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ABSTRACT

INVESTIGATING TYPICAL RISK FACTORS THAT LEAD TO SUICIDE
ATTEMPTS AMONG YOUNG ADULTS

This study aimed to investigate the typical risk factors that lead to suicide attempts among
young adults at Raleigh Fiktin Memorial Hospital (RFM), eSwatini. There has been a rise
in the number of cases of young people attempting suicide in eSwatini. This study
identified social factors as risk factors for suicide. 66 patients responded to the study. The
study revealed that there is no significance by age and interpersonal needs, social support
or acquired capability for suicide. There is no correlation between acquired capability for
suicide and social support, perceived burdensomeness, and thwarted belongingness. The
study also revealed that there is a negative correlation between social support and
perceived burdensomeness and thwarted belongingness. The study revealed that there is
no significant difference between capability for suicide according to gender. There is
significant difference between social support according to employment status;
employment has generally been considered a risk factor for suicidal ideation and behavior.
There is significant difference in thwarted belongingness and perceived burdensomeness
according to current living situation. This could be because social isolation has arguably
been the strongest and most dependable predictor of deadly suicidal behavior. There is
significant difference between social support according to residential area within the
sample. The results could be attributed to urbanization in the city. Future research should
apply the study in the whole of eSwatini in order grasp better insight from a larger
representative sample. Researchers are recommended to explore beyond social factors in

order gain more insight regarding the phenomenon.

Keywords: eSwatini, Young Adults, Suicide Ideation, Attempted Suicide, Social
Support
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GENC YETISKINLERDE INTIHATE GIiRiSIMLERE YONELIK TiPiK RiSK
FAKTORLERININ ARASTIRILMASI

Bu caligma, eSwatini’deki Raleigh Fiktin Memorial Hastanesi’nde (RFM) geng
yetigkinler arasinda intihar girisimlerine yol agan tipik risk faktorlerini arastirmayi
amacladi. eSwatini'de intihar girisiminde bulunan genglerin sayisinda artis oldu. Bu
calisma, sosyal faktorleri intihar i¢in risk faktorleri olarak tanimladi. 66 hasta ¢aligmaya
yanit verdi. Calisma, intihar i¢in yasa ve kisilerarasi ihtiyaglara, sosyal destege veya
kazanilmis yetenege gore bir énem olmadigmi ortaya koydu. Intihar igin kazanilan
yetenek ile sosyal destek, algilanan kiilfet ve engellenen aidiyet arasinda bir iliski yoktur.
Calisma ayrica sosyal destek ile algilanan kiilfet ve engellenen aidiyet arasinda negatif bir
iliski oldugunu ortaya koymustur. Arastirma, cinsiyete gore intihar yetenegi arasinda
anlaml bir fark olmadigini ortaya koydu. Istihdam durumuna gére sosyal destek arasinda
anlaml farklilik vardir; isttihdam genellikle intihar diisiincesi ve davranisi igin bir risk
faktorli olarak kabul edilmistir. Engellenen aidiyet ve algilanan kiilfet arasinda mevcut
yasam durumuna gore anlamli farklilik vardir. Bunun nedenti, sosyal izolasyonun, 6liimciil
intthar davranisinin tartismasiz en giiclii ve en giivenilir yordayicist olmasi olabilir.
Orneklem iginde yerlesim yerine gdre sosyal destek arasinda anlamli farklilik vardir.
Sonuclar sehirdeki sehirlesmeye baglanabilir. Gelecekteki aragtirmalar, daha genis bir
temsili 6rneklemden daha iyi i¢gorii elde etmek icin calismay1 eSwatini’nin tamaminda
uygulamalidir. Arastirmacilarin, fenomenle ilgili daha fazla i¢gorii elde etmek i¢in sosyal

faktorlerin 6tesini kesfetmeleri Onerilir.

Anahtar Kelimeler: eSwatini, Genc¢ Yetiskinler, Intihar Diisiincesi, intihar Girisimi,

Sosyal Destek
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CHAPTER 1

Introduction

According to King, Strunk, and Sorter (2011), young adult suicide is the third highest
cause of death among young people It is crucial to know what mental health battles look
like among young adults. Young adults are particularly vulnerable to mental health related
illnesses-with up to 25% of them experiencing mental health related illnesses each year.
Despite the high frequency of young adult mental health related illnesses, young adults
are the least likely to seek assistance. Young people often express a greater level of
frustration or anger, even over small things, in addition to feeling sad or withdrawing from
friends and family (Marcus et al, 2012). According to Gutman (2005), shifts in mood are
common among young adults and sometimes the extreme emotional pain that they
experience becomes unendurable. Given young adults’ aversion to seeking help, new

strategies of reaching out to these hard-to-reach individuals must be explored.

The Centers for Disease Control and Prevention (CDC) describes suicide as a death caused
by a self-directed harmful behavior, with hope of death due to that behavior. It is a result
of many things going wrong at the same time for the individual, a sense of loss of control
(Crosby et al, 2011). Individuals must not only be physically or psychologically

vulnerable but must also have the means to commit suicidal behavior.



Individuals usually also lack necessary factors, such as social support from friends and
family, religious beliefs, coping skills, and task-oriented skills that allow a person to deal

with crisis or severe psychological distress in times of crisis (WHO, 2012).

According to Edwin Shneidman’s body of work, the core of suicidal thoughts is attributed
to mental pain which he termed psych-ache. It is the intensity of mental pain that is
intolerable for an individual. Frustrated and unmet demands, emotions of guilt and shame,
a sense of abasement, loneliness, and other forms of worry all contribute to psych-ache

(Verrocchio et al., 2016).

Social support and belonging are believed to have the potential to increase or decrease a
one’s outlook on life. Social support, according to Schwarzer and Leppin (1991), refers to
the characteristics and attributes of social connections, such as the availability of help and
the actual support received. It is likely to occur through an interactive process and entails
a sense of selflessness and mutual respect. According to MacMillan and Chavis (1986),
the sensation, belief, and expectation that one belongs and has a position in the group, as
well as a sense of acceptance by the group and a readiness to sacrifice for the group, are

all part of the sense of belonging and identification.

Only a few studies have attempted to relate a person’s quantity of social interactions with
suicidal behavior. A greater number of social interactions have been significantly
associated with decreased odds of suicide or suicide attempt (Milner et al., 2015). This
implies that suicide prevention programs that promote enhanced social ties at the
individual, familial, and broader society levels may be successful (Milner et al., 2015).
This previous statement suggests that individuals with a higher number of social
connections could have a lower risk of suicide than those with less social connections.
The founder of the traditional sociological paradigm of suicide studies, Emile Durkheim,
concluded that the following two variables have the greatest impact on suicide: social
cohesion and social impact on individuals in terms of their standards, aspirations,

limitations, individualism, and unrealistic expectations (Rodzinski et al, 2017).



The concepts of perceived burdensomeness and thwarted belongingness were introduced
by Thomas Joiner, whose approach to suicidology is in line with the two identified
variables of social support and belonging in this study. Perceived burdensomeness has two
distinct aspects; it first described as self-hatred and secondly described as the conviction
that one’s death is more precious than one’s life to others. Perceived burdensomeness may
develop as a result of situations in which one feels he or she is a burden to others

(Rodzinski et al, 2017).

Thwarted belongingness is characterized as an interpersonal concept with several
dimensions, including a sense of alienation or disconnection from others, a lack of
reciprocal care, and having no one to turn to for support. Social separation, spousal death,
divorce, family conflicts or crime, or childhood sexual exploitation are all examples of

such circumstances (Rodzinski et al., 2017).
1.1 Statement of the Problem

There has been a rise in the number of cases of young people attempting suicide in
eSwatini, according to reports by the Royal eSwatini Police (Rumbidzai, 2015). Suicide
carries a stigma, and mental health facilities are often unavailable in eSwatini. The
eSwatini Ministry of Health acknowledges that there is proof of high suicide rates that are
not being treated properly (Pengpid & Peltzer, 2020). Therefore, the rise in suicide
attempts among young adults can be mitigated by understanding the contributory risk

factors that lead to suicide.

The Kingdom of eSwatini, previously Swaziland, is a small landlocked country in
southern Africa with a population of 1.45 million people and a per capita income of $9800
USD (Pigoga et al., 2020). It is regarded as a country with a lower middle-income status.
eSwatini’s health system is organized on four levels and is focused on primary health care

(PHC).



Primary health care facilities, such as health centers, public health units, rural clinics, and
a network of outreach sites; community-based care, where rural health motivators, faith-
based healthcare providers, volunteers, and traditional practitioners provide care, support,
and treatments; five regional hospitals; and three national referral hospitals (Magagula,

2017).

Mental health services in eSwatini are limited and centralized, according to the Mental
Health Atlas (2011). The National Psychiatric Referral Hospital, located in the country’s
central part, is eSwatini’s only psychiatric hospital. Mental health needs to be prioritized
in eSwatini because most clinics lack a manual on how to monitor and treat mental health
related issues. Many primary health care providers also lack basic mental health expertise.
eSwatini currently lacks a mental health policy, and its mental health legislation, which

was last updated in 1978, is out of date (WHO, 2011).

In Manzini, eSwatini, the Raleigh Fiktin Memorial Hospital (RFM) is a 350-bed regional
referral and teaching hospital. In the outpatient section, the hospital serves approximately
500 patients every day (ENHI, 2019). RFM aims to improve the health of all men, women,
and children who need medical assistance. It intends to accomplish this by providing high-
quality preventive, promotive, curative, and rehabilitative treatment in accordance with
the Ministry of Health and Social Welfare’s National Health Policy as well as the eSwatini
Nazarene Health Institution’s Mission (ENHI, 2019).

