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Over the last 45 years, mortality due to suicide has in-
creased in some developed and developing countries, among
both adults and young people (1-2). Depending on age, sex
and location, suicide attempts are 10-40 times more frequent
than completed suicides (3-5). The results of SUPRE-MISS
(the World Health Organization’s Multisite Intervention
Study on Suicidal Behaviours, within the Suicide PREven-
tion initiative) show that suicide attempts, plans and ideation
varied by a factor of 10-14 among the study sites in the ten
countries concerned, in five continents (5). The incidence ra-
tios of suicide attempts to suicide plans and thoughts varied
substantially. The authors concluded that the idea of the sui-
cidal process as evolving continuously from thoughts to plans
and attempts needs further investigation, and that the process
appears to depend on the cultural setting (6).

A study from China (6) found that younger individuals
are more likely to attempt low or intermediate-planned acts
than high-planned acts. The attempts were classified as
“low-planned” when the time lag between the first reported
suicidal thought and the suicide attempt itself was less than
two hours. Those who attempted low-planned acts were
found to be more likely to have experienced greater acute
stress than those whose attempts were characterized as
“high-planned” (6). The majority of low-planned suicides in
the study were carried out with pesticides, which were read-
ily available at home. 

The results from the SUPRE-MISS study showed that
71.6% of female and 61.5% of male attempters in China,

compared with 33.8% of male and 23.8% of female at-
tempters in India, used pesticides as a means of attempting
suicide (7). Studies from China and India conclude that re-
striction of access to toxic means of suicide, safer storage
and a reduction of the toxicity of agricultural chemicals and
rat poisons are advisable. An evidence-based suicide-pre-
ventive strategy focusing on restriction of lethal means of
suicide is widely advocated (8,9). Other suicide-preventive
strategies include improved recognition of suicidal commu-
nication (10-13) and better risk recognition of depression
and substance abuse, especially in schools (14) and by pri-
mary care physicians (15). 

Several investigations in Western countries show that 48-
84% of people who committed suicide repeatedly commu-
nicated their suicidal intentions to their significant others
and to more than one person. Significant others’ responses
to the suicidal communications of distressed, suicidal per-
sons and lack of support have an impact on the course of the
suicidal process (13). Significant others often fail to recog-
nize suicidal communication, owing to their lack of knowl-
edge, but also because their own ambivalent attitudes and
behaviour towards self-destructive persons come to the fore
when they are confronted with suicidal communication.

Suicidal communication can be divided into direct and in-
direct verbal communication, on the one hand, and direct
and indirect non-verbal communication on the other. “Direct
verbal suicidal communication” refers to clearly expressed
suicidal intentions. “Indirect verbal suicidal communication”
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means the expression, in various ways, of the feeling that
one’s situation is hopeless, that life has no meaning, that there
is no solution to one’s current problems and that it would be
better to disappear or die. In “direct non-verbal communica-
tion”, a suicidal person undertakes various kinds of prepara-
tion for the suicide attempt, such as collecting drug prescrip-
tions, buying pesticides or raticides, or writing a farewell let-
ter. “Indirect non-verbal suicidal communication” refers to
withdrawal, deliberate self-isolation, weakening or rupturing
ties with family and friends and/or taking concrete steps to
put personal affairs in order before committing suicide. 

The present study was based on a sample of young suicide
attempters in a rural community in Hanoi, Vietnam. The aim
of the study was to explore the suicidal process (from the on-
set of suicidal ideation to the appearance of suicide plans
and attempted suicide), suicidal communication and the
psychosocial situation of suicide attempters. The theoretical
background of the study was the stress-vulnerability model
and the notion of the developing suicidal process (16,17). 

METHODS

Procedures

All suicide attempters who were hospitalized from Au-
gust 2001 to August 2003 in the Intensive Care Unit at the
Socson District Hospital in Hanoi were studied. All 29 sui-
cide attempters from rural areas aged 15-24 years were se-
lected for in-depth interviews. Four respondents had mov-
ed from the catchment area at the time of the study, three
gave incorrect addresses and three patients refused to par-
ticipate, which resulted in a total of 19 interviews. Inter-
views were performed using a uniform procedure and
method. The time interval between the suicide attempt and
the interview was 5-6 months (range 1-11 months). 

