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ABSTRACT
Background: Suicidal behavior is a major public health problem worldwide and is especially common among
people with mental illness. However, evidence on suicidal behavior and its associated factors among patients

attending emergency outpatient and psychiatric clinics in Ethiopia remains limited.

Objective: To assess the prevalence of suicidal behavior and associated factors among individuals attending the

Emergency OPD and Psychiatric Clinic at St. Luke Catholic Hospital, Southwest Ethiopia, 2024.

Methods: A facility-based cross-sectional study was conducted from February 1 to July 31, 2024, among 175
participants attending the Emergency OPD and Psychiatric Clinic at St. Luke Catholic Hospital. Consecutive
sampling was used. Suicidal behavior was assessed using the Suicidal Behaviors Questionnaire-Revised (SBQ-
R), with a cutoff score of 8 or above indicating suicidal behavior. Data were entered into EpiData version 3.1
and analyzed using SPSS version 23. Descriptive statistics and logistic regression analyses were performed.
Variables with a p-value less than 0.25 in bivariate analysis were entered into multivariable logistic regression.

Statistical significance was declared at a p-value less than 0.05.

Results: A total of 175 participants were included in the study, yielding a response rate of 100%. Among them,
119 (68.0%) were female. Based on the SBQ-R cutoff score of 8 or above, the prevalence of suicidal behavior
was 25.7%. The prevalence of previous suicide attempt was 16.0%. Self-poisoning was the most commonly
reported method of suicide attempt. Factors associated with suicidal behavior included younger age, family

history of mental illness, major depressive disorder, alcohol use disorder, and nicotine dependence.

Conclusion: The prevalence of suicidal behavior among participants attending the Emergency OPD and
Psychiatric Clinic was high. Early screening and integrated suicide risk assessment should be strengthened in

emergency and psychiatric settings.

Recommendation: A structured approach to screening and suicide risk management should be strengthened for

patients attending emergency departments and psychiatric clinics.
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CHAPTER ONE: INTRODUCTION
1.1. Background

Suicide behaviors are thoughts or tendencies that put a person at risk of committing suicide, namely,
the act of intentionally terminating one’s own life. Suicide behaviors can be classified into three
categories: suicide ideation, suicide plan or intent, and suicide behaviors. Suicide ideation refers to
thoughts of attempting to end one’s own life, while a suicide plan involves the formulation of a
specific method to carry out the act. Suicide behaviors refer, instead, to the engagement in a
potentially self-injurious action with at least some intent to die, resulting in a nonfatal outcome.
Suicide ideation and attempt have garnered significant international attention and debate, as they are
widespread and closely interrelated problems (1- 3).

Accurate diagnosis and effective treatment of psychiatric disorders can significantly reduce suicide
rates (4). Many developed countries have implemented various suicide prevention strategies and
substantial research is ongoing. As part of a global prevention effort, the WHO has been celebrating
an annual world suicide prevention day on September 10 since 2003 (5). In 2008, the WHO also
launched the Mental Health Gap Action Program (mhGAP) which advocates for the urgent scaling up
of services for mental, neurological, and substance use disorders, especially in developing countries
(6). Ethiopia has also committed to expanding decentralized and integrated mental health services at
the primary health care level (National Mental Health Strategy 2012/2013-2015/16) (7). However,
limited research has been conducted into suicide and suicide behaviors.

1.2. Statement of the problem

According to the data from the World Health Organization (2012), approximately one million people
die by suicide each year worldwide. This corresponds to one death every 40 seconds by suicide.
Suicide behaviors and suicidal ideation are even more widespread. The estimated number of suicide
behaviors is up to 20 times higher than the number of deaths by suicide. According to the WHO
estimates for the year 2020, approximately 1.53 million people were expected to die by suicide and 10
to 20 times more people were expected to attempt suicide worldwide. These estimates represent an
average of one suicide every 20 seconds and one attempt every one to two seconds (3, 8, and 9).

According to the World Health Organization (WHO) and the Global Burden of Disease (GBD)
estimates, suicide is a major public health problem in high-income countries and is an emerging
problem in low-and-middle-income countries, where psychiatric services are often limited or
inadequate (3, 10). Suicide accounts for 1.4% of total mortality and 15% of injury-related deaths. The
global suicide rate is estimated to be at 11.6 per 100,000 inhabitants per year (11), while in Ethiopia,
this rate is estimated at 7.7 per 100,000 per year (12). Suicide rates have increased by 60% over the
last 50 years, and this increase has been particularly significant in developing countries (8).

People living with mental illness are statistically at a higher risk of suicide. It is estimated that
approximately 10% of people with a mental illness may commit suicide over the course of their
lifetime, and that around 90% of people who die by suicide meet diagnostic criteria for psychiatric
disorders, particularly major depressive disorder, substance use disorders, cluster B personality
disorders, or schizophrenia (13, 14).

In 2010, suicide was the tenth leading cause of death in the United States. It was the third cause of
death among individuals aged 15-24, the second among those aged 25-34, the fourth among
individuals aged 35-54 and the eight among those aged 55-64, which accounts for a total of 38.364
deaths per year (15).Suicidal attempts are a major public health problem and remain one of the leading
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causes of death in the western world. However, the prevalence and risk factors for suicide, suicide
ideation, planning, and attempts are not well understood, especially in low-and-middle-income
countries (16).

In high-income-countries, the presence of mood disorders is the strongest predictor of suicide
ideation, planning and attempts. However, in low-and-middle-income countries, the presence of an
impulse control disorder is a stronger predictor than mood disorders. The presence of mental disorders
in general, and co-morbidity in particular, consistently represents a strong predictor of suicide
behaviors across different nations (16).

Suicide is a multi-determined phenomenon that occurs within a complex picture of biological, social,
psychological and environmental risk and protective factors. Studies have shown that social isolation
can increase the risk of suicide whereas strong human bonds can help prevent it. Suicide is a huge
health problem, causing nearly half of all violent deaths. Its impact goes beyond the loss of life,
including significant mental, physical and emotional distress imposed on family members and friends,
as well as economic costs amounting to billions of dollars each year. Other costs involve public
resources, as people who attempt suicide often require help from health care and psychiatric
institutions (3, 8).

Children and adolescents who die from suicide leave behind bereaved survivors. Bereaved family
members are at risk for developing complicated grief, long-term dysfunction, and suicidal ideation.
Parents of suicide victims often experience guilt because they may question their parenting and are at
higher risk for suicide. Peers and friends are also negatively affected. They face an increased risk for
post-traumatic stress disorder, major depressive disorder, grief-related reactions, and suicide ideation,
planning, or attempts (4).

There are notable differences in the type of disorder most strongly associated with suicide behaviors.
Yet basic data on the prevalence and risk factors for suicidal attempts are unavailable in many
countries around the world, particularly in least developed countries like Ethiopia (16).

Despite the public and health system costs for suicides and suicide behaviors, there is a paucity of data
about suicide behaviors among people with mental illness in our country, especially within St. Luke
Catholic Hospital’s Psychiatric Clinic/Mental Health Unit (MHU).

1.3. Significance of the study

Inadequate assessment of people attending emergency departments for suicide risks, along with
limited access to effective treatments, are among the major contributing factors to suicide. Most
patients who die by suicide or attempt suicide have visited a health institution in the days, weeks or
months prior to the event. In some cases, suicide behavior may even develop after starting treatment at
a health institution.

Identifying the risk factors for suicide or suicide behaviors is one of the biggest clinical challenges for
mental health professionals. Therefore, understanding the magnitude and severity of the problem, as
well as the major predictors for suicide behaviors, will provide valuable insight for health
professionals on how to better identify and manage high risk patients.

This study will also contribute to develop both short- and long-term suicide prevention strategies at
local and national levels for people with mental illness. The prevalence and risk factors for suicide
behaviors may vary from one community to another. The issue is not well studied among people with
mental illness in developing countries like Ethiopia, particularly in Jimma, Southwest Ethiopia.
Therefore, this study will be used as baseline information for policy makers, health planners, and
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managers to improve services, as well as for other researchers to further investigate this area.

CHAPTER 2: LITERATURE REVIEW

2.1. Overview

In this literature review, various related articles were searched and reviewed. According to these
studies, the prevalence of suicide ideation, planning, and attempts among people with mental illness
ranges from 14% to 65%, 61% to 64%, and 19% to 70.3%.

In community-based surveys, the prevalence of suicide ideations, planning and attempts ranges from
2.7% to 12.1%, 3.1% to 4%, and 0.9% to 4.1%. The most common predictors are mental illness,
substance use, and co-morbidity disorders. Males are more likely to commit suicide, whereas females
tend to attempt suicide more frequently. Younger age is also considered a significant risk factor for
suicide.

2.2. Magnitude of Suicide behaviors

People with a mental illness and/or substance use disorders, those experiencing stressful life events,
chronic pain, or emotional distress, are at a higher risk for suicide (17). Even though mental disorders
are among the strongest predictors of suicide, little is known about which specific disorders are
predictive of suicide behaviors, the extent to which these disorders increase risk beyond their
association with suicidal thoughts, and whether these associations are consistent across both
developed and developing countries (18). Substance use is regarded as one of the most significant co-
morbidities contributing to increased suicide risk in both adults and adolescents (4).

The presence of depressive disorders, including major depression, dysthymia, or adjustment disorder,
along with other mental health conditions or physical illnesses such as infectious and cardiovascular
diseases, neurological disorders, diabetes mellitus or cancer, further increases the risk for suicide
behaviors (19).

A cross-national study conducted in 2008 across seven developing and ten developed countries
showed that the lifetime prevalence of suicide ideations, planning and attempts was 9.2%, 3.1%, and
2.7% respectively. The risk of developing suicide plans and attempts was higher within the first year
following the onset of suicidal ideation, particularly when the latter began at an early age.
Remarkably, 60% of transitions from ideation to attempt, as well as from ideation to planning and/or
attempting, occurred within the first year of ideation onset, and this result is consistent across all 17
countries (16).

According to a 2006 study conducted in Turkey among 120 patients diagnosed with schizophrenia,
31.66% experienced suicidal ideation and 18% reported suicide attempt. Notably, 54% of those who
attempted suicide had sought a psychiatric examination within a month prior to the attempt, and about
77.3% of them had been taking psychiatric medication before the attempt. Furthermore, 63.6% of
suicide behaviors occurred within three years after the onset of the illness (19). Most suicidal
adolescents (80%) receive some form of mental health treatment. In most cases (55%), treatment starts
prior to the onset of suicide behaviors but often fails to prevent these attempts from occurring (20).