1.2 Aim of the Study

This study is conducted to investigate the contributory risk factors associated to the current
prevalence of suicidal ideation or attempt among young adults at RFM, eSwatini. It
focuses on social factors as possible contributory risk factors for young adult suicide.
Based on the existing literature, the study predicts that patients with low levels of social
support, high levels of perceived burden, and thwarted belonging are more likely to exhibit
suicidal behaviors. There is an expected negative correlation between the level of social

support and suicidal behaviour.



Patients who exhibit high levels of perceived burdensomeness and thwarted belongingness
are more likely to exhibit suicidal behaviour, thus a positive correlation between high
levels of perceived burdensomeness and thwarted belongingness regarding suicidal

behaviour is expected.

The scales used in this study measure social support, perceived burdensomeness, thwarted

belongingness, and capability for suicide.
The following research questions will guide the study:

1. What is the relationship between social support and capacity for suicide?

2. What is the relationship between perceived burdensomeness, thwarted belongingness

and capacity for suicide?

3. Are there any gender differences in social support and interpersonal needs on capacity

for suicide?

4. Are there any differences in capacity for suicide, social support, and interpersonal needs
according to marital status, employment status, living situation, residential area, history

of previous suicide attempt, and history of psychological disorder diagnosis?

1.3 Significance of the Study

eSwatini has done the minimal research on suicidal ideation, which is the starting point of
suicide (Almansour & Siziya, 2017). There is need to further expand the body of research
in eSwatini regarding suicide ideation to better equip mental health professionals with
skills that are necessary and relevant for its environment. Early identification of these
contributory risk factors will also bring awareness to mental health prevention and
treatment methods that address eSwatini and its identified needs. It will further strengthen

therapeutic programs as well as help create new diagnostic and treatment techniques.



The overall objective of the eSwatini health sector as indicated by the eSwatini Ministry
of Health is to provide individuals, families, and the community with high-quality
preventive, curative, and rehabilitative health care services and this study concurs with
that motion. Among young adults in eSwatini, the rate of suicide attempts has increased.
According to a study by Rumbidzai (2015), eSwatini has a very high suicide rate. Statistics
released by the Royal eSwatini Police show that between January 2014 and January 2015,
160 people committed suicide, of which 126 were men. 160 people in 12 months implies
that approximately 13 people committed suicide in a month, which is a staggering number

for the population of eSwatini.

Rumbidzai (2015), further revealed that counselors were historically only found at
psychiatric hospitals as counseling is synonymous with mental illness, which is also
stigmatized in eSwatini cultures. Seeking mental health care is viewed as a weakness
especially within the male community. These statements raise awareness for the need to

currently normalize and educated on the value of seeking mental health care services.

According to Amitai & Apter (2012) suicidal behavior continues to be a significant
clinical concern and a leading cause of death among young people yet various suicidal
behaviour studies have been carried out. Studies have been carried out on suicide theories
spanning multiple backgrounds, including biological, psycho-dynamic, cognitive-
behavioural and developmental (Van Orden et al., 2010). Advancing the understanding of
underlying sociological issues in suicide among young adults would aid clinicians to

achieve more efficient prediction, prevention and treatment.

Previous literature has suggested that people who participate in studies, regardless of the
care they receive, seem to have improved health outcomes. Therefore, the previous
statement implies that the participants will benefit from the study despite the outcome.
This study is necessary for gaining a better understanding of young adults within their
social environment and their relationship regarding suicide. A better understanding is
necessary for creating more sensitive and efficient mental health public policy in eSwatini,

for example.



1.4 Limitations

This study uses standardized questionnaires with close-ended questions. There is a

probability for the study to have restricted outcomes as a result.

The researcher cannot generalize the data gathered from Raleigh Fiktin Memorial
Hospital across eSwatini as this would lack validity. This study only represents a

sample of participants accessed only from RFM.

1.5 Definitions

eSwatini: eSwatini, officially the Kingdom of eSwatini, sometimes written in English
as eSwatini, and formerly and still commonly known in English as Swaziland, is a

landlocked country in Southern Africa.

Young adults: The Society Adolescent Health and Medical Association uses the 18-
25 age group to represent the young adult age group because there is no formal
international agreement on what constitutes a young adult (Walker-Harding et al.,

2017).

Suicide ideation: it is defined as having plans to terminate one’s life (Nock et al.,

2008).

Attempted suicide: Suicide attempts are known as non-fatal behaviors in which

individuals deliberately put themselves at risk of death (Barzrafshan et al., 2016).

Social support: Social support is the impression and reality that one is cared about
that one can get help from others, and, most importantly, that one is a member of a

supportive social network (Williams et al., 2004).



CHAPTER 2

LITERATURE REVIEW

This chapter examines the theoretical and empirical literature on suicide. The chapter is
divided into eight sections: young adults, suicide, social support, belonging, theories on
suicide according to Shneidman, Durkheim, and Joiner. It lastly examines previous

literature related to suicide.
2.1 Young Adults

According to Walke-Harding et al. (2017), young adulthood is a distinct and critical
developmental stage marked by significant unmet health needs as well as differences in
access to adequate treatment, state of health, and high death rates. Several studies have

been published highlighting the main health problems of this post-adolescent age group.

The Society for Adolescent Health and Medicine uses the age of 18-25 years to represent
the young adult age group because there is no formal international agreement on what age
constitutes young adulthood. In terms of psycho-social development, young adults face
different challenges and milestones than youth and adults. They must transition from
school to work ambition, from parental guidance to personal responsibility, from living

with their parents to establishing their own family, from the child health care system to



the adult health care system (Walker-Harding et al., 2017). The context of the greater
world, which is continually moving, also influences these challenges and milestones.
These young and emerging adults now live in highly connected global cultures where the
milestones that traditionally defined when adulthood began are either being questioned
internationally or are no longer as consistently applicable to young adults today as they

once were thought to be (Walker-Harding et al., 2017).

2.2 Suicide

The Centers for Disease Control and Prevention (CDC) describes suicide as a death caused
by a self-directed harmful behavior and any desire to die as a result of that behavior. This
is the result of the individual having many problems at the same time, namely the feeling
of losing control (Crosby et al., 2011). Individuals must not only be physically or
psychologically vulnerable, but must also have the means to commit suicide, and must
lack the necessary factors, such as social support from friends and family, religious beliefs,
coping skills, and problem-solving skills that provide comfort and allow people to deal

with crises or severe psychological distress in times of crisis (Berman, 2009).

Suicide was further described as the act of deliberately ending one’s life. Non-fatal
suicidal thoughts and behaviors are more accurately divided into three categories: suicidal
ideation, suicide plan, and suicide attempt. Suicidal ideation is defined as a planned end
of life. The suicide plan refers to devising a specific method to end life. Finally, suicide
attempt refers to participating in a potentially self-destructive behavior, which has at least

some intention of dying (Nock et al., 2008).

One of the clearest findings in the suicide literature is that people who commit suicide
often experience social alienation and withdrawal prior to their deaths (Trout, 1980).
Loneliness and suicidality have been shown to be linked in several studies. Patients’
loneliness is widely cited by loved ones as a contributing factor in their attempts to commit

suicide.
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More single people died by suicide in the United States than married people, according to
Jordan and Mclntosh (2011). Therefore, implying that the failure or loss of significant

relationships may be a contributing factor to the urge to die.

Every 15-25 suicidal attempts, one person commits suicide. Suicide accounts for around
1.5 percent of all deaths, according to the World Health Organization (WHO, 2014).
Suicide was the 15th most common cause of death in 2012, according to the Centers for
Disease Control and Prevention. However, in the specific age group of 15-29-year-olds,

death by suicide ranked as the most common cause (Rodzinski et al., 2017).

According to Arria et al. (2009), many risk factors discovered in suicide study, such as
perceived social support and parent-child conflict, could be areas of intervention. More
research is needed to see if these risk variables can be adjusted to minimize suicidal
ideation. Researchers and clinicians face distinct obstacles when it comes to suicidal
thoughts and behaviors in college. The transition from late adolescence to early adulthood
is frequently marked by significant tensions resulting from acclimating to a new social

environment and growing academic demands (Arria et al., 2009).

Even though clinicians have a multitude of information on suicide, one of the most
difficult challenges they have is generating accurate predictions. Suicide risk must be
precisely estimated in order to select the appropriate treatment choices, make

hospitalization decisions, and monitor the patient’s behavior (Rodzinski et al., 2017).
2.3 Theoretical Framework

In a theoretical context, several suicidal behavior studies have been conducted, covering
many contexts of suicidology, including biological, psycho-dynamic, cognitive-
behavioural, and developmental etiologies (Van Orden et al., 2010). Suicidal behavior,
according to biological theories, is caused by the coexistence of two biologically related
diathesis (Mann, 2003). According to the psycho-dynamic theory, unconscious drives,
intense affective states, a desire to escape psychological distress, existential drives for

meaning, and disturbed connection cause suicide (Leenaars, 2004).
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Cognitive-behavioural theories, on the other hand, propose that hopelessness is a causal
factor that leads to suicide (Van Orden et al., 2010). Suicidal behavior remains a
significant clinical issue and a major cause of death in young people, according to Amitai
and Apter (2012). Increasing clinicians’ awareness of the underlying cultural and
sociological problems in suicide among young adults could possibly lead to more effective
prediction, prevention, and treatment. This study refers on suicide theories according to

Shneidman, Durkheim, and Joiner (2017).
2.4 Social Support

Several suicide theories suggest that social connections play a key role in the etiology of
suicide. According to Durkheim’s sociological model, suicide is caused by numerous
dysfunctional social processes, one of which is a lack of social integration (Durkheim,
1897). Unmet needs for connection are one of the factors that contribute to suicide,
according to Shneidman’s cubic model of suicide (Shneidman, 1987). According to the
interpersonal theory of suicide, the desire to belong to caring and supportive relationships
is so strong that when it is denied, it adds to a capability for suicide attempt (You et al.,
2011). Several research studying the association between suicidality and belongingness,
which is the degree to which people believe themselves to be meaningfully attached to
gratifying and good relationships or social groupings, have backed up the interpersonal

theory of suicide (You et al., 2011).