The interviews lasted up to two hours and were per-
formed by one of the authors (HT). The location was cho-
sen by the participants. In 14 cases it was the participant’s
home, in three the community health centre and in two a
rice field. Basic sociodemographic data were collected and
semi-structured interviews then enabled the participants to
describe the course of events freely. In each case, however,
structured questions were posed covering the following ar-
eas: I. Family relations and psychosocial situation as risk or
protective factors; II. Presence of suicidal communication
before attempted suicide; and III. Development of the sui-
cidal process from suicidal thoughts to suicide plans and
suicide attempts. The detailed questions asked during the
interview are presented in Table 1. 

The in-depth interview records were translated into Eng-
lish and then interpreted by five persons (MG, AN, HT, CW,
and DW) independently. After careful revision of the inter-
view records, coding was used, based on the theoretical
concept of the developing suicidal process and on the types
of suicidal communication used. A peer-review group of

Table 1 Structured questions posed in the interview

Area I. Questions concerning family relationships and psychosocial situation

Theme 1. Motives for suicide attempt
- Describe the motives that led you to attempt suicide.

Theme 2. Ability to seek help
- Did you try to get help and advice, and to communicate your needs, if and

when you had difficulties in your everyday life? 
Theme 3. Mental health, alcohol problems, attempted suicide or suicide among

family members 
- Is there anyone in your family with a mental health problem? 
- Is there anyone in your family with an alcohol problem?
- Has anyone in your family made a suicide attempt?
- Has anyone in your family committed suicide? 

Theme 4. Violence
- Have you ever suffered physical abuse from your family or a partner? 
- Have you ever suffered psychological abuse from your family or a partner? 

Theme 5. Support from family and partners
- Describe your family situation.
- Describe your relationships with your family members.
- Have you ever been in need of financial support from your family or a partner? 
- Have you ever been in need of psychosocial support from your family or a

partner? 
- Have you ever received any financial support from your family or a partner?
- Have you ever received any psychosocial support from your family or a part-

ner?

Area II. Questions related to various types of suicidal communication 

- Did you tell your family members, friends and/or neighbours explicitly that
you had the intention of taking your life? [direct verbal communication]

- Did you tell your family members, friends and/or neighbours implicitly that
you thought life was not worth living, or that you wanted to disappear from
this life, or take a break from this life, that you saw death as a solution, etc?
[indirect verbal communication]

- Did you prepare for the suicide attempt in any way (e.g. by saving pills or
buying pesticides or raticides, or writing a farewell letter)? [direct non-ver-
bal communication]

- Did you do anything like paying bills, saying goodbye, writing your will, dis-
rupting ties with your family, deliberately self-isolating yourself or with-
drawing once you had decided to take your own life? [indirect non-verbal
communication]

Area III. Questions concerning the suicidal process 

Theme 1. Previous suicide attempts and suicidal thoughts
- Had you ever attempted suicide before? 
- When did you first think about suicide?
- When did you first experience mild suicidal thoughts, fleeting and sporadic

suicidal thoughts, pressing and distinct suicidal thoughts, and constant sui-
cidal thoughts? 

Theme 2. Suicide plan and probability of detection after suicide attempt
- Did you have a plan before attempting suicide? 
- What was your plan? 
- How long before the attempt did you make the plan?
- Did you do anything to prevent someone from finding you? 
- Was anyone near you at the time of the suicide attempt?

Theme 3. Method
- What method did you use to attempt suicide? 
- Why?
- How did you get hold of what you needed? From neighbours, at home, pur-

chased?
Theme 4. Retrospective feelings after the suicide attempts

- How did you feel after the suicide attempt(s)? 

qualitative researchers from the Swedish National and
Stockholm County Centre for Suicide Research and Pre-
vention of Mental Ill-Health (NASP) discussed both the
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coding scheme and coding decisions. Analysis was based
both on the three selected themes listed above and on nar-
rative descriptions of the cases. Results for each theme were
identified in the interviews and afterwards pooled. 