According to a study conducted in Finland in 2005 about suicide ideation and attempts among 191
patients with bipolar I and II disorders, 61% of the participants experienced suicide ideation during the
current episode, with 40.3% reporting suicide ideation without an attempt and 20.4% reporting
ideation accompanied by a suicide attempt. Over their lifetime, 80% of their participants reported
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suicide ideation and 51% reported at least one suicide attempt. The prevalence of suicide behaviors
was similar among bipolar I and bipolar II disorders. Around 66.7% of suicide behaviors occurred
during a depressive episode (21). In clinical samples, between 14-59% of the patients have
experienced suicide ideation and 25-56% reported at least one suicide attempt (22).

According to the WHO World Mental Health Survey (2010), in 10 developed and 11 developing
countries, the 12-month prevalence of suicide attempt was found to be slightly higher in developing
countries compared to developed countries. Overall, roughly one third of those with suicidal ideation
develop a suicide plan, and this proportion was significantly higher in developing countries (34.1%)
than in developed countries (28.9%,). The percentage of people reporting suicide ideation who attempt
suicide was higher in developing countries (20.2%) than in developed countries (15.1%) (Renaud et
al., 2022).

Developing countries reported a higher prevalence of suicide behaviors among those with a suicide
plan (41.8%) compared to developed countries (32.6%). The presence of DSM-IV disorders was
found to be a strong predictor of 12-month suicide ideation in both developed and developing
countries (23). Results from the National Co-morbidity Survey Replication conducted in the U.S.
(2001-2003) among adults aged 18+ years showed that approximately two-thirds (66%) of people who
seriously considered attempting suicide had a pre-existing DSM-IV/CIDI disorder. Specifically, the
12-month prevalence of suicide ideation, plans, and attempts was 8.9%, 2.4%, and 2.1%, respectively,
among individuals with anxiety disorders (25). (Kassie, Minwuyelet and Haile, 2023).

A study conducted in the U.S. in 2023 aiming to determine the lifetime prevalence of suicide
behaviors among adolescents reported that the prevalence of suicidal ideation, plans, and attempts was
12.1%, 4.0%, and 4.1%, respectively. Most adolescents with a lifetime history of suicide ideation
(89.3%) and attempts (96.1%) met the lifetime criteria for at least 1 of the 15 DSM-IV/CIDI disorders
(20).

Results from the South African Stress & Health Study conducted in 2024 indicated that the lifetime
prevalence of suicide ideation, suicide plans and suicide behaviors was 9.1%, 3.8%, and 2.9%,
respectively (27).

A cross-sectional study conducted in 2006 among psychiatric outpatient clinic attendees at Gondar
University, Northwest Ethiopia, reported that among 474 individuals, 64.8% had experienced suicide
ideation and 19.2% had attempted suicide. Among those who attempted suicide, 61.5% reported their
current mental illness as the main reason for the attempt. A family history of mental illness was found
in 19.4% of participants, and a family history of suicide was found in 3% of patients (28).

A community-based cross-sectional study conducted among 10.203 adults in Addis Ababa, Ethiopia,
found the prevalence of current suicide ideation to be 2.7%, while lifetime suicide behaviors were
reported by 0.9% of respondents (29).

In a cross-sectional survey conducted in 1999 among 10.468 adults from rural and semi-urban areas in
Butajira, Ethiopia, the lifetime prevalence of suicide behaviors was found to be 3.2% (n = 332) (12,
30).

2.3. Socio-demographic factors for suicide behaviors

According to a cross- national analysis of the associations among mental disorders and suicidal attempt
(2009), the countries with the highest rates of suicide were Lithuania, Belarus and Russia. When
considering population size, countries with the highest numbers of suicides included China, India,
Russia, the United States, and Japan (31). Married individuals reported a prevalence of 1.1%, compared
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to 5.6% among those who were divorced, separated, or widowed. Unemployed individuals reported a
prevalence of 5.1% compared to 1.6% among the employed. Finally, prevalence rates for males ranged
from 1.5% to 2.4%, while for females the rates ranged from 1.4% to 5.1% (18). Consistent cross-
national risk factors included being female, younger, less educated, unmarried and having a mental
disorder (16, 32).

A public health review (2012) about suicide and suicide behaviors showed that suicide is more frequent
among men, whereas non-fatal suicide behaviors are more frequent among women, younger
individuals, unmarried individuals, and those with psychiatric disorders.

Adults tend to have a lower lifetime prevalence of suicide behaviors compared to adolescents (3). Men
of all ages commit suicide 2.5 to 4 times more frequently than women, whereas women attempt
suicide 2 to 3 times more often than men (33). A 2024 study conducted in South Africa found that,
compared to respondents with no family history of mental disorders, those reporting one or more
mental disorders running in their family had a significant higher risk of suicide ideation and/or attempt
(27).

Studies conducted in Ethiopia reported higher lifetime suicide attempt rates among women compared
to men (23.6% vs. 18.2%) (34) in one study, and 63% vs. 37% in another (30). A third study among
adult psychiatric outpatients found a female-to-male attempt ratio of 1.3:1 (28). (Temesgen et al.,
2021).

2.4. Mental illness-related risks factors for suicide behaviors

Suicide ideation among psychiatric patients with major depressive disorder (MDD) is markedly
prevalent and appears to be a precondition for suicide behaviors (13). Around 30% to 60% of suicides
have been preceded by an attempt, and 10% to 14% of people who attempt suicide eventually succeed
in these attempts roughly 100 times more often with respect to the general population (33). In a study
conducted in the U.S. in 1993 on the prevalence of suicide behaviors in a large general psychiatric
outpatient clinic (whose patients represented a full spectrum of psychiatric illness), 55% of the
patients had a history of suicide ideation, and 25% reported at least one previous suicide attempt.
Approximately half of the people reported to have attempted suicide more than once. The rates of
suicide ideation among patients with mood disorders (major depression, dysthymia, and bipolar
disorder), adjustment disorders, and alcohol/substance abuse were significantly greater than those of
patients with generalized anxiety disorder (35).

A study conducted in Turkey (2009) about suicide ideation in patients with schizophrenia reported no
difference in terms of suicide ideation among patients hospitalized in the acute period and others
treated as outpatients in the stable period. The history of suicide behaviors was significantly more
frequent in the group that experienced suicide ideation (36).

In a study conducted in Northern Ireland (2024), proportions of people reporting bad mood, anxiety or
substance abuse are significantly associated to suicide ideation, plan and/or attempt (37).

A national survey was conducted in South Africa (2011) among 4.185 adults about lifetime mental
disorders and suicide behaviors; from the total sample of those with a prior lifetime DSM-IV disorder,
61%, 64% and 70.3% reported suicide ideation, plan and attempts respectively. Major depression,
social phobia, panic disorder and PTSD are strongly associated. PTSD was the strongest predictor of
suicide ideation and attempt (38). Diagnosis of depressive disorders, schizophrenia, dementia or
delirium accounts for 80%, 10% and 5% of suicide or suicide behaviors respectively. Diagnoses of
substance abuse and antisocial personality disorder are more frequent in people committing suicide
under 30. Factors associated with suicide in those under 30 were separation, rejection, unemployment
13



and legal troubles. Illness stressors most often occurred among suicide victims over 30 (39).

Testing a Model of Suicidality, a study conducted on 263 adolescents in Portugal (2024), reported that
depression was a direct predictor of suicide. The percentage of suicide behaviors was 25.1%. The
lifetime prevalence of suicide ideation, intent and suicide behaviors were 30.8%, 3.8% and 2.3%
respectively (40).

A community survey conducted in New York (2005) suggested that lifetime prevalence of suicide
behaviors in a major depressive episode was approximately 16% and 14.9 times more likely to be
encountered in patients with PTSD. A portion of the studies on suicide behaviors in subjects with co-
morbidity-related PTSD and major depressive episodes found increased level of suicide behaviors
(41).

A 10-year follow-up population-based cohort study conducted in Butajira, Ethiopia, about suicide and
suicide behaviors among 919 people with severe mental disorders showed that the cumulative risk of
suicide behaviors was 26.3% for major depression, 23.8% for bipolar I disorders and 13.1% for
schizophrenia. The ratio of suicide attempters to completers was 10.3:1 (34).

2.5. Substance-related factors for suicide behaviors

In a prospective study conducted among 75 depressed inpatients in Malaysia, suicide ideation was
present in 75% of subjects. Among these, current and previous alcohol abuse or dependence, current
poly-substance abuse or disorder, and hopelessness were significantly associated with the above-
mentioned suicide ideation (42). The proportions of suicide ideation, plans, and attempts for
individuals with substance use disorder were 23.4%, 7.9% and 9.3%, respectively (36).

In a retrospective study conducted in Finland in 2010, involving 264 people with a lifetime history of
primary or substance-induced psychotic disorders, the lifetime rate of suicide behaviors ranged from
30% to 49%. The rate of suicide behaviors was higher among individuals with substance-induced
psychotic disorders (48.8%) compared to those with other psychotic disorders (41.8%) (43).
Alcoholism and other substance use disorders contributed 3% to 43% to late-life suicides, though they
were less common than in suicides committed at earlier stages in life (44).

In a cross-sectional, nationwide cohort study on patients with substance use disorders conducted in
California (2006), the rate of suicide behaviors in the previous 30 days was higher among patients
who drank alcohol to the point of intoxication, compared to those who did not intoxicate themselves
with alcohol (30% vs. 20%). Similarly, cocaine use was associated with a higher rate of suicide
behaviors compared to no cocaine use (35% vs. 16%) (45). More self-injurers reported being tobacco
smokers (40.6%), compared to non-self-harmers (17.4%). Self-harmers were also more likely to have
used prescription drugs, stimulants, opioids, and hallucinogens (25).

A study conducted in Iran (2010) on the association between cigarette smoking and suicide among 45
adolescents admitted to a psychiatric hospital found that the risk of suicide behaviors was four times
higher among those who smoked compared to those who did not. Furthermore, in community
samples, regular smoking was associated with an increased risk of suicide behaviors (46).

2.6. Methods and locations of suicide behaviors

The most used methods for suicide behaviors in high-income countries include drug overdose (53-
59.1%), jumping from a height or in front of a moving vehicle (17 - 27.3%), and the use of sharp or
perforating objects (13.6 - 17%) (19, 23). Hanging was the method used by 45.1% of patients, while
poison was employed by 19.8% of them (23).