People are identified and understood not just as individuals, but also as members of
specific social groups, such as age groups, economic groups, or cultural groups, through
social categorization. People socialize based on their previous interactions with people
from various groups. They are continually refining their social categories while interacting
with one another. As a result, their actions are influenced (Trepte & Loy, 2017).
Individuals transition into a unique mixture of various social categories during their lives;

thus, the set of social identities that make up one’s self concept is unique (Stets & Burke,

2000)
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According to Kleiman & Riskind (2013), friends and family members who provide
psychological and material support are referred to as social support. The positive impacts
of social support have been well-documented in sociology and psychological research.
Many psychology research show that even knowing that social assistance is available can
improve one’s health and mood. According to recent research, people’s perceptions of

social support may protect them from committing suicide (Kleiman & Riskind, 2013).

According to Kleiaman & Riskind (2013), utilized or enacted social support is the
practical application of social assistance for psychological or physical benefit. Suicidal
people frequently put off seeking help, a practice called as assistance denial, which is
particularly common among college students (Yakunina et al., 2010). People who are
aware of and then use the assistance provided by others may be eligible for additional
benefits not accessible to those who are merely aware of assistance. This could include
adaptive inferential input from other sources, exposure to positive events, and actual

suicide attempt interruption (Kleiman & Riskind, 2013).

According to Arris et al. (2009), among young people, a lack of social support from family
and friends is a significant predictor of suicide thoughts. Higher levels of social support
in college students tend to protect against suicide conduct through enhancing self-efficacy
or reducing stress. Social isolation and alienation, or a sense of failure to belong, on the
other hand, may have a significant impact on suicide behavior (Joiner, 2005). Despite the
well-known links between suicidal thoughts, social support, and depression, few research

has looked at how these three issues interact (Arries et al., 2009).
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2.5 Belonging

Our desire to belong, like other psychological conceptions, may be traced back to our
prehistoric ancestors, when group life and collaboration were critical for safety and
survival. People lived in tiny groups, sharing chores such as hunting, gathering, and
sentinels. In ancient times, a person who desired to do it alone was unlikely to endure very
long (Allen, 2019). Similarly, an individual’s rejection by a group would have been
devastating. One argument for why fear of rejection remains today is that it is a human

feature that dates to our prehistoric ancestors (Allen, 2019).

According to Rogers (1951), belonging is a distinct and subjective experience that links
to a need for interpersonal connection, the need for positive regard, and the desire for
positive regard. Participation with, or proximity to, others or groups does not guarantee a
sense of belonging. Rather, a sense of quality, meaning, and happiness with social

interactions leads to a sense of belonging.

Sense of belonging, according to Hagerty et al. (1992), is a notion that is comparable to
but distinct from loneliness, alienation, and social support, as well as quantitative
assessments of social contact. They defined sense of belonging as the feeling of being a
vital member of a system or environment. A sensation of belonging to a location or even
an event can also be referred to as belonging. As a result, it is a complicated and dynamic
process that is unique to everyone (Allen, 2019). The sense of belonging is described as
an interpersonal need construct based on a universal and urgent need to belong. We
continue to seek and maintain this need. Although we work hard to belong, we are deeply

used to providing a sense of belonging to others as further stated by Allen (2019).

Suicidal ideation, according to Durkheim (1897), is caused by self-centered, socially
isolated, and unstable thinking. When society loses control of a person’s emotions, they
may commit suicide. This implies that an individual needs to be integrated into a
community to ensure a stable quality of life, an individual has an intrinsic need for

belonging.
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Hargety et al. (1992), as quoted by Marty (2012), identified two defining psychological
aspects of sense of belonging: value and fit. An individual must feel appreciated, needed,
and accepted, as well as fit in with and complement their surroundings. They also believed
that people must have the energy and prospective desire to participate in social activities,
which they called antecedents to a sense of belonging. They then used the terms
belonging-psychological and belonging-antecedent to describe these two distinct

components. Their definition of belongingness is very similar to the IPTS.

According to Allen (2019), a lack of belonging has terrible and disastrous physical and
psychological impacts on people. It can lead to feelings of worthlessness, and feelings of
worthless can lead to suicide to suicidal ideation (APA, 2003). Belonging and social
rejection are at odds. The two experiences are fundamentally opposed. Previous literature
has indicated that social pain, such as social exclusion, can elicit a brain response like
physical pain (Eisenberger et al., 2003). Suicidal people often have a negative vision of
the future because of their poor self-concept, and they feel hopeless, worthless, and want

to die. Suicide is viewed as means to end pain (Beck and Rush, 1978).

Self-concept is a mental construct that describes the perceptions of individual’s strengths,
skills, and personal defining characteristics. Initially, self-concept is quite vague, flexible,
and changing, but as time goes on, these self-images grow more constant and become
more precise and distinct (Tanvir et al., 2013). Individuals who attempted suicide had a
much worse self-concept, as well as higher degrees of depression and hopelessness, than
non-suicidal patients, according to Tanvir and colleagues (2013). This statement implies

that there is a positive correlation between low self-concept and suicidal relations.

2.6 Edwin S. Shneidman’s Concepts on Suicide

Edwin S. Shneidman is the founder of a modern-day view on suicide. The extensive study
of suicide is reflected in his work. His contributions on suicide are some of the essential
studies in the field. His work is fundamental to suicidology (Leenars, 2010). Shneidman
shared his aversion to suicide medicalisation, which he sees as a human condition in

nature.
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According to Shneidman, suicide is not an illness but rather but as a series of acts with a
common end point (Flamenbaum, 2009). An individual who wishes to end his life,
according to Shneidman, is attempting to find a way out, to flee, to separate himself or
herself, and to cease to exist (O’Connor, 2011). Shneidman describes suicide as a mental

distress disorder that he termed as psych-ache.

Psych-ache derives from frustrated and unfulfilled desires, feelings of remorse and shame,
feelings of humiliation, depression and different symptoms of anxiety (Nock, 2014). For
example, health problems and being left by a partner can lead to psych-ache. Psych-ache
is when psychological agony exceeds an individual’s level of tolerance to the point where
death is considered as the only way out, suicide becomes a viable option (Flamenbaum,
2009). Shneidman compares a suicide attempter’s mental state to that of someone who
has been intoxicated or faded with a psychoactive drug - the person is overcome by

overwhelming emotions that alter self-concept negatively (Rodzinski et al., 2017).

Psych-ache and the unpleasant feelings that accompany it arise from unmet, dissatisfied,
or thwarted emotional needs, which are divided into two categories: modal needs and vital
needs. Modal needs are the needs that define an individual’s unique personal qualities
within their daily environment. Vital needs are the needs that an one would literally die

for, and a lack of these needs cannot be tolerated by the individual (Flamenbaum, 2009).

According to Flamebaum (2009), Shneidman also identified six elements to the
progression to suicide. The first element are life stressors and emotional traumas that result
to change and failure to the individual. The second element is the impact of the
individual’s genetic makeup and their current, and constant daily environment. The third
element is the individual’s view of daily life pressures in a negative and pessimistic light.
The fourth element is the individual’s understanding of pain as intolerable and unbearable.
The fifth element is the individual’s belief that the only way to get rid of their torment is
by losing consciousness. The final element involves the ultimate discomfort that is more
than one’s tolerance for enduring mental pain. The pain exceeds the individual’s pain

threshold.
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Therefore, according to Shneidman, what all suicides have in common is the search for a
solution to this pain; and the common goal of suicide is to stop the painful stream of

consciousness (Flamebaum, 2009).

2.7 Emile Durkheim’s Concepts on Suicide

Throughout history, philosophers and intellectuals have sought to comprehend the
variables that contribute to suicide. The psychological understandings of the period are
typically reflected in these ideas. Some studies have included an interpersonal dimension
to suicide to be explored-Emile Durkheim’s idea of suicide is an example (Frey & Cerel,
2013). Suicide, according to Durkheim, is the outcome of society’s control over the
individual. This suicidal state develops as a result of social integration. Social integration
is the process by which individuals think they belong and are accepted by society. Social
integration also governs the standards that regulate how people communicate (Frey &
Cerel, 2013). He stated that social and cultural variables need to be considered in the

understanding of suicide (Goldman-Mellor et al., 2014).

Based on statistics, Durkheim stated that social cohesiveness and societal effect on people’
beliefs, goals, limits, individual attitude, and overly high expectations had the biggest
influence on suicide (Durkheim, 2005). As cited in Rodzinski et al. (2017), Durkheim’s
observations led him to select four categories of suicide: egoistic, altruistic, anomic, and
fatalistic. Egoistic is caused by an individual’s lack of social cohesiveness with his or her
social community as well as a loss of a sense of belonging. Altruism is caused by excessive
social solidarity, leading to group interests overriding individual goals, as well as a
willingness to put one’s life in the interest of the social group, such as those in need.
Anomic is a period of social unrest. It is caused by the collapse and ambiguity of social
norms and rules. It is also caused by society’s lack of regulatory control over the morals
and expectations of the individual. Fatalistic is due to unnecessary constraints, restrictions,

and intrusive controls on individuals from the outside.
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2.8 Thomas Joiner’s Concepts on Suicide

Thomas Joiner presented the Interpersonal Theory of Suicide (IPTS). This theory
specifically recognizes that interpersonal structure plays a role in suicide risk. The IPTS
combines several risk factors for suicide to provide verifiable estimates of who will
develop suicidal thoughts and who will attempt suicide. Therefore, this theory is expected
to improve our understanding of how different suicide risk factors interact and that

prevention and intervention should focus on (Van Orden et al., 2010).