Subjects

Ten females and nine males participated in the interviews.
The mean age of the subjects was 19.5 years (range 15-24
years). Five of the 19 subjects were married. Fifteen were pri-
mary or secondary school dropouts. The parents of 12 re-
spondents had primary education, while seven respondents’
parents had attended secondary school. Most of the partici-
pants lacked hobbies, with the exception of one male who
was interested in football. None of the subjects had previ-
ously attempted suicide. Eighteen of the subjects were given
the diagnosis of X68 (intentional self-harm by exposure to
pesticide or raticide), according to ICD-10, while one subject
received the diagnosis of X83 (intentional self-harm by oth-
er specific means). None were given psychiatric diagnoses by
doctors during their stay in hospital after their suicide at-
tempt. Their hospital treatment lasted from one to three days. 

RESULTS

Area I. Family relationships and psychosocial situation as
risk or protective factors 

Theme 1. Motives for suicide attempt

Personal conflict was the main motive of attempted sui-
cide for 18 suicide attempters. Seven committed a suicidal
act after being scolded by a parent, five after quarrelling
with partners and two after quarrelling with other family
members. In three cases, the act took place after a parent
had interfered in the subject’s love life; in one after a parent
refused to give the subject money to buy a birthday present
for a friend; and in one because the subject felt sad. 

“... I was very upset and depressed, and I did not want to
suffer from my mother’s blame any more. I thought that
death could free me from my current terrible life ...” (Par-
ticipant 4, male).
“…He still blamed me when he sobered up. I ran to my
parents’ house and told them what had happened. My
parents also beat me and chased me back. I did not have
any friends to confide in. I thought of death as a solu-
tion…” (Participant 17, female).

Theme 2. Ability to seek help

None of the suicide attempters sought advice, consulta-
tion or communicated with parents, relatives or communi-

ty services concerning the difficulties in their lives during
the year before their attempted suicide. 

Theme 3. Mental health and alcohol problems among
family members 

Four of the participants had fathers (2) or husbands (2)
who were alcohol abusers. One of them had an elder broth-
er who had abused drugs. None of them had anyone in the
family with mental health problems or who had attempted
or committed suicide. 

Theme 4. Violence 

Ten of the young suicide attempters were regularly beat-
en by their parents. It happened “all the time” and “with-
out reason”. Two of the four young married female suicide
attempters regularly suffered from domestic violence.

Sixteen of the suicide attempters were psychologically
abused by their families for at least one year before attempting
suicide, incurring regular scolding, blame, and criticism, or be-
ing reproached in ways that made them feel guilty and sad. 

Theme 5. Support from family and partners

Fourteen participants wanted financial support from
their parents and four received it. Sixteen reported that they
had asked their parents and family for psychological and
moral support, but none of them received it. 

“ ... I sometimes felt my life was meaningless, and I want-
ed to put an end to my life. I was the only son in my fam-
ily, but most of my family members have hardly spoken to
me. An only son is said to be treated beautifully, but it
seemed to be the opposite in my case. Almost every day, I
was blamed for various things during mealtimes. I was
even treated worse than a dog ...” (Participant 4, male).
“... Every day, my husband gambled and his behaviour af-
fected our family finances. I tried to tell him, but he did
not change. On that day, my husband continued gam-
bling. I felt angry. We had an argument, I felt that life was
not worth living and I went out to buy raticide…” (Par-
ticipant 15, female).
“... I had to pay a tuition fee of 20,000 Vietnam Dong
(that’s about 1.5 US dollars). My father refused to give it
to me. I didn’t think it was that much money. At the time,
my father drank a lot and scolded me all the time. I felt
sad, so I attempted suicide...” (Participant 5, male).

Area II. Suicidal communication

Three of the 19 respondents used direct verbal suicidal
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communication. Sixteen of the 19 respondents felt deep
frustration with their life situations for at least six months
before they attempted suicide, and ten of them for at least
one year, but they were unable to express in words to their
families not only their need for help, but also their fleeting,
vague suicidal thoughts. 

Seven of the 19 respondents communicated with their
friends or peers about their distress and their wish to disap-
pear from life. However, they were afraid of self-exposure
and negative repercussions. They also thought that it is
“sick” to harbour suicidal thoughts and they felt that it was
easier to acknowledge or to talk about feelings of unhappi-
ness, despair and distress. There was a marked discrepancy
between what those young people expressed verbally and
the desperation they felt. They were ashamed and they felt
that they should cope on their own without intervention
from outside. They wanted to give the impression of being
strong. Feelings of being strong alternated with feelings of
being useless and worthless. Their feelings of anxiety and
anguish were not expressed either. 