14



In Ethiopia, both hanging and poisoning were the most frequent methods used by individuals in both
attempter and completer groups (71.5%) (28, 34): hanging was the preferred method among men,
whereas poisoning was more common among women (29). The involvement of family members has
resulted in the prevention of suicide behaviors in 81.3% of cases, and 69.2% of suicide behaviors
occurred at home (28).

2.7. Conceptual Framework

Figure I: Conceptual framework illustrating the relationships between dependent and independent variables, as provided by
the principal investigator after reviewing the scientific literature
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CHAPTER 3: OBJECTIVE
3.1. General Objective

To assess suicidal behavior and associated factors among individuals attending the Emergency OPD

and Psychiatric Clinic at St. Luke Catholic Hospital, Southwest Ethiopia, 2024.
3.2. Specific Objectives

> To determine the prevalence of suicidal behavior among individuals attending the Emergency
OPD and Psychiatric Clinic at St. Luke Catholic Hospital.

> To identify socio-demographic factors associated with suicidal behavior.

> To identify mental illness-related factors associated with suicidal behavior.

> To identify substance-related factors associated with suicidal behavior.
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CHAPTER 4:
METHODS AND MATERIALS
4.1. Study area and period

The study was conducted at St. Luke Catholic Hospital, located in Woliso town, Oromia Region,
Ethiopia, approximately 114 km southwest of Addis Ababa. The hospital is a non-governmental
healthcare facility providing comprehensive services, including emergency care and mental health
services through its Emergency Outpatient Department (EOPD) and Psychiatric Clinic (Mental Health
Unit).

The hospital serves a large catchment population from Southwest Shewa Zone and surrounding rural
communities. These departments were selected due to their high patient flow and frequent encounters
with individuals presenting suicidal behavior, making them appropriate settings to assess suicide
behaviors and associated factors.

4.2 Study design

A facility-based cross-sectional study design was employed for this research.
4.3 Population

4.3.1. Source population

The source population consisted of all individuals exhibiting suicidal behavior, who sought treatment
at the Emergency Department and Psychiatric Clinic of St. Luke Catholic Hospital during the data
collection period.

During the data collection period the total number of patients visited was:1.110 from the MHU and
3.390 from Emergency OPD.

4.2.2. Study population

The study population included all individuals with suicide behavior who were sampled and who
attended treatment at the Emergency Department and Psychiatric Clinic of St. Luke Catholic
Hospital.

4.4, Inclusion and exclusion criteria
4.4.1. Inclusion criteria

Adult outpatients (>18 years of age) attending the Emergency Department and the Psychiatric Clinic at
St. Luke Hospital during the data collection period

4.4.2. Exclusion criteria

Participants who were severely ill or had cognitive, communication, and hearing impairments were
excluded from the study.

4.5 Sample size determination and sampling procedures
4.5.1 Sample size determination

Sample size was determined based on the prevalence of suicide ideation and attempts among
psychiatric outpatients, which were reported as 64.8% and 19.2%, respectively, in a study conducted
at the University of Gondar Specialized Hospital, in Northwest Ethiopia (28). The calculation was
made with a 5% margin of error, a 95% confidence level, and an alpha of 0.05.

According to these parameters, the sample size was determined using the prevalence rate of 64.8% for
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a large sample, employing the single population proportion formula as outlined below.

The formula for calculating the sample size () is:

(2% -p-q
"TTar
Where:
e 1 =Sample size
e 7= Standard value (1.96)
e p = Assumed prevalence rate of suicidal attempts among outpatients (32.4%)
e d=Precision (margin of error)
* g=1-p
Therefore,
(1.96)? - 0.32 - 0.35
= =172
(0.05)2

Since the total population (V) was unpredictable, new patients were included, therefore no correction
formula was necessary. Additionally, a 2% non-response rate was factored in. As a result, the final
sample size was adjusted to 172 + 3 = 175.

4.5.2 Sampling technique and procedures

All patients seeking treatment at St. Luke Catholic Hospital Psychiatric Clinic and Emergency
Outpatient Department (OPD) during the data collection period were considered for inclusion in the
study. The source population comprised 1,110 patients from the Mental Health Unit and 3,390 patients
from the Emergency OPD. A consecutive sampling technique was used, whereby all eligible patients
were enrolled until the required sample size was achieved.

4.6 Study variables

4.6.1 Dependent variables
Suicidal behavior

4.6.2 Independent variables

4.6.2.1 Socio-demographic and economic-related variables

e Sex

o Age

e Marital status
e Religion

e Income

e Educational status
e Employment status
4.6.2.2 Psychosocial-related variables
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e Social support
e Living condition

4.6.2.3 Mental illness-related variables
e Major depressive disorder

e Schizophrenia

e Other psychotic disorders

e Bipolar disorders

e Anxiety disorders

e Other psychiatric disorders

e Duration of illness

e Family history of mental illness
e Suicide attempt

e Suicide completed

4.6.2.4 Substance-related variables
e Alcohol

e Khat

e C(Cigarette

e Cannabis, hashish, marijuana, ganja

e Shisha

e Other substances
4.7 Data collection procedures and instruments
4.7.1 Instruments

A structured questionnaire was developed in English and translated into Amharic and Afan Oromo. It
was then back translated into English by language professionals who are native speakers of the
respective languages. Various sources in the literature inspired the adaptation of this questionnaire,
which comprises six sections: (i) socio-demographic information, (ii) mental health-related factors,
(ii1) methods of suicide behaviors, (iv) substance use, (v) questions related to suicide behaviors, and
(vi) social support.

The CAGE questionnaire was used to assess alcohol use disorders, with a score range of 0-4. A cutoff
score of > 2 indicated problematic alcohol use, with a sensitivity of 0.71 and specificity of 0.90 (48).

Nicotine dependence was assessed using the Fagerstrom Test, which consists of four yes/no items
(scored 0/1) and two multiple-choice items (scored 0-3), resulting in a total score range of 0-10. A
cutoff score of > 5 indicated nicotine dependence, with sensitivity and specificity of 0.75 and 0.80,
respectively (49).

Social support was measured using the Oslo 3-Item Social Support Scale, which has been widely used
in research and demonstrated feasibility and predictive validity for psychological distress. The scale
scores range from 3 to 14, with classifications as follows: 3-8 (poor support), 9-11 (moderate support),
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and 12-14 (strong support) (50).

The Suicidal Behaviours Questionnaire-Revised (SBQ-R) served as a self-report measure of suicide
behaviors. This shortened version of the SBQ consists of four questions. It employs a Likert-type scale
to assess suicide attempt history, current suicide status, and self-appraisal regarding future suicide risk.

4.7.2 Data collection method

Data were collected through interviews with all psychiatric outpatients with suicidal behaviours
receiving treatment at St. Luke Catholic Hospital Psychiatric Clinic and EOPD. The interviews were
conducted by one Bachelor of Science (BSc) nurse specialized in psychiatry and one BSc
psychologist, while the principal investigator supervised the data collection.

Data collectors were trained before commencing the data collection. The training covered the study
objectives, data collection methods, ethical considerations, and the administration of the structured
questionnaire. They reviewed each question in detail and provided clarifications where needed. The
role and responsibilities of the supervisor were also thoroughly explained. Patients’ diagnoses were
obtained from medical records.

4.7.3 Data quality assurance

A pre-test was conducted with 5% of the sample size prior to the main study to identify potential
issues related to the data collection tools. Following the pre-test, the questionnaire underwent further
amendments. The final analysis did not include the pre-test responses.

The supervisor and the principal investigator implemented daily supervision and quality control
measures. Each questionnaire was reviewed for completeness and consistency, and interviewers
received feedback the following morning. Incomplete or unclear questionnaires were returned to data
collectors for correction.

The collected data were coded, edited, and uploaded on EpiData 3.1 to minimise data entry errors. The
dataset was then imported into SPSS 20 for analysis.

4.7.4 Data processing and analysis

Data were entered into EpiData version 3.1 and exported to SPSS version 23 for analysis. Descriptive
statistics including frequencies, percentages, means, and standard deviations were computed. Suicidal
behavior was assessed using the SBQ-R cutoff score of >8.

Binary logistic regression analysis was conducted to identify factors associated with suicidal behavior.
Variables with p-value <0.25 in bivariate analysis were entered into multivariable logistic regression
analysis. Adjusted odds ratios (AORs) with 95% confidence intervals were used to determine the
strength of associations. Statistical significance was declared at p-value <0.05.or 95% confidence
intervals. Initially, each independent variable was tested in a bivariate analysis, and those with a p-
value < 0.25 were included as candidates for the multivariate logistic regression model.

Collinearity diagnostics were performed for candidate variables. No significant collinearity was
observed, as indicated by tolerance values above 0.1 and variance inflation factors below 10. The
goodness-of-fit of the final model was assessed using Hosmer and Lemeshow statistics.

4.7.5 Ethical considerations

Written informed consent was obtained from all participants prior to data collection after providing
detailed information about the purpose, procedures, potential risks, and benefits of the study.
Participation was entirely voluntary, and participants were informed of their right to withdraw from
the study at any time without any consequences.
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Confidentiality of participants’ information was strictly maintained throughout the study. Personal
identifiers were not recorded, and all data were anonymized and securely stored to ensure privacy. The
collected data were used solely for research purposes.

Participants identified as being at risk of suicide during the data collection process were promptly
referred to a qualified outpatient clinician for further assessment and appropriate management, in line
with ethical obligations to ensure participant safety.

4.7.6 Dissemination plan

The study findings will be submitted to St. Luke Catholic Hospital’s College of Nursing and
Midwifery and Cittadinanza. The hospital administration of St. Luke and the Cittadinanza project will
also receive copies of the study report. Efforts will be made to publish the results in national and
international journals for broader dissemination.

4.7.7 Operational definitions

» Family history: Having a family history of mental illness, suicide behaviors, or completed
suicide among relatives (e.g., uncle, aunt, parents, grandparents, siblings).

> Suicidal behavior: Assessed using the SBQ-R; a score of 8 or above indicates suicidal
behavior.

Suicide attempt: An act intended to end one’s life that does not result in death.

Suicidal ideation: Thoughts of self-harm or ending one’s life.

Suicide intent: A subjective expectation and desire for a self-destructive act to result in death.
Alcohol use disorder: Defined by a CAGE score of 2 or more.