According to Ribeiro et al. (2014), the IPTS suggests that humans are biologically
prepared to fear suicide. This is because committing suicide exposes the individual to
stimuli and signals associated with threats to the survival of the body. Thinking about
suicide naturally causes fear. In order to plan and prepare for suicide, one must despise
this fear, which according to theory is not an action that most people can take. In order to
develop this ability and overcome phobias, theory suggests that individuals must be
repeatedly exposed to and pay attention to instincts, pain, and potentially fatal stimuli

(Ribeiro et al., 2014).

The IPTS proposes that the capability for suicide must be combined with two interpersonal
factors: thwarted belongingness and perceived burdensomeness. Thwarted belongingness
can be explained as a complex cognitive-emotional state mediated by both interpersonal
and interpersonal influences, including familial conflicts, little social support,
misinterpreting others’ behaviour as rejection (Van Orden et al.,2010). On the other hand,
perceived burdensomeness refers to the perception that one’s existence is a burden on
friends, family, and community. It can be divided into two categories: self-hatred and
obligation. For example, self-hatred might appear as ‘I despise myself.” Liability can

manifest itself as ‘my death is worth more to others than my life’ (Van Orden et al., 2010).

Perceived burdensomeness, like thwarted belongingness, is a complex cognitive condition
influenced by risk factors such as homelessness, unemployment, illness, inferiority

complex and being undesirable (Van Orden et al., 2010).
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Although it is hypothesized that feeling burdensome or isolated may evoke passive
suicidal ideation, it is only their involvement, combined with the belief that they are stable
and unchanging that leads to suicidal desire (Van Orden et al., 2010). The ITPS terms this

desire as the acquired capability for suicide.

The acquired capability for suicide is defined as the ability to suppress one’s natural need
for self-preservation and indulge in lethal self-injury (Joiner, 2009). The capability for
suicide is thought to be attributed to a decreased fear of death as a result of prolonged
exposure and habituation to physically painful and fear-inducing situations, as well as an

increased tolerance for physical pain (Ribeiro & Joiner, 2009).

Consistent with IPTS, studies have indicated that fear of death and tolerance to high pain
play an important role in suicidal behavior (Ribeiro et al., 2014). Therefore, individuals
who have high levels of all three constructs; thwarted belongingness, perceived
burdensomeness, and acquired capability, are said to be at most risk for lethal suicidal

behaviour, as they possess both the desire for and capability to attempt suicide.

Shneidman, Durkheim, and Joiner highlight the role of the social connection and self-
concept as risk factors for suicide ideation and attempts. Shneidman highlights the
individual’s thwarted thoughts on belonging, Durkheim highlights the individual’s social
deficiency and Joiner highlights the individual’s thwarted belonging and perceived

burdensomeness.
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2.9 Related Research

You, Van Orden, and Conner (2011) studied the relationship between various indices of
social connection and the life history of suicidal ideation and suicide attempts among
individuals. According to the prediction, all social connection indices; interpersonal
conflict, low social support, low sense of belonging and living alone are associated with a
higher probability of suicide attempts and a history of suicidal thought. Interpersonal
conflict and a sense of belonging are important predictors of the history of suicidal
ideation. Sense of belonging, perceived social support, and living alone are important

predictors of suicide attempts.

Hooven et al. (2012) conducted a study of 759 young adults who were potential high
school dropouts when they were young and in school. Researchers examined the
adolescent risk factors that predict the state of young adults to understand why suicide risk
is continuous for some and discontinuous for others. The research of this study concluded
that young adult suicide risk can be predicted by several indicators of social disconnection,
family bonds, and time alone. According to Hoover et al. (2012), young people who
reported higher family free time and time together had a discontinuous state of suicide

risk in adulthood.

Marcus et al. (2012) investigated the experience of young people and their health problems.
Excerpts from the blog were analyzed using a combination of grounded theory and
qualitative consensus research methods. Qualitative analysis of blog accounts revealed
two main categories: I cannot do anything and, I am completely alone. ‘I am powerless’
was classified as an intrapersonal concept, and ‘I am completely alone’ was classified as
an interpersonal concept. In general, young adult bloggers showed obvious feelings of
helplessness due to mental health issues, but they also feel a deep sense of loneliness,

alienation, and lack of contact with others.
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Wilxcox et al. (2014) investigated the factors that cause first-year college students to
consider suicide. Over the course of four years, data was obtained prospectively. Low
social support, childhood or adolescent domestic violence exposure, maternal depression,
and significant self-reported depressive symptoms were all found to be risk factors for

persistent suicide ideation.

Rose (2015) used Durkheim’s suicide theory to conduct a study of Canadian veterans in
Afghanistan. The study investigated the experiences of Canadian veterans serving in
Afghanistan, focusing on the social dynamics brought on by difficult transitions,
especially the risk of suicidal ideation. According to this study when there is a sense of
moral purpose gained through community integration and control, some participants may
psychologically return to ‘home’, to a space where they felt they belonged. It was
suggested by the study that institutional support can help bridge the cultural gap between
military and civilian life, which can help alleviate abnormal social conditions that lead to

feelings of loss.

Hatcher and Stubbersfield (2013) systematically reviewed research on the association
between belonging and suicide. They investigated this research based on an electronic
database to conduct research that included assessing suicide and feelings of belonging.
The results of the study found an association between belonging and suicidal tendencies,
but almost all studies were conducted in non-clinical populations, and the association was
weak. According to Hatcher and Stubberfield (2013), the association between low

belonging and suicide is weak.

To investigate the elements that lead to suicidal ideation in young people, Gutiérrez and
colleagues (2001) constructed a general pathway model based on current studies on
suicide risk. The questionnaire package was completed by 673 undergraduate students.
Based on this sample, black culture research has highlighted the importance of group
cohesion and ties with families, churches, and other social institutions, such as friendship

networks, as protective factors against suicide.
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Suicidal thoughts and attempts were measured retrospectively by You and colleagues
(2011). They made no analysis of the relationship between social connections and current
suicidal tendencies with the belief that some measurements of social connections with
current suicidal tendencies. No other sources of heterogeneity of suicide attempts are
available. They found belonging, which is a form of social connection assumed by IPTS
as the most consistent variable supporting the relationship between suicidal ideation and
suicide attempts. They further expressed belonging as a key factor in suicidal desire (You

etal., 2011).

Lack of social support was found to be a significant risk factor for suicidal ideation in a
study by Van Orden et al. (2008). Evidence showing college students who are members
of a sorority or fraternity are less likely to express suicidal ideation supports the hypothesis
that a sense of belonging helps prevent suicide (Brener et al., 1999). This is also possible,
according to Van Orden et al. (2008), because changes in suicide ideation recorded over
the semester can be linked to changes in the social mix of the university campus and its

members.

Witte et al. (2012), within the framework of the interpersonal theory of suicide,
investigated two personality characteristics, which may explain the recognized gender
differences in suicide. In the two samples of college students, the acquired capability of
suicide from men was significantly higher than that of women. Therefore, personality can

be a psychological mechanism that explains gender differences in suicidal behavior.

Van Oden et al. (2008), explored the gender differences in suicide attempts. The study
concluded that attempted suicide mainly occurred in women, while completed suicide
occurred mainly in men. The risk factors for attempted suicide and completion of suicide

include family environment, mental and addiction disorders, and precipitating events.

Joiner et al. (2002) analysed suicide notes from suicide attempters and completers in two
studies to see if there were any differences in the predictors of completed suicide. Suicide
completers’ notes were deemed to be more burdensomeness than suicide attempters’

notes, according to their findings.
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Suicide attempt status and current suicidal symptoms were found to be significantly
associated to burdensomeness and hopelessness in both adult and adolescent populations.
After adjusting for hopelessness, the association between perceived burdensomeness and
suicide attempt remained substantial. These outcomes suggest that perceived
burdensomeness is a strong predictor of serious suicidal desire, comparable to despair,

which is one of the most accurate predictors of suicide (Joiner & Van Orden, 2008).

IPTS was tested in three investigations by Vander Oden et al. (2008). Suicide cannot be
committed unless a person has both the desire and the ability to do so, according to the
interpersonal psychology theory of suicidal conduct. In the first investigation, the
interaction of thwarted belonging and perceived burden predicted current suicidal
ideation. As expected, thwarted sense of belonging and perceived burden was significantly
and positively correlated. As predicted, feelings of belonging and burden were
significantly related to suicidal ideation. In the second investigation, a higher level of
acquired capability for suicide was found in people who had attempted suicide before. The
results also showed that the experience of pain and provocative experiences significantly
predicts the score obtained for acquired capability. In the third investigation, the
relationship between acquired ability and perceived burden predicted the probability of

suicidal behaviour as determined by the clinician.

