O, et al. Islam and suicide: An interdisciplinary scoping review. Spirituality Clin Pract. (2023) 10:32–51. doi: 10.1037/scp0000311

47. Habib AIS. Al-Ahkam al-muta‘alliqa bijarimat al-intihar fi-l-shari‘a al-hvislamiyya: dirasa fiqhiyya muqarana [Rulings pertaining to suicide in Islamic jurisprudence: a comparative juristic study. (2017). Maktabat al-Wafa’ al-Qanuniyya.

48. Shehata MSA. Al-Intihar wa-asbabuh wa-‘ilajuh: Dirasa fi daw’ al-Sunna al nabawwiya [Suicide, its causes and treatment: A study in light of the Prophetic tradition. J Coll Da’wah Fundamentals Religion. (2015) 33:754–827.

49. Stratta P, Capanna C, Riccardi I, Carmassi C, Piccinni A, Dell'Osso L, et al. Suicidal intention and negative spiritual coping one year after the earthquake of L'Aquila (Italy). J Affect Disord. (2012) 136:1227–31. doi: 10.1016/j.jad.2011.10.006

50. Kurihara T, Kato M, Reverger R, Tirta IGR. Risk factors for suicide in Bali: a psychological autopsy study. BMC Public Health. (2009) 9:327. doi: 10.1186/1471-2458-9-327

51. Chen Y-Y, Wu KC-C, Yousuf S, Yip PSF. Suicide in asia: opportunities and challenges. Epidemiologic Rev. (2012) 34:129–44. doi: 10.1093/epirev/mxr025

52. Renaud J, MacNeil SL, Vijayakumar L, Spodenkiewicz M, Daniels S, Brent DA, et al. Suicidal ideation and behavior in youth in low-and middle-income countries: A brief review of risk factors and implications for prevention. Front Psychiatry. (2022) 13:1044354. doi: 10.3389/fpsyt.2022.1044354

53. Pakistan Bureau of Statistics. Brief on census -2017. Pakistan Bureau of Statistics (2023). Available online at: https://www.pbs.gov.pk/content/brief-census-2017. (Accessed March 18, 2024).

54. Ali TM, Gul S. Community mental health services in Pakistan: Review study from Muslim world 2000–2015. Psychology Community Health. (2018) 7:57–71. doi: 10.5964/pch.v7i1.224

55. Mahesar RA, Chandio DA, Latif M, Abbas S, Shabbir T. Demography and risk factors of suicide deaths in Pakistan: A twelve-month content analysis study. Asian J Psychiatry. (2023) 80:103364. doi: 10.1016/j.ajp.2022.103364

56. Naudo-Molist J, Nebot FXA, Matavera IS, Villaroel RM, Briones-Buixassa L, Nuno JJ. A descriptive analysis of suicide deaths and application of the Psychological Autopsy method during the period 2013–2015 in the region of Osona (Barcelona, Spain). Spanish J legal Med. (2017) 43:138–45. doi: 10.1016/j.remle.2017.11.002

57. Hajian-Tilaki K. Sample size estimation in epidemiologic studies. Caspian J Internal Med. (2011) 2:289–98.

58. Zalsman G, Tov YS, Tsuriel D. EPA-0860–Quantitative and qualitative psychological autopsy of 70 high school students: tragic vs. regressive narratives. Eur Psychiatry. (2014) 29:1. doi: 10.1016/S0924-9338(14)78192-1

59. Bass M. Methods involved in process of psychological autopsy. J Anthropology Rep. (2022) 5:138. doi: 10.35248/2684-1304.22.5.138

60. Johal G, Appleby L, Turnbull P. Is there still a place for psychological autopsy in suicide research? A literature review of methodological limitations and recommendations for future development. Int Rev Psychiatry. (2024), 1–9. doi: 10.1080/09540261.2024.2378075

61. Appleby L, Cooper J, Amos T, Faragher B. Psychological autopsy study of suicides by people aged under 35. Br J Psychiatry. (1999) 175:168–74. doi: 10.1192/bjp.175.2.168

62. Arafat SMY, Mohit MA, Mullick MSI, Kabir R, Khan MM. Risk factors for suicide in Bangladesh: case-control psychological autopsy study. BJPsych Open. (2020) 7:e18. doi: 10.1192/bjo.2020.152

63. Cole-Lewis YC, Gipson PY, Opperman KJ, Arango A, King CA. Protective role of religious involvement against depression and suicidal ideation among youth with interpersonal problems. J religion Health. (2016) 55:1172–88. doi: 10.1007/s10943-016-0194-y

64. Tae H, Chae JH. Factors related to suicide attempts: the roles of childhood abuse and spirituality. Front Psychiatry. (2021) 12:565358. doi: 10.3389/fpsyt.2021.565358