Nicotine dependence: Defined by a Fagerstrom score of 5 or more.

Poor social support: Oslo score 3-8.

YV V VYV V VYV V V

Moderate social support: Oslo score 9—11.
> Strong social support: Oslo score 12—14.

Severely ill: A patient who exhibits restlessness, agitation, violent behaviour, catatonia, disorganised
behaviour, or psychosis.

Income classification: Monthly family income categorised as
<500 Ethiopian birr

501-1000 Ethiopian birr

1001-2000 Ethiopian birr

>2000 Ethiopian birr

*

>

*

>

Social problems: They include divorce, conflicts with a spouse, family disputes, friendship conflicts,
academic difficulties, or lack of social support.

Living conditions: The composition of individuals with whom the patient resides.
Family: Includes parents, children, and spouse (husband/wife).

Cognitive problems: Disorders such as dementia, delirium, amnestic disorders, and prominent
negative symptoms.

Communication problems: Language disorders affect the ability to communicate effectively.
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CHAPTER FIVE:
RESULTS

5.1 Socio-demographic and economic characteristics

A total of 175 participants were included in the study, resulting in a response rate of 100%. Among
participants, 119 (68.0%) were females and 56 (32.0%) were males. Regarding educational status, 39
(22.3%) participants were illiterate, 81 (46.3%) attended primary school, and 55 (31.4%) had
secondary education or above. Concerning occupation, 104 (59.4%) were students, 33 (18.9%) were
housewives, and 28 (16.0%) were farmers.

Most participants, 161 (92.0%), lived with their families.The mean age was 32 years (+9.83), ranging
from 18 to 70 years. Most participants 102(58%) were aged 18-27 years, followed by 52 (29.7%) in
the 27-37 age group. Regarding marital status during the study period, 121 (69,1%) were single, while
54 (30,9%) were married. Regarding religion 84 (48.0%) were protestant and 76 (43.4%) were
Orthodox Christians.

As for occupation, 97 participants (55.4%) were unemployed, about thirty nine participants (22.3%)
were illiterate, while 93 (53.1%) and 97 (55.4%) had completed primary and secondary education,
respectively (Table 1).

The mean monthly family income was 1,475.50 Ethiopian birr (+1,432.70), ranging from 50 to 10,000
Ethiopian birr. Based on quartile income classification, 114 patients (65.1 %) had a monthly income of
less than 500 birr ($24.7), followed by 29 (16.5%) earning between 1,001-2,000 birr ($49.4-98.6). The
remaining 16 (9.14%) and 16 (9.14 %) had an income of 501-1,000 birr ($24.8-49.3) and more than
2,000 birr (>$98.6), respectively.

Regarding living conditions, the vast majority (92%) lived with their families (Table 1).

Table 1 - Socio-demographic characteristics of people seeking treatment at St. Luke Emergency OPD and Psychiatric
Clinic for suicide, southwest Ethiopia 2024 (total = 175 participants).

Variable Category Frequency Percent
Sex Male 56 32.0
Female 119 68.0
Religion Orthodox 76 43.4
Muslim 12 6.9
Protestant 84 48.0
Others 3 1.7
Educational status Illiterate 39 22.3
Primary school 81 46.3
Secondary and above 55 31.4
Occupation Student 104 59.4
Daily laborer 4 23
Farmer 28 16.0
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Housewife 33 18.9

Others 6 3.4
Living condition Alone 14 8.0
With family 161 92.0

5.2 Characteristics of mental illness and social support

Among the respondents, 16 (9.1%) had a previous psychiatric diagnosis, and 22 (12.5%) had a
current psychiatric diagnosis. Seventy participants (40.0%) were taking psychiatric medication, 69
(39.4%) had used traditional treatment, and 68 (38.9%) were under psychiatric follow-up at the time
of assessment. Regarding social support, 2 participants (1.1%) had poor social support, 40 (22.9%)
had moderate social support, and 133 (76.0%) had strong social support

5.3 Characteristics of substance use conditions

Of the total participants, 95 (54.2%) reported never using alcohol, while 80 (45.8%) reported alcohol
use. Alcohol use disorder, defined by a CAGE score of 2 or above, was identified among 56
participants (32.0%).

A total of 28 participants (16.0%) reported cigarette smoking. Among smokers, 9 (32.1%) met the
criteria for nicotine dependence, while 19 (67.9%) did not.

Kchat use was reported by 91 participants (52.0%). Among them, 31 (34.1%) used khat daily, 45
(49.5%) used it 2-3 times per week, 28 (30.8%) used it once per week, and 17 (18.7%) reported
occasional use. In addition, 27 participants (15.4%) reported the use of other substances, including
shisha, hashish, cannabis, marijuana, ganja, or inhaled tobacco.

Among kchat users, 20 (11,5%) had been chewing for at least 2 years, while 5 (2.9%) had used it for
less than two years. Additionally, of the total patients, 27 (7 %) reported using other substances,
including shisha, hashish/cannabis/marijuana/ganja, or inhaled tobacco, with 17 patients (4.4%)
specifically reporting cannabis use.

5.4 Psychiatric history and treatment characteristics

Approximately 9.1% of participants had a previous psychiatric diagnosis, while 14.3% had a current
psychiatric diagnosis. About 40.0% were on psychiatric medication, 39.4% had used traditional
treatment, and 38.9% were in psychiatric follow-7up at the time of assessment.

Table 2 - Mental health related characteristics of people seeking treatment at St. Luke Emergency OPD and Psychiatric
Clinic for suicide, southwest Ethiopia 2024 (total = 175 participants).

Variable Category Frequency Percent
Previous psychiatric diagnosis Yes 16 9.1

No 159 90.9
Current psychiatric diagnosis Major depressive disorder 13 7.4

Anxiety disorder 9 5.1

No psychiatric diagnosis 150 85.7
Psychiatric medication use Yes 22 12.6
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No 147 84.0
Traditional treatment use Yes 22 12.6
No 144 82.3
Psychiatric follow-up Yes 16 9.1
No 156 89.1
Social support Poor 2 1.1
Moderate 40 22.9
Strong 133 76.0

5.5 MAGNITUDE OF SUICIDAL BEHAVIOR

The prevalence of suicidal behavior measured using the SBQ-R cutoff score of >8 was 25.7%.
However, the prevalence of previous suicide attempt based on self-report was 16.0%. Self-poisoning
was the most commonly reported method of suicide attempt. The prevalence of suicide ideation in the
previous year (12 months) was 65.7% (n=115) with a confidence interval of £4.57. Among these, 63
patients (54.8%) reported experiencing suicide ideation once, and 34 patients (29.6%) reported
experiencing it twice, at different points in time.

A total of 109 patients (28.3%) expressed a threat of suicide attempt or told others they were planning
to commit suicide. Of these, 87 patients (79.8%) reported such statements once, and 22 patients
(20.2%) reported them more than once.

The likelihood of a future suicide attempt was reported by 3 patients (0.8%). Twelve (12) patients
(3.1%) reported having a family history of suicide behaviors, while 7 patients (1.8%) reported having a
family history of suicide

Approximately 45.2% of participants reported no history of suicide ideation, intent, or attempt.

Figure 2: Lifetime prevalence of suicidal behavior among people with mental illness attending treatment at EOPD and
Psychiatric Clinic at St. Luke Hospital in Woliso - Southwest Ethiopia 2024
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5.6 Places and methods of suicide behaviors
The most common methods of suicide attempt were self-poisoning and other self-harm methods,
while the attempts were frequently reported to have occurred at home. Family members were often
present or nearby during some of the attempts, which may have contributed to interruption or
prevention in certain cases. This finding suggests that the home environment remains an important
context for suicide prevention. (Table 3).

Table 3 - Details of patients who attempted suicide among people seeking treatment at St. Luke Emergency OPD and
Psychiatric Clinic for suicide, southwest Ethiopia 2024 (total = 175 participants).

Variable Category Frequency Percent
Substance use Yes 43 24.6
No 132 75.4
Previous suicide attempt Yes 28 16.0
No 147 84.0
Family history of suicide Yes 49 28.0
No 126 72.0
Chronic self-harm Yes 15 8.6
No 160 91.4

5.7 Factors associated with suicide behaviors in bivariate analysis

Bivariate analysis was performed to identify candidate variables for the multivariate analysis.

Variables Category | Suicide Attempt | Suicide Attempt | COR | 95% CI P-
Yes n (%) No n (%) value
Sex Male 10 (35.7) 58 (39.5) 0.67 [0.27-1.68 | 0.389
Female 18 (64.3) 89 (60.5) 1 Reference
Trauma history Yes 12 (42.9) 33 (22.4) 2.77* | 1.11-6.95 | 0.029
No 16 (57.1) 114 (77.6) 1 Reference
Substance use Yes 9(32.1) 46 (31.3) 1.03 | 0.40-2.62 | 0.954
No 19 (67.9) 101 (68.7) 1 Reference
Chronic self-harm | Yes 14 (50.0) 15 (10.2) 8.52* | 3.05— <0.001
23.76
No 14 (50.0) 132 (89.8) 1 Reference
Family history of Yes 13 (46.4) 21 (14.3) 4.67* | 1.97- <0.001
suicide 11.11
No 15 (53.6) 126 (85.7) 1 Reference
Previous psychiatric | Yes 7 (25.0) 24 (16.3) 1.71 |0.64-4.57 | 0.286
diagnosis No 21 (75.0) 123 (83.7) 1 Reference
Psychiatric Present 16 (57.1) 49 (33.3) 2.67* | 1.11-6.42 | 0.028
symptoms Absent 12 (42.9) 98 (66.7) 1 Reference
Medical condition | Yes 8 (28.6) 27 (18.4) 1.78 10.694.58 | 0.230
No 20 (71.4) 120 (81.6) 1 Reference
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5.8 Socio-demographic and economic factors of suicide behaviors

Bivariable logistic regression analysis was conducted to assess the association between each
independent variable and previous suicide attempt among participants. Variables with p-value less than
0.25 during Bivariable analysis were considered candidate variables for multivariable logistic
regression analysis.

The analysis showed that participants with a history of trauma were significantly associated with
previous suicide attempt. Participants who had experienced trauma were 2.77 times more likely to
report previous suicide behaviors compared with those who had no trauma history (COR = 2.77, 95%
CIL: 1.11-6.95, p = 0.029).