The psych-ache theory of suicidality was examined by Flamenbaum (2009). In the first
model, which adjusted for baseline levels of hopelessness and suicide ideation, psych-
ache was utilized as a prospective indicator of suicide ideation. The prediction that psych-
ache would predict future improvements in suicide ideation was rejected, since neither
psych-ache nor hopelessness showed any significant longitudinal relationships with

suicide ideation.
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CHAPTER 3
METHODOLOGY

This chapter outlines the research methodology that was used to investigate social support
and belonging as contributing factors to suicide attempts among young adults at the
Raleigh Fiktin Memorial Hospital (RFM), eSwatini. This chapter includes the research
design, population and sample, materials and measurement of variables, data collection

procedure, and data analysis procedure.
3.1 Research Design

The research design for this study is quantitative. A case study approach and correlational
model was used. According to Crowe et al. (2011), when an in-depth understanding of an
issue, event, or phenomenon of interest is required in its natural real-life setting, the case
study approach 1is particularly effective. Correlational studies are multi-subject,
quantitative research in which participants are not randomised to treatment groups
(Thompson et al., 2005). Correlational evidence can be used to guide causal inferences in
at least two ways. The first method is based on statistics, and it entails statistically
assessing competing alternative causal hypotheses. The second way is logic-based, and it
uses logic and theory to rule out all feasible alternative explanations in order to make a

single credible causal inference (Thompson et al., 2005).
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3.2 Population and Samples

The population in this study are patients referred to the Raleigh Fikitin Memorial Hospital
social welfare department after having attempted suicide. Non-probability sampling will
be used in this study. Non-probability sampling approaches differ from probability
sampling techniques in that samples are selected based on the researcher’s subjective
judgment rather than random selection (Bryman & Bell, 2011). The researcher will use a
non-probability sampling method called purposeful sampling. Purposive sampling refers
to a collection of sampling techniques that depend on the researcher’s judgment in

deciding which units to study (Reddy & Ramasamy, 2016).

On an average monthly basis, 40 patients from various wings of the hospital are referred
to the RFM social welfare department for psycho-social counselling. The researcher will
identify patients that meet the research criteria between the months of December 2020 to
May 2021. The predicted population between the data collection time frame is 200. From
that population a sample of 132 patients who have been admitted in the hospital for suicide
attempt between the ages of 18-25 will be the ideal sample to be selected for the study,

with a margin error of 5% and a confidence level of 95%.

A total of 66 patients however, responded to the questionnaire. Among 66 participants, 18
were male (27%), and 48 were female (73%). Descriptive statistics, regarding age were
50 (76%) for the participants between the ages of 21-23 and were 16 (24%) for participants
24 and above. For marital status, 65 (98%) participants were single and 1 (2%) was
married. With regards to education, 9 (14%) participants were in high school and 57 (86%)
were in tertiary. Employment status statistics for the participants were 29 (44%) for
students, 18 (27%) for employed, and 19 (29%) for unemployed. Regarding living
situation statistics, 9 (13.4%) participants lived alone, 28 (41.8%) lived with parents or
guardians, 10 (14.9%) lived with relatives, and 19 (28.4%) lived with friends. Data was
gathered and analyzed from eSwatini residents. The residential area statistics for
participants were 33 (50%) lived in Manzini, 15 (22.7%) lived in Matsapha, 9 (13.6%)
lived in Mbabane, and 9 (13.6%) lived in Ncabaneni.



Table 1.
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Demographic information about the sample according to gender, age, marital status,

education, employment, living situation, and residential area

Gender

Age

Marital status

Education

Employment

Residential Area

Total

Demographic
information

Male
Female
21 to 23
24 and above
Single
Married
High school
Tertiary
Student

Employed
Unemployed
Alone

With Parents/
Guardians

With Relatives /
Extended Family
With Friends

Manzini
Matsapha
Mbabane

Ncabaneni

N

18
48
50
16
65

57
29

18
19

28

10

19

33

15

66

%

27
73
76
24
98

14
86
44

27
29

13.4
41.8

14.9

28.4

50.0
22.7
13.6
13.6

100
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3.3 Materials and Measurement of Variables

During the data collection procedure, participants were asked several demographic or
personal questions, such as their gender, age, current living situation, and employment

status. Overall, the scales used in the study include:
3.3.1 Demographic Scale

This scale was developed by the researcher and included questions regarding the
demographic background of participants. The demographic data collected includes
gender, age, marital status, residential area, current living situation, level of education,
employment status, history of previous suicidal attempt, history of previous psychological

diagnosis, psychotherapy in the past six months, and family history of suicide.
3.3.2 ENRICHD Social Support Instrument

The ENRICHD Social Support Instrument is 7-item measure of social support that is used
to assess social support in this study. It was developed by Pamela H Mitchell (Mitchell et
al., 2003). Participants are asked to rate on a 5-point likert scale ranging from 1 to 5, with
1 equalling none of the time and 5 equalling all the time. The scale was shown to be a
valid and reliable measure of social support because it taps into four distinguishing
characteristics of social support: emotional, instrumental, informational, and appraisal.

Cronbach’s alpha 0.87 indicates that this scale has strong internal reliability.
3.3.3 Interpersonal Needs Questionnaire (INQ)

To measure belonging, this study uses the Interpersonal Needs Questionnaire which is a
15-item measure of perceived burdensomeness and thwarted belongingness. It was
developed by Kimberly A Van Orden, Kelly C Cukrowics, Tracy K Witte and Thomas E
Joiner (Van Orden, Cukrowicz, Witte, & Joiner, 2012). Participants are asked to rate on a

7-item likert scale 1=not at all true for me to 7=very true for me.
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The INQ includes 8-items to tap burdensomeness which can be described as feeling like
a burden or load to others and 7-items to assess belongingness which can be described as
feeling connected to others. Both scales usually show good internal reliability and have
demonstrated construct validity. The perceived burdensomeness scale has a Cronbach’s

alpha 0.87 and the thwarted belongingness scale has a Cronbach’s alpha 0.84.
3.3.4 Acquired Capability for Suicide Scale-Fearlessness about Death (ACCS-FAD)

The Acquired Capability for Suicide Scale- Fearlessness about Death is used in this study
to determine suicide capability. Ribeiro JD, Witte TK, Van Orden KA, Selby EA, Gordon
KH, Bender TW, Joiner T created a seven-item questionnaire (Ribeiro et al., 2014). The
ACSS-FAD is an update of previous ACSS versions developed within the context of
interpersonal suicide theory. Its seven self-reported statements look at the capability for
suicide’s fearlessness-about-death trait. On a five-item likert scale, participants are asked
to rate themselves on a scale of 1 to 5, with 1 equalling not at all like me and 5 equalling
very much like me, corresponding to a value of 0-4. Internal consistency reliability of this
scale was shown to be adequate in numerous samples of undergraduate students;
Cronbach’s alpha.77—-.85, an inpatient sample Cronbach’s alpha 0.81, and a general
population sample Cronbach’s alpha 0.76 (Ribeiro et al., 2014).

3.4 Data Collection Procedure

This study must adhere to ethical considerations. Data collection will commence once
the Near East University Ethical Committee has approved the proposed study. Once
permission is granted for the study to begin, the Raleigh Fiktin Memorial Hospital also
must grant permission. Ethical standards must be upheld as the data in this study will
be collected from a vulnerable group; it will be collected from hospital patients. The
participants’ individual rights will be protected by adhering to these following three

principles: respect for persons, beneficence, and justice (Diekema, 2006).
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3.5 Data Analysis Procedure

Quantitative techniques will be used to analyse the data collected. The findings of this
research method are derived using statistical and mathematical methods. Quantitative data
will conclude on a problem’s purpose and grasp how prevalent it is by looking for
outcomes that can be projected to a broader population while attempting to quantify it
(Sukamolson, 2007). The Statistical Package for Social Sciences software will be used to

analyse the data (SPSS Version 26.0).

Firstly, to begin analysis, descriptive statistics of participants were obtained, and
normality of data was examined using skewness and kurtosis indicators. The researcher
will further examine the relationship between social support, interpersonal needs, and the
capability for suicide using the regression and correlation test. The researcher will also
conduct a t test for all three scales according to gender, according to employment status,
according to history of previous suicide attempt, and according to history of psychological
diagnosis to observe the correlation regarding suicide relations. The researcher will lastly

use ANOVA to analyse the data.
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Detailed data properties are illustrated in the table below:
Table 2.

Data Properties

Skewness Kurtosis

Std. Std.

Variable N Minimum Maximm Mean Std Dev Statistics Error Statistics Error

Social
Support 66 13.00 21.00 17.5758 2.45614 -576 295 -411 .582
Interpersonal
Needs 66 22.00 32.00 26.7121 3.16600 192 295 -1.033 .582
ACCS 66 1.71 2.86  2.2468 25127 361 295 -.163 528

Table 2 represents the descriptive statistics for variables included in the study. From the
66 participants, it is observed that the statistic of the skewness falls between +2 and -2.

Therefore, the data in this distribution is normally distributed.
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CHAPTER 4

RESULTS

This chapter contains the analysis results of the data collected. It expresses the result and
consequences between social support, interpersonal needs, and the acquired capability for

suicide.
Table 3.

Acquired capability for suicide frequency

Acquired Capability Frequency %
for suicide

1.71 2 3.0
1.86 2 3.0
2.00 12 17.9
2.14 17 25.4
2.29 15 224
243 6 9.0
2.57 6 9.0
2.71 5 7.5

2.86 1 1.5
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Total 66 100

Table 3 shows the scores of the participants on acquired capability for suicide over and

possible 4.

Table 4.

Correlation between age, acquired capability for suicide, social support, and

interpersonal needs

Perceived Thwarted
Age of Social burdensomene belongingne
ACCS participant support ss ss
ACCS R 1 -.155 .065 0.043 0.006
P 215 .602 0.731 0.959
Age R 1 -0.76 -0.082 -0.59
of participants P 546 0.514 0.637
Social support R 1 -0665 -0.592
P 0.000 0.000**
Perceived R 1 0.886
burdensomeness
0.000**
Thwarted R 1
belongingness
P

P<0.05* p<0.001**
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The results of the table above show that there is no significance by age and interpersonal
needs, social support or acquired capability for suicide. There is also no correlation
between acquired capability for suicide and social support, perceived burdensomeness,
and thwarted belongingness. There is a negative correlation between social support and

perceived burdensomeness and thwarted belongingness.
Table S.