Ten youngsters expressed their distress in a non-verbal
way by deviant behaviour and weakening or rupturing ties
with their families. They also had time to buy raticide in a
shop. Two of the 19 respondents wrote farewell letters be-
fore attempting suicide. 

Area III. Suicidal process

Theme 1. Previous suicide attempts and suicidal thoughts

For 12 suicide attempters, the first suicidal thoughts be-
came overwhelming, very pressing and constant less than
one day before the suicide attempt in question. In five
cases, the suicidal thoughts became overwhelming one to
three days before the suicide attempt. One male had had
fairly pressing, but sporadic suicidal thoughts for approxi-
mately a year before the attempt. 

Al least six months before they attempted suicide, 16 of the
19 respondents were “very sad”, “wanted to cry”, felt “un-
pleasant”, “self-pitying” and thought that “life was meaning-
less” and not worth living. They wanted to disappear or take
a break from life. Sometimes they thought that death might be
a solution to their problems. They acknowledged vague and
fleeting suicidal thoughts, which could disappear quickly and
recur equally fast in response to new or renewed strains. Ten
of the respondents had felt deeply distressed for at least one
year before their suicide attempt. Only two believed that
those vague and fleeting suicidal thoughts were serious or
could lead to a suicidal act. Almost all of them thought that
their suicide attempt was due to chance circumstances. The
information concerning the suicidal process and the presence
of suicidal thoughts was unclear for one participant.  All the
young persons studied hoped that their difficulties would
pass without any active steps being taken by themselves or
others, and that their lives would be better in the future.

Theme 2. Suicide plan and probability of detection after
suicide attempt

Five respondents had a suicide plan for one to three days
before attempting suicide. 

“…I had planned suicide two days before I attempted it.
That morning I bought six or seven ampoules of raticide.
After finishing work on the field and in the house, I took
the raticide at around 5 pm, because my husband was of-
ten drunk and frequently beat me…” (Participant 17, fe-
male). 

All the young interviewees thought it highly unlikely that
their suicide attempt might be interrupted or that external
intervention could save them. On the other hand, 14 sub-
jects had someone nearby or present when they displayed
their suicidal behaviour. 

“…During dinner my mother like always repeatedly blamed
various things on me. Moreover, my older sister came home
and backed my mother up in the way she was speaking to
me. I became very upset because I thought I was right, yet I
was seriously blamed by both my mother and sister. I was
tired after a long day’s work, and very irritable. I did not
have any hope for a change in my life. I stopped eating, left
the living room and went to my bedroom. This was a small
room next to the living room, separated from it by a curtain.
I poured a packet of pesticide into my mouth without hesi-
tation …” (Participant 4, male).

Theme 3. Method

Pesticides were used by nine subjects, raticide was also
used by nine, and one male used allergy medication in his
suicide attempt. According to the young suicide attempters
interviewed, raticides are cheap and pesticides easily avail-
able for purchase in rural areas. 

“…because raticide was cheap and easy to buy. First, we
wanted to use an electric wire [for hanging] but this way
[raticide] was quicker…” (Participant 7, male)

Theme 4. Retrospective feelings after the suicide attempt

Eight of the subjects felt regret, another eight were
ashamed, two had feelings of failure and shame, and one
was unclear about his feelings. 

“... I felt tired, and regretted my actions. I realised that my
parents were right and I had failed...” (Participant 6,
male). 
“... I was very upset and depressed and I did not want to
suffer from my mother’s blame any more. I thought that
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death could free me from my current terrible life. Unfor-
tunately, my action was discovered and I felt like a fail-
ure. I was sad that I could not kill myself. Rumours about
my act will spread widely, and I will suffer from it for the
rest of my life.” (Participant 4, male).

DISCUSSION

Methodology

The interviews were performed after treatment, outside
hospital settings, confidentially and in an empathic atmos-
phere. These conditions helped respondents to freely ex-
press their experiences, which also included positive and
negative aspects of their stay in the ward. However, the re-
spondents may not have described their experiences in full,
for two reasons. First, some of the subjects were interviewed
10-11 months after their attempt and may therefore have for-
gotten some details about past events. Second, the partici-
pants may not have wished to be reminded of the negative
circumstances that led to their suicide attempts, and may
therefore have evaded answering questions that were emo-
tionally challenging. The dropout rate (approximately 30%,
i.e. 10 of the 29 consecutively selected patients) limits gen-
eralization of the results of this study. Suicide attempters
who were not hospitalized were not included in the study.