Furthermore, psychiatric symptoms were significantly associated with previous suicide attempt.
Participants with psychiatric symptoms were 2.67 times more likely to report previous suicide
behaviors compared with participants without psychiatric symptoms (COR = 2.67, 95% CI: 1.11-6.42,
p =0.028).

Although sex, substance use, previous psychiatric diagnosis, and medical condition showed some level
of association with previous suicide attempt, these variables did not reach statistical significance in
Bivariable analysis. Male participants had lower odds of previous suicide attempt compared with
female participants (COR = 0.67, 95% CI: 0.27-1.68, p = 0.389). Participants with medical conditions
had 1.78 times higher odds of previous suicide attempt compared with those without medical
conditions; however, the association was not statistically significant (COR = 1.78, 95% CI: 0.69—4.58,
p=10.230).

Based on the Bivariable logistic regression findings, trauma history, chronic self-harm, family history
of suicide, psychiatric symptoms, medical condition, and previous psychiatric diagnosis

Table 4 - Binary logistic regression analysis of socio-demographic factors associated with suicide attempt among people
seeking treatment at St. Luke Emergency OPD and Psychiatric Clinic for suicide, southwest Ethiopia 2024 (total = 175
participants).

Variables Category | Suicide Attempt Suicide Attempt | COR 95% CI P-
Yes n (%) No n (%) value
Sex Male 10 (35.7) 58 (39.5) 0.67 0.27-1.68 | 0.389
Female 18 (64.3) 89 (60.5) 1 Reference
Trauma history Yes 12 (42.9) 33 (22.4) 2.77* 1.11-6.95 | 0.029
No 16 (57.1) 114 (77.6) 1 Reference
Substance use Yes 9(32.1) 46 (31.3) 1.03 0.40-2.62 | 0.954
No 19 (67.9) 101 (68.7) 1 Reference
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Chronic self-harm Yes 14 (50.0) 15 (10.2) 8.52% 3.05— <0.001
23.76
No 14 (50.0) 132 (89.8) 1 Reference
Family history of Yes 13 (46.4) 21 (14.3) 4.67* 1.97- <0.001
suicide 11.11
No 15 (53.6) 126 (85.7) 1 Reference
Previous psychiatric Yes 7 (25.0) 24 (16.3) 1.71 0.64-4.57 | 0.286
diagnosis
No 21 (75.0) 123 (83.7) 1 Reference
Psychiatric symptoms | Present 16 (57.1) 49 (33.3) 2.67* 1.11-6.42 | 0.028
Absent 12 (42.9) 98 (66.7) 1 Reference
Medical condition Yes 8 (28.6) 27 (18.4) 1.78 0.69—4.58 | 0.230
No 20 (71.4) 120 (81.6) 1 Reference

Similarly, chronic self-harm showed a strong statistically significant association with previous suicide attempt.
Participants with chronic self-harm behavior were approximately 8.5 times more likely to have previous suicide
behaviors compared with participants without chronic self-harm behavior (COR = 8.52, 95% CI: 3.05-23.76, p <
0.001). This finding indicates that repetitive self-harm behavior may substantially increase the likelihood of
suicidal behavior.

Family history of suicide was also significantly associated with previous suicide attempt. Participants who had a
family history of suicide were 4.67 times more likely to report previous suicide behaviors compared with
participants without family history of suicide (COR = 4.67, 95% CI: 1.97-11.11, p < 0.001). This may indicate
the influence of genetic vulnerability, family-related psychosocial stressors, and behavioral modeling.

5.9 Mental health and social support-related factors

In the bivariate analysis, the factors found to be statistically associated with suicide behaviors (at a p-
value < 0.05) were: poor social support, a diagnosis of major depressive disorder, an abrupt or acute
onset of illness and a family history of mental illness (Table 5).

Table 5 - Binary logistic regression analysis of social support and mental health factors with suicidal attempt among people seeking
treatment at St. Luke Emergency OPD and Psychiatric Clinic for suicide, southwest Ethiopia 2024 (total = 175 participants).

Variable AOR 95% CI p-value
Trauma (Yes) 2.09 0.75-5.83 0.159
Chronic self-harm (Yes) 4.70 1.58-13.97 0.005*
Family history of suicide (Yes) 3.57 1.40-9.10 0.008*
Sex (Male) 0.85 0.30-2.36 0.748
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5.10 Substance-related factors

In the bivariate analysis, among the substance-use-related factors, alcohol use disorders and nicotine
dependence were statistically associated with suicide behaviors (p-value < 0.05) (Table 6).

Table 6 - Binary logistic regression analysis of substance use disorders associated with suicide behaviors among people seeking
treatment at St. Luke Emergency OPD and Psychiatric Clinic for suicide, southwest Ethiopia 2024 (total = 175 participants).

Variables Category Suicide Attempt COR (95% CI) | P- AOR P-value
value (95% CI)
Yes n(%) No(%)
Substance use | Yes 9(32.1) 46 (31.3) 1.03 (0.40-2.62) | 0.954 0.91 (0.31- | 0.856
2.61)
No 19 (67.9) 101 (68.7) 1 Refere |1 Referenc
nce e
Type of Alcohol/Kh | 5 (55.6) 24 (52.2) 1.21 (0.29-5.02) | 0.793 1.14 (0.25— | 0.865
substance used | at 5.11)
Multiple 4 (44.4) 22 (47.8) 1 Refere | 1 Referenc
substances nce e
Duration of >1 year 6 (66.7) 27 (58.7) 1.41 (0.33-5.94) | 0.638 1.27 (0.27- | 0.761
substance use 5.91)
<1 year 3(33.3) 19 (41.3) 1 Refere | 1 Referenc
nce e
Traditional Yes 4(14.3) 11(7.5) 2.06 (0.59-7.17) | 0.255 1.58 (0.40— | 0.514
treatment use 6.18)
No 24 (85.7) 136 (92.5) 1 Refere | 1 Referenc
nce e
Medication Yes 7 (25.0) 29 (19.7) 1.36 (0.52-3.60) | 0.533 1.12 (0.39— | 0.826
history 3.22)
No 21 (75.0) 118 (80.3) 1 Refere | 1 Re
nce

5.11 Independent Predictors of suicide behaviors

In the bivariate logistic regression analyses, the following factors were identified as candidates for
multiple logistic regression analysis (with a p-value < 0.25): age, marital status, religion, ethnicity,
education status, occupation, living condition, social support, diagnosis, family history of mental
illness, family history of suicide attempt, mode of illness onset, duration of illness, frequency of
hospital visits, alcohol use disorders, nicotine dependence, khat chewing, and other substance use. Sex
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was considered as a clinically significant variable for the study and was included in the multivariate
analysis.

A multiple logistic regression analysis was performed using Backward Stepwise (Likelihood Ratio)
logistic regression method to identify the independent predictors of suicide behaviors, by controlling
confounding variables. There was no co-linearity among the candidate variables, as tolerances were
above 0.1 and the variance inflation factor below 10 for each candidate variable. The Hosmer and
Lemeshow statistics had a chi-square value of 7.306 and a significance of 0.504, which means that the
model has a good fit. The p-value exceeds the level of significance (0=0.05), meaning there is no
significant difference between the observed and predicted model values, confirming that the model fits
the data properly.From the candidate variables, those which were found to be independent predictors
of suicide attempt (with a p-value < 0.05) were: age groups 18-27 and 28-37, Gurage ethnicity, having
family history of mental illness, having duration of illness between 3 months to 2 years, major
depressive disorders and other psychiatric disorders (e.g. anxiety, psychiatric disorders due to medical
illness, somatoform disorders, dysthymia, personality disorders and adjustment disorder), alcohol use
disorder and nicotine dependence < 0.05 (Table 7).

Patients in the age groups 18-27 and 28-37 were 4.5 times and 3.3 times more likely to attempt
suicide, respectively, compared to patients aged > 48, with an AOR of 4.53 (95% CI: 1.37-14.93) and
3.25 (95% CI: 1.01-10.41). Gurage ethnicity was 5.3 more likely to attempt suicide compared to
Oromo ethnicity, with an AOR of 5.28 (95% CI: 1.47-18.97). patients with a family history of mental
illness were 2.3 times more likely to attempt suicide compared to patients without a family history of
mental illness, with an AOR of 2.25 (95% CI: 1.11-4.57).

Patients with a duration of mental illness between three months and two years were 2 times more
likely to attempt suicide compared to those with a chronic illness (> 2 years) with an AOR of 1.95
(95% CI:1.02, 3.74).

Patients diagnosed with major depressive disorders and other psychiatric diagnoses (e.g. anxiety,
psychiatric disorders due to medical illness, somatoform disorders, dysthymia, personality disorders
and adjustment disorder) were 4.5 times and 3.8 times more likely to attempt suicide compared to
patients diagnosed with bipolar disorders, with an AOR of 4.48 (95% CI: 1.95-10.26) and 3.84 (95%
CI: 1.16-12.67) respectively (Table 7).

Patients with alcohol use disorder and nicotine dependence were 2.3 times and 2.2 times more likely
to attempt suicide compared to non-alcohol users and non-smokers, with an AOR of 2.29 (95% CI:
1.08-4.85) and 2.21 (95% CI: 1.08-4.53) respectively (Table 7).

In the final model, the following factors were not found to be associated with suicide attempt: religion,
educational status, marital status, occupation, living condition, social support, number of hospital
visits, family history of suicide attempt, khat chewing, other substance use (e.g. shisha, hashish,
cannabis, marijuana) and sex (Table 7).

Table 7- Results of the multiple logistic regression analysis examining factors associated with suicide behaviors among people seeking
treatment at St. Luke Emergency OPD and Psychiatric Clinic for suicide, southwest Ethiopia 2024 (total = 175 participants).