Comparison of the total and sub-scales of social support, interpersonal needs, and the

acquired suicide capability according to gender

Male Female
N Mean Std Dev N Mean StdDev T P
Social Support 18 18.50 2.09 48 17.23 2,51 1.910 061
Perceived
burdensomeness 18 13.78 5.30 48 16.15 5.38 -1.598 0.115
Thwarted
belongingness 18 12.17 2.83 48 10.85 2.84 1.672 0.099
ACCS 18 2.27 25 48 2.24 25 454 651
P<0.05* p<0.001**

The independent sample test shows us that there is no significant difference between social
support according to gender, (p>0.05). The mean for males is 18.50 and the mean for
females is 17.22, while the standard deviation for males is 2.093 and the standard deviation

for females is 2.511.
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There is no significant different between interpersonal needs and gender, (p>0.05). The
mean for males is 25.944 and the mean for males is 27.00. There is also no significant

difference between capability for suicide and gender, (p>0.05).
Table 6.

Comparison of the total and sub-scales of social support, interpersonal needs, and the

acquired suicide capability according to marital status

Single Married
Std
N Mean Dev N Mean StdDev T P
2.4072
Social Support 65 17.6462 2 1 13.0000 0.000 1.910 .061
Perceived
burdensomeness 65 15.43 5.44 1 20.00 0.000 -0.834 0.407
Thwarted
belongness 65 11.25 2.89 1 9.00 0.000 0.772 0.443
ACCS 65 2.2484 .25289 1 2.1429 0.000 454 651

P<0.05* p<0.001**

The results show that there is no significant difference between perceived burdensomeness
and thwarted belongingness according to marital status. There is no significant

relationship between capability for suicide according to marital status.
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Table 7.

Comparison of the total score and sub-scales of social support, interpersonal needs, and

the acquired suicide capability according to employment status

Employmen Std
Variables tStatus N Mean Dev F Df P
Social Support  Student 29 19.6897 96745 51.327 3 .000
Employed 18 16.5000 .51450

Unemployed 19  15.3684 2.56495

Perceived
burdensomeness Student 29  10.6897 .47082  79.808 3 0.000
Employed 18  21.5000 4.63046
Unemployed 19  17.1579 3.07794
Thwarted 49.15
belongingness Student 29  13.7241 1.25062 1 3 0.000
Employed 18 9.0000 3.08697
Unemployed 19 94737 51299
ACCS Student 29 22512 .26079 235 3 791

Employed 18 22143 24130

Unemployed 19  2.27.07  .25597

P<0.05* p<0.001**
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The above ANOVA table shows multiple variables analyzed across one factor; the factor
is employment. There is significant difference between social support according to
employment status in this study, (p=0.000). There is also a significant difference between
perceived burdensomeness, thwarted belongingness according to employment status,
(p=0.000). There is no significant difference between the capability for suicide according

to employment status, (p>0.05).

Post hoc analysis with Tukey shows that there are significant differences between all three
groups on the subscales of perceived burdensomeness, (p=0.000). For thwarted
belongingness, the significant difference is between students and both employed and

unemployed people, (p=0.000).
Table 8.

Comparison of the total score and sub-scales of social support, interpersonal needs, and

the acquired suicide capability according to living situation

Livin
. Std
Variables Situation N Mean Dev F Df P
Social Support Alone 9 16.0000 0.0000 76.677 3 .000
With Parents
/ Guardians 28 18.7500 1.75594
With

Relatives /
Extended
Family 10 13.0000 0.00000



Perceived
burdensomenes

S

Thwarted

belongingness

ACCS

With

Friends

Alone

With Parents

/ Guardians

With
Relatives /
Extended
Family

With

Friends

Alone

With Parents

/ Guardians

With
Relatives /
Extended
Family

With

Friends

Alone

19

28

10

19

28

10

19

9

19.0000

17.00

16.79

20.00

10.53

12.00

10.14

9.00

13.58

2.1587

0.00

0.00

6.58

0.00

0.51

0.00

3.35

0.00

1.54

23084
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13.016 3 0.000
11.524 3 0.000
857 3 468
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With Parents
/ Guardians 28 2.2959 .24259

With

Relatives /

Extended

Family 10 2.2571 25017

With
Friends 19 2.2468 25127

P<0.05* p<0.001**

The above ANOVA table shows multiple variables analyzed across one factor; the factor
is living situation. There is significant difference between social support according to
living situation in this study, (p=0.000). There is also significant difference in thwarted
belongingness and perceived burdensomeness according to current living situation,
(p=0.00). There is no significance between the capability for suicide according to living

situation, (p>0.05).

Post hoc analysis with Tukey shows that there are significant differences in social support
and its subscales. For social support, participants who live alone score lower, (p=0.00).
There is a significant difference between people who live with relatives or extended family.

Then participants living with parents and guardians follow in score.

On the scale of belongingness and its subscales participants who live with friends score
lower, (p=0.00). Those who live with relatives then follow in score. They are followed by
those that live with parents and guardians and lastly those who live alone. On the scale for
burdensomeness, participants who live with friends score significantly lower than the

other three subscales.
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Comparison of the total score and the sub-scales of social support, interpersonal needs,

and the acquired suicide capability according to residential area

Residential
Std
Variables area Mean Dev F Df

Social Support Manzini 33 18.6154 2.18092 17.545 3 0.000
Matsapha 15 17.8571  1.06904
Mbabane 9 13.0000 0.00000
Ncabaneni 9 19.0000 0.00000

Thwarted

belongingness = Manzini 33 11.46 2.46 29.925 3 0.000
Matsapha 15 14.13 2.07
Mbabane 9 13.00 0.00
Ncabaneni 9 9.00 0.00

Perceived

burdensomeness Manzini 33 14.12 3.50 8.671 3 0.000
Matsapha 15 18.53 8.26
Mbabane 9 20.00 0.00



ACCS
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Ncabaneni 9 11.00 0.00
Manzini 33 2.2527 25524 .062 3 979
Matsapha 15 2.2245 23119
Mbabane 9 2.2571 30971
Ncabaneni 9 2.2381 29623

P<0.05* p<0.001**

The above ANOVA table shows multiple variables analyzed across one factor; the factor
is residential area. There is significant difference between social support and residential
area in this study, (p=0.000). There is no significance between interpersonal needs and
residential area, (p>0.05). There is also no significance between the capability for suicide

and residential area.

Post hoc analysis with Tukey reveals that the participants from Manzini and Ncabaneni
score significantly lower scores on perceived burdensomeness than those from Matsapha
and Mbabane. On the scale of thwarted belongingness, the participants from Ncabaneni
score significantly lower than all the other areas, followed by Manzini with scores
significantly lower than Matsapha and Mbabane. The results also revealed that
participants from Mbabane reported receiving significantly less social support than the

other three areas.
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Comparison of the total score and sub-scales of social support, interpersonal needs, and

acquired suicide capability according to history of suicidal attempts

Yes No

N Mean Std Dev N Mean StdDev T P
Social Support 9 17.00 0.00 57 17.6667 2.63448  -.754 453
Perceived
burdensomeness 9 26.00 0.00 57 13.84 3.69 9.81 0.000
Thwarted
belongingness 9 6.00 0.00 57 12.04 2.14 -8.414 0.000
ACCS 9 22698 .25198 57 2.2431 .25321 .295 769

P<0.05* p<0.001**

The independent sample t test shows that there is no significant difference between social

support according to history of previous suicidal attempts, (p>0.05). The mean score for

participants between social support and a history of suicidal attempt 17.00 and the mean

score for those that do not have a history is 17.66. There is an observed significant

difference between perceived burdensomeness and thwarted belongingness according to

history of previous suicidal attempt, (p=0.000). The mean score is 32.00 for history of

previous suicidal attempt and 25.87 for those with no suicidal attempt history with regards

to interpersonal needs. There is no significant difference observed between the capability

for suicide according to previous suicidal attempts.
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Table 11.

Comparison of the total score and sub-scales of social support, interpersonal needs, and

acquired suicide capability according to history of psychological diagnosis

Yes No
N Mean Std Dev N Mean StdDev T P
Social Support 9 17.0000 .00000 57 17.6667 2.63448  -.754 453
Perceived
burdensomeness 9 26.00 0.00 57 13.84 3.69 9.813 0.000
Thwarted
belongingness 9 6.00 0.00 57  12.04 2.14 -8.414 0.000
ACCS 9 22698 .25198 57 2.2431 25321 295 769
P<0.05* p<0.001**

The independent sample t test shows that there is no significant difference between social
support according to history of psychological diagnosis, (p>0.05). The mean score for
participants with a history of psychological diagnosis is 17.00 and the mean score for those
that do not have a history is 17.66. There is an observed significant difference between
perceived burdensomeness and thwarted belongingness according to history of previous
psychological diagnosis, (p=0.000). The mean score is 32.00 for history of psychological
diagnosis and 25.87 for those with no history of psychological diagnosis. However, there
is no significant difference observed in the means for capability of suicide according to

history of psychological diagnosis.



42

CHAPTER 5
DISCUSSION

This study examined the relationship between social support, interpersonal needs and
capability for suicide attempts among young adults at Raleigh Fiktin Memorial Hospital,
eSwatini. The findings of the study revealed that there is no significant relationship
between social support and interpersonal needs and capability for suicide. The findings of
this study contradict those of a study by Davidson et al. (2010) which found that each
variable independently predicted suicidal thought. However, that study consisted in a
mostly Caucasian sample whereas this study took place in an African population and
consisted of a black population. According to Davidson et al. (2010), Joiner suggested
that thwarted belongingness and perceived burdensomeness must be heightened for an
individual to desire suicide, whereas more acquired capacity to enact suicide is required
for an individual to physically carry out a suicide attempt. It is possible, then, that people
with only high degrees of acquired capability do not have suicidal ideation because they
do not want to die. According to Davidson et al. (2010) this association should be
researched more in the future. Western studies have reported the maximum prevalence of
parasuicides. Most patients among suicidal ideators, attempters and completers belonged
to 26 to 35 years’ age group followed by those in 16-25 year and 36—45-year age group
(Bhatia, Aggarwal, and Aggarwal, 2010), However, this study was limited to the 18-25-

year-old population which could have an impact on the findings of the study.
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This suggests that there is a probability that a study with a larger sample and unrestricted

age group may yield different results.