Suicidal communication and length of suicidal process

Suicidal communication is a manifestation of personal
style, reflecting a person’s capacity to ask for help. For sui-
cide-preventive purposes, it may be important to uncover
various manifestations of suicidal communication, as well
as the subject’s despair and motives for attempting suicide.
In the present study, seven of the 19 respondents used indi-
rect verbal forms of suicidal communication and three en-
gaged in direct verbal suicidal communication. 

Ten of the 19 patients felt they were in desperate straits
and experienced profound and prolonged distress for at
least one year before their suicide attempt. Sixteen of the 19
had experienced an intense and constant sadness, as well as
fleeting, vague suicidal thoughts, and felt that “life is mean-
ingless”, for one week to six months prior to their suicide
attempt. However, they were unable to communicate con-
structively with their parents or other family members about
their feelings. Inability to seek advice and communicate in
a dialogue with others about their distress and a need for
psychological or financial support were obvious in almost
all the persons studied. The fact that vague and fleeting sui-
cidal thoughts, which are dependent on stressful life situa-
tions, are not taken seriously is also seen in patients from
Western cultures (18,19).

Although 12 of the 19 youngsters showed a short time lag
(less than one day) and five of the 19 had a time lag of be-

tween one to three days between their first distinct, press-
ing suicidal thought and their suicide attempt, they had ex-
perienced vague and fluctuating suicidal thoughts in the
preceding months and 13 of them had used some form of
suicidal communication. However, indirect communica-
tion can be difficult for outsiders to interpret, and direct sui-
cidal communication was utilised by only three people. 

In this investigation, only very distinct, constant and
pressing thoughts centred on suicide shortly before the sui-
cide attempt were perceived by respondents as suicidal
thoughts. Studying the presence of suicidal thoughts and of
suicidal communication is difficult from a methodological
point of view, since it requires a quantitative interview
methodology. Experiences from this study show that further
development of the concepts and measurements used, as
well as interpretation, is necessary. 

Five of the 19 young people had some kind of suicide
plan one to three days before the suicide attempt. Results
from Western studies also show that young people have a
short suicidal process (20, 21). The short decision time was
used by young suicide attempters in this investigation for
buying raticides or pesticides. If they had been taught to
communicate, or if their distress had previously been un-
derstood by significant others, they might possibly have
been able to speak to someone instead of buying poison. 

It was apparent from the narrative analysis that the
young people in our study displayed their distress in sever-
al ways, often by deviant behaviour, not only to their fami-
lies but also to the immediate community. The majority of
youngsters felt a lack of acceptance in the community, and
this feeling exacerbated their deviant behaviour and led to
isolation. Absence of constructive communication and dia-
logue is characteristic of suicide attempters in the Western
countries as well (13). 

A study of adult suicide attempters in Sweden (13) has
shown that almost total silence was not an unusual re-
sponse to suicidal persons’ communication. Anxiety, an-
guish and tensions grew in silence; problems became more
insoluble and overwhelming; and in some cases there were
aggressive undertones in significant others’ treatment of the
distressed suicidal person. From other Western studies, it is
known that family members can show indifference, am-
bivalence and, in some cases, anger and hostility – even ex-
plicit death wishes – towards a suicidal person (22-25). This
absence of good communication and dialogue seems not to
be characteristic of the young rural Vietnamese families
studied here alone. 

In a Chinese study (6) the association between impulsive,
low-planned suicidal actions and acute life events was de-
scribed. Our study results confirm the important role played
by these acute and prolonged psychosocial stressors in the
suicidal process. 

Given the high proportion of low-planned suicides that
involve pesticides stored in the home, Phillips et al (26) rec-
ommend restricting the accessibility of these drugs as an ef-
fective suicide-preventive strategy. This is important, but re-
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stricting the means of committing suicide may only post-
pone suicidal acts. On the basis of the interviews in the
present study, teaching young people and their parents to
use communication skills and coping abilities, instead of re-
sorting to violence and punishment when problems arise in
everyday life, appears to be an equally important strategy. 