Variables Category Suicide Attempt COR (95%CI) P-value | AOR (95% P-value

CI)
Yes n(%) No n (%)

Sex Male 10 (35.7) 58(39.5) | 0.67 (0.271.68) 0.389 0.85(0.30— 0.748
2.36)
Female 18 (64.3) 89 (60.5) |1 Referen | 1 Reference
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ce

Age group <24 years 19 (67.9) 84 (57.1) | 1.58(0.65-3.86) | 0.312 1.34 (0.49— 0.564
3.64)
>25 years 9 (32.1) 63(429) |1 Referen | 1 Reference
ce
Educational status Primary and 15 (53.6) 61 (41.5) | 1.62(0.69-3.81) | 0.267 1.29 (0.48— 0.615
below 3.45)
Secondary and 13 (46.4) 86 (58.5) 1 Referen | 1 Reference
above ce
Marital status Single 20 (71.4) 93 (63.3) | 1.45(0.58-3.60) | 0.429 1.18 (0.42— 0.754
3.27)
Married 8 (28.6) 54(36.7) |1 Referen | 1 Reference
ce
Residence Urban 17 (60.7) 96 (65.3) | 0.82(0.34-1.97) | 0.652 0.91 (0.34— 0.856
2.42)
Rural 11 (39.3) 51347 |1 Referen | 1 Reference
ce
Previous psychiatric | Yes 7 (25.0) 24 (16.3) | 1.71(0.64-4.57) | 0.286 1.42 (0.49— 0.514
diagnosis 4.10)
No 21 (75.0) 123 (83.7) | 1 Referen | 1 Reference
ce
Trauma history Yes 12 (42.9) 33(224) | 2.77(1.11- 0.029 2.09 (0.75- 0.159
6.95)* 5.83)
No 16 (57.1) 114 (77.6) | 1 Referen | 1 Reference
ce
Substance use Yes 9(32.1) 46 (31.3) | 1.03(0.40-2.62) | 0.954 0.97 (0.35— 0.954
2.67)
No 19 (67.9) 101 (68.7) | 1 Referen | 1 Reference
ce
Psychiatric Present 16 (57.1) 49 (33.3) | 2.67(1.11- 0.028 1.82 (0.67— 0.239
symptoms 6.42)* 4.92)
Absent 12 (42.9) 98 (66.7) | 1 Referen | 1 Reference
ce
Medical condition Yes 8 (28.6) 27 (18.4) | 1.78 (0.69—4.58) | 0.230 1.31 (0.46— 0.609
3.74)
No 20 (71.4) 120 (81.6) | 1 Referen | 1 Reference
ce
Chronic self-harm Yes 14 (50.0) 15(10.2) | 8.52(3.05— <0.001 4.70 (1.58- 0.005
23.76)* 13.97)*
No 14 (50.0) 132(89.8) | 1 Referen | 1 Reference
ce
Family history of Yes 13 (46.4) 21 (14.3) | 4.67(1.97- <0.001 3.57 (1.40— 0.008
suicide 11.11)* 9.10)*
No 15 (53.6) 126 (85.7) | 1 Referen | 1 Reference

Cce
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CHAPTER SIX:
DISCUSSION

6.1. Results Discussion

In this study, the prevalence and predictors of suicide behaviors were assessed. The methods and
locations of suicide behaviors were also examined. The independent predictors identified included
major depressive disorder, other mental disorders (e.g. anxiety disorders, psychiatric disorders due to
medical illness, somatoform disorders, dysthymia, personality disorders and adjustment disorders),
age groups 18-27 and 28-37, family history of mental illness, nicotine dependence, alcohol use
disorders and sub-acute durations of mental illness (3 months to 2 years).

The prevalence of suicidal behavior measured using SBQ-R >8 was 25.7%, while the prevalence of
self-reported previous suicide attempt was 16.0%. Lifetime prevalence for suicide ideation, intent and
attempt was 21.8% (£4.12), 16.9% (£3.74) and 16.1% (£3.67) respectively. These findings are
consistent with a study conducted among psychiatric outpatients at Gondar Hospital, which reported a
suicide attempt prevalence of 19.2 %. However, the rate of suicide ideation in this study is lower than
in the Gondar study (64.8%). This discrepancy may be due to the SBQ-R instrument used in this
study, which did not assess how many patients reported suicide ideation prior to the suicide attempt.
The SBQ-R instrument also measured minor suicide thought and intent separately. The Gondar
Hospital study used a structured questionnaire which enabled the identification of prior suicide
ideation among attempters (28).

The lifetime prevalence of suicide ideation and attempts in this study is higher than that in a
community-based study conducted among adult population in Addis Ababa (the capital city of
Ethiopia), which reported rates of 2.7%, and 0.9% respectively (29).

The lifetime suicide attempt was also higher than the lifetime suicide attempt in a study conducted at
Butajira (Southern Ethiopia) among adult population which was 3.2% (30). This might be explained
by the fact that our study was conducted on a hospital-based sample of people living with mental
illness, unlike the previously mentioned community-based studies in Addis Ababa and Butajira,
Ethiopia.

There is substantial evidence indicating that people living with mental illness are at higher risk of
experiencing suicide ideation and attempts compared to the general population (13, 23, 27, 28, 33, 34,
35, 36, 37, 38, 39, 40 and 41).

Conversely, lifetime prevalence of suicide ideation, intent and attempts in this study is lower than that
reported in a national survey conducted in South Africa among adults with lifetime DSM 1V disorders,
where the rate was 61% for suicide ideation, 64% for suicide planning and 70.3% for suicide
behaviors (38). This discrepancy might be due to the follow-up nature of our sample, interventions
received, differences in measurement tools and socio-cultural variations.

However, the lifetime prevalence of suicide ideation, plans and attempts in this study are higher than
those in another South African community-based stress and health survey, which reported rates of
9.1% for suicide ideation, 3.8% for suicide planning and 2.9% for suicide behaviors (27). Again, this
might be explained by our study’s sample inclusion of high-risk individuals living with mental illness.

A study on Southwest Ethiopia, involving 751 participants (98.2% response rate), reported ideation
and attempt prevalence rates of 22.4% (95% CI: 19.5-25.4%) and 6.7% (95% CI: 5.1-8.7%)
respectively. Female gender, depression, a family history of mental illness, and poor social support
were significantly associated with both suicide ideation and attempts. Furthermore, post-traumatic
stress symptoms and the death of a family member were significantly associated with suicide ideation
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and attempt (1).

Another study conducted in Jimma reported an overall suicide behavior prevalence of 7.9% (95% CI
5.9%-10.3%), using the SBQ-R score (>7). One-third of the individuals with lifetime suicide
behaviors encountered stigma. Medication overdose in that study was not comparable to other studies
conducted in different parts of Ethiopia. The lower magnitude might be explained by the fact that the
study focused on outpatient follow-ups receiving ongoing treatment (2).

In this study, being 18-27 and 28-37 years old was significantly associated with suicide behaviors.
This finding aligns with community-based study conducted in Addis Ababa (29), and a WHO world
mental health survey (2009) (18) and a UK study on suicide in older adults; determinants of risk and
opportunities for prevention (44). This might be due to the fact that young adulthood is often
considered a period when mental illnesses begin, substance use increases and individuals face
numerous stressors (39).

In contrast to studies conducted elsewhere, our study found a significant association between people
of the Gurage ethnicity group and suicide behaviors. This ethnic group is known for being particularly
hardworking in the country as compared to others (52). A possible explanation is that reduced
functional capacity may lead to suicide distress.

It was also found in this study that a diagnosis of major depressive disorder was significantly
associated with suicide behaviors. This finding is consistent with a study on suicide and suicide
behaviors in Butajira, Ethiopia, among people with severe mental illness (34). The overall prevalence
of suicide behavior (as measured by an SBQ-R total score of 8 was 46.3% (95% CI: 4150.7%).

The study conducted in public hospitals of Ethiopia reported that the lifetime prevalence of suicide
ideation, intent, and attempts were 24.4%, 20.4%, and 16.9%, respectively. In this study, having a
family history of mental disorders was significantly associated with suicide behaviors, although this
finding differed from the Gondor study, it aligns with results from South African stress and health
survey, which also found a higher prevalence among those with a family history of psychopathology
(27).

In our study mental illness duration between 3 months and 2 years was notably linked to suicide
behaviors. This is consistent with a study conducted about suicide and suicide behaviors in Butajira,
Ethiopia, which suggested that suicide behaviors decreased as the duration of illness increased in
patients with schizophrenia (34).

In this study, a duration of mental illness between 3 months and 2 years was significantly associated
with suicide behaviors. This finding is consistent with evidence indicating that the risk of suicidal
behavior is often elevated during the early stages of mental illness, particularly in the first years
following onset.

Although some longitudinal studies, including those conducted in Ethiopia, suggest that suicidal
behavior may decrease with longer illness duration, this relationship is not consistent across all studies.
Variations may be explained by factors such as treatment adherence, illness severity, and comorbid
conditions.

The higher risk observed in the early phase may reflect greater psychological distress, better insight
into illness, and co-occurring depressive symptoms. In contrast, in later stages, the predominance of
negative symptoms and possible clinical deterioration may reduce the expression of suicidal behavior.

In our study, alcohol use disorders were significantly associated with suicide behaviors. This finding
is consistent with a study conducted in Butajira, Ethiopia, among patients with severe mental illness
(34), as well as a study on predictors of suicide ideation among depressed inpatients in Malaysia (42).
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Similarly, it aligns with research conducted in California, USA, which examined suicide behaviors
among individuals with substance use disorders (45). In addition to alcohol use disorders, nicotine
dependence was also clearly related to suicide behaviors. This result is comparable to the one deriving
from a study conducted in Australia on suicide thoughts and attempts among adults, based on data
from the National Survey of Mental Health and Wellbeing (25).

6.2. Strengths and limitations

This study has several strengths in comparison to previous research. Notably, it employed standardized
instruments to assess suicide behaviors and comorbid substance use disorders, including alcohol abuse
and nicotine dependence, as well as social support. Despite providing valuable baseline data, the study
also presents certain limitations. Firstly, social desirability bias may have influenced the results, as data
collection was conducted through interviewer-administered questionnaires, potentially leading
participants to overreport or underreport their responses to align with perceived expectations. Secondly,
recall bias represents a concern, as some participants may have forgotten relevant information and no
cross-validation of the provided data was performed. Additionally, the study sample was limited to
adult psychiatric patients, which restricts the generalizability of the findings since children and
adolescents were excluded. Finally, the instruments used—specifically the SBQ-R and the Fagerstrom
Test—had not previously been applied in studies conducted in developing countries.
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CHAPTER SEVEN:
CONCLUSION AND RECOMMENDATIONS

7.1. Conclusion

The prevalence of suicidal behavior among patients attending the Emergency OPD and Psychiatric
Clinic at St. Luke Catholic Hospital was high. Younger age, family history of mental illness, major
depressive disorder, alcohol use disorder, and nicotine dependence were identified as important
factors associated with suicidal behavior. These findings show that suicide risk assessment should be
an essential part of routine clinical care

7.2. Recommendations

Based on the findings of this study, the following recommendations are proposed for the relevant
stakeholders:

To St. Luke’s Hospital Psychiatric Clinic

Greater emphasis should be placed on the screening and management of suicide behaviors, with
specific attention to gender

To South Health Zone Health office

Mental health services should be strengthened within emergency healthcare settings. Efforts should be
made to treat patients with mental illness at facilities close to their residences, implement routine
screening for suicide behaviors and substance use disorders, and reinforce referral systems.