The findings also showed that there is a negative correlation between social support and
perceived burdensomeness and thwarted belongingness. Other research that looked at the
co-occurrence of perceived burdensomeness and thwarted belongingness as mediators of
a given predictor and suicide ideation found that perceived burdensomeness, but not
thwarted belongingness, was a significant mediator. Van Orden and colleagues (2008)
discovered that thwarted belongingness did not predict suicidal symptoms until paired
with perceived burdensomeness. Future research should investigate why this is the case.
The effect of a lack of social support or connectivity on suicide ideation reveals that these
variables may be a proximal risk factor for suicide and have their effect on suicide ideation

through perceived burdensomeness (Holligsworth et al., 2018).

The findings further show that there is no significant difference between interpersonal
needs according to gender; they further show that there is also no significant difference
between capability for suicide according to gender. According to these results, this implies
that gender is a weak predictor of suicidal behaviour at RFM, eSwatini. These findings
agree with the CDC (2009), and Mosciki (1994) who state that the insignificant difference
between gender and the identified variables implies that gender may not be a strong
predictor for suicide intent. Regarding broader gender trends, research results consistently
show that women are more likely than men to attempt suicide, but men are more likely
than women to commit suicide entirely. In all age groups, the suicide rate of men is higher
than that of women. On average, men choose more lethal ways like weapons, whilst
women prefer less lethal techniques like poisoning, jumping, drug overdose, and
suffocation (CDC, 2010). Freedenthal et al. (2011) discovered an unanticipated

inconsistency between men and women in their findings.
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The findings of this study further revealed that there is significant difference between
social support according to marital status with regards to suicidal behaviour. This could
also be attributed to the fact that there was only one married individual who participated
in the study. It also revealed that there is no significant difference between perceived
burdensomeness and thwarted belongingness according to marital status. There was also
no significant relationship between capability for suicide according to marital status. This
too could also be attributed to the fact that there was only one married individual who
participated in the study. Despite the before-mentioned statements, there is the assumption
that being engaged in interpersonal relationships is a buffer for suicide risk. Suicide risk

is affected by the presence and quality of social bonds.

In adulthood, one’s partner is the most prevalent source of these relationships. As a result,
there is a well-established link between marital status and suicide risk, with married people
having a decreased risk (@ien-Odegaard, Hauge & Reneflot, 2021). According to Qien-
(¥degaard, Hauge & Reneflot (2021) married men and women have a lower suicide risk
than unmarried men and women. Divorced and separated people, regardless of gender,
have much higher suicide risk than unmarried people. The fact that divorced and separated
people are more likely to commit suicide suggests that suicide is linked to reduced social
connections. According to Oien-Odegaard, Hauge & Reneflot (2021), two studies
investigating marital status and education level pointed out that marital status is a more
important suicide risk factor than education inequality. Kravdal et al. found that non-
married people have a higher mortality risk than married people, and that educational
changes only account for around 5% of the difference. Lorant et al. analyzed data from
eight European nations and found that being married protects against socioeconomic
inequalities in suicide. Therefore, according to these findings, being married is linked to

a lower risk of suicide, even when educational achievement is taken into consideration.
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The findings of the study also revealed that there is significant difference between social
support according to employment status within the sample. There was also a significant
difference between perceived burdensomeness and thwarted belongingness according to
employment status. This expresses that employment status has an effect in suicidal
behaviour in relation to social support and interpersonal needs. Van Orden, et al. (2011)
found no association in several studies examining the relationship between unemployment
and suicide rates at the population level but tended to find associations in studies
examining smaller and more homogeneous populations. This study meets that same

criterion because it was homogeneous.

The results of the study revealed that there are significant differences between participants
who are students, employed and unemployed on the sub-scales of perceived
burdensomeness. For thwarted belongingness, the significant difference is between
students and both employed and unemployed people. Young adults must transition from
school to work ambition, from parental guidance to personal responsibility, from living
with their parents to establishing their own family, from the child health care system to
the adult health care system (Walker-Harding et al., 2017). The context of the greater

world, which is continually changing also influences these challenges and milestones.

More recent evidence suggests that lack of social interaction and participation in religious
activities which promote a sense of belonging increases the overall risk of suicide and the
effects of mood disorders and occupational status (Duberstein et al., 2004). It is also clear
that not only the quantity but also the quality of social connection is crucial to young adult
suicide. Trout’s (1980) definition of social isolation incorporates both the physical and
emotional aspects of social isolation. In individuals with extremely dependent needs such
as chronic illnesses, homelessness, unemployment and so forth the perception of being a
burden on self or others in the present or future was viewed as a trigger that preceded

expression of desire for hastened death (Marty, 2012).
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The findings of the study revealed that there is significant difference between social
support according to living situation across the study’s sample. It was also revealed that
there is significant difference between thwarted belongingness and perceived
burdensomeness according to current living situation. However, it was revealed that there
is no significance between the capability for suicide according to living situation. For
social support, participants who live alone scored lower. There is a significant difference
between people who live with relatives or extended family. Then participants living with
parents and guardians followed in score. On the scale of belongingness and its subscales
participants who live with friends scored lower. Those who live with relatives then
followed in score. They are followed by those that live with parents and guardians and
lastly those who live alone. On the scale for burdensomeness, participants who live with

friends score significantly lower than the other three subscales.

According to Frey and Cerel (2015), many studies on family and suicide have focused on
the composition of families living with individuals. The studies have shown that living
alone increases a person’s risk of suicide. Human beings have the need to belong. Frey
and Cerel (2015), found that people who die from suicide or suspected self-harm are more
likely to live alone than people who die from unnatural causes that have nothing to do
with self-harm. Social isolation was arguably the strongest and most dependable predictor
of deadly suicidal thoughts, suicide, and suicidal activity among populations of diverse
ages, nationalities, and clinical severity (Van Orden et al., 2011). Loneliness, social
isolation, living alone and lacking social support, living in an incomplete family, losing a
spouse due to death or divorce, and being incarcerated are all linked to lethal suicide
conduct, according to empirical studies. Marriage, children, more friends and relatives, on
the other hand, are linked to a lower likelihood of fatal suicide conduct (Van Orden et al.,

2011).
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The findings of this study further revealed that there is significant difference between
social support according to residential area within the sample. This implies residential area
may have an impact to the degree of social support received with regards to suicidal
behaviour. Participants from Manzini and Ncabaneni scored significantly lower scores on
perceived burdensomeness than those from Matsapha and Mbabane. This implies that

participants from these regions had low levels of burdensomeness.

On the scale of thwarted belongingness, the participants from Ncabaneni scored
significantly lower than all the other areas, followed by Manzini with scores significantly
lower than Matsapha and Mbabane. Participants from Ncabaneni experience significantly
less thwarted belongingness because this is a rural community and maintains a communal
way of life as opposed to individualistic life in urban areas. This communal setting may
also account for the low perceived burdensomeness scores of these participants (Giuseppe

et al., 2007).

The results also revealed that participants from Mbabane reported receiving significantly
less social support than the other three areas. Mbabane is the capital city of eSwatini. The
results could be the result of urbanization in the city. Urbanization is associated with the
disintegration of the family as a unit. Historically Africans maintain close relations with
the extended family which serves as an extended line of social support. However, in urban
areas this support is lost since the extended families would no longer reside near each
other (Giuseppe et al., 2007). Manzini is the commercial center and the second largest city
in eSwatini. The results from the Manzini participants show that there are ways of
mediating the effects of urbanization on the integration of the family and society so young

adults can feel that they belong and are not a burden.

In the past 20 years, eSwatini has experienced a great deal of immigration, and the city
and suburbs of greater Manzini, including Matsapha which is an industrial zone and now
has a population of close to 100,000 (Tevera et al., 2012). This may be the reason it lacks

support for young adults.
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Rapid urbanization in Matsapha has resulted in the establishment of many unplanned
settlements with low-quality housing, inadequate sanitation, unpleasant living conditions,
high levels of poverty, and a lack of work prospects due to rural-urban migration and
natural population expansion (Tevera et al., 2012). This may result to young adults feeling

displaced as there is a lack of activity focused on their welfare.

According to O’Reilly et al. (2008) suicide rates vary widely in different regions, but it is
unclear whether this is due to differences in population composition or background factors
at the regional level. Previous literature has shown that the incidence of social problems,
mental disorders and suicidal behavior is higher in city centers, and the suicide rate is
higher in poor or socially dispersed areas. O’Reilly and colleagues (2008) further state
that over time, the suicide rates increase more in areas with the highest levels of poverty
or social division. It should be noted that eSwatini’s health-care system that is already
overburdened with chronic personnel shortages, restricted national budget allocations,
medicine shortages, congestion in health-care institutions, and insufficient high-care

facilities and equipment (Shongwe and Huang, 2021).