65. Loureiro ACT, de Rezende Coelho MC, Coutinho FB, Borges LH, Lucchetti G. The influence of spirituality and religiousness on suicide risk and mental health of patients undergoing hemodialysis. Compr Psychiatry. (2018) 80:39–45. doi: 10.1016/j.comppsych.2017.08.004

66. Sansone RA, Wiederman MW. Religiosity/spirituality: Relationships with non-suicidal self-harm behaviors and attempted suicide. Int J Soc Psychiatry. (2015) 61:762–7. doi: 10.1177/0020764015579738

67. Folkman S, Moskowitz JT. Positive affect and the other side of coping. Am Psychol. (2000) 55:647 –654. doi: 10.1037/0003-066X.55.6.647

68. Garroutte EM, Goldberg J, Beals J, Herrell R, Manson SM, Ai-Superpfp Team. Spirituality and attempted suicide among American Indians. Soc Sci Med. (2003) 56:1571–9. doi: 10.1016/S0277-9536(02)00157-0

69. Ghadirian AM. The role of religion and spirituality in mental health. In:  Okpaku  SO, editor. Innovations in Global Mental Health. Springer, Cham (2021). doi: 10.1007/978-3-030-57296-9_118

70. Brandt MK, Sandahl H, Carlsson J. The impact of religion and spirituality on suicide risk in veterans and refugees with posttraumatic stress disorder. J nervous Ment Dis. (2023) 211:65–73. doi: 10.1097/NMD.0000000000001583

71. Carli V, Mandelli L, Zaninotto L, Iosue M, Hadlaczky G, Wasserman D, et al. Serious suicidal behaviors: socio-demographic and clinical features in a multinational, multicenter sample. Nordic J Psychiatry. (2014) 68:44–52. doi: 10.3109/08039488.2013.767934

72. Kralovec K, Fartacek C, Fartacek R, Ploderl M. Religion and suicide risk in lesbian, gay and bisexual Austrians. J Religion Health. (2014) 53:413–23. doi: 10.1007/s10943-012-9645-2

73. Hoffman S, Marsiglia FF. The impact of religiosity on suicidal ideation among youth in central Mexico. J religion Health. (2014) 53:255–66. doi: 10.1007/s10943-012-9654-1

74. Rushing NC, Corsentino E, Hames JL, Sachs-Ericsson N, Steffens DC. The relationship of religious involvement indicators and social support to current and past suicidality among depressed older adults. Aging Ment Health. (2013) 17:366–74. doi: 10.1080/13607863.2012.738414

75. Rasic D, Kisely S, Langille DB. Protective associations of importance of religion and frequency of service attendance with depression risk, suicidal behaviours and substance use in adolescents in Nova Scotia, Canada. J Affect Disord. (2011) 132:389–95. doi: 10.1016/j.jad.2011.03.007

76. Vijayakumar L, Pirkis J, Huong TT, Yip P, Seneviratne RDA, Hendin H. Socio-economic, cultural and religious factors affecting suicide prevention in Asia. Suicide suicide Prev Asia. (2008) 2008:19–30.

77. Lester D. Suicide and islam. Arch Suicide Res. (2006) 10:77–97. doi: 10.1080/13811110500318489

78. Shoib S, Tayyeb M, Armiya’u AYU, Raaj S, Elmahi OKO, Swed S, et al. Factors behind suicides in Muslim countries: a global ecological study. Soc Work Ment Health. (2024) 22(4):507–26. doi: 10.1080/15332985.2024.2323040

79. Gururaj G, Isaac MK, Subbakrishna DK, Ranjani R. Risk factors for completed suicides: a case-control study from Bangalore, India. Injury control Saf promotion. (2004) 11:183–91. doi: 10.1080/156609704/233/289706

80. Ngamaba KH, Soni D. Are happiness and life satisfaction different across religious groups? exploring determinants of happiness and life satisfaction. J Religion Health. (2018) 57:2118–39. doi: 10.1007/s10943-017-0481-2

81. Hsieh N. A global perspective on religious participation and suicide. J Health Soc Behav. (2017) 58:322–39. doi: 10.1177/0022146517715896

82. Liu LM. Religion and suicidality: a review. Fuller Theological Seminary, Pasadena, California (2010).

83. Ibrahim N, Che Din N, Ahmad M, Amit N, Ghazali SE, Wahab S, et al. The role of social support and spiritual wellbeing in predicting suicidal ideation among marginalized adolescents in Malaysia. BMC Public Health. (2019) 19:1–8. doi: 10.1186/s12889-019-6861-7