To the Ministry of Health

Priority should be given to the development, implementation, and dissemination of standardized
protocols for the screening, referral, and management of substance use disorders and mental illnesses,
to support suicide prevention efforts among healthcare professionals.

To those who are interested in this topic

The impact of mental illness on suicide behaviors warrants further investigation.
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ANNEX I: DATA COLLECTION INSTRUMENTS

Questionnaire — English Version

Informed consent

The findings of this research are very important for future improvements of the service and to raise
awareness and alarm among clinicians, encouraging them to give attention to their patients. Therefore,
your responses to the questions are vital to achieve the goal of this research and to improve future
performances of intervention and services provided by the clinic. We kindly ask for your cooperation.
It is your right to refuse to answer any or all of the questions.

Here are some questions for you to complete. Your honest participation is crucial. You may also ask
for clarification if you do not understand any of them, or you may stop the interview at any time.
Finally, all the information will be used solely for the purpose of the study and will be kept
completely confidential. Your responses to the questions are identified only by numbers and never by
name. As explained above, the purpose of the study is solely to address the issue and improve future
interventions.

Do you agree to participate in the study? 1. Yes 2. No

If ”yes”, please sign here

Continue to the next page

Thank you for your participation

Name of data collector signature date

signature date

Patient’ss card no.
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The questionnaire consists of five parts.

Part I: Questions related to the socio demographic characteristics of the patient

Sr.No.

Questions

Response and categories

Code

101

IAge of the patient (in years)

102

Sex of the patient

Male

Female

103

Marital status

Single
Married
Divorce
Separate
Widowed

104

Religion

Orthodox
Muslim
Protestant
Catholic

Others (specify)

106

Education status

literate
Can read and write only

Literate (specify grade completed)

107

Occupation

Emptoyed
Unemployed
Farmer
Merchant
Daily laborer
Student
Retired
Housewife
Others

X ©® o vk WD =W DD =0 s WD =0k WD =D =

108

household
income (in
Ethiopian birr)

Estimated

1.  Monthly
2. Yearly

109

Living condition

1. Lives alone
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2.  With family (parents, spouse,
children, uncle and/or aunt)

3.  Homeless
4.  Other (specify)
110 How many visits have you had? |l. First
2. Two and above
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Part II: Questions related to social support

The following questions inquire about the social support around you. Please circle the appropriate
answer.

111 How many people are so close to you that you |l. None
can count on them if you have serious 2.1 or2
personal problems? 3. 3-5
(Choose one option) 4. More than 5
112 How much concern do people show regarding |5. A lot of concern and interest

what you are doing? :
. 4. Some concern and interest
(Choose one option)

3. Uncertain

2. Little concern and interest

1. No concern and interest

113 How easy is it to get practical help 5. Very easy
from friends or dorm-matesif you 4. Easy
need it?

3. Possible

(Choose one option)

2. Difficult

1. Very difficult
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Part I11. Questions related to substance use disorders

Sr. no Question related to alcohol (CAGE) Answer

201 Do you drink alcohol? 1. yes
2. no

201. If your answer is “yes” for question number 1, please answer the following

1 questions.

202 Have you ever felt you should cut down on your drinking? 1. yes
2. no

203 Have people annoyed you by criticizing your drinking? 1. yes
2. no

204 Have you ever felt bad or guilty about your drinking? 1. yes
2. no

205 Have you ever had a drink first thing in the morning or to get rid of a 1. yes

hangover? b 1o
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Fagerstrom Test for Nicotine Dependence (FTND)

206 Do you smoke cigarettes? 1. Yes
2. No
206.1 [If your answer to question 206 is “yes” , answer the following questions
0 1 2 3
206.2  [How soon after you wake up do you After After 31-60|After 6-30 |Within 5
smoke your first cigarette? 6 | . . minutes
. minutes minutes
0 minutes
206.3  |Do you find it difficult to refrain from No Yes
smoking in places where it is forbidden,
e.g., in church, at the library, cinema,
etc.
206.4  |Which cigarette would you find hardest to|All of them [The first
give up? one in the
morning
206.5 |How many cigarettes a day do <=10 11-20 21-30 >=31]
you smoke?
206.6 Do you smoke more frequently during the [No Yes
first hours after waking than during
the rest of the day?
206.7 Do you smoke if you are so ill that you |[No Yes
are in bed most of the day?
Other questions related to substance use
212 Do you chew khat? 1. Yes
2. No
212.1 [If “yes” toquestion 212. 1. Daily
Frequency of use: 2. 2-3 times per week
3. Once a week
4. Other specify
212.2  [How long did you use it? 1. In months
2. In years
213 Do you use substances like marijuana/  |1. Yes
gangja, shisha, hashish and/or cannabis? ) No
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213.1 [If “yes” toquestion-215:
'Which substances
?
213.2 [[f “s” to question 215: 1. Daily
How often? 2. 2-3 times per week
3. Once per week
4. Other specity
213.3 |How long did you use them? 1. In months
2. In years
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Part IV: Questions related to mental health factors

301 |Duration of the illness: 1. In hours/days/weeks
2. In month
3. In year
302 [What is the speed of onset of theillness?  |1. Abrupt (within hours, days)
2. Acute (within 3 months)
3. Insidious (3-12 months)
4. Insidious (>12 months)
303 |[Psychiatric diagnosis of the illness (refer
to
the card; if more than one, list all)
304 [Frequency of admission
305 [Is there a family history of mental illness? |1 Yes
(Parents, siblings, uncle/aunt) > No
306 [Is there a family history of suicide 1. Yes
behaviors? > No
307 [Is  there a family history of 1. Yes
completed suicide? > No
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Part V: Questions about suicide behaviors (suicide ideation, intent and attempts)

Please check the number beside the statement or phrase that best applies to you (Select only one for
each).

401 {Have you ever thought aboutor [I. Never

attempted to kill yourself? 2. It was just a brief passing thought

3a. I have planned it at least once, but never
tried in the end

3b. I have planned it at least once and really
wanted to die

4a. I attempted to kill myself but I didn’t
want to die

4b. I attempted to kill myself and really
hoped to die

402 How often have you thought Never

about killing yourself Rarely (once)
in the past year? Sometimes (twice)
Often (3-4 times)

Very often (5 or more times)

Sl R =

403 Have you ever told someone No
that you were going 2a. Yes, once, but did not really want to die
to commit suicide 2b. Yes, once, and really wanted to do it

or that you might, do it? 3a. Yes, more than once, but did not want to do
it 3b. Yes, more than once, and really wanted to
do it

404 [How likely is it that you will 0. Never
attempt suicide someday? No chance at all
Rather unlikely
Unlikely

Likely

Rather likely

S Uk Wb o=

Very likely
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Part VI. Questions related to methods and places of suicide behaviors

501

Where did the suicide attempt take place?

Home
Field
Forest
River

Health institution

Other (please specify)———

502

'What was the method?

Hanging
Poison
Electricity
Drowning
Vehicle injury
Drug overdose

Other (please specify)

503

How did you feel after the suicide attempt?

Angry
Guilty
Indifferent (nothing))

504

'Who supported you after the failed suicide
attempt??

S e e e S e e e B e e S e

Family

Friends

Witfe or husband
Health care workers
God

Other (please specify )
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Questionnaires in Amharic Version
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Questionnaire - Afan Oromo version

Waligaltee
Kabajamtoota hirmaattota qorannoo

Ani Indaalamaw Salilaw yeroo ammaa Yuunivarsitii Jimmaatti barataa Digrrii Lammaaffaa Xin
Sammuu yoon ta‘u baruu eebbaan hojechaan jira, Xiyyefannaan baruu kanaa yookin qorannoo
kanaa hospitaala baruumsaa Yuunivarsitii Jimmaatti ga‘eesssota xin sammuun deddeebi‘anii
wal‘aanaman keessaa hammam isaanitu of balleesssifuuf (of ajjeesuuf) akka yaadanii fi
hammam isaanitu of balleessuf akka yaadan baruuf yoo ta‘u, bu‘aan qorannoo kanaatis rakkoo
kana furuuf haala hojii gara fulduraa hospitaalaa fooyyeessuu fi ogeessoonnnis tajaajila
wal‘aanamtootaaf kennan fooyyeessu fi xiyyeffanna akka itti kennan hubannoo uumuuf baay‘ee
fayyaada. Kanaafuu, kaayyoo qoranoo galmaan ga‘uu fi haala hojii gara fulduraa fooyyeessuf
hirmaannnani fi deebin keessan gaafileef baay‘ee murteessa dha. Kanaafis durseen eyyama
keessan gaafadha. Gaafileef deebii kennuun yoo isinitti mijaa‘uu baate walii hin galu jechuun
mirga keessani.

Ragaan isin gaafannoo kana irratti kennitan qorannaa fi qo‘annaaf tajaajiluun alatti isinirratti
dhiibba kamuu hin qabaatu. Gama Icciitii eegutinis gaafannoo irratti maqaan hin barraa‘u. Waan
ta‘eefis isinis gaaffii gaafanoo kana keessatti gafatamtaniif deebii akka naaf kennitaniif
kabajaanaan gaafadha. Gaaffilee ifa hin taaneef ibsa gaafachuun mirgi keessan kan eeggame.
Kanaafuu hirmaannan keessan kaayyoo kana oliiti galmaan ga‘uuf waan nu gargaaruuf maaloo
gaaffilee deebisuun nu gargaaraa.

Dhumma irrattis qo‘annaa irratti hirmaachuuf walii galtanii?

Eyyen Walii hin galle Yoo walii galtan gara fuula itti aanutti darbaa

Magqaa gaafataa Mallaatto Guyyaa__ /__ / Magaa Hordo

Gaafileen Kutaa shan qabu

Kutaa 1: Hawaasummaa, ummatumma akksaumas ragaalee dhuunfaa wal’aanamaa qorachuuf
jecha gaafanoo qophaa’e.