The findings of the study revealed that there is a significant difference between perceived
burdensomeness and thwarted belongingness according to history of previous suicidal
attempt. One of the strongest predictors of death by suicide is the history of suicide
attempts in the past (Van Orden et al., 2010). Lakeman and Fitzgerald (2014) conducted
a systematic assessment existing literature to see how individuals dealt with suicidal
ideation, particularly in terms of recovering a desire to live. They discovered that
participants struggled with suicidal ideation and frequently mentioned feelings of isolation
and misery. A more recent study emphasized the delicate balance individuals had to strike
between the excruciating pain of ongoing suicidal ideation and the optimism for the future

after surviving a suicide attempt (Berglund et al., 2016).
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In a similar study, just 10 of the 50 patients reported feeling happy or relieved soon after
surviving a suicide attempt. The most common negative emotions expressed were sadness,
depression, disappointment, emptiness, anger, embarrassment, and shame. While many
participants’ negative emotions had changed to feelings of happiness, gratitude, and hope
by the time they participated in the study, over 30% of individuals still had unfavorable
thoughts about their survival (Maple et al., 2019).

The findings of the study also revealed that there is no significant difference observed
between the capability for suicide according to history of previous suicidal attempts. This
may reflect the effectiveness of the intervention program offered at RFM. Furthermore,
following a suicide attempt some suicide attempters may experience relief or happiness
for surviving the attempt which may account for the moderate score on capacity for
suicide. In a study by Maple et al. (2019) only about 30% of the suicide attempters had

negative feelings about surviving (Shamsaei et al., 2020).

The findings of this study further revealed that there is a significant difference between
perceived burdensomeness and thwarted belongingness according to history of
psychological diagnosis. Mood disorders are a long-standing and dangerous illness. It was
originally recognized and reported by ancient Greek physicians more than 2000 years ago,

according to an ancient finding (Hippocrates, 460-377 BC).

Suicide is a common sign of mental illness that has a high death rate all around the world.
Hippocrates discovered a sign of ‘melancholia’, now known as ‘depression,” and linked
the ailment to human ‘brain malfunction’ during his time. Despite the passage of time,
these statements have remained unchallenged. This observation will continue to be the
focus of future scientific and medical research according to Lu et al. (2020). From ancient
times to the present, scientists have been trying to figure out if there is a link between
suicide and mental illness. Despite a lengthy history of suicide and mental disease study,
diagnoses are particularly restricted; the present focus of research is on suicide attempts

and suicide repeaters (Lu et al., 2020).
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Lastly, the findings of the study revealed that there is no significant difference between
capability for suicide according to history of psychological diagnosis. This could be
attributed to the lack of a robust mental health care culture in eSwatini. Usually,
individuals seek mental health care assistance only once having been prescribed by a

physician.
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CHAPTER 6

CONCLUSION & RECOMMENDATIONS

This chapter summarizes and restates the main points of the study and its findings. It also

includes the recommendations and suggestions for further research.

6.1 Conclusion

To conclude, this study investigated the contributory risk factors of suicide attempts
among young adults at Raleigh Fiktin Memorial Hospital, eSwatini. The findings of the
study revealed that there is no significance by age and interpersonal needs, social support
or acquired capability for suicide. There is also no correlation between acquired capability
for suicide and social support, perceived burdensomeness, and thwarted belongingness.
The findings also revealed that there is a negative correlation between social support and

perceived burdensomeness and thwarted belongingness.

They further revealed that there is also no significant difference between capability for
suicide according to gender. The findings of the study also revealed that there was
significant difference between social support according employment status within the
sample. There was also a significant difference between perceived burdensomeness and
thwarted belongingness according to employment status. Employment is generally

considered a risk factor for suicidal ideation and behavior.
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The findings of the study revealed that there was significant difference between social
support according to living situation across the study’s sample. It was also revealed that
there was significant difference in thwarted belongingness and perceived burdensomeness
to current living situation. Previous literature has shown that living alone increases a
person’s risk of suicide. Interpersonal relationships are often linked to a lower likelihood

of fatal suicide conduct.

The findings of this study further revealed that there was significant difference between
social support according to residential area among the sample. The results could be the
result of urbanization in the city. Urbanization is associated with the disintegration of the

family as a unit therefore, resulting in loss of connection.

The findings of the study revealed that there is no significant difference between capability
for suicide according to history of psychological diagnosis. This could be attributed to the
lack of a robust mental health care culture in eSwatini. Usually, individuals seek mental
health care assistance only once having been prescribed by a physician. The findings of
the study also revealed that there is no significant difference observed between the

capability for suicide according to history of previous suicidal attempts.

6.2 Recommendations

Future research could start off by applying the study in the whole of eSwatini in order to
get a larger representative sample. The effect of belonging and perceived burden on
suicidal behaviour could be applied to an older age group to identify the significance of
age with regards to the trend in suicidal behaviour. Researchers are recommended to
explore beyond social factors in order gain more insight regarding the phenomenon. This
will also create the development of adequate preventive measures. Future studies are
recommended to be longitudinal in order to get more accurate data pertaining this
phenomenon. The findings from this study could be used to improve literature on eSwatini

with regards to mental health.
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6.2.1 Recommendations for Further Research

This study used psycho-social concepts to define and research on suicide. In this field,
precision and outliers need to be investigated on a regular basis in order to avoid ambiguity
about the social risk factors to suicide. Though research is always evolving, precision will

prevent researchers from investigating concepts that have been thoroughly exhausted.
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APPENDIX 1
ENRICHD Social Support Instrument
SOCIAL SUPPORT
For each question, CIRCLE the
number that BEST describes your
current situation.
QUESTION None | Alittle | Some | Most All of
of the | of the of the | of the | the
Lime Lime Lime Lime Lime
[. | Is there someone available o vou whom |
youl can count on to listen o vou when
| youpeedtotalk? 1 2 3 4 3
2. | Is there someone available 1o give you
good advice about a problem? 1 2 3 4 5
3. | Is there someone available to vou who
show you love and affection? 1 ) 3 4 5




66

APPENDIX 2

Interpersonal Needs Questionnaire

The following questions ask you to think about yourself and other people. Please
respond to each question by using your own current beliefs and experiences, NOT what
you think is true in general, or what might be true for other people. Please base your
responses on how you’ve been feeling recently. Use the rating scale to find the number
that best matches how you feel and circle that number. There are no right or wrong

answers: we are interested in what you think and feel.

Not at all Somewhat Verv true
true for me true for me for me
These fays. fhe people in my fife would be |
k better offif T were gone : b : T
y T}Jﬁgda}'.s: the people in my life would be 1 ) 3 s ¢ 6 7
happier without me

3. These days, I think [ am a burden on society I 23 4 56 7



statement using the scale below and indicate your responses on your answer sheet.
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Acquired Capability for Suicide Scale-Fearlessness about Death

ACSS-FAD

Please read each item below and indicate to what extent you feel the statement describes you. Rate each

0 4
Notatall 1 2 3 Very much
like me like me
1 The fact that | am going to die does not affect me. 0 1 2 3 4
2 The pain involved in dying frightens me. 0 1 2 3 4
3 |'amvery much afraid to die. 0 1 2 3 4
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APPENDIX 4

RE: ENRICHD Social Support Instrument Permission

@ Pamela H. Mitchell <pmitch@uw.edu>

02:29

J

To: Nokufika Mkhatshwa

Dear Nokufika Mkhatshwa:

Thank you for your inquiry about using the ESSI social support instrument. This instrument was developed
on an NIH grant and is therefore in the public domain. This means you do not have to obtain any further
permission to use it. It is published in the American Journal of Cardiology, 2001;88:316-332 and in Mitchell
PH, Powell L, Blumenthal J, Norten J, Ironson G, Pitula CR, Froelicher ES, Czajkowski S, Youngblood M, Huber
M, Berkman LF. A short social support measure for patients recovering from myocardial infarction: the
ENRICHD Social Support Inventory.) Cardiopulm Rehabil. 2003 Nov-Dec;23(6):398-403. There is no fee or
further permission needed to use the instrument, but, please credit ENRICHD Investigators accordingly in
any work, reports, manuscripts, scientific meetings where the ESSI is involved/used.

The instrument is an appendix to both these publications and the scoring is embedded in the paper. WORD
indicates it is at the Fleish-Kincaid 8th grade reading level. It can be administered verbally (with
explanation) to participants if that reading level is a problem.

Sincerely,

Pamela H. Mitchell, PhD, FAHA, FAAN
Professor Emeritus, Biobehavioral Nursing and Health Informatics
Box 357266, University of Washington, Seattle WA 98195

From: Nokufika Mkhatshwa <mkhatshwa.fika@gmail.com>
Sent: Wednesday, February 10, 2021 3:25 PM
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Re: ACSS-FAD & INQ-15 Permission

° Thomas Joiner <joiner@psy.fsu.edu>
01:14

Jd

To: Nokufika Mkhatshwa

yes that would be fine, good luck with the work. Best, Thomas.

On 2/10/2021 6:12 PM, Nokufika Mkhatshwa wrote:

>

> Good day Dr Joiner,

>

> My name is Nokufika Mkhatshwa; 1 am a 25 year old female native of the
> Kingdom of Eswatini (previously Swaziland) and currently pursuing a

> Master of Arts in General Psychology at Near East University (located
>in North Cyprus).

>

> | am currently conducting research on the typical risk factors that

> |lead to suicide attempts among young adults at the age of 18-25: A

> case study of Raleigh Fiktin Memorial Hospital, Eswatini. My research

> aims to draw from studies of Joiner, Shneidman as well as Durkheim

> which emphasise the role of social connection with relation to suicide
> attempts among young adults; it aims to extend the findings within the
> context of the Kingdom of Eswatini at Raleigh Fiktin Memorial Hospital.
>

> | would like to use the ACSS-FAD & INQ-15 as measures within the

> study. Please give me permission to use these measures.

>

> Your cooperation would be highly appreciated.

>

> Regards,
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Ethics Committee Approval
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research on the condition that you will abide by the information provided in your

application form.
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