84. Prieto-Ursua M, Jodar R. Finding meaning in hell. The role of meaning, religiosity and spirituality in posttraumatic growth during the coronavirus crisis in Spain. Front Psychol. (2020) 11:567836. doi: 10.3389/fpsyg.2020.567836

85. Shekhani SS, Perveen S, Hashmi DES, Akbar K, Bachani S, Khan MM. Suicide and deliberate self-harm in Pakistan: a scoping review. BMC Psychiatry. (2018) 18:44. doi: 10.1186/s12888-017-1586-6

86. Snider AM, McPhedran S. Religiosity, spirituality, mental health, and mental health treatment outcomes in Australia: A systematic literature review. Ment Health Religion Culture. (2014) 17:568–81. doi: 10.1080/13674676.2013.871240




Publisher’s note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2024 Ali and Saleem. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.


OEBPS/Images/logo.jpg
’ frontiers ‘ Frontiers in Psychiatry





OEBPS/Text/toc.xhtml


  

    Table of Contents



    

    		Cover



  		

        Psychological autopsies: religious and spiritual factors for suicide in cases and controls

      

        		

          Introduction

        



        		

          Method

        



        		

          Results

        



        		

          Discussion

        



        		

          Introduction

        

          		

            Aim

          



        



        



        		

          Method

        

          		

            Sample and study design

          



          		

            Psychological autopsies method

          



          		

            Instrument

          



          		

            Interview techniques

          



          		

            Statistical analysis

          



          		

            Ethics statement

          



        



        



        		

          Results

        



        		

          Discussion

        



        		

          Conclusion

        



        		

          Data availability statement

        



        		

          Ethics statement

        



        		

          Author contributions

        



        		

          Funding

        



        		

          Conflict of interest

        



        		

          References

        



      



      



    



  



OEBPS/Images/fpsyt.2024.1419669_cover.jpg
& frontiers | Frontiers in Psychiatry

Psychological autopsies: religious and
spiritual factors for suicide in cases and
controls





OEBPS/Images/crossmark.jpg
©

2

i

|





OEBPS/Images/table1.jpg
Category Controls
%
Age 10-14 1 3.3% 0 0.0%
15-19 5 16.7% 7 23.3%
20-24 7 23.3% 4 13.3%
25-29 5 16.7% 9 30.0%
30-34 12 40.0% 10 33.3%
Gender Male 20 66.7% 10 33.3%
Female 10 33.3% 20 66.7%
Ethnolinguistic Punjabi 10 33.3% 10 33.3%
groups Urdu Speaking 6 20.0% 1 3.3%
Pashtoon 4 13.3% 6 20.0%
Sindhi 1 3.3% 1 3.3%
Balochi 1 3.3% 2 6.7%
Hindko 3 10.0% 5 16.7%
Kashmiri 0 0.0% 1 3.3%
Gilgiti 2 6.7% 1 3.3%
Potohari 0 0.0% 1 3.3%
Saraiki 3 10.0% | 2 6.7%
Socio Economic Lower 19 63.3% 5 16.7%
Status Middle 11 36.7% 22 73.3%
Upper 0 0.0% 3 10.0%
Marital Status Single, Never 15 50.0% 11 36.7%
Married 2 6.7% 3 10.0%
Engaged 12 40.0% 15 50.0%
Married 0 0.0% 1 3.3%
Divorced 1 3.3% 0 0.0%
Widowed
Family Type Nuclear 18 60.0% | 13 43.3%
Joint 12 40.0% 17 56.7%
Living Area Rural 8 26.7% 10 33.3%
Urban 22 73.3% 20 66.7%





OEBPS/Images/table2.jpg
Categories Controls

f
Religion Islam 29 96.7% 30 100.0% 1017 500
Christian 1 33% 0 0.0%
Levels of Spirituality Moderately Spiritual 1 3.3% 3 10.0% 13.644 001+
Low Spirituality 25 85.3% 11 36.7%
Somehow/Slightly Spiritual 4 11.4% 16 53.3%
Engagement in Religious Daily 0 0.0% 1 3.3% 15.160 o1+
Practices/Activities Once a Week 0 0.0% 4 13.3%
Once or twice a month 1 3.3% 7 23.3%
A few times a Year 7 23.3% 2 6.7%
Rarely 21 70.0% 13 43.3%
Once a Year or Less 1 3.3% 3 10.0%
Changed level of participation in Religious = Decreased 25 83.3% 16 53.3% 6.239 .02%
practices over the Past Year Remained the same 5 16.7% 14 46.7%
Religious beliefs in family Prohibited 29 96.7% 30 100% 1017 500
regarding Suicide Tragic Act 1 3.3% 0 0.0%

% Chi Square Statistics, Fishers test statistics (*p<.05,.500), **p<.01, **p<.001.