The low educational level of the suicide attempters’ par-
ents may be a limitation on their ability to understand these
young people’s communication of distress. However, the
same problems may exist in suicidal families where the par-
ents’ educational level is high (20, 21). The barriers charac-
teristic of Vietnamese culture, in which disclosure of emo-
tional problems is unusual, are of limited explanatory value,
since lack of communication between parents and suicidal
young people is also observed in Western studies (13,20,21). 

Perception of support from the family

The young persons in the present study felt, deeply and
bitterly, that they did not receive practical, financial and psy-
chological support when they felt distressed. Moreover, 15
of the 19 young people were primary or secondary school
dropouts. Reactions from the school, society and the family
were lacking. 

The Programme on Global Child Mental Health (www.
globalchildmentalhealth.com) recently launched by the
WPA, in cooperation with the World Health Organization
and the International Association for Child and Adoles-
cent Psychiatry and Allied Professions (IACAPAP), makes
school dropouts the focus of interventions aimed at pre-
venting mental problems and suicide. Dropping out of
school is one of the most significant indicators of mental
distress and mental problems, of which suicide attempts
and suicide are the ultimate consequence.

Suicide prevention 

Is suicide prevention through detection of suicidal com-
munication and distress possible? It is difficult to judge how
much this kind of intervention could prevent suicide attempts
among Vietnamese youngsters. However, it seems meaning-
ful to supplement restriction of highly toxic and lethal means
of suicide with some kind of psychosocial strategy. Psy-
chosocial strategies that focus on young people at risk, such
as school dropouts, and on teaching families how to commu-
nicate about problems and distress, can be tested. Teaching
young people where to find other people for a dialogue if the
family fails to give them support is another strategy. 

Based on the stress-vulnerability model, suicidal behav-
iour occurs when there is imbalance between risk factors
and protective factors. In our study, personal conflicts and
lack of support were found to be the main reason for sui-
cide attempts. Suicide attempts usually occurred after phys-
ical or psychological abuse such as blame or scolding by the

respondents’ parents or husbands. This kind of phenome-
non is highlighted by World Health Organization’s strate-
gies of how to prevent domestic violence and avoid batter-
ing of children and partners (27). 

Psychological environmental stressors as risk factors
for attempted suicide

Attempted suicide and suicide are complex behaviours that
do not result from a single disease or a single social or psy-
chological problem. There are usually several interacting fac-
tors, such as psychiatric disorders, physical illnesses, person-
ality disorders and stress factors, that may result in suicidal be-
haviour at times of brief or prolonged distress. In this study,
no research diagnoses were made concerning psychiatric dis-
orders. Nor were there, in the hospital records, any notes on
psychiatric or personality disorders. It is unknown whether
these young people had any kind of depression, post-trau-
matic stress disorder or personality disorder. Only their
method of attempting suicide, impulsively using pesticides
and raticides, was specified. In some suicidal adults and many
young suicidal people, impulsivity is a salient personality
characteristic. Their underlying genetic vulnerability may be
expressed in a situation of stress (28,29). In a recent study (30),
both healthy and suicidal persons characterised by an “angry
hostility” personality type, that is often linked with impulsivi-
ty, showed modifications of the genetic system involved in the
regulation of the hypothalamus-pituitary-adrenal axis.

The role of protective factors – such as problem-solving ca-
pacity, asking for help and good relationships with the family
and other close associates – in reducing stress seems to be im-
portant. Poor relationships and inadequate problem-solving
strategies can be expressed in not asking for help and, as this
study has shown, lead to attempted suicide in times of distress.
The role of “psychological environmental stressors” in suicide
risk has been relatively little explored for the purpose of sui-
cide-preventive strategies. We would like to encourage more
qualitative studies focusing on the suicidal process and suici-
dal communication, and on long-term and short-term stres-
sors in suicidal behaviour.

Conclusions 

Psychosocial interventions in the form of programmes
targeting school dropouts, domestic violence, communica-
tion and coping abilities in distress should complement the
well-known suicide-preventive strategy of decreasing the
availability of lethal means of suicide and attempted sui-
cide, such as pesticides and raticides. 
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