Qajeelcha: Gaafileen armaan gadii filannoo kan qaban irra marsuuni fi kan filannoo hin qabne
haala gaafiitiin iddoo duwaa irratti guutaa.

T.L |Gaafilee Deebii Koodii

101  |[Umriin keessan meeqa?

102 |Saala Wal‘aanamaa 1. Dhiira

2. Dhalaa
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103

Haala Fuudha fi Heerumaa

4

3.

Kan fuudhe/ kan heerumte

Kan hin
fuune/kan hin
heerumne

Kan hike/kan hiikte
Kan adda bahe/ kan

adda baate

5.
duute/ kan abbaan manaa jalaa du‘e

Kan haatii manaa jala

104

Amantiinn keessan maali?

Ortodoksii
Islaaama/ Musliima
Pirotestaantii
Katolikii

Kan biraa eeraa

105

Sabni keessan maali

O T e O S S

Oromoo
Amaaraa
Yeem
Daawuroo
Kafaa
Guraagee

Kan biraa yoo
jiraa eeraa

106

Sadarkaan baruumsa keessanii

1.

2.
sadarkaa barumsa keessanii

Kan hin baranne

Kan baratan yoo ta‘e

barreessaa

107

Hojiin keessan maali?

N N O S e

Qacaramaa guyyaa guutuu
Hojiin hin gabu

Qote bulaa

Daldalaa

Hojii guyyaa

Barataa

Xurataa

Giifii manaa

Kan biraa yoo jiraate eeraa

)]
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108 |Giddu gala galii maatii 1. Ji‘aan
qarshiin hammam ni ta‘a? H Waggaatti
110 [Kan jiraattan eenyu waliin? 1. Kophaa
2. Maatii waliin (haadha manaa

fi ijjoolee, warra, obboleettii,
obboleessa, adaadaa, eessuma waliin)

3.
4.

Mana hin gabju

Kan bira yoo jiraatee eeraa

Gaafilee Deeggarsa Hawaasummaa ilaallatan

111 Rakkoon dhuunfaa yoo isin muudatdl. Namni kamuu hin argamu
lakkoofsan namni hammamii isin
biratti argama (tokko qofa filadhaa)
2. 1 yookin 2
3. Nama 3-5
4. 5ol
112 Namni hammamii waa‘ee keessan 5.Baay‘ee
dhiiphata (filannoo tokko qofa)
4.Muraasa
3. Hin yaadadhu
2.Baay‘ee muraasa
1. Homuu
113 Hiriyoota keessan irraa yookin kan5.Baay‘ee salphaa
siree waliin fayyadamtan irraa carraan
gargaarsa argachuu ~ hammami?4.Salphaa
(filannoo tokko qofa itti marsaa)
3.Giddugaleessa
2.Cimaa
1.Baay‘ee cimaa

Kutaa 2: Gaafilee baala mataa hadoochan ilaalatan
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T.L Gaafilee dhugaatii alkoolii ilaallatan Deebiii
201 Dhugaatii alkoolii dhuganii beekuu? 1. Eeyyen
2. Hin beeku
201.1 |Gaafii lakkoofsa tokkoof deebiin keessan yoo eeyyen
ta‘e maaloo deebii kanaa gadii deebisaa
202 Dhugaatii  dhuguu dhiisuu/dhaabun gaba 1. Eyyen
jedhanii murteessanii beekuu? > Hin beeku
203 Dhugaatii dhuguu keessanii namoonni gadi sin gabuun |1. Eeyyen
isin aarsanii beekuu? H Hin beekan
204 Dhugaatii dhuguun miirri balleessaa ta‘uu keessan isinitti|l. Eeyyen
dhaga‘amee beekaa? H Hin beeku
205 Burjaaji‘ina (Dibirti) (of jibbina dhugaatin dhufu) ofirraa |1. Eyyen
balleessuf ganamaan ka‘anii dhugaatii ni dursuu? .
2. Hin dursu
Faagersitiroom teesti
T.L Gaafilee Tamboo/ Sijaaraa 0 1 2 3
illallatan
206 Akka  hirribaa  ka‘aniin Dagqiiqaa Daqiiqaa  [Dagiiqaa 6- |Daqiiqaa
yeroo hammamii keessatti 60 boooda  31- 30 5 keessatti
tamboo xuuxuu?
60
207 Bakkee itti tamboo hin xuuxne [Hin beeku |Eeyeen
fakkeenyaf bataskaana, mana
kitaabaa 0soo hin xuuxin turuun
itti ulfaatee beekaa?
208 Tamboo /Sigaaraa isa kam hundumaa  [Kan duraa
dhaabuun/ dhiisun isinitti ulfaate
209 Guyyaatti Tamboo/ sigaaraa 10 gadii 10-20 20-30 31 ol
meeqa xuuxu?
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210 'Yeroo kaawwan irra akka hirriba [Miti Eeyyen
ka‘aniin amma amma ni xuuxuu?
211 Dhukkubsataniis ciisanii yeroo |[Miti Eeyyen
dheeraf ni xuuxuu?
Gaafilee Baaloota hoodachan kan biraa ilallatan
212 Jimma gama‘anii beekuu 1. Eeyyen
2. Miti
213 Gaaffii lakk. 212f deebin keessan yoo eeyyen|1. Guyyaa guyyaan
yoo ta‘e D, Torbanitti 2-3
3. Torbanitti yeroo tokko
4. Yeroo troban caalu
214 Y eroo hammamiif fayyadamanii jiruu? l. Ji‘aan
2. Waggaatti
215 Baalota hadoochan Kan akka gaanjaa,l. Eeyyen
maariwaanaa, shishaa fi hashishz' Miti
fayyadamanii beeku?
216 Gaaffi 215f deebin keessan yoo eeyyen ta‘e |1. Guyyaa guyyaan
2. Torbanitti 2-3
3. Torbanitti yeroo tokko
4. Kan biraa yoo jiraate
eeraa
217 Y eroo hammamiif fayyaadamanii jiru? 1. Ji‘aa
2. Waggaatti
Kutaa 3: Gaafannoo Fayyaa Xin sammuu ilaallatan
301 Dhukkubichi erga eegalee yeroo hammamii |1. Ji‘aan
ta‘ee; ji‘aan yookin waggaan? H Waggaan
302 Dhukkubichi akkamitti isin eegale? 1. Akkatasaa/ yeroo
gabaabaa keessatti
(sa‘aatiwwani fi
guyyoota)
303 Gosa dhukkubaa (Kaardii ilaalaa) yoo tokkoo
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ol ta‘e hundumaa barreessaa
304 'Yeroo meeqaf siree qabatanii wal‘aanamii
jiruu?
305 Maatii keessaa dhukkubsataan xin 1. Eeyyen
sammuu jiraa? b Hin jiru
306 Maatii keessaa kan of ajjeesuuf yaale jiraa? |1. Eeyyen
2. Hin jiru
307 Maatii keessaa kan of ajjeese jiraa? 1. Eeyyen
2. Hin jiru

Kutaa 4: Gaafannoo Amala of hubuu (Of ajjeesuf yaaduu; karooruu fi yaaluu) ilaallatan
Qajeelcha: Amala yookin miira (Simet) sirri gabdan kan bakkaa bu’u filannoo tokko
filadhaa

401 Of ajjeesuuf yaadanii yookin |I. Gonkumaa hin beeku

.o (')
yaalanii beekuu? h Eeyyen garuu baay‘ee

yeroo gabaabaaf ture

3.a. Nan yaada ture garuu of ajjjeesuuf hin
karoorre

3.b. Karooren ture dhuguma of ajjeesufan
barbaaden ture

4.a. Of ajjeesuf yaalen ture garuu du‘uu hin
barbaannee ture

4.b. Of ajjeesuf yaalen ture dhugumatti
du‘uufan ture

402 Bara tokkicha darbe yeroo
meeqaf of ajjeesuuf yaadanii
ture?

Gonkumaa hin jiru
Yeroo tokko
Darbee darbee (yeroo lama)

Yeroo mara (yeroo 3-4)

nokh D=

Baay‘ee yeroo mara (yeroo 5 fi ol)
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403

turee?

Of  ajjeesuuf
ta‘e namatti himanii

1. Gonkumaa hin turre

2. a. Eeyyen yeroo tokko garuu yaaluf
hin barbaanne ture

2.b. Eeyyen yeroo tokko dhugumatti of
ajjeesufan ture

3.a. Eeyyen yeroo tokko ol of ajjeesu
hin barbaanne ture

3.b. Eeyyen yeroo tokkoo ol dhumatti
of ajjeessu barbaaden ture

404

hammam ture?

Of ajjeesuf yeroo
carraan du‘uuf

0. Gonkumaa hin jiru

1. Carraann du‘uu koo baay‘ee gad
aanaadha

2. Carraa du‘uu hin qabu ture

3. Carraann du‘uu koo salphaa ture
4. Carraan du‘uu koo ol‘aanaa ture
S. Carraan du‘uu koo baay‘ee

ol‘aanaa ture

Kutaa 5: Gaafilee of balleessuf/ of ajjeesuf meeshaa fi iddo itti fayyadaman ilaallatan

501

filadhaa

Bakka kamitti ture of ajjeesuf kan
yaalan? Deebii tokkoo ol yoo jiraate

Mana

Dirree irratti
Bosona keessatti
Laga

Mana baruumsaa
Mana wal‘aansaa

Kan biraa yoo jiraate eeraa

502

Of ajjeessuf kan yaalan maalin ture?

Of hudhuun
Qorichaan (DDT)
Elektirikii gabachuun

e R

Of darbachuu/ of gadhiisuun
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Rasaasaan

6. Balaa konkolaataan
7. Kan biraa yoo jiraate eeraaa
503 Erga of ajjeesuf  yaalanii 1 Namraare (tebesachew)
dhaga‘a‘rbilc;(()?da maaltu isinitti > Nan gaabbe
3 Wanti natty dhaga‘ame hin jiru
504 Of ajjeesuuf yoo yaalan eenyuutu isin |I. Maatii
hanbise? 2 Hiriyoota koo
3. Haadha manaa / abbaa
manaa koo
4. Ogeessa fayyaa
5. Uumaa (Waqayyoo/ Allaah)
6. Kan biraa yoo jiraate eeraa
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  n =    (   Z 2 )   ∙ p   ∙ q    d 2


  n =      ( 1 . 96 ) 2   ∙ 0 . 32   ∙ 0 . 35    ( 0 . 05 ) 2 = 